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of  the  status  of  the  profession  and  the 
degree  of  recruitment?  You  have  prob- 
ably been  to  some  of  the  Dominions 

and  the  States? 1 have,  to  both.  In 

the  United  States  there  are  one  or  fjvo 
medical  schools  which  attract  the  really 
best  men  in  the  whole  of  North  America. 
I think  their  quality  is  quite  a lot  higher 
than  the  average  quality  of  students  in 
this  country.  But  if  you  took  all  the 
schools  in  the  States  and  averaged  them 
I do  not  know  what  the  answer  would 
be.  I certainly  would  not  like  to  think 
it  would  be  higher. 

1814.  And  the  status  of  the  profession 
in  the  community  in  the  States.  Would 
it  rank  higher  in  that  community  than 

ours  does  in  this  or  not? 1 really  do 

not  know  the  answer  to  that.  Have  you 
any  impression.  Sir  Russell?— Sir  Russell 
Brain : I could  not  say. 

1815.  Professor  Jewkes:  You  will 

probably  be  aware  that  the  earnings  of 
doctors  in  America  in  the  last  ten  years 
have  risen  very  rapidly  indeed,  so  much 
so  that  their  earnings  outstrip  the  earn- 
ings of  most  other  professions  I would 
think,  and  perhaps  even  those  of  the 
ordinary  wage-earner  and  salary-earner. 
Is  that  having  any  effect  in  drawing 
doctors,  young  doctors,  from  this 
country  to  North  America,  perhaps  not 
direct  to  the  United  States,  but  through 
the  triangular  movement  of  going  to 
Canada  and  then  going  to  America? 
The  United  States  doctor’s  position  rela- 
tively has  become  much  better  than  it 

was  ten  or  twenty  years  ago. Dr. 

Platt:  I do  not  know  that  we  have  got 
figures  yet.  We  are  going  into  figures 
for  emigration,  and  they  did  appear  to 
show  a very  considerable  increase  in 
the  people  going  to  Canada.  But  if 
you  do  not  mind  I would  rather  leave 
that  until  a later  stage  when  we  have 
checked  up.  We  do  not  want  to  give 
figures  which  are  not  right. — Sir  Russell 
Brain : I think  from  personal  experience 
there  is  quite  a lot  of  evidence  that  there 
is  a stream  beginning  flowing  towards 
the  United  States  where  men  are  offered 
much  better  remuneration,  and  where 
very  often  there  are  more  attractive 
facilities  in  the  way  of  technical  aids, 
and  so  on. 

1816.  And  it  would  take  place  by  this 
process  of  going  to  Canada  perhaps  first, 
because  a qualified  man  here  is  not  auto- 
matically qualified  in  the  United  States, 
is  that  correct? That  is  true  I think. 


yes.  Some  of  them  actually  go  over  and 
start  again  and  qualify  over  there ; and 
then,  of  course,  there  are  other  more 
academic  posts  where  it  does  not  apply. 

1817.  Chairman:  When  you  say  they 
are  offered  a better  remuneration.  Sir 
Russell,  does  that  mean  as  salaried 

members? 1 was  thinking  of  salaried 

members,  research  workers,  and  so  on, 
of  University  hospitals  and  research 
Institutes. 

1818.  Sir  Hugh  Watson:  Dr.  Platt, 
following  on  this  question  of  the  quality 
of  entrants  into  the  profession,  you 
touched  on  one  matter  which  obviously 
distresses  you,  and  that  is  you  say  you 
find  doctors  are  no  longer  sending  their 
sons  into  -the  profession  in  the  same  pro- 
portion that  they  were.  You  think 

there  is  evidence  to  show  that? Dr. 

Platt : A lot  of  people  seem  to  think  so. 
I do  not  know  that  we  have  any  figures 
for  this,  and  I think  that  it  probably  fits 
medical  students  in  Oxford  and  Cam- 
bridge more  than  the  other  universities. 
This  is  not  I am  afraid  based  on  facts 
and  figures.  Can  you  give  any  better 
answer  to  that.  Sir  Harold? — Sir 
Harold  Boldero:  No,  Sir,  there  are  no 
figures  available. 

1819.  You  have  got  this  from  the 

Mountford  Committee’s  report.  You 
say  so  in  your  note. Yes. 

1820.  It  is  quite  true  that  that  is  a 

reasonable  inference  from  the  Mount- 
ford  Committee’s  report,  but  they  give 
another  figure  which  you  do  not  quote 
— namely  of  all  students  at  universities 
over  50  per  cent,  of  those  whose  fathers 
are  or  were  doctors  are  themselves  in 
the  medical  faculties.  This  would  tend 
to  make  one  fed  that  it  was  not  quite 
so  bad  as  you  think. Dr.  Platt : No. 

1821.  It  would  seem  a high  proportion 
considering  all-  the  professions  to  which 

young  men  have  access. So  it  always 

has  been  a high  proportion. 

Sir  Hugh  Watson : Yes,  you  and  I can 
think  of  many  families  where  there  have 
been  doctors  for  generations. 

1822.  Chairman:  What  would  be 

significant  would  be  a very  marked 
change,  and  a change  more  marked  in 
your  profession  than  in  some  of  the 
others. Yes. 

1823.  Because  there  are  changes 

going  on  all  the  time. Yes. 
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Memorandum  submitted  by  the  Socialist  Medical  Association 

In  submitting  evidence  on  this  subject  the  Socialist  Medical  Association  wishes  to 
make  it  clear  that  it  is  concerned  with  principles  rather  than  precise  amounts  of 
remuneration  but  believes  that  the  latter  can  never  satisfactorily  be  achieved  until  the 
former  have  been  accepted.  • The  Royal  Commission  has  been  asked  to  consider  a group 
who  are  paid  by  the  NHS  by  a great  variety  of  methods  and  including  some  who 
acquire  incomes  by  a further  variety  of  methods  outside  the  service.  The  SMA 
believes  that  the  principle  already  established  in  the  NHS  for  all  but  a small  group 
of  health  workers,  that  of  whole-time  salaried  employment  must  be  established  for  all 
if  a satisfactory  method  of  payment  is  to  be  worked  out.  Particularly  is  this  the  case 
in  the  hospital  services  where  not  only  would  the  method  be  more  economical  (as  shown 
by  Titmuss  and  Abel-Smith)  but  more  efficient  and  conducive  to  a far  higher  standard 
of  medical  care.  The  arguments  are  so  powerful  that  it  is  clearly  wrong  to  perpetuate 
a method  which  encourages  people  to  take  part-time  employment  at  greater  cost  to 
the  nation. 


PROPOSALS  AND  RECOMMENDATIONS 
A.  Hospital  Doctors’  and  Dentists’  Remuneration. 

1.  Whole-time  Staff. 

(a)  The  basic  salary  of  each  grade  should  be  related  to  the  cost  of  living  and 
reviewed  annually. 

(b)  The  system  of  increments  should  be  retained  but  should  be  spread  over  a longer 
period  so  giving  better  incentives  than  at  present. 

(c)  Merit  Awards  should  be  abolished. 

(d)  Responsibility  allowances  should  be  introduced,  related  to  posts  and  not  to 
individuals. 

(e)  There  should  be  two  increment  ladders  covering  the  higher  grades  of  hospital 

officer.  Up  to  Registrar  the  posts  should  be  regarded  as  preliminary  to  a 
decision  whether  to  go  on  in  ho^fsftal. service  or  to  become  a GP,  The  person 
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who  decides  to  remain  in  hospital  and  who  is  accepted  as  suitable,  should 
start  in  the  “ specialist  ” grade.  This  should  be  devised  so  as  both  to  provide 
(1)  a “ sticking  point  ” (but  at  an  older  age  than  at  present,  say  40)  for  those 
who  do  not  gain  promotion  or  for  posts  not  carrying  fullest  responsibility, 
and  (2)  for  promotion  either  within  the  same  hospital  or  elsewhere.  Such 
promotion  should  be  to  “ Consultant  ” grade,  the  increments  for  which  should 
start  later  and  go  on  longer  than  at  present.  There  must  be  free  movement 
at  the  lower  ranges  of  the  “ specialist  ” ladder  so  as  to  allow  for  changes  in 
specialisation  and  there  should  be  an  overlap  of  the  two  ladders.  S.H.M.Os.  and 
existing  Senior  Registrars  should  be  absorbed  as  specialists  ” except  those 
who  are  now  doing  consultant  work  and  there  should  be  an  increase  in 
consultant  posts.  The  system  must  retain  as  much  flexibility  as  possible  as 
medicine  is  still  a growing  thing. 

(/)  Retirement.  The  present  arrangements  concerning  retirement  should  be 
retained  but  people  should  be  able  to  retire  earlier  where  they  themselves 
consider  it  desirable  without  foregoing  all  their  pension  rights. 

2.  Pre-Registration  Staff— Doctors. 

Recommendations : 

(a)  The  Pre-Registration  House  Officer  immediately  on  qualifying  to  be  guaranteed 

by  the  Hospital  Service  one  year’s  salary  and  one  year’s  full  employment. 
This  guarantee  by  the  Hospital  Service  would  make  it  obligatory,  subject  to 
the  usual  safeguards,  on  the  House  Officer  to  accept  any  suitable  post  offered 
by  the  Hospital  Service. 

( b ) The  present  salary  scales  for  House  Officers  are  totally  inadequate  and  should 

be  raised  immediately  by  at  least  50  per  cent. 

(c)  The  need  of  House  Officers  for  time  and  energy  for  further  study  should  be 

recognised  and  the  maximum  hours  worked  should  be  reduced.  House  Officers 
must  not  have  the  feeling  of  being  exploited  and  the  establishment  of  every 
hospital  must  be  such  that  working  hours  are  much  less  than  is  often  the  case 
today. 

3.  Pre- Registration  Staff— Dentists. 

In  dentistry  the  problem  of  recruitment  is  likely  to  continue  to  be  difficult  and  some 
method  must  be  devised  to  make  early  years  of  dentistry  on  a whole-time  basis  more 
attractive.  It  is  suggested  that  grants  should  be  made  to  suitable  students  to  cover 
the  whole  cost  of  training,  and  where  necessary,  maintenance  subject  to  their  agreeing 
to  spend  the  first  three  years  after  qualification  working  whole  time  in  the  NHS. 

4.  Part-time  or  Sessional  Staff. 

Recommendations : 

(a)  Care  should  be  taken  not  to  encourage  (by  advantageous  terms  etc.)  part-time 

or  sessional  employment. 

(b)  As  soon  as  practicable  the  Regional  Hospital  Boards  should  terminate  existing 

contracts  of  employment  with  Consultants  and  Specialists  on  a part-time  or 
sessional  basis  and  offer  fresh  employment  on  a whole-time  salaried  basis  only. 

5.  The  Pay-Bed  system  (which,  among  other  disadvantages,  enables  part-time 
specialists  to  obtain  “ side  earnings  ”)  should  be  abolished  in  the  Hospital  Service. 

Comments  on  the  Foregoing  Recommendations. 

1.  The  salaries  suggested  for  consultants  in  the  Spens  Report  were  based  on  the 
assumption  that  there  would  be  a marked  diminution  in  private  practice  but  this  has 
not  happened  and  the  Guillebaud  Report  stated  that  there  should  be  no  financial 
incentive  for  any  full-time  consultant  to  transfer  to  a part-time  contract  in  view  of  the 
many  incentives  which  exist., 

2.  At  the  moment  most  consultants  who  sit  on  influential  committees  are  themselves 
employed  on  a sessional  basis  and  continue  to  advise  that  method  and,  it  is  believed, 
to  make  it  more  difficult  to  persuade  Hospital  Boards  to  create  more  whole-time 
consultant  posts  which  would  help  Senior  Registrars  to  get  promotion.  It  is  not  unknown 
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for  part-time  consultants  to  exceed  their  nine  sessions,  doing  as  many  as  10-15  notional 
half-days.  This  increases  the  difficulties  of  Senior  Registrars  by  reducing  opportunities 
for  promotion. 

3.  The  whole-time  staff  in  Hospitals  are  experiencing  a steady  lowering  in  their 
standards  of  living  by  constantly  increasing  costs  and  gradual  diminution  in  the  value 
of  money.  The  basic  salary  of  each  grade  in  the  hospital  service  should  be  related  to  the 
cost  of  living  and  ensure  that  salaries  are  in  accord  with  present  living  costs. 

4.  The  recruitment  of  medical  students  should  be  based  on  as  wide  a social  catchment 
a«  possible  since  doctors  must  understand  their  patients’  lives  and  social  backgrounds 
as  emphasis  is  laid  on  “ stresses  ” as  well  as  on  diseases.  The  student  should  be  given 
general  cultural,  as  well  as  technical  training,  so  that  he  can  cope  with  widely  varying 
problems  and  become  a mature  person.  Many  factors  militate  against  this  wide  social 
recruitment,  particularly  the  length  of  the  course,  its  cost,  the  late  age  at  which  earnings 
begin  and  the  poor  commencing  salaries.  Grants  therefore  to  medical  students  should 
be  such  that  they  will  assist  recruitment. 

5.  In  the  House  Officer  and  Registrar  grades  a higher  salary  scale  would  not  entirely 
prevent  the  present-day  anxieties  and  frustrations.  At  this  stage  the  young  doctor  is 
constantly  changing  posts  and  needs  more  assistance  in  moving  and  should  not  suffer 
long  gaps  between  jobs.  It  is  important  also  that  trainee  doctors  should  feel  there  are 
genuine  prospects  of  promotion  within  the  service. 

6.  Guaranteeing  one  year’s  salary  and  employment  to  the  pre-registered  doctor  at 
least  relieves  his  anxiety  regarding  periods  of  unemployment  and  ensures  an  opportunity 
to  consider  his  future  either  in  the  Hospital  Service  or  in  General  Practice.  The  first 
year’s  salary  should  be  adequate  and  the  normal  hours  of  work  not  more  than  50  hours 
per  week  which  would  allow  for  study  and  continuation  of  training. 

7.  The  part-time  or  sessional  Consultant  and  Specialist  has  elected  to  contract  out  of 
whole-time  service  to  undertake  private  practice,  to  get  more  opportunities  for  more 

side-earnings  ” which  the  Guillebaud  report  states  cannot  be  assessed  or  determined  for 
Tax  purposes.  As  a result  the  part-time  consultant  or  specialist  is  tom  between  loyalty 
to  his  responsibility  and  the  desire  to  indulge  in  “ side-earnings  ”,  The  calculation  of 
“notional”  half-days,  the  payment  for  travelling  time,  the  possibilities  of  tax-rebates 
all  give  to  the  part-time  privileges  denied  to  the  whole-time  consultant.  In  addition 
much  of  the  advice  tendered  to  the  Ministry  and  Hospital  Boards  is  biassed  in  favour 
of  part-time  contracts. 

8.  The  system  of  part-time  or  sessional  employment  should  therefore  cease  as  soon 
as  practicable  and  whole-time  employment  he  established  throughout  the  hospital  service. 

?■  The  Pay-Bed  system  is  fostered  by  the  part-time  specialists  to  enable  them  to  get 
“side-earnings  It  is  an  abuse  of  the  NHS  facilities  and  at  its  expense.  Indeed  the 
NHS  is  subsidising  the  part-time  consultant  without  any  return.  It  should  be  possible 
to  obtain  bed-privacy  whenever  required  without  the  retention  of  the  Pay-Bed  system. 

B.  General  Medical  PRACTmoNERs’  Remuneration 

The  Socialist  Medical  Association  believes  in  the  principle  and  policy  of  organising 
the  whole  of  the  Health  Service  on  a whole-time  salaried  basis  and  considers  that  the 
time  is  opportune  to  introduce  whole-time  Health  Centre  Genera]  Medical  Practitioner 
Services  throughout  the  country.  It  proposes  to  the  Royal  Commission  that  it  advises 
the  Government  to  organise  the  General  Medical  Practitioner  services  in,  and  through 
Health  Centres.  The  SMA  believes  that  local  government  should  be  so  reformed  that 
the  NHS  can  be  operated  by  a single  democratically  elected  health  authority  on  a regional 
basis  but  until  that  is  done  the  contract  of  the  General  Practitioners  would  remain  with 
the  local  Executive  Council.  The  Health  Centres  envisaged  are  fundamental  to  real 
tom-work  in  general  practice  but  they  need  not  be  elaborate  and  must  not  be  too  large. 
The  GP  must,  ot  course,  have  full  and  open  access  to  the  ancillary  services  he  needs. 

1.  Recommendations 

(a)  The  basic  salary  of  each  General  Medical  Practitioner  should  be  related  to  the 
cost  of  living. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


6 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


(b)  The  General  Medical  Practitioner  who  enters  a health  centre  service  would  be 

paid  on  a salaried  basis.  Other  doctors  should  be  given  the  option  at  once  ot 
choosing  between  the  capitation  fee  or  salary  and  the  fact  that  all  overhead 
expenses  of  doctors  in  health  centres  in  regard  to  surgeries,  etc.,  would  be  tree 
to  the  doctor  would  be  an  excellent  incentive  to  doctors  to  come  into  such 
centres. 

(c)  A system  of  increments  to  doctors  working  in  health  centres,  coupled  with 

payments  for  special  skill  and  responsibility  allowances  should  be  instituted  to 
provide  maximum  incentive. 

(d)  The  employment  of  General  Medical  Practitioner  Assistants  should  be  dis- 
continued. They,  with  other  General  Medical  Practitioners  with  numbers  on 
their  lists  below  2,500  will  take  over  the  excess  patients  shed  by  those  with 
above  2,500. 


2.  Retirement  age  for  all  General  Practitioners  should  be  65  with  opportunities  for 
re-employment  but  not  beyond  70  years  of  age. 

3.  Retirement  should  be  allowed  when  the  individual  himself  considers  it  desirable 
without  surrendering  all  rights  to  pensions. 


C.  General  Dental  Practitioners’  Remuneration 
The  Socialist  Medical  Association  considers  that  the  time  is  opportune  to  introduce 
full-time  Health  Centre  General  Dental  Practitioner  Services  throughout  the  country 
and  proposes  to  the  Royal  Commission  that  it  advises  the  Government  to  organise  the 
General  Dental  Practitioner  Services  in  and  through  Health  Centres. 

1.  Recommendations 

(a)  The  General  Dental  Practitioner  who  enters  the  Health  Centre  service  should  be 
offered  a salary  comparable  with  the  annual  earnings  of  the  established  Dental 
Practitioner. 

(b)  Annual  increments  should  be  granted  to  whole-time  salaried  General  Dental 

Practitioners  in  such  a way  as  to  create  the  maximum  incentive. 

(c)  Terms  of  employment  and  opportunities  for  advancement  should  be  such  as  to 

encourage  pre-registration  dental  house  officers  to  enter  Health  Centre  practice 
and  to  remain  in  it. 

2.  Retirement  for  all  General  Dental  Practitioners  should  be  at  65  with  discretion 
of  the  Executive  Council  exercised  for  opportunities  of  re-employment  where  desirable. 

3.  Dentists  should  have  the  right  to  retire  before  the  age  of  65  when  they  themselves 
consider  it  desirable  without  surrendering  all  pension  rights. 


Comments  on  the  Foregoing  Recommendations. 

1 The  increased  remuneration  given  to  the  General  Medical  Practitioner  who  con- 
tinues to  work  outside  the  Health  Centre  should  only  be  given  on  the  understanding 
that  sub-standard  surgery  and  waiting-room  accommodation  is  improved  and  adequate 
administrative  services  provided  as  recommended  in  the  Danckwerts  Award.  Since 
so  much  of  this  accommodation  is  provided  in  old  houses  and  premises  almost  beyond 
repair,  it  would  be  uneconomical  to  re-equip  and  rebuild  and  would  place  too  costly 
a burden  on  the  General  Medical  Practitioner. 

2.  The  answer  is  to  provide  Health  Centre  facilities  with  rent-free  accommodation 
for  surgery  and  waiting  room  suites,  administrative  and  technical  personnel  services, 
transport  reduction  in  hours  of  service  and  freedom  from  the  burdens  of  mortgage 
and  house  purchase,  of  staff  difficulties  and  of  maintenance  of  admmistrative  services. 
This  would  provide  the  opportunity  to  retain  the  closest  “ patient-family  doctor 
relationship  and  at  the  same  time  to  be  able  to  work  more  closely  with  his  colleagues  in 
the  Health  Centre. 

3.  Provision  for  training  of  Dental  Students  is  well  below  that  which  is  required  to 
replace  the  present  losses  in  the  Dental  Services;  the  Government  must  take  immediate 
steps  in  conjunction  with  the  teaching  hospitals  to  provide  these  additional  facilities. 
There  are  many  factors  involved  but  they  must  be  overcome. 
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4.  To  include  the  Dentists  in  the  Health  Centres  will  be  a step  towards  linking  up  the 
School  Dental  Service  with  the  General  Dental  Practitioner  Service  and  will  assist  in 
a more  effective  approach  to  orthodontic  work  and  the  prevention  of  dental  disease. 

5.  The  reduction  of  Lists  of  Patients  to  2,500  will  enable  the  full  employment  of 
many  General  Medical  Practitioners  who  have  small  Lists  and  a considerable  reduction 
in  the  burden  carried  by  those  who  possessed  the  large  Lists,  with  the  safeguarding  of 
their  income.  It  will  enable  the  General  Medical  Practitioner  to  assist  in  the  work  of 
t!ie  prevention  of  ill-health  with  the  local  health  authorities  and  when  the  Occupational 
Health  Service  is  introduced,  scope  and  opportunities  will  be  provided  to  the  General 
Medical  Practitioner  to  assist  in  this  service. 

6.  The  salaries  of  Medical  Officers  of  Health  must  be  brought  into  line  with  those 
earned  in  other  spheres  and  commensurate  with  the  responsibilities  which  they  carry. 

7.  The  SMA  considers  that  recommendations  on  the  adequate  remuneration  of 
doctors  and  dentists  cannot  be  made  without  at  the  same  time  making  comparisons 
with  the  remuneration  of  other  Health  Workers,  especially  in  the  hospital  services. 
This  will  reveal  that  they  are  often  poorly  paid  compared  with  people  with  similar 
qualifications  and  training  in  industry.  But  the  most  important  point  is  that  the 
remuneration  of  all  health  workers  must  be  so  organised  that  it  encourages  team  work 
within  the  service  and  higher  quality  in  the  individual. 


APPENDIX 

1 . The  Provision  of  Health  Centres. 

Recommendations : 

(a)  The  Government  to  provide  the  Local  Health  Authorities  with  enough  monies 
to  establish  the  necessary  number  of  health  centres  in  their  areas. 

( b ) The  Local  Health  Authorities  to  set  up  ad  hoc  committees  consisting  of 
members  of  the  Local  Health  Authorities  of  the  Regional  Hospital  Boards 
and  the  Executive  Council  to  plan  and  site  these  Health  Centres  in  their  areas. 

(c)  Adapt  available  large  houses  or  other  suitable  premises.  Use  available  sites 

and  build  Health  Centres  with  pre-fabricated  units. 

(d)  Adapt  available  Hospital  Buildings,  or  use  hospital  land  to  provide  Health 
Centres  since  most  hospitals  are  situated  in  built  up  areas  and  are  conveniently 
sited. 

(e)  Existing  personnel  such  as  secretarial,  nursing,  and  other  ancillary  staff  now 

employed  by  the  General  Medical  and  Dental  Practitioners  should  be  able 
where  suitable  to  enter  the  Health  Centre  Service. 

(/)  Educate  the  people  in  the  areas  of  the  Health  Centres  to  use  them  for  medical 
and  dental  general  practitioner  services  and  also  to  understand  how  the  health 
centre  can  assist  prevention  as  well  as  cure.  In  the  case  of  some  existing  health 
centres  such  as  Woodberry  Down  no  attempt  has  been  made  to  explain  the 
value  of,  and  attract  people  to,  the  centre. 

(g)  The  Local  Health  Authorities  to  provide  their  health  centres  with  domiciliary 
nursing  and  social  welfare  staff  etc. 

( h ) The  Government  to  provide  the  Health  Centres  with  enough  money  annually 
to  maintain  them  adequately. 
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Examination  of  Witnesses 

Dr.  D.  Stark  Murray,  President 
Dr.  H.  Joules,  Vice-President 
Dr.  D.  Kerr,  Secretary 

on  behalf  of  the  Socialist  Medical  Association. 

Called  and  Examined 


1.  Chairman:  This  is  the  first  public 
hearing  the  Commission  have  had  and 
perhaps  I should  begin  with  a word  or 
two  as  to  procedure.  I would  like  the 
representatives  of  the  bodies  appearing 
before  us  to  understand  that  we  would 
naturally  wish  to  .test  clearly  and 
thoroughly  what  they  say  as  to  facts 
since  we  are  interested  in  facts  first  and 
foremost.  If  we  do  not  test  them  there 
is  no  one  else  to  do  it.  This  does  not 
imply  either  disbelief  or  hostility  if  we 
have  to  ask  these  fairly  searching  ques- 
tions, and  in  the  same  way  failure  to 
pursue  a point  does  not  necessarily  imply 
acceptance  or  that  we  think  it  is  irrele- 
vant. Any  member  of  the  Commission 
will  be  asking  you  questions,  but  I will 
explain  that  for  convenience  we  have 
given  the  preliminary  task  of  looking  at 
the  many  submissions  we  have  had  from 
different  bodies  to  two  separate  commit- 
tees of  the  Commission.  In  this  par- 
ticular case  Sir  David  Hughes  Parry  has 
acted  as  the  chairman  of  the  particular 
sub-committee,  and  so  I shall  be  asking 
him  to  lead  off  on  the  questions  on  most 
■of  the  paper’s  main  topics. 

Further,  I would  like  to  say  that  much 
of  the  evidence  submitted  by  some  bodies 
-—and  this  applies  to  some  extent  to  the 
Socialist  Medical  Association — is  of 
interest  but  is  strictly  outside  our  terms 
of  reference.  Now  we  shall  be  asking 
some  questions  no  doubt  on  some  of  the 
matters  that  are  not  strictly  within  our 
terms  as  a means  of  getting  information 
that  bears  on  those  topics  that  are  ours, 
but  it  must  not  be  expected  that  in  any 
•report  or  recommendations  we  shall 
necessarily  deal  with  all  the  questions 
■about  which  we  want  to  ask  you.  Might 
we  start  by  asking  you  questions 
on  the  membership  of  the  Association? 
In  your  letter  some  months  ago 
you  told  us  the  Association  consists 
of  a full  membership  drawn  from 
doctors  and  other  health  workers  and 
associated  organisations.  Could  you 
tell  us  broadly  the  numbers  involved, 
the  extent  to  which  they  cover  doctors, 
what  you  mean  by  other  health  workers. 


and  the  extent  to  which  dentists  are  in- 
cluded?  Dr.  Murray : We  never  have 

been  a big  organisation  ; we  are  a purely 
political  organisation  and  we  have  always 
insisted  that  we  must  look  at  the 
health  service  as  a whole,  and  therefore 
we  .take  all  health  workers — that  is  to 
say  medical,  dental,  pharmaceutical, 
opticians,  nurses  and  other  ancillary 
health  workers  who  are  recognised  as 
being  part  of  the  National  Health  Ser- 
vice. We  do  not  take  the  purely  ancillary 
workers  in  hospitals  and  so  on  except 
as  associate  members  but  all  other 
health  workers  we  take  as  members. 
In  addition,  to  obtain  our  literature  and 
be  in  contact  with  us  and  ask  us  ques- 
tions, we  have  as  associate  members  other 
interested  bodies  such  as  trade  unions, 
co-operative  parties  and  so  on  who  are 
in  sympathy  with  our  work.  As  to 
figures  our  full  membership  of  health 
workers  is  just  over  2,000,  and  of  these 
approximately  500  are  doctors  and 
'dentists.  The  number  of  dentists  is 
small,  only  in  fact  about  thirty  for  the 
whole  country.  The  number  of  associa- 
tions— personal  and  by  organisation — is 
somewhere  about  another  thousand,  but 
the  number  of  organisations  whose 
membership  is  thereby  associated  runs 
into  the  usual  astronomical  figure  of 
something  over  the  million  because  of 
the  number  of  trade  unions  who  have 
large  memberships  and  who  are  directly 
associated  with  us.  The  full  membership 
is  just  over  2,000 ; we  are  affiliated  to 
the  Labour  Party  and  our  main  work  is 
done  through  the  Labour  Party. 

2.  That  means  about  1,500  of  your 
full  members  are  not  doctors  and 
dentists ; they  are  physiotherapists, 

nurses  and  so  forth? Every  type  of 

worker  in  the  health  service  as  a whole 
is  represented. 

3.  And  this  submission  of  yours  is 

from  your  Council — let  us  say  from  the 
full  membership  rather  than  from  the 
wider  body  with  whom  you  are  asso- 
ciated?  Yes.  We  never  issue  any- 

thing from  a single  point  of  view.  We 
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try  to  make  it  cover  all  health  workers 
and  you  will  see  a paragraph  in  our 
memorandum  relating  doctors’  remun- 
eration to  remuneration  of  other 
health  workers.  I am  just  putting  in  a 
caveat  that  we  cannot  overlook  that  point 
in  any  discussions. 

4.  And  you  say  that  among  the  mem- 
bership of  the  medical  profession  you 
include  almost  every  category — consult- 
ants, specialists,  S.H.M.Os,  senior  regis- 
trars, registrars,  etc.  Is  that  500  broadly 
split  between  the  main  categories  or  is 
there  a predominance,  for  instance,  of 
general  practitioners  or  of  consultants? 

At  an  ordinary  council  meeting  I 

should  say,  so  far  as  the  doctor  members 
are  concerned,  we  are  almost  fifty /fifty 
hospital  doctors  and  general  practi- 
tioners. 

5.  Sir  David  Hughes  Parry : I would 
like  to  take  you  through  the  memo- 
randum that  you  have  submitted  and  ask 
just  a few  questions  upon  it  for  help  on 
certain  matters.  I take  it  that  your  main 
contention  is  contained  in  the  centre  of 
the  introductory  paragraph:  that  you 
advocate  whole-time  salaried  employment 
for  all  in  the  health  service.  Is  that 
right? — —That  is  in  fact  our  reason  for 
coming  to  you  on  this  matter  as  a poli- 
tical body  and  not  as  a trade  union  body, 
but  we  believe  that  if  the  principle  of 
payment  is  not  decided  the  Commission 
may  not  arrive  at  a correct  set  of  figures. 
As  an  organisation  we  have  always 
advocated  a whole-time  salaried  service 
for  everyone  in  the  health  service. 
Perhaps  you  would  like  me  to  elaborate 
the  reasons. 

6.  In  the  memorandum  you  give  three 
reasons.  You  say  it  is  more  economical, 
more  efficient  and  conducive  to  a far 
higher  standard  of  medical  care.  Would 
you  take  each  one  and  elaborate  for  us? 

There  is  the  further  point  behind  all 

this  that  we  believe  that  we  cannot  run  a 
service  in  which  one  particular  group  of 
the  workers  are  paid  by  methods  different 
from  the  other.  On  the  economic  point 
we  have  quoted  here  Titmuss  and  Abel 
Smith’s  calculations  on  the  cost  of  part- 
time  consultants,  and  it  is  from  that  par- 
ticular angle  we  believe  that  a whole-time 
service  would  be  more  economical. 

7.  I do  not  think  we  have  the  actual 
references. — —The  Guillebaud  Report 
actually  quotes  it,  but  in  Abel  Smith  and 
Titmuss  there  is  an  appendix,  Appendix 
D,  which  s'ets  out  their  calculations  on 


this  matter.  The  summary  briefly  is  that 
in  the  present  structure  in  which  you 
have  part-timers  and  whole-timers  in  the 
consultant/ S.H.M.O.  ranks  in  hospitals, 
it  is  at  least  one-third  more  costly  per 
hour’s  work  to  have  a part-timer  than  it 
is  to  have  a whole-timer.  The  calculation 
is  mainly  based  on  figures  which  they 
obtained  from  the  South  West  Metro- 
politan Region  covering  a very  large 
number  of  specialists  and  specialties. 
Even  after  calculating  a 33  per  cent, 
difference  they  still  say  there  are  other 
factors  which  they  have  not  been  able 
to  ferret  out  and  which  might  make  the 
difference  even  greater. 

8.  It  would  be  fair  to  say  you  base  that 
reason  on  the  articles  written  by 
Professor  Titmuss  and  Mr.  Abel  Smith? 

We  base  it  on  our  own  general 

experience  of  the  question  but  it  so 
happens  that  they  have  crystallised  it  and 
given  the  only  published  figures  which 
are  available.  It  is  very  difficult  for  out- 
siders not  doing  the  finances  of  the: 
hospital  service  to  dig  this  out. 

9.  You  have  no  other  evidence  which: 

you  could  put  before  us  to  help  us? 

No  other  figures  ; nothing  else  except  as 
I say,  our  general  experience  in  looking 
at  this  problem  and  knowing  all  the 
different  things  which  add  to  the  cost  of 
the  part-timer  in  hospital  service. 

10.  Chairman : Are  you  yourself  in 

the  hospital  service? -Two  of  us,  Dr- 

Joules  and  myself,  are  in  hospital  service, 
both  at  large  hospitals.  Dr.  Joules  is. 
actually  in  charge  of  a very  large  hos- 
pital. Perhaps  he  would  like  to  say  what 
the  experience  is  there. — Dr.  Joules  z 
There  is  little  question.  Sir,  that  for  the 
amount  of  time  made  available  by  the 
consultant  the  expenses  automatically  go 
up  as  one  passes  from  whole-time  to  part- 
time  employment.  I understand  that  you 
will  be  receiving  detailed  evidence  on  this 
matter  from  other  bodies,  but  it  is  per- 
fectly true  that  if  from  tomorrow  I 
ceased  to  be  employed  whole-time  and 
became  part-time — that  is  took  on 
9i/llths — I should  diminish  a little  in 
salary  but  I should  increase  very  con- 
siderably in  payments  for  work  done. 
First  of  all  I should  be  paid  for  every 
journey  to  hospital.  At  the  moment,  off 
course,  whole-timers  are  not  paid  for 
each  journey  to  hospital.  I should  be 
paid  for  each  domiciliary  visit  that  is 
done  and  whole-timers  are  not  paid  until 
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they  have  done  eight  free  ones  a quarter  ; 
and  I should  be  paid  considerably  more 
for  the  teaching  that  I now  do  as  a 
whole-timer.  Thus  one  could  go  on  with 
the  inducements  that  we  shall  be  dis- 
cussing later  which  attract  people  away 
from  whole-time  service  in  hospital.  If 
passing  from  whole-time  to  part-time 
succeeds,  as  those  who  transfer  hope  it 
will,  the  availability  of  consultants  at 
hospital  is  automatically  diminished. 

11.  Mr.  Gunlake : Is  The  claim  that 
there  would  be  greater  economy  confined 
to  the  hospital  services  or  extended  in 

your  minds  to  general  practitioners? 

Dr.  Kerr : I am  .sure  it  ds  extended  in 
our  minds  to  general  practitioners.  It 
would  not  in  our  view  be  easy  to  estab- 
lish an  immediate  economy  in  terms  of 
general  practice  in  the  same  way  as  we 
can  establish  it,  at  'least  to  our  own  satis- 
faction, in  terms  of  the  hospital  service, 
but  there  are  some  points  I could  men- 
tion here.  The  present  method  of  ser- 
vice is  notoriously  unbalanced  in  the 
sense  that  there  are  errors  in  the  lists 
leading  to  inflation  of  lists.  If  doctors 
were  transferred  to  salaried  employment 
this  error  would  be  entirely  expunged. 
Secondly  we  believe  that  a salaried  service 
would  provide  a stimulus  for  preventive 
methods  under  the  health  service  and 
would  lead  to  a rising  standard  of  health, 
a saving  on  the  curative  service  and  a 
smaller  loss  of  productive  time.  It  is  on 
these  rather  far-reaching  principles  that 
a salaried  service  for  the  general  prac- 
titioner is  a more  economic  one. — Dr. 
Murray : May  I say  something  about  the 
tax  relief  question?  That  is  a factor 
which  it  is  impossible  for  those  of  us  who 
are  whole-timers  to  calculate  very 
accurately,  but  as  one  who  was  at  one 
time  doing  private  practice  and  is  now 
doing  whole-time,  my  own  estimate  is 
that  wtith  very  little  variation  in  my 
present  arrangements,  simply  by  dropping 
the  amount  of  time  I give  in  theory  to 
the  National  Health  Service,  I could  in- 
crease my  income  by  something  like 
£1,000  a year  by  making  this  change. 
That  is  from  sitting  down  and  working 
through  my  own  figures  and  basing  it  on 
my  own  experience  ; it  might  be  worth  as 
much  as  that  for  me  to  drop  14  sessions 
and  go  part-time. 

12.  Chairman : May  I ask  Dr.  Kerr 
one  question.  You  said,  I think,  the 
elimination  of  inflation  of  lists  was  a 
reason  for  expecting  economy  if  there 


was  a salaried  service.  The  inflation  of 
lists,  as  I understand  from  the  Guillebaud 
report,  does  not  in  fact  increase  the  cost 
to  the  Exchequer  at  all.  Is  that  right? 

Dr.  Kerr : I think  as  long  a>s  an 

Executive  Council  has  to  disburse  money 
from  the  Exchequer  for  105  per  cent,  of 
the  population  in  its  area,  there  must  be 
some  element  of  extravagance  associated 
with  this.  At  one  time — I am  not  in 
possession  of  information  to  say  whether 
■it  still  obtains — the  London  Executive 
Council  were  responsible  for  payment  of 
their  doctors  for  more  than  the  known 
population  of  London.  When  this  is 
added  to  the  fact  'that  not  100  per  cent, 
in  any  case  would  be  registered  with 
doctors  this  must  entail  an  uneconomic 
method  of  payment.  I would  not  wish 
to  stress  that  as  the  only  immediate 
factor  in  favour  of  economy  that  I could 
with  justice  put  forward ; I would  rather 
dwell  on  the  long-term  aspects. 

13.  I think  that  there  lis  in  fact  a pool 
so  that  if  it  is  spread  over  more  people 
it  is  still  only  exactly  the  same  amount 

of  money? That  is  perfectly  true.  But 

I still  hold  there  is  local  extravagance 
even  if  it  iis  only  in  terms  of  the  sort  of 
clerical  extravagance  dn  maintaining  the 
lists  at  their  proper  level.  It  is  stSl  an 
uneconomic  method  of  carrying  out  this 
service. 

14.  Sir  Hugh  Watson : Under  the  sys- 
tem of  payment  of  doctors  from  the 
pool,  over  the  whole  country  at  cannot 

cost  the  Exchequer  any  more? 1 

would  accept  that  point. 

15.  Could  I ask  Dr.  Murray  one  ques- 
tion? You  are  basing  these  arguments 
entirely  on  the  question  of  accounting? 

Dr.  Murray : Entirely  on  the  actual 

money  spent. 

16.  You  know  this  matter  of  part-time 
service  has  been  before  several  com- 
mittees already,  and  you  are  familiar 
with  what  the  Guillebaud  Committee  said 
about  this  particular  matter.  You  know 
that  while  they  came  to  the  conclusion 
that  no  financial  inducement  should  be 
offered  to  a man  to  be  part-time,  there 
were  many  benefits  existing  to  the 
country  by  the  existence  of  part-time 

consultants? We  are  not  implying 

that  all  the  whole-timers  are  saints  and 
the  part-timers  are  not  or  vice  versa. 
We  are  not  making  any  implication 
about  the  individuals  or  the  way  they 
do  their  work.  There  are  men  on  both 
sides  of  this  fence  who  put  their  whole 
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hearts  and  souls  into  their  jobs.  We  are 
not  saying  it  would  be  more  efficient 
because  the  part-timers  do  things  the 
whole-timers  do  not  do;  we  could  all 
quote  cases  both  ways-.  But  from  the 
point  of  view  of  the  organisation  of 
medicine — and  this  applies  particularly 
in  the  cities  and  in  London — the  present 
part-time  arrangements  and  the  present 
mixture  of  private  practice  with  part- 
time  work  in  hospital  still  maintains  the 
position  which  we  had  before  the 
National  Health  Service  that  it  pays  a 
man  to  split  up  his  work,  to  divide  his 
time  running  backwards  and  forwards 
from  a number  of  places.  If  he  is  to 
continue  to  attract  private  practice  he 
must  spread  his  net  as  wide  as  he  can. 
Therefore  it  does  not  pay  him  as  a 
part-timer  only  to  have  one  part-time 
job  at  two  hospitals  ; it  pays  him  to  have 
ten  part-time  jobs  at  ten  hospitals  so 
that  he  spreads  his  net  as  widely  as 
possible.  And  the  National  Health 
Service  pays  for  his  travelling  expenses. 
In  the  London  area  it  is  not  unusual  to 
have  a session  on  one  day  or  even  half 
a day  in  the  western  part  of  London 
and  have  a session  the  same  day 
in  the  south-east  part  of  London  ; 
this  must  lead  to  a great  deal  of 
Inefficiency.  It  also  leads  to  inefficiency 
inside  the  individual  hospital  because  you 
are  never  sure  that  any  doctor  will  turn 
up  at  any  hospital  because  say  of  fog 
or  other  travel  difficulties.  You  are 
never  able  to  organise  the  work  of  the 
hospital  with  such  accuracy  as-  you  can 
with'  whole-time  people  who  are  known 
and  expected  to  be  on  the  spot.  Looking 
at  this  as  a member  of  a Regional 
Hospital  Board  as  I did  for  some  years, 
I was  very  much  aware  of  the  fact  that 
at  the  smaller  hospitals  we  were 
organising  consultant  methods  simply  to 
maintain  part-time  practice  and  not 
because  it  was  providing  the  best  service 
either  for  the  hospital  or  the  area.  We 
believe  that  administratively  it  would  be 
much  more  efficient  to  have  everyone  on 
the  same  basis.  Dr.  Joules  might  like 
to  add  to  this.  He  has  the  job  of 
organising  this  work  and  knows  it  in 
every  detail. — Dr.  Joules : I must  say  I 
approve  of  what  Dr.  Stark  Murray  has 
said.  This  splintering  of  appointments 
is  quite  fantastic.  In  the  Ear,  Nose  and 
Throat  specialty,  for  example,  it  is  not 
unusual  to  have  four  or  five  specialists 
coming  for  one  or  two  sessions  a week 
into,  one  comparatively  small  Manage- 


ment Committee  area.  It  is  impossible 
,in  those  circumstances  to  organise  a 
large  volume  of  work  to  be  done 
effectively,  and  of  course  when  one 
realises  the  expense  of  getting . these 
eminent  gentlemen  to  the  individual 
hospitals  the  waste  can  be  seen.  As 
Dr.  Murray  says,  the  interruption  in 
work  that  is  bound  to  take  place  on 
many  accounts — particularly  with  travel 
nowadays — will  be  very  obvious  to  mem- 
bers of  the  Commission.  In  our  own 
region  we  have  roving  members  of  the 
profession  whose  parish  spreads  from 
the  centre  of  London  to  Luton,  and  they 
do  a circuit  which  often  involves  up  to 
15  sessions  a week  on  a part-time  basis. 

17.  Chairman : I think  I understand 
you  are  recommending  not  so  much  that 
there  are  too  many  part-timers,  but  there 
should  be  no  part-timers  at  all,  that 
everybody  should  be  compelled  to  be  a 

whole-timer? Dr.  Murray : No  one 

should  be  compelled,  but  those  who  wish 
to  serve  the  National  Health  Service 
should  give  their  whole  time.  There  is 
no  suggestion  that  private  practice 
should  be  legally  impossible  or  anything 
of  that  nature,  but  those  who  elect  to 
give  their  services  to  the  National  Health 
Service  should  give  it  on  a whole  time 
basis.  Clearly  in  the  specialty  Dr.  Joules 
has  just  mentioned  you  probably  could 
have  a hospital  in  the  country  in  which 
a man  would  not  give  the  whole  of  his 
time  to  one  hospital  but  he  might  very 
well  give  it  to  one  hospital  group,  cer- 
tainly to  contiguous  groups  without  all 
this  waste  that  there  is  at  present. 
In  my  own  hospital  group  I think  we 
have  six  part-time  Ear,  Nose  and 
Throat  specialists  who  are  all  doing  little 
bits  at  different  hospitals.  The  work 
could  quite  easily  be  amalgamated  and 
organised  in  a more  efficient  way. — Dr. 
Joules:  It  is  interesting  to  note  that 
under  the  present  circumstances  men 
doing  part-time  work  and  travelling  long 
distances  as  some  do,  can  do  their  full 
sessions  by  Wednesday  evening — they 
have  done  their  9y  sessions  by 

Wednesday  evening. 

18.  Do  you  wish  to  add  anything  on 
this  question  of  efficiency  on  the  general 

practitioner  side? Dr.  Kerr:  Our 

views  are  based,  as  our  document  shows, 
on  the  organisation  of  general  practice 
through  health  centres.  We  are  pro- 
foundly aware  of  the  difficulty  of  intro- 
ducing a salaried  service  without  some 
sort  of  central  organisation  of  this  kind, 
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and  although  the  term  “health  centre” 
does  tend  to  conjure  up  pictures  of 
architecturally  extravagant  buildings,  it 
is  not  our  view  that  these  are  necessary 
to  the  service.  With  this  fundamental 
premise  that  health  centres  are  a 
desirable  and  inevitable  progression 
to  health,  we  take  the  view  that  to  allow 
competition  within  the  precincts  of  the 
health  centre  leads  to  negation  of  full 
efficiency  of  the  services  offered  there. 
This  is  particularly  true  when  I point 
out  that  the  fundamental  conception  of 
health  centre  practice  is  the  integra- 
tion of  the  local  authority  and  the 
general  medical  practitioner  services.  In 
this  way  some  of  the  duplication  of 
services  which  exists  at  present  would  be 
removed.  A general  practitioner  who  has 
a far  closer  relationship  to  his  patients 
than  any  local  authority  doctor  would 
play  an  immediately  far  greater  part  in 
such  affairs  as  maternity  medical  ser- 
vices and  school  medical  services.  We 
take  the  view  that  to  combine  at  the 
present  time  the  local  authority  with  the 
general  medical  practitioner  services — 
the  one  a salaried  service  and  the  other 
a capitation  payment  service — would  not 
allow  the  two  services  to  co-operate  and 
be  integrated  in  the  way  we  regard  as 
essential.  We  believe  that  a health 
centre  service  is  desirable,  and  indeed 
inevitable,  but  that  full  integration  can- 
not be  carried  out  as  long  as  there  is  this 
differentiation  in  payment  of  doctors 
serving  under  the  same  roof. 

19.  Mr.  Gunlake : Would  this  imply 

equality  of  lists? There  would  be  no 

lists.  A group  of  doctors  would  be 
responsible  for  the  whole  population 
served  by  that  centre,  and  no  doctor 
would  be  credited  with  a list  any  more 
than  under  the  present  system  a certain 
hospital  officer  is  credited  with  a certain 
number  of  patients. 

20.  Would  there  be  freedom  of  choice 
by  doctor  of  patient  and  by  patient  of 

doctor? Perfect  freedom  of  choice. 

The  same  freedom  of  choice  by  the 
patient  of  his  doctor  and  possibly  greater 
freedom  by  the  doctor  of  his  patient, 
because  at  the  moment  the  doctor 
attempting  to  establish  his  list  is  com- 
pelled to  accept  any  or  all  sorts  of 
patient  willy  nilly,  and  it  is  a rare  doctor 
and  a rare  occasion  which  demands  the 
removal  of  a patient  from  a doctor’s  list. 
Our  view  is  that  under  a salaried  service 
a doctor  would  be  far  freer  particularly 


in  a professional  sense  and  not  merely 
as  a question  of  personal  taste — to  pursue 
the  interests  in  medicine  which  at  present 
he  is  inclined  to  drop.  Under  the  present 
set-up,  of  course,  the  general  practitioner 
has  to  know  everything  ; he  may  still,  but 
a doctor  under  health  centre  practice 
could  know  a little  bit  more  about  one 
particular  branch. 

21.  If  there  is  freedom  of  ohodce  by 
patient  of  doctor,  how  do  you  ensure 
reasonable  equality  of  work  as  between 
one  doctor  and  another,  assuming  that 

their  salaries  are  on  a par? Any 

person  in  an  emergency  is  perfectly 
happy  to  accept  any  doctor  who  happens 
to  be  available.  I am  one  of  a partner- 
ship of  four  in  a very  large  practice  in 
central  London ; there  is  considerable 
interchange  beitween  the  four  doctors — 
three  men  and  one  woman — and  it  pleases 
me  to  think  we  all  have  different  views. 
There  is  very  happy  competition ; there 
is  already  the  germ  of  different  interests. 
My  own  special  interest  is  children  and 
one  of  my  colleague’s  is  in  psychiatry. 
This  sort  of  organisation  is  allowing  us 
already  to  pursue  interests  of  these 
different  sorts.  The  question  of  freedom 
of  choice  by  the  patient  is  no  new  one. 
Many  patients  have  no  freedom  of 
choice.  Under  the  health  centre  system 
there  would  be  the  same  sort  of  free- 
dom of  choice  with  the  same  sort  of 
spread  of  work  as  we  find  in  practices 
in  under-doctored  areas  and  of  course  in 
the  hospital  service. 

22.  Sir  David  Hughes  Parry : It  is  of 
course  a fact  that  the  introduction  of  the 
health  centre  practice  would  involve  an 
entire  change  in  the  character  of  practice 

as  at  present? Very  considerable 

changes,  all  of  which  we  would  regard  as 
improvements.  I think  I would  have  no 
reservation  about  that.  This  assertion  is 
borne  out  by  experience  in  established 
health  centres:  not,  unhappily,  in  all  of 
them  but  certainly  in  those  which  approxi- 
mate to  our  ideas.  The  doctors  who  went 
in  open  mindedly  without  being  com- 
mitted ideologically  are  now  unreserved 
in  their  praise  for  the  practice.  One  has 
said  this  is  the  only  intelligent  method. 

23.  This  may  very  well  be  outside  our 

terms  of  reference. 1 do  appreciate 

that,  but  it  is  so  fundamental  to  try  and 
explain  why  we  are  pursuing  this  object 
of  a wholetime  salaried  service  in  general 
practice  and  what  its  introduction  would 
involve.  The  idea  of  a whole-time 
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service  would  be  null  and  void  in  the 
present  set-up. — Dr.  Joules : We  do  hope 
in  this  evolutionary  community  that  such 
advances  as  are  made  in  methods  of  pay- 
ment, etc.,  will  assist  in  what  we  regard 
as  the  attainment  of  the  most  desirable 
end  eventually,  and  I am  sure  that  we 
should  not  be  out  of  order  in  asking 
you  to  assist  us  in  that  direction. — Dr. 
Murray : May  I add  two  points?  If 
you  look  at  the  latest  figures  in  regard 
to  partnerships  in  the  medical  profession 
you  will  see  that  the  changes  Dr.  Kerr 
has  indicated  in  a practice  like  his  own 
are  taking  place  throughout  the  country. 
So  far  as  general  practitioners  are  con- 
cerned, there  are  fewer  practitioners  in 
single  handed  than  in  multiple  practice, 
and  the  number  going  into  large  prac- 
tices is  increasing  annually.  These  are 
the  latest  figures  in  the  Ministry’s  report, 
but  if  you  go  back  to  the  British  Medical 
Association’s  Plan  Report  of  1942  you 
will  find  an  adequate  description  of  a 
group  of  general  practitioners  in  a health 
centre  which  in  fact  emphasises  every 
point  which  Dr.  Kerr  has  made.  I am 
only  saying  that  to  show  that  while  the 
system  may  seem  revolutionary,  it  is 
evolutionary  because  you  can  find  it 
in  existence  as  far  back  as  1942  inside 
such  a ‘body  as  our  opposite  number,  the 
British  Medical  Association. 

24.  Can  we  go  to  the  third  reason, 
that  is  “ conducive  to  a higher  standard 
of  medical  care.”?; — This  is  a very  short 
phrase  to  cover  a great  many  points. 
First  of  all  there  are  all  of  the  so-called 
ethical  doctrines  of  the  medical  profes- 
sion. We  are  tending  to  a system  which 
strives  for  maximum  co-operation,  which 
replaces  the  individual  by  the  team  and 
creates  co-operation  within  and  between 
every  organisation  in  the  health  service. 
So  long  as  you  have  a great  variety  of 
methods  of  payment  and  so  long  as  you 
have  this  part-time  business,  you  cannot 
get  in  the  hospital  service — and  on  a 
capitation  basis  you  certainly  cannot  get 
in  general  practice — the  full  co-operation 
between  doctors  and  between  other  sec- 
tions of  the  health  service.  We  agree 
that  if  you  do  anything  to  encourage 
that  team  spirit  then  you  will  be  raising 
the  standard  of  medical  care.  We  think 
it  is  quite  wrong  that  a profession  such 
as  this  should  need  to  have  business 
rules-  (ethical  rules  of  the  profession 
which  are  in  fact  business  rules),  to  try 
30675 


to  prevent  competition  becoming  too 
fierce,  to  try  to  prevent  people  from 
advertising  in  order  to  get  more  patients. 
It  has  nothing  to  do  with  ethics  ; it 
is  a purely  business  arrangement  to 
prevent  competition  being  so  fierce  as 
to  upset  all  the  relationships  in  the  pro- 
fession. It  has  one  very  big  failing  be- 
cause in  so  far  as  you  have  such  rules 
you  cannot  ask  the  medical  profession 
to  play  its  part  in  the  education  of  the 
public  in  regard  to  health.  Every  doctor 
who  attempts  to  give  education  to  his 
patients — and  above  all  to  citizens 
irrespective  of  whether  they  are  his 
patients  or  not — may  be  challenged  and 
may  lose  his  place  on  the  grounds  of 
advertising.  And  this  we  believe  is  one 
of  the  things  which  will  stop  preventive 
medicine  from  doing  a big  job  in  this 
country.  All  doctors  must  be  free  to  do 
their  education  work  with  all  citizens  of 
the  country,  and  you  cannot  do  that  as 
long  as  you  have  competition  and  as 
.long  as  you  have  to  have  rules  to  restrict 
competition.  Inside  the  hospital  service 
the  operation  of  the  team  spirit  does 
lead  to  a very  much  higher  standard  of 
medical  care  than  if  you  have  the  service 
broken  up  into  small  units.  This  is 
recognised . in  teaching  hospitals,  for 
example,  where  you  already  have  unit 
systems  and  people  do  work  in  teams. 
It  is  recognised  in  large  hospitals  where 
you  have  whole-time  workers  able  to 
give  the  whole  of  their  attention  to  the 
work  inside  that  hospital  without _ any 
of  the  outside  distractions  and  splitting 
up  of  their  work  which  we  have  already 
mentioned.  A sense  of  loyalty  should 
be  built  up  and  if  some  of  the  things  we 
hiave  said  in  our  memorandum  about 
promotion  and  about  the  new  structure 
for  the  consultant  ladder  were  also  put 
into  operation,  we  feel  that  it  would  lead 
to  the  development  of  a team  spirit  in 
which  loyalty  to  the  hospital  and  to  the 
hospital  service  would,  with  all  the  other 
points  I have  mentioned,  lead  to  a much 
higher  standard  of  medical  care. 

25.  We  have  evidence  from  some  of 
the  consultant  bodies  in  which  they 
emphasise  the  value  of  competition  as 
a sort  of  incentive  to  a better  quality  of 
work.  You  obviously  do  not  agree. 
— “ — This  is  quite  false.  You  want 
to  protect  a system,  therefore  you 
think  up  the  excuses  and  this  is  one 
of  the  excuses  you  think  up.  There  is 
A 4 
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nothing  more  conducive  to  a higher 
quality  of  work  than  knowing  you  are 
there  to  do  a job  and  that  you  have  not 
to  run  off  and  go  somewhere  else.  If 
you  take  my  own  branch,  the  laboratory. 
The  South  West  Metropolitan  Regional 
Hospital  Board  has  passed  a minute  that 
pathologists  must  be  whole-timers  so  that 
they  can  give  their  whole  time  to  this 
very  important  branch  in  their  own 
laboratories.  There  is  no  evidence  from 
medical  literature  or  medical  history 
thalt  to  be  a part-timer  leads  you 
to  make  greater  discoveries  or  to  do 
greater  things  than  whole-timers  have 
done  and  are  doing.  As  the  standard  of 
medical  care  has  risen  as  a whole — as  it 
has  done  over  the  past  half  century — 
the  whole-timers  have  gone  up  with  that 
rise  in  standard,  and  if  we  wanted  to 
have  a competition — if  we  wanted  really 
to  start  to  put  up  teams,  we  could  quite 
easily  produce  a good  . one  in  any 
specialty  of  whole-timers  against  a team 
of  part-timers.  We  do  not  like  that  sort 
of  thing,  but  we  are  quite  sure  that  this 
idea  of  competition  producing  a higher 
standard  is  wrong.  When  you  are 
operating  on  a patient  the  fact  that 
somebody  is  doing  it  much  better  who 
happens  to  be  a part-timer  does  not 
make  you  do  it  any  differently. 

26.  Sir  Hugh  Watson:  You  have 

stressed  your  views  as  being  purely 
political.  You  represent  470  doctors? 
Dr.  Kerr : I do  not  claim  to  repre- 
sent only  the  doctors  but  the  Socialist 
Medical  Association. 

27.  The  association  represents  470 

doctors? Of  one  kind  or  another,  yes. 

28.  As  Sir  David  Hughes  Parry  has 
said  we  have  it  in  evidence  from  con- 
sultants that  in  their  view  the  element 
of  professional  freedom  given  by  being 
part-time  greatly  increases  the  sense  of 
professional  efficiency  and  the  independ- 
ence of  the  individual  consultant.  From 

that  you  dissent? 1 do,  Sir.  It  is 

derogatory  to  suggest  that  at  any  time 
a doctor  would  ever  do  less  than  his  best 
for  his  patient. 

29.  I am  putting  this  suggestion  to  you 
in  an  endeavour  to  test  the  statement. 
What  they  say  is  “ The  element  of  pro- 
fessional freedom  given  by  being  part- 
time  greatly  increases  the  sense  of  pro- 
fessional incentive  and  efficiency  and  the 
independence  of  the  individual  consul- 


tant   Dr.  Murray  : If  I may  answer 

it,  they  are  making  another  implication 
here  which  is  entirely  false.  They  are 
implying  that  to  be  a whole-timer  is 
to  lose  professional  freedom,  and  that  is 
quite  untrue.  The  whole-timer  gains 
professional  freedom.  He  gains  enorm- 
ously just  because  he  is  able  to  give  the 
whole  of  his  time  and  attention  to  the 
job  in  hand  without  any  distractions. 
This  is  an  implication  which  we  and 
many  in  our  professional  organisations 
could  not  accept  at  all.  Do  not  forget 
we  are  also  members  of  these  other 
organisations  and  in  those  organisations 
we  know  the  majority  opinion  though  it 
is  far  from  unanimous.  We  have  pro- 
tested in  other  places  at  such  implication. 
— Dr.  Joules : I think  it  is  desirable, 
though,  as  some  evidence  has  been  given 
from  another  quarter  that  the  present 
minority  point  of  view  should  be 
stressed  because  a minority  point  of 
view  not  infrequently  becomes  a 
majority  point  of  view  before  too  long. 

I must  say  I resent  somewhat  the  sugges- 
tion that  in  my  own  professional  conduct 
I should  have  received  a greater  incen- 
tive and  achieved  greater  efficiency  if  I 
had  not  chosen  to  remain  whole-time 
at  considerable  loss  to  myself  and  status 
in  my  profession.  May  I refer  to  another 
aspect  of  hospital  life  which  is  adversely 
affected,  I think,  by  the  part-time,  and 
particularly  the  private  practice  aspect 
of  our  life — and  that  is  that  we  do  have 
two  standards  of  institutional  treatment 
in  this  country — one  for  those  paying 
privately  and  one  for  those  in  wards  in 
hospital.  There  is  no  doubt  whatever 
that  our  hospitals  have  not  progressed 
as  they  should  during  the  last  ten  years 
because,  in  the  main,  of  the  lack  of 
capital  money.  The  conditions  which 
the  non-paying  patients  have  to  put  up 
with  in  hospitals  are  not  those  which,  we 
should  be  content  with  in  1957.  This 
results  in  part,  certainly,  from  the  fact 
that  an  influential  part  of  the  community 
does  not  have  to  face  these  conditions 
and  knows  little  about  them,  nor  do  the 
many  members  of  the  profession  have  to 
treat  the  more  demanding  members  of 
our  society  in  adverse  conditions.  I 
would  refer  you  particularly  to  conditions 
in  the  mental  hospitals  and  I would 
tremble  to  think  what  would  be  said  if 
any  of  the  present  paying  patients  had 
to  receive  treatment  within  mental 
hospitals. 
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30.  Chairman : I must  ask  you,  Dr. 
Joules,  to  try  to  keep  a biit  nearer  our 
terms  of  reference  which  relate  to  the 

pay  of  doctors. Yes,  but  we  were 

asked  about  the  question  of  efficiency. 

I do  think  that  the  part-time  practice  has 
perhaps  deflected  many  doctors’  atten- 
tion away  from  the  conditions  in  hos- 
pitals rather  more  than  it  would  have 
done  'had  more  been  on  a whole-time 
basis.  That  is  the  only  point  I wished 

to  make. Dr.  Murray : May  I refer  to 

Sir  Hugh  Watson’s  point  about  this  ele- 
ment in  the  professional  field?  If  in 
fact  those  who  have  said  this  are  seniors 
and  I take  it  are  consultants  and  really 
meant  it  they  ought  to  look  at  the  struc- 
ture of  the  hospital  service  which  they  in 
fact  think  is  the  besit  structure.  In  our 
hospitals  we  have  to-day  a very  large 
number  of  people  who  are  already 
whole-time  salaried  officers.  No  one  in 
the  senior  professional  organisations  has 
ever  suggested,  for  example,  that  below 
the  status  of  senior  casualty  officer  any- 
one should  go  part-time.  There  are 
throughout  (the  country  senior  registrars 
who  for  some  reason  or  another  are  part- 
time,  but  by  and  large  the  bulk  of  people 
employed  in  hospitals  are  whole-time. 
If  you  look  at  the  'latest  report  of'  the 
Ministry  of  Health  you  will  see  that 
going  down  as  far  as  the  registrar  grade 
64  per  cent,  of  work  done  at  hospitals  is 
done  by  whole-timers.  If  in  fact  an 
element  of  professional  freedom  by 
going  part-time  would  improve  the  stan- 
dard then  these  people  ought  to  believe 
that  registrars,  senior  registrars,  casualty 
officers  and  so  on  should  become  part- 
time.  In  fact  they  do  not  say  so.  They 
say  you  can  only  get  an  efficient  service 
if  they  are  wholedimers.  If  you  include 
the  lower  grades  then  at  this  moment 
74  per  cent,  of  the  work — this  is  still 
allowing  the  doctors’  travelling  time  to 
be  counted  as  work  because  I have  not 
made  a calculation  to  take  that  off — then 
at  the  moment  74  per  cent,  is  done  by 
whole-time  doctors.  The  principle  is 
there  ; it  has  been  accepted  as  ideal.  The 
only  group  who  in  fact  do  more  hours 
on  hospital  work  as  part-timers  than 
whoile-timers  are  the  consultants,  and 
that  is  only  a relatively  small  proportion 
of  the  total. 

31.  Sir  David  Hughes  Parry:  The  last 
sentence  of  the  introductory  paragraph 
states 

“The  arguments  are  so  powerful 

tha/t  it  is  clearly  wrong  to  perpetuate 
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a method  which  encourages  people  to 
take  part-time  employment  at  greater 
cost  to  the  nation.” 

I take  it  these  are  the  arguments  you 
have  now  put  before  us?  There  are  no 
further  arguments  in  any  written  state- 
ment or  anything  to  which  you  would 

like  to  draw  our  attention? No,  I do 

not  think  so. — Dr.  Kerr:  On  the  higher 
standard  of  medical  care  from  the  prac- 
titioner point  of  view,  may  I refer  to 
four  factors  which  I would  regard  in 
general  practice  as  in  very  considerable 
need  of  improvement?  The  first  is  the 
question  of  better  distribution  of  doctors. 
The  Willink  report  referred  to  the  im- 
provement in  distribution  of  doctors, 
but  none  the  less  it  does  point  out  that 
25  per  cent,  of  the  population  of  this 
country,  only  a small  pro-portion  of 
0which  surprisingly  enough  is  in  rural 
areas,  are  still  in  under-doctored  areas. 
In  our  view  the  opportunity  to  take 
a salaried  post  in  some  sort  of  health 
centre  would  enable  doctors  who  find  it 
at  present  impossible  to  establish  them- 
selves, to  establish  themselves  in  these 
under-doctored  areas  more  rapidly. 
Secondly  the  question  of  post-graduate 
study  in  general  practice.  In  a salaried 
service  we  would  expect  that  there  would 
be  far  better  organisation  and  oppor-. 
tunity  and  incentive  to  at  least  keep  him- 
self up  to  date.  Under  the  present  capi- 
tation system  there  is  no  obligation  on 
the  general  practitioner  to  pursue  post- 
graduate study — and  I would  in  paren- 
thesis pay  tribute  to  the  work  done  by 
The  College  of  General  Practitioners 
in  stimulating  this  interest.  Opportunities 
are  provided  but  not  all  are  taken- 
advantage  of,  and  in  any  case  they 
are  too  few.  We  would  expect  post- 
graduate study  at  health  centres  to  be 
improved  by  the  facilities  of  a whole- 
time  salaried  service.  More  important, 
I think  it  is  no  secret  that  the  system  of 
record  keeping  among  the  vast  majority 
cf  practitioners  is  entirely  farcical.  The 
form  provided  by  the  Ministry  is  in  any 
case  not  the  best  design,  and  the  expense 
involved  in  keeping  clerical  and  reception 
staff  available  means  that  unless . the 
health  centre  type  of  practice  is  estab- 
lished, records  are  never  kept  adequately. 
At  a centre  with  a whole-time 
service  we  expect  the  standard  of 
record  keeping  would  add  materi- 
ally to  the  standard  of  medical 
care.  Further,  the  opportunities  for 
original  investigation  and  research  among 
A 5 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


16 


ROYAL  COMMISSION  ON  DOCTORS*  AND  DENTISTS’  REMUNERATION 


general  practitioners  would  be  immeasur- 
ably extended  simply  by  virtue  of 
the  fact  of  better  record  keeping. 
All  these  things  we  view  as  the  inevitable 
outcome ; improvements  stemming  from 
a whole-time  service  practised  as  we  see 
it.  This  is  particularly  germane  to  your 
terms  of  reference — if  -it  falls  not  actually 
within  them — in  so  far  as  a better  stan- 
dard of  health  would  result. 

32.  Mr.  Bonham-Carter:  I have  been 
listening  with  very  great  interest — 
although,  no  evidence  has  been  put  be- 
fore the  Commission  as  yet  on  the  point, 

I have  been  led  to  understand  since  we 
have  been  sitting  that  the  medical  pro- 
fession holds  very  strong  views  about  the 
effect  on  the  doctor /patient  relationship 
which  they  claim — correct  me  if  I am 
wrong — that  a salaried  service  would  des- 
troy. I am  not  clear  in  my  own  mind, 
on  what  that  is  based. This  objec- 

tion was,  of  course,  raised  when  the 
National  Health  Service  was  introduced, 
namely  that  by  the  introduction  of 
a state  service  the  doctor /patient- 
relationship  would  be  disrupted.  Per- 
haps it  is  not  entirely  fair  to  argue  by 
analogy  but  we  have  proved  that  wrong. 
In  fact  the  doctor /patient  relationship 
has  been  preserved  under  the  capitation 
system  and  our  view  is  that  there  is  no 
distinction  between  the  two  systems, 
namely  the  capitation  system  and  the 
salaried  service  system,  in  so  far  as  it 
affects  the  doctor /patient  relationship. 
We  see  no  logical  reason  for  supposing 
there  would  be  that  difference. — Dr. 
Murray : These  arguments  were  brought 
up  in  1911  and  they  have  been  brought 
up  constantly  about  the  health  centre 
practice.  But  if  the  Commission  likes 
to  have  someone  from  the  William 
Budd  centre  at  Bristol  or  one  of 
the  Derbyshire  House  people  or 
the  Stranraer  people,  you  will  find  that 
after  years  of  experience  they  are  saying 
their  relationship  with  patients  has  im- 
proved. It  depends  so  much  on  the  doc- 
tors. The  doctor  will  establish  the 
relationship  and  given  good  conditions  it 
will  improve. 

33.  Professor  Jewkes:  May  I come 

back  to  the  question  of  full-time  and 
part-time  consultants  to  try  and  get  the 
facts.  Is  it  your  opinion  that  private 
practice  by  consultants  is  on  the  in- 
crease?  Dr.  Joules’.  We  have;  I think, 

no  evidence  on  that  point,  Sir.  From 
my  own  observations  those  who  have 
chosen  to  pass  or  who  have  been  finan- 


cially induced  to  pass  from  whole-time 
to  part-time  practice  have  had  very  little 
difficulty  in  collecting  quite  a consider- 
able private  practice,  but  I have  no  statis- 
tical evidence  with  which  to  help  you.— 
Dr.  Murray : This  varies  enormously 
from  district  to  district  depending  on 
the  services  which  exist. 

34.  Chairman : And  from  specialty  to 

specialty  also? Yes,  but  if  you  have 

already  a very  good  service  given  by  a 
hospital  the  amount  of  private  practice 
diminishes.  The  moment  your  hospital 
service  comes  under  any  suspicion  or 
any  doubt  you  may  be  able  to  maintain 
private  practice.  I know  -this  from  my 
own  area  which  is  an  area  from  which 
you  would  expect  a fairly  large  number 
of  people  still  to  seek  private  consultative 
service  ; but  in  my  own  specialty  we  give 
a domiciliary  service  irrespective  of 
whether  the  patient  wishes  to  be  treated 
as  a private  patient  or  as  a domiciliary 
under  the  National  Health  Service.  That 
is  to  say  .that  although  I am  prepared  to 
go  out  as  a private  consultant,  the  fee 
1 get  goes  into  the  National  Health  Ser- 
vice. In  that  sort  of  service  the  number 
of  requests  from  people  to  be  treated  as 
private  patients  has  practically  dis- 
appeared. At  one  time  I used  to  be  able 
to  say  “ We  collect  so  much  in  fees  ; it 
is  offset  against  our  expenses  for  which 
we  ought  to  get  credit.”  I am  no  longer 
in  a position  to  say  that.  It  still  remains ; 
it  goes  down  to  a very  very  low  figure 
indeed. — Dr.  Joules:  Waiting  lists  and 
waiting  times  at  hospitals  I think  are 
one  of  the  things  which  induce  more 
people  to  consult  in  private  than  other- 
wise would  do  so.  There  is  no  question 
about  that  and  unfortunately  in  some, 
areas  waiting  time  is  quite  deplorable- — up 
to  six  months  for  an  X-ray,  and  up  .to  12 
weeks  to  get  an  appointment  to  be  seen 
in  the  hospital  outpatients’  department. 

35.  I know  conditions  vary  between 
specialties  and  between  different  parts  of 
the  country.  I am  trying  to  get  some 
idea  of  the  trend.  You  say  in  your  docu- 
ment that  the  expectation  that  there 
would  be  a marked  diminution  in  private 
practice  by  consultants  has  in  fact  not 
proved  right,  so  we  can  assume  there  has 
been  no  marked  reduction  in  the  amount 
of  private  practice  done  by  consultants. 
But  in  your  opinion  do  you  think  the 
financial  scales  are  weighted  towards 
encouraging  part-time  consultants  as 
against  whole-time  consultants  .at  the 
moment? Dr.  Murray : The  scales 
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are  very  definitely  weighted.  Where  you 
have  part-timers  and  whole-timers  work- 
ing alongside  each  other  both  prepared 
to  do  domiciliary  visits,  for  example,  the 
scales  are  weighted  because  the  part- 
timer  will  be  called  out  by  a general 
practioner  on  Monday  to  see  one  of  his 
private  patients  and  on  Tuesday  to  see  a 
National  Health  Service  patient.  Your 
whole-timer  will  only  be  available  for 
National  Health  Service  patients  and 
within  the  same  specialty  the  general 
practitioner  would  then  have  to  go  to 
two  men.  The  general  practitioner  will 
tend  to  use  the  man  who  gives  a full 
domiciliary  service  to  both  private  and 
National  Health  Service  patients  within 
his  specialty  and  that  is  the  part-timer. 
This  is  not  a fault  but  a natural  thing. 
The  part-timer  who  gives  a service  in  an 
area  both  for  private  work  and  domi- 
ciliary visits  will  still  get  the  bulk  of 
the  domiciliary  work  to  do,  even  where  a 
whole-timer  is  available  who  might  even 
be  recognised  to  be  superior  in  some 
ways. 

36.  Arising  out  of  that,  short  of  a com- 
pletely salaried  service  suppose  in  fact 
one  had  to  go  on  with  this  division 
between  whole-time  consultants  and  part- 
time  consultants- — is  it  your  opinion  :hait 
ideally  an  attempt  should  be  made  to 
produce  earnings  which  are  equal  for 
part-time  consultants  and  whole-time 

consultants? No,  we  think  you 

should  fix  what  you  regard  as  a 
suitable  payment  for  the  whole-timer 
subject  to  all  the  factors  being  taken  into 
account,  and  that  the  part-time  salary 
ought  then  to  be  broken  down  from  that 
and  should  contain  none  of  the  present 
part-time  ' inducements.  Although  in 
theory  that  is  what  is  done,  in  fact  all 
the  present  inducements  for  part-timers 
put  them  into  a quite  different  category. 

37.  You  consider  the  part-timer  is  over- 
weighted?  1 do  not  think  the  part- 

timer  should  ever  be  able  to  get  more 
from  the  service  than  the  whole-timer 
would  get.  In  addition  to  that  we  ex- 
pect that  the  amount  which  is  involved 
in  income  tax  relief  and  so  on  will  also 
be  taken  into  account  so  that  even  that 
is  covered. 

38.  Professor  Jewkes : I was  merely 

asking  were  you  prepared  to  go  further 
— thinking  in  terms  of  total  earnings — 
that  ideally  you  should  try  to  make  some 
arrangement  by  which  the  two  groups 
were  earning  about  the  same? As  an 


interim  measure  in  a service  in  which 
there  are  both  types? 

39.  Yes. — I think  so  long  as  you  deal 
fairly  with  the  hospital  side  of  things 
you  will  still  have  to  believe  that  the 
man  who  earns  something  outside  by 
private  practice  may  with  luck  in  certain 
areas  and  certain  specialties  go  to  very 
much  higher  figures.  I do  not  think  we 
would  ever  attempt  to  suggest  a struc- 
ture in  which  you  would  ensure  any 
whole-timer  got  the  maximum  that  any 
part-timer  could ; but  so  far  as  the 
National  Health  Service  is  concerned 
there  should  not  be  this  variation. — Dr. 
Joules : In  our  view  the  hospital  service 
is  paramount  and  we  should  do  every- 
thing to  ensure  that  people  are  not  led 
away  from  that  service  to  other  pursuits. 

40.  Chairman : When  you  say  that  the 
hospital  service  is  paramount,  does  that 
mean  you  think  the  general  practitioner 

should  rank  rather  lower? No,  I am 

sorry  I was  not  referring  at  that  stage  to 
general  practitioner  work.  I was  refer- 
ring' to  the  private  practice  of  the  con- 
sultant as  compared  with  his  hospital 
work. — Dr.  Murray:  We  were  not  mak- 
ing that  sort  of  point  about  the  general 
practitioner.  We  regard  the  general 
practitioner  as  a specialist  in  general 
practice  and  if  there  are  going  ito  be 
responsibility  allowances  which  we  have 
mentioned  in  our  memorandum  they 
would  apply  equally  to  all  sections  of 
the  profession,  because  we  do  not  make 
that  distinction  in  our  minds. 

41.  There  is  this  distinction — that  the 
hospital  service  is  basically  a salaried 
service  and  the  general  practitioner  is 

not  a salaried  service? Yes — apart 

from  that. 

42.  Do  I gather  you  feel  that  if  the 

general  practitioner  service  became 
basically  a salaried  service  that  it  should 
come  in  on  about  the  same  sort  of  terms 
and  spread  as  is  now  adopted  for  the  ■ 
hospital  service? Yes. 

43.  May  I ask  whether  you  have  any 

reason  to  think  that  anything  more  than 
a small  minority  of  the  doctors  in 
general  practice  would  welcome  a com- 
pulsory whole-time  salaried  service? 

I do  not  think  that  they  would  welcome 
a whole-time  salaried  service,  but  I think, 
subject  to  the  terms  and  conditions  being 
satisfactory,  they  would  accept  it  and 
would  work  it. — Dr.  Kerr:  If  I may 
intervene,  the  use  of  your  word  “ eom- 
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pulsory  ” particularly  in  the  present 
context  is  not  in  accordance  with  our 
own  views.  We  would  not  welcome  a 
compulsory  whole-time  salaried  service 
any  more  than  we  welcomed  compulsion 
for  the  National  Health  Service  in  1948. 
We  would  like  to  see  the  beginning  of  a 
whole-time  salaried  service  and  we  are 
convinced  the  advantages  would  become 
so  apparent — always  provided  the 
remuneration  is  adequate — that  many 
doctors  would  very  rapidly  accede  to  this 
method  of  practice.  So  far  as  the  present 
climate  of  opinion  among  doctors  is  con- 
cerned, my  own  view  is  that  there  is  a 
much  greater  readiness  to  accept  the  idea 
of  a salaried  service  than  is  commonly 
held  by  those  who  have  a vested  interest 
in  preventing  it.  I would  point  out  to 
the  Commission  that  the  present  system 
of  payment  by  capitation  fees  means  to 
the  individual  that  they  are  getting  some- 
thing fairly  closely  approximating  to  a 
regular  salary.  Firstly,  he  can  be  paid 
now  by  monthly  instalments  if  he  so 
chooses.  Secondly,  and  this  is  based 
on  my  own  experience  in  a busy  prac- 
tice and  close  touch  with  my  colleagues, 
the  variation  in  size  of  list,  which  is 
the  bulk  factor  in  the  doctor’s  income, 
is  very  small — commonly  as  little  as  2 
per  cent,  per  year.  In  other  words  from 
year  to  year  once  a doctor  is  established 
he  can  look  forward  to  a fairly  constant 
level  of  remuneration  from  the  size  of 
his  list.  On  these  two  premises  I would 
say  that  the  transfer  from  the  capitation 
fee  system  of  payment  to  a whole-time 
salaried  system  of  payment  would  be 
relatively  painless.  Although  there  is  a 
good  deal  of  antagonism  within  the  pro- 
fession there  is,  I am  convinced,  an 
unrealised  pool  of  sympathy  towards 
this  idea. 

44.  Mr.  Bonham-Carter : Does  the 

sympathetic  element  come  from  the 

younger  members  of  the  profession? 

Yes,  undoubtedly  so. 

45.  Mrs.  Baxter : May  I ask  a purely 
practical  question?  I think  Dr.  Murray 
mentioned  income  tax  reliefs.  I 
wondered  whether  the  Socialist  Medical 
Association  produces  comparative  taxa- 
tion expenses — whether  you  have  worked 
this  out  in  any  way  comparing  the  type 
of  expenses  between,  say,  the  service  of 
an  Ear,  Nose  and  Throat  specialist  part- 
time  and  whole-time  for  a given  number 
of  people,  and  whether  there  is  anything 
comparable  in  type  of  expense  in  a group 
practice  such  as  Dr.  Kerr’s  for  a con- 


siderable number  of  people  under  the 
National  Health  Service.  Are  there  any 
figures  you  could  let  the  Commission 
have? Dr.  Murray : On  the  con- 

sultant side  we  certainly  have  no  figures. 
I hope  the  Whole-Time  Consultants’ 
Association,  whom  I understand  you  are 
seeing  today,  will  be  able  to  produce 
some  figures,  but  it  is  a really  quite 
impossible  task  for  us  to  collect  them. 
Perhaps  your  questionnaire  will  find 
some,  otherwise  it  is  quite  impossible. 
On  general  practice  it  would  be  possible 
to  get  a practice  like  Dr.  Kerr’s  to  pro- 
vide figures  and  the  figures  have  been 
published  for  one  or  two  of  the  health 
centres. 

46.  You  have  been  very  good  in  giving 
us  your  impressions  of  comparative 
economies,  but  I wondered  whether  there 

was  in  fact  anything  more? You 

could  obtain  the  health  centre  figures 
for  those  in  existence.  It  would  take 
quite  a bit  of  analysis,  however,  because 
as  they  are  local  authority  centres  there 
is  an  element  of  subsidy. — Dr.  Kerr : I 
have  had  occasion  to  discuss  this  very 
question  with  an  economist  recently,  in 
an  attempt  to  arrive  at  some  sort  of 
figure — the  kind  you  are  asking  for.  In 
fact,  of  course,  it  is  impossible  to  arrive 
at  a basis  of  comparison  simply  because 
you  cannot  knock  out  all  the  variables. 
The  only  publication  which  I could  refer 
you  to — although  I do  not  think  it  would 
give  you  much  guidance — is  the  London 
Local  Medical  Committee’s  comparison 
of  health  centres  with  a well-organised 
group  practice,  and  also  of  a single- 
handed  practice.  This  does  contain  the 
general  principles  we  are  trying  to  bring 
out,  but  unfortunately  it  does  not  get 
down  to  the  more  sordid  question  of 
cost. 

47.  Sir  David  Hughes  Parry : Can  I 

take  you  on  to  another  matter?  What 
do  you  think  the  relationship  should  be 
between  the  salaries,  say,  on  the  general 
practice  side  and  salaries  on  the  con- 
sultant side? Dr.  Murray : We  have 

not  really  discussed  this,  as  an  associa- 
tion. You  see,  as  soon  as  we  get  to 
actual  salaries  and  figures  we  stop  dis- 
cussing. The  fact  is  that  we  are  not  a 
trade  union — and  we  have  been  severely 
criticised  by  trade  unions,  including  the 
B.M.A.,which  some  of  us  regard  as  our 
trade  union — for  venturing  into  this 
field ; and  therefore  we  have  not  in  fact 
put  anything  in  this  respect  into  our 
memorandum. 
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48.  Chairman:  But  you  regard  the 
two  branches  of  the  profession — general 
practice  and  the  hospital  service — as 
being  roughly  of  equivalent  standing? 
Yes. 

49.  That  part  of  it  is  clear,  I think, 
but  at  the  moment  there  are  two  quite 
different  systems.  Therefore  are  we  right 
in  assuming  that  you  would  expect  the 
spread  of  earnings  to  be  rather  similar 

in  the  two  branches? Yes.  We 

would  prefer  the  system  which  would 
enable  a man  to  choose  what  he  wants 
to  do  and  not  a system  in  which  any 
financial  incentive  was  of  such  an  enor* 
mous  amount  that  it  would  out-weigh  his 
natural  inclination  to  do  a certain  type 
of  work.  ■ 

50.  How  would  that  affect  the  relative 
need  of  more  people  in  one  branch  than 

another? -That  will  be  governed  by 

other  factors. 

51.  I wondered  whether  that  was  itself 

a factor? Dr.  Joules : I think  it  is 

desirable  that  that  point  of  view  should 
be  taken  into  consideration  by  the 
Commission  at  this  stage.  There  is  no 
doubt  about  that. 

52.  And  I gather  that  you  feel  that  the 

present  system  means  the  part-timers,  in 
relation  to  the  whole-timers,  earn  too 
much? Dr.  Murray:  In  relation,  yes. 

53.  You  feel  there  is  a too-ready 

financial  inducement  to  people  to  go  into 
part-time  work? Very  much  so. 

54.  Professor  Jewkes:  And  you  think 
the  general  tendency  is  in  that  direction, 

do  you? There  is  a tendency  for 

people  to  go  part-time.  It  is  a small  ten-: 
dency,  but  something  like  100,  I think  it 
is,  changed  over  last  year  from  whole- 
time to  part-time. 

55.  Sir  David  Hughes  Parry : Perhaps 
Dr.  Joules  can  help  us  on  this,  because 
he  has  come  from  whole- time  to  part- 

time,  is  that  not  so? Dr.  Joules:  No, 

I am  still  whole-time ; but  I must  say  it 
has  happened  in  recent  months  that  con- 
sultants have  been  heard  to  say,  “ If  it 
were  not  for  my  children,  I would  not 
continue  on  this  part-time  basis  that  1 
have  taken  up.”  It  is  not  always  such  an 
acceptable  thing  for  a consultant  as  it 
is  made  out  to  be. 

56.  Can  we  now  move  on  to  an 
entirely  new  subject?  You  say  in 
paragraph  A.l  (c)  that  Merit  Awards 
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should  be  abolished.  We  would  like 
to  hear  you  enlarge  on  that.  There 
are  two  matters  there  that  we  are 
interested  in — the  awarding  procedure, 
that  is,  the  practice  of  awarding,  and  the 
method  of  awarding.  I should  like  to 
hear  from  you  an  elaboration  of  your 
objections  from  the  two  different  angles. 

Dr.  Murray : You  have,  in  bringing 

out  these  two  points,  of  course,  touched 
upon  the  reasons.  We  are  not  attempting 
to  say  that  there  is  no  one,  and  never 
will  be  anyone,  who  has  not  achieved 
something  in  the  Health  Service  that 
should  not  be  recognised.  Just  as  there 
are  Nobel  prizes  for  people  of  inter- 
national repute,  so  there  might  be  occa- 
sions on  which  a Regional  Hospital 
Board  or  the  Ministry  of  Health  or  any- 
one else  might  feel  that  someone  had 
earned  a reward  for  some  particular  type 
of  work.  What  we  are  saying  is  that  this 
system  of  arbitrary  awarding  and  the 
giving  of  powers  to  a group  inside  the 
profession  to  give  a secret  award  is 
entirely  wrong.  To  begin  with,  of  course, 
we  have  financial  objections,  because  the 
merit  award  system  was  more  or  less 
pushed  on  to  the  Ministry  of  Health  by 
a set  of  figures  which  were  entirely  false. 
When  we  said  so  at  the  time,  we  were 
spoken  to  rather  rudely  by  those  who 
had  produced  those  figures.  The  Spens 
Report  says  that  in  Great  Britain,  if  1 
remember  rightly,  there  are  1,764  con- 
sultants ; if  you  give  one-third  of  them 
a merit  award,  on  those  figures,  it  would 
cost  something  like  £300,000  per  annum. 
We  said  at  the  time  that  this  was 
entirely  wrong — there  were  more  con- 
sultants than  that  in  the  country— and 
that  it  would  in  fact  cost  the  country 
something  like  £3  millions  per  annum. 
There  are  now  6,500  consultants  in  the 
National  Health  Service ; and  merit 
awards  are  costing  the  country  something 
between  £2  millions  and  £3  millions  per 
annum  instead  of  the  £300,000  which  was 
first  spoken  of.  Something  which  was 
as  much  wrong  as  that  in  its  basic  figures 
was  wrong  from  the  start. 

Secondly,  we  object  to  the  procedure 
by  which  these  extra  payments  are 
awarded  in  secret.  We  are  not  saying 
that  the  Awarding  Committee  are  not, 
like  yourselves,  fair-minded  people  who 
try  to  do  their  job  well,  but  we  do  not 
believe  that  a central  committee  can 
possibly  have  looked  at  and  examined 
the  work  of  all  the  people  who  might 
A 7 
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be  eligible,  or  even  have  been  able  to 
reach  a conclusion  on  this  point.  Again, 
we  do  not  like  a system  in  which  the 
public  is  unaware  of  how  its  money  is 
being  spent.  If  you  were  to  continue  a 
system  of  merit  awards,  we  would  like 
to  see  it  as  something  which  would  attach 
importance,  in  the  public  eye,  to  the  hos- 
pital and  to  the  .individual.  We  think 
that  if  it  was  known  in  an  area  that 
certain  members  of  a staff  of  a hospital 
were  in  fact  in  receipt  of  higher  pay  than 
others  because  they  were  better  people, 
then  it  would  have  a marked  effect  on 
public  opinion  in  regard  to  the  hospital 
service.  At  the  moment  the  public  know 
nothing  whatever  of  this.  They  do  not 
know  the  quality  of  the  consultants  in  a 
hospital ; they  do  not  know,  as  between 
one  area  and  another  whether  this  is  a 
good  area  for  consultants  or  whether  this 
is  a bad  area  for  consultants.  We  think 
if  you  have  to  have  this  system,  it  should 
be  an  open  system.  But  in  fact  what  we 
have  suggested  is  that  it  should  be 
abolished  in  its  present  form,  and  that 
some  type  of  responsibility  allowance 
should  be  introduced ; and  that  this 
should  be  usually  related  to  the  particular 
post,  whether  it  was  a higher  clinical 
post  or  a (higher  .administrative  post, 
rather  than  to  individuals.  It  is  true, 
of  course,  that  in  some  particular  cases, 
you  may  find  that  the  post  and  the  indi- 
vidual might  be  inseparable  and  you 
might,  on  occasion,  find  that  the  posts 
had  to  be  altered  because  you  no  longer 
had  an  individual  who  could  in  fact  be 
appointed  to  that  post ; but  we  think  it 
should  be  a responsibility  allowance  for 
doing  a particular  job,  and  that  it  should 
be  publicly  announced. 

57.  That  would  tend  towards  rigidity, 

though,  would  it  not? We  would 

hope  that  it  would  not  become  so  rigid 
that  you  could  not  in  fact  vary  it  from 
time  to  time.  There  is,  I believe,  in  the 
educational  system,  already  a method 
whereby  an  education  authority  has  a 
certain  amount  of  money  which  it  can  in 
fact  use  in  this  way  and  can  vary  from 
time  to  time.  For  instance,  if  they  have 
said,  “ There  shall  be  such  and  such  a 
post  here  ” — it  does  not  have  to  stick  to 
that  for  ever  and  a day.  It  does  not 
have  to  refer  to  a central  committee, 
but  can  vary  these  things  as  it  wishes. 

58.  You  used  the  word  “ central  ” in 
relation  to  an  awarding  body.  Is  it  cen- 
tral? I thought  there  were  representa- 


tives from  different  regions  who  advised 

on  the  matter. Dr.  Joules : They  are 

quite  unknown.  Sir.  They  may  be  indi- 
viduals who  are  picked  in  some  way  and 
who  in  fact  do  advise,  but  this  has  never 
been  made  public. — Dr.  Murray : I think 
a practical  example  is  useful— ^perhaps 
I should  have  said  that  at  least  two  of 
us  have  a minimal  vested  interest  in  this 
matter.  At  my  own  hospital  we  have  a 
particularly  good  medical  staff  com- 
mittee, and  we  are  really  capable  of 
sitting  round  and  talking  about  a prob- 
lem of  this  nature  quite  objectively,  and 
of  coming  to  a reasonable  decision.  For 
instance,  if  we  were  asked  about  this 
point  we  could,  with  perhaps  a Tittle 
difficulty  and  some  heart  burnings,  pick 
out  the  people  who  we  could  advise  as 
being  at  least  the  people  we  considered 
to  be  senior.  You  see,  we  have  never 
once  been  asked.  As  a committee,  we 
have  never  even  been  .told  that  these 
awards  are  to  be  made.  We  have  never 
had  any  opportunity  of  revising  the  list. 
We  sit  -there  and  we  do  not  know  which 
of  us  has  a merit  award  and  which  of 
us  has  not.  So  we  have  no  means  of 
judging  this  situation  -at  all.  If  one  has 
a member  of  one’s  staff  whom  it  wais 
desired  to  recommend  for  a merit  award, 

I gather  one  can  write  to  the  Ministry 
of  Health  and  get  a form  to  fill  in  ; but 
there  is  no  more  to  do  than  that.  There 
is  no  machinery  for  asking  collectively 
at  the  hospital. — Dr.  Joules : I would 
like  to  point  out  that  these  awards  are 
not  available  to  research  workers  in 
many  spheres  of  work.  They  are  not 
available,  I think,  for  administrators  and 
such — which  I think  is  most  unfortunate, 
because  our  profession  lacks,  or  is  likely 
to  lack  very  shortly,  capable  medical 
administrators — and  they  are  not  avail- 
able for  those  who  are  doing  preventive 
medicine.  In  fact,  the  system  is  geared 
to  therapy,  and  not  to  the  better  aspects 
of  medicine— those  which  some  of  us 
consider  will  in  the  future  result  in  the 
diminution  of  the  amount  of  treatment 
to  be  done.  Therefore  we  would  urge 
that  research  workers,  those  doing  admin- 
istration— which  after  all  in  a Service 
must  be  very  seriously  regarded — and 
those  who  are  largely  responsible  for  pre- 
ventive work  in  the  country  should  have 
the  same  access,  which  I do  not  think 
obtains  at  the  moment,  to  the  recogni- 
tion of  merit,  whether  it  is  financially 
rewarded  or  not. 
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59.  Mr.  Gunlake : You  are  in  favour 
of  responsibility  allowances  related  to  the 
post.  However,  on  page  6 you  make 
the  suggestion,  as  regards  general  prac- 
titioners iin  health  centres,  that  there 
should  be  a system  of  payments  for 
special  skill  and  responsibility.  I would 
like  to  ask  whether  that  distinction  is 
intentional  or  ,noit.  How  would  you 

measure  special  'ski.ll? Dr.  Murray : 

I think  it  really  was  intended.  We  are 
aware  of  this  difference  in  the  wording 
of  these  two  sections,  but  to1  try  to  keep 
the  document  as  concise  as  possible  we 
have  not  expanded  it.  The  reason  for 
the  different  wording  in  the  case  of 
special  skill  in  the  health  centre  and 
general  practitioner  services  is  that  if  you 
take  eight  or  ten  general  practitioners 
they  will  tend  to  develop  their  own  skills, 
which  they  will  recognise  among  them- 
selves. They  might  have  someone  in  a 
health  centre  doing  a special  job  for  that 
reason,  and  he  might  get  an  extra  pay- 
ment because  of  it.  In  a hospital  you 
are  appointed  because  you  already  have 
a special  skill — you  are,  for  example, 
appointed  as  a surgeon  because  you  a.re 
already  in  possession  of  that  special 
skill.  Therefore  we  included  the  word 
“ skill  ” here  to  bring  out  the  fact  that, 
although  a general  practitioner  is  not 
expected  to  have  special  skill  in  any 
direction,  some  general  practitioners  may 
develop  such  skill. 

60.  Special  skill,  in  that  context,  means 
skill  in  a specialty  rather  than  ability,  if 

I may  put  it  that  way.  Is  that  right? 

Yes. 

61.  Chairman : The  merit  awards  are 
enjoyed  by  about  one-third  of  all  con- 
sultants?—Yes. 

62.  Does  your  responsibility  allowance 
suggestion  infer  something  approaching 
the  same  proportion  of  all  those  getting 
something  more  than  the  basic  average? 
Does  it  allow  for  two  or  three  different 

levels  of  award  or  not? 1 think  there 

would  probably  be  different  levels,  but  I 
was  asked  about  rigidity,  and  here  is 
where  we  would  like  to  get  away  from 
a rigid  formula. 

63.  I just  want  to  know  approximately. 
Would  you  think  it  would  be  about  the 

same  number? 1 think  it  would  tend 

to  be  less  than  the  one-third,  looking  at 
any  particular  group  that  one  has  in 
mind.  At  the  moment  with  the  one- 
third,  there  is  a good  bit  of  squeezing  at 
the  lower  level  to  bring  people  in ; if 


we  were  doing  it  on  a narrow  basis,  I 
do  not  think  it  would  necessarily  bring 
in  iany  more.  I think  it  would  be  less 
than  the  present  figure  but  perhaps  not 
a great  deal  less. 

64.  As  regards  general  practitioners 
who  do  not  normally  progress  from  a 
post  of  lesser  responsibility  to  a post  of 
greater  responsibility,  as  compared  with 
consultants  going  from  one  hospital  to 
another,  you  would  need  a different 

system,  would  you? We  were  thinking 

of  responsibility  within  a health  centre, 
and  particularly  administrative  responsi- 
bility. If  the  health  centre  has  already 
a fairly  large  number  of  doctors,  some- 
one has  to  do  medical  administration  and 
take  responsibilities.  These  would  be 
recognised  by  his  colleagues  ; and  in  fact 
he  would  probably  be  nominated  by  his 
colleagues.  That  would  be  the  way  in 
which  you  would  achieve  higher  re- 
muneration for  greater  responsibilities. 
That  would  apply  to  health  centres,  and 
the  number  to  whom  it  would  apply 
'would  depend  on  the  number  of  health 
centres  that  one  visualises  as  being 
necessary. 

65.  You  want  the  general  practitioner 

to  have  the  same  opportunity  to  earn 
rather  more  than  the  average  as  the  con- 
sultant has? Yes.  We  want  to  see 

recognition  of  any  skill  which  a general 
practitioner  may  have  developed  himself. 
— Dr.  Joules:  The  full  eligibility  for 
merit  awards,  as  we  have  suggested  it, 
might  not  vary  much,  but  the  percentage 
would  be  lower. 

66.  I do  not  think  I have  quite 

followed  that. Well,  Sir,  the  field 

would  be  enlarged  to  include  certain 
people  whom  we  would  regard  as  being 
due  for  recognition  of  merit,  such  as  the 
ones  I have  mentioned — those  doing 
research  work,  those  doing  preventive 
medicine  and  those  doing  administration. 

67.  I see.  As  regards  the  sort  of  scale, 
do  you  visualise  something  of  the  order 
of  80  per  cent,  on  top  of  the  basic  salary 

as  at  present? Dr.  Murray : Again,  I 

think  it  depends  on  what  your  incre- 
mental ladder  is.  If  you  have,  as  we 
suggest,  a different  structure  for  the 
incremental  ladder,  then  I do  n‘ot  think 
you  need  go  up  to  a top  which  is  the 
equivalent  of  the  present  whole-time  top. 
— Dr.  Joules:  I think  the  difference  is 
too  much  for  the  distinction  which  is 
to  be  found  in  hospital  work ; this  dis- 
tinction has  tended  to  be  related  to 
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aspects  of  professional  work  outside 
the  immediate  activities  -of  the  hospitals. 

68.  But  since  there  is  no  merit  award 
paid  in  respect  of  any  part  of  the  Service 
outside  the  consultants,  would  a reduc- 
tion in  the  top  level  induce  the  consul- 
tants to  go  more  readily  outside  the 

Service,  if  they  had  the  opportunity? - 

I am  not  sure  whether  you  are  envisaging 
a total  reduction  of  pay ; I was  discussing 
differentials  within  the  actual  salary 
scales  you  are  devising. 

69.  So  was  I.  There  is  no  merit  award 

paid  for  the  part  of  a part-timer’s  work 
that  is  outside  the  N.H.S.? No. 

70.  And  you  say  the  very  top  man  is 

overpaid  in  relation  to  the  others? 

I said  the  differential  was  too  great. 

71.  It  is  the  same  thing — in  relation 

to  die  others. Yes : It  is  an  invidious 

distinction,  a too-invidious  distinction 
that  is  made  financially,  from  my  own 
observations  of  hospital  work. — Dr. 
Murray : Another  anomaly,  talking 

about  it  being  invidious,  is  that  in  the 
present  structure  it  is  possible  for  an 
assistant  in  a department  to  be  in  posses- 
sion of  a merit  award  while  his  chief, 
who  is  in  control  of  a department,  has 
not  got  any  merit  award.  There  are 
quite  a number  of  such  cases ; and  as 
it  is  done  behind  people’s  backs  and 
without  anyone  knowing  except  someone 
who  perhaps  happened  to  see  it  in  a 
minute  somewhere,  it  really  produces 
considerable  difficulties. 

72.  Sir  Hugh  Watson : Apart  from 
your  criticism  of  the  method  by  which 
it  is  done,  by  and  large  would  you 
quarrel  with  the  results?  Would  you  say 
that  the  awards  have  gone  to  the  wrong 

people? We  do  not  know.  Sir  ; there 

is  no  information  except  for  little 
snippets  which  we  pick  up.  We  have 
never  been  shown  a list,  we  have  never 
been  able  to  look  at  a list  and  try  to 
make  any  assessment.  As  I say,  it  could 
be,  in  my  own  department,  that  my 
deputy  had  achieved  a B merit  award 
while  I had  achieved  none.  I would  not 
even  know. 

73.  Sir  David  Hughes  Parry : My  next 
point  concerns  your  proposal  1 ( e ) — you 
mention  two  incremental  ladders,  and 
then  you  talk  about  a diversion.  There 
are  those  who  are  going  up  higher  on 

.the  hospital  ladder  and  those  who  are 


going  to  transfer  to  the  general  practice 
ladder.  That  is  right,  is  it  not? Yes. 

74.  Do  you  suggest,  in  the  first  in- 
stance, that  everyone  who  is  going  into 
general  practice  should  have  gone  as  far 

as  the  Registrar  stage? No,  we  are 

not  implying  that  everyone  would  neces- 
sarily go  to  the  Registrar  stage.  We 
think  that  those  going  into  general  prac- 
tice might  very  well  be  recommended 
to  go  through  the  equivalent  of  a 
Registrar  stage  in  general  practice.  We 
have  not  elaborated  on  this  because  we 
thought  you  would  take  it  up  on  the 
subject  of  assistantships  in  general  prac- 
tice. We  would  like  to  see  those  who 
have  done  a certain  amount  of  hospital 
work  and  have  decided  to  go  into 
general  practice — into  health  centre  prac- 
tice— getting  something  equivalent  to 
the  hospital  service  in  the  way  of 
training. 

75.  I had  an  impression — and  it  was 
obviously  wrong — that  you  were  sug- 
gesting that  all  should  go  up  as  far  as 
the  Registrar  grade  and  then  that  those 
who  fail  to  get  up  further  on  that  ladder 
might  be  diverted  into  general  practice. 

Dr.  Joules'.  No,  Sir,  but  we  do  feel 

that  there  is  much  virtue  in  as  many 
general  practitioners  as  possible  getting 
all-round  hospital  experience.  That  was 
not  possible  before  the  introduction  of  the 
Service.  We  envisage  too,  Sir,  a modifi- 
cation or  possible  modification  of  a num- 
ber of  Registrar  posts,  particularly  in 
peripheral  hospitals,  which  would  fit 
men  for  general  practice  much  more 
than  Registrar  posts  do  now.  lit  is  pos- 
sible that  a distinction  will,  and  must, 
grow  up  between  Registrar  posts  in 
teaching  hospitals  and  Registrar  posits  in 
peripheral  hospitals,  where  we  hope  that 
there  will  be  a co-mingling  of  hospital 
experience  with  general  practice  experi- 
ence. We  believe  the  post  of  Registrar 
should  not  indicate  an  automatic  pas- 
sage to  consultant  work  but  that 
it  should,  too,  facilitate  passage 
to  general  practice,  which  is  not 
the  case  at  the  moment.  As  I am  sure 
many  members  of  the  Commission  know, 
the  more  hospital  experience  and  the 
more  scientific  hospital  experience  a man 
has  had,  ithe  less  opportunity  he  has  of 
getting  into  general  practice  at  this 
moment,  which  I think  everyone  will 
agree  is  unfortunate. 


{The  proceedings  were  adjourned  until  the  afternoon.) 
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76.  Sir  David  Hughes  Parry : In  para- 
graph A.l  (a),  you  say  that  the  basic 
salary  of  each  grade  should  be  related 
to  the  cost  of  living  and  reviewed 
annually.  You  say  two  things  there — 
related  to  the  cost  of  living  and  reviewed 
annually.  We  wondered  what  you  had 
in  mind  and  what  sort  of  table  or  cate- 
gory of  things  were  considered  in  regard 

to  the  cost  of  living? -This  phrase, 

as  the  Commission  will  appreciate,  is  a 
point  of  contact  with  other  organisations 
in  the  profession.  On  the  question  of 
how  remuneration  is  to  be  calculated  in 
regard  to  Spens — who  attempted  to  fix 
a basic  figure — we  felt  we  had  to  indi- 
cate that  in  general  it  had  to  be  based 
on  some  sort  of  calculation  that  did 
relate  it  to  the  cost  of  living.  Now 
what  cost  of  living  implies  depends  in 
fact  on  what  sort  of  factors  this  Com- 
mission takes  into  consideration  in  fixing 
the  remuneration.  If  you  take  any  of 
the  things  which  apply  to  the  medical 
profession  and  do  not  necessarily  apply 
to  other  professions,  and  you  make 
allowances  for  them,  then  the  ordinary 
cost  of  living  index,  as  used  by  other 
trades  and  professions  and  other  govern- 
mental committees,  would  probably 
suffice  in  spite  of  the  criticisms  of  the 
cost  of  living  index  which  we  would  not 
take  up  time  with  here.  Once  it  had 
been  agreed  that  there  was  such  an 
index,  we  could  use  it.  If,  on  the  other 
hand,  the  remuneration  of  doctors  does 
not  take  into  full  account  all  the 
different  expenses  which  they  have  and 
which  do  not  necessarily  apply  to  other 
trades  and  professions,  then  that  cost  of 
living  index  would  have  to  be  a special 
one,  taking  those  factors  into  account. 
In  .that  case  it  would  have  to  be  reviewed 
by  a special  body  set  up  for  that  pur- 
pose. We  have  not  defined  that  at  all 
because  we  thought  it  would  be  some- 
thing of  a governmental  nature,  with 
economists,  doctors  and  perhaps  admin- 
istrators represented  on  it.  Normally 
one  would  have  said  that  you  could  go 
to  the  Whitley  Council  for  agreement, 
it  being  an  accepted  system  of  negotia- 
tion between  the  profession  and  the 
Ministry  of  Health,  but  that  is  difficult 
in  view  of  recent  developments. 

77.  In  thinking  of  an  appropriate 

reviewing  committee  have  you  in  mind 
a particular  set  up  existing  for  any  pro- 
fession or  any  trade  or  industry? 

No,  Sir.  There  are  a number  of  people, 


and  indeed  there  is  even  one  section  in 
the  Health  Service,  who  have  cost  of 
living  increases  according  to  the  normal 
Ministry  of  Labour  cost  of  living  index. 

78.  Chairman : Which  section  is  that? 

The  Ancillary  Staffs  Council.  They 

have  received  increments  based  upon  cost 
of  living. 

79.  To  what  sort  of  level? The 

Ancillary  Staffs  Council  only  applies,  of 
course,  to  the  non-professional  workers. 

80.  Weekly -paid  people? Yes. 

Claims  go  through  the  Whitley  Council, 
but  lit  is  usually  pretty  much  on  a 
formula  agreed  by  both  sides. 

81.  Mr.  Gunlake : Could  I ask  whether 
your  advocacy  of  a close  relationship 
between  the  cost  of  living  and  salary  is 
based  on  the  Spens  report,  or  is  it  your 
view  that  everybody  has  a right  to  have 
his  remuneration  altered  at  any  moment? 
— — Rather  the  latter  than  the  former. 
We  are  aware  of  how  much  it  was  taken 
into  account  by  Spens,  and  we  think  the 
principle  should  be  applied  now.  We 
have  always  advocated  that  most  pay- 
ments in  the  national  economy  should 
be  thus  related,  and,  of  course,  we 
strongly  advocate  pensions  and  things 
of  that  nature  being  tied . up  with  it. 
We  feel  the  principle  is  one  that  should 
be  general. 

82.  Sir  David  Hughes  Parry : In  para- 
graph 1 (/),  you  say  that  the  present 
arrangements  concerning  retirement 
should  be  retained  but  that  people 
should  be  able  to  retire  earlier  where 
they  themselves  consider  it  desirable, 
without  foregoing  all  their  pension  rights. 
That  is  ambiguous,  is  it  not?  Do  you 
mean  without  foregoing  the  total  of  their 

pension  rights? Yes,  it  should  really 

be  the  total. 

83.  Chairman : Do  you  really  mean 

without  foregoing  any? Any  of  the 

pension  rights.  Clearly,  they  should 
retain  their  pension  rights. 

84.  Your  point  is  that  if  people  retire 
earlier  they  should  not  lose  anything  at 
all,  rather  than  that  they  should  not  lose 

the  whole  lot? Dr.  Joules'.  They 

should  be  able  to  retire  on  a pro  rata 
basis. 

85.  Sir  Hugh  Watson:  They  should 

not  forfeit  the  whole  lot? No. 

86.  Professor  Jewkes:  Which,  of 

course,  they  do  not  now,  do 'they? 

Dr.  Murray:  Unless  you  leave  through 
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a 'breakdown  in  health,  you  forfeit  your 
pension  rights  but  not  that  part  of  the 
money  which  you  yourself  have  paid 
into  the  fund.  We  are  thinking  more  of 
the  other  side  of  it,  which  could  be  lost 
in  its  entirety,  of  course,  at  present.  If 
you  look  at  the  ages  of  general  prac- 
tioners,  you  will  see  that  there  are  a 
very  large  number  of  them  continuing 
in  actual  general  practice  until  quite  an 
advanced  age:  that  is  one  factor.  The 
other  factor  is  that  there  are  people  who 
themselves  are  aware  that  they  are  not 
doing  the  job  as  they  would  like  to  do, 
and  who  would  like  to  retire,  but  who 
have  to  hang  on  until  they  are  65  to  get 
the  pension. 

87.  You  suggest,  as  it  were,  a firm 
retirement  age  of  65?  What  do  you 
think  are  the  disadvantages  of  allowing 

people  to  go  on  too  long? One  of 

the  main  disadvantages,  of  course,  is  the 
question  of  blocking  promotion  for 
others:  that  is  one  of  the  disadvantages 
to  the  Service.  There  may  be  no  dis- 
advantage to  the  individual,  and  it  may 
even  be  an  advantage,  quite  apart  from 
financial  reasons,  to  go  on  beyond  the 
age  of  65. 

88.  'What  about  the  patient — is  it  re- 
garded as  a disadvantage  to  the  patient? 
— —Dr.  Joules : I think  it  is  extremely 
desirable  that  there  should  be  at  some 
stage  an  assessment  of  the  professional 
capacity  of  an  individual  to  continue,  if 
he  desires  so  to  continue.  Of  course  it 
is  open  to  discussion  at  what  age  that 
assessment  should  take  place.  We  have 
it  within  the  hospital  service  at  this  age 
of  65,  and  I think  it  is  extremely  desir- 
able that  that  should  be  retained,  even 
though  the  upper  age  limit  of  continued 
service  is  raised. 

89.  Mr.  Bonham-Carter:  Is  raised? 

Yes,  but  at  this  stage  I would  say 

there  is  no  argument  for  raising  it  until 
we  have  absorbed  into  the  consultant 
ranks  all  those  who  are  trained  and 
waiting  to  get  into  those  consultant 
ranks. 

90.  Professor  Jewkes:  You  suggest 

there  should  be  no  raising  of  the  age 
limit  until  the  total  number  of  registrars 
and  senior  medical  officers  has  been 
absorbed.  Does  this  mean  that  there  is 

a shortage  of  consultants? Yes,  very 

definitely ; and  there  is  a mal-distribution 
of  consultants.  On  the  whole,  the 
further  north  you  go,  the  less  per  100,000 
of  the  population  the  consultant  distribu- 


tion is.  There  is  a need,  in  our  sub- 
mission, for  an  immediate  survey  of  this 
situation,  which  is  reacting  very  seriously 
upon  the  provision  of  consultant  services 
to  the  nation  generally. 

91.  Chairman'.  Taking  mal-distribu- 

tion and  shortage,  would  you  say  they 
both  exist  or  only  one? Both. 

92.  Have  you  any  idea  how  much? 

1 would  not  like  to  hazard  a guess, 

because  we  have  not  done  any  special 
research:  information  was  made  avail- 
able to  the  Ministry  by  working  parties 
which  surveyed  every  region.  I believe 
that  may  be  out  of  date,  and  I am  sure 
that  there  should  be  an  immediate  review 
of  this  situation. — Dr.  Murray : If  you 
.look  at  this  question  of  distribution  from 
the  financial  angle,  we  have  one  set  of 
figures  which  are  available  and  relate  to 
the  money  spent  by  the  consultant  ser- 
vice per  hospital  bed.  The  figure  varies 
from  one  region  to  another,  as  between 
£43  per  bed  and  £68  per  bed  per  annum, 
indicating  a very  big  difference  in  the 
provision  of  services.  The  region  which 
has  the  highest  figures  we  do  not  accept 
as  being  over-doctored : it  still  has  long 
waiting  lists  and  still  has  long  waiting 
times  in  its  consultant  departments. 

93.  Professor  Jewkes : So  that  the  case 

for  more  rapid  promotion  from  Registrar 
to  Consultant  is  not  based  so  much  on 
equity  to  the  Registrars  as  an  absolute 
shortage  of  consultants? That  is  so. 

94.  Chairman-.  There  is  no  shortage 

of  candidates _ at  the  moment? There 

is  a shortage  in  some  fields. 

95.  But  in  general? Dr.  Joules-. 

In  general  medicine,  surgery,  obstetrics 
and  gynaecology,  there  is  a waiting  list. 

96.  Mr.  Bonham-Carter:  Would  the 

same  sort  or  difficulties  apply  to  the 
general  practitioner  service? — —Dr. 

Kerr:  All  the  evidence  is  that  it  is  ex- 
tremely difficult  for  would-be  general 
practitioners  to  enter  the  profession.  As 
soon  as  a vacancy  is  advertised,  there 
are  enormous  application  lists.  The 
latest  Ministry  of  Health  report  shows 
quite  clearly  how  long  some  of  the  assis- 
tants have  been  waiting — some  are  still 
waiting  to  become  established.  The 
figures  show  there  is  a small  nucleus  of 
assistants  in  general  practice  who  have 
been  assistants  since  the  inception  of  the 
Health  Service.  There  is  no  doubt  at 
all  that  if  there  was  a better  distribution 
of  general  practitioners  throughout  the 
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country  and  if  there  were  better  oppor- 
tunities to  establish  general  practices  there 
would  still  be  large  numbers  of  appli- 
cants waiting  to  fill  the  vacancies— Dr. 
Murray : There  is  the  total  given  in  the 
Ministry’s  report  showing  the  number  of 
applicants  for  each  vacancy.  It  varies 
in  different  parts  of  the  country  and 
with  different  practices  but,  taking  2,000 
to  2,500  practices,  the  lowest  number  of 
applicants  for  a vacancy  was  30  and  the 
highest  number  was  over  100 — that  was 
for  the  larger  practices.  The  lowest  num- 
ber for  any  practice,  among  the  smaller 
ones,  was  10. 

97.  Sir  David  Hughes  Parry  : You  say 
on  page  6 of  your  memorandum  under 
recommendation  “d”  that  the  employ- 
ment of  general  medical  practitioner 
asistants  should  be  discontinued  and  that 
they,  with  other  general  medical  prac- 
tioners  with  numbers  on  their  lists  below 
2,500,  will  take  over  the  excess  patients 
shed  by  those  with  above  2,500.  Would 
you  give  us  your  reason  for  doing  away 

with  the  assistants? 1 think  this  is 

a phrase  which  we  could  have  worded 
rather  more  clearly.  What  we  are  con- 
cerned with  is  the  arrangement  whereby 
a man  can  become  an  assistant  and  be 
paid  any  sum  of  money  by  his  principal 
without  reference  to  any  particular  scale, 
without  reference  to  the  amount  of  work 
he  does,  and  without  reference  to  what 
is  happening  inside  that  practice.  In 
other  words,  he  may  be  exploited  under 
the  present  arrangements.  We  visualise 
that  in  a health  centre  service  there 
would  be  the  junior  members  of  Ihe 
health  centre  team  in  a sense  acting  as 
trainees  to  the  more  senior  people ; but 
their  terms  and  conditions  of  service 
would  be  those  fixed  for  the  health 
centre.  They  would  not  be  exploited 
as  assistants.  It  is  in  that  sense  that  we 
have  used  the  word  “ assistants  ” here. 

98.  Would  you  explain  what  you  really 

mean  by  exploitation? Dr.  Kerr: 

Exploitation  consists  of  the  employing 
doctor  deriving  extra  money  from  the 
work  of  his  assistant  without  benefiting 
the  assistant  proportionately.  This  may 
be  a facile  definition  and  one  that  I am 
sure  could  be  picked  to  pieces,  but  it 
does  happen.  I take  the  view,  in  a pro- 
fessional and  ethical  sense,  that  once  a 
man  joins  the  ranks  of  a profession  it  is 
ethically  wrong  for  him  to  serve  another 
man,  to  work  very  much  harder,  work 
many  more  hours,  and  accept  much 


greater  responsibility  than  his  employer, 
while  the  additional  benefits  which 
accrue  to  the  practice  from  his  hard 
work  are  not  passed  on  to  him. 

99.  Sir  Hugh  Watson : What  do  you 
mean  by  “ working  many  more  hours  ”? 

The  assistant  commonly  works  very 

many  more  hours  than  the  principal.  He 
is  often  saddled  with  too  large  a share 
of  the  calls.  Many  assistants  find  them- 
selves doing  a disproportionate  amount 
of  night  work,  when  the  principal,  in 
fact,  refuses  to  get  out  of  bed  for  an 
emergency  call.  I regard  this  as  a nega- 
tion of  normal  professional  relationships^ 
and  on  ethical  grounds  alone  it  is  some- 
thing to  be  frowned  upon  and,  if  pos- 
sible, stopped. 

100.  Chairman : Have  you  any  figures 

to  show  how  widespread  this  exploita- 
tion is,  to  which  you  have  referred? 

I am  afraid,  with  great  respect,  that  I 
must  point  out  the  immense  difficulty  of 
having  a statistical  analysis  of  this  sort 
.prepared.  Assistants  do  speak  of  this, 
but  the  more  timid  ones  who  have  a job 
at  stake  do  not  voice  their  opinions, 
except  in  private. 

101.  Sir  Hugh  Watson:  You  cannot 

give  us  any  specific  examples? No,  I 

cannot  quote  any  figures. — Dr.  Murray: 
There  is  a running  commentary  in  letters 
to  the  medical  Press  from  assistants, 
complaining  about  this  sort  of  thing  and 
it  goes  on  the  whole  time.  There  are,  of 
course,  1,500  assistants  on  this  paid  basis, 
and  out  of  them  there  are  always  a cer- 
tain number  who  write  to  the  Press  and 
raise  the  point.  It  is  very  much  discussed 
in  medical  circles. 

102.  Sir  David  Hughes  Parry : Do  you 
think  the  assistant  does  not  appreciate 
that  he  is  getting  a good  deal  of  experi- 
ence without  perhaps  the  fullest  degree 
of  responsibility,  and  that  he  is  also 
enjoying  a measure  of  security?- — Dr. 
Kerr : As  regards  your  second  point.  Sir 
David,  the  very  essence  of  the  position 
of  the  assistant  today  is  his  insecurity. 
.There  are  10  men  waiting  to  step  into 
his  shoes.  That  may  not  be  so  true  of 
women  as  of  men,  of  course. 

103.  He  is  more  secure  than  he  would 
be  if  he  put  up  his  plate  and  had  his 

own  practice? 1 could  not  answer 

that  question  with  a plain  yes  or  no. 
There  are  plenty  of  examples  of  single- 
handed  doctors  putting  up  their  plates 
and  doing  very  well  indeed.  I can  think 
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of  cases  where,  within  three  years  of 
putting  up  his  plate  a doctor  has  acquired 
his  own  assistant.  There  is  scope  in  the 
under-doctored  areas,  but  for  various 
reasons  many  doctors  prefer  to  remain 
in  more  pleasant  and  salubrious  areas — 
and  with  this  preference  goes  a degree 
of  insecurity.  As  far  as  experience  is 
concerned,  I would  submit  this  is  rather 
an  immeasurable  quantity.  I am  not 
sure  quite  how  much  of  the  assistant’s 
salary  should  be  computed  in  terms  of 
this  nebulous  conception  of  experience. 
I would  not  submit  that  an  assistant 
must  necessarily  earn  a salary  on  a level 
with  his  principal.  That  would  be 
manifestly  inequitable.  But  I think,  if 
there  are  going  to  be  assistants,  we  must 
ensure  that  they  are  less  insecure  than 
they  are  at  the  moment,  also  that  their 
entry  into  practice  is  ensured  and  that 
their  salary  levels  are  governed  by  a 
standard  instead  of  being  left  to  a purely 
person  to  person  system  as  they  are  at 
the  moment.  I know  that  evidence  on 
these  points  is  being  supplied  by  another 
organisation.  I think  it  would  perhaps 
not  be  proper  of  me  to  express  any  more 
of  what  is  perhaps  beginning  to  amount 
to  a personal  opinion:  but  that  is  what 
we  are  thinking. 

104.  Mrs.  Baxter : Have  you  any 

evidence  as  to  how  far  this  difficulty  of 
the  assistants  is  due  to  a purely  post-war 
situation,  rather  than  to  something 
inherent  in  the  system  or  anything  to  do 

with  the  National  Health  Service? 

Dr.  Murray : It  has  always  been  a point 
of  criticism  in  the  profession.  I would 
say — I do  not  know  whether  Dr.  Joules 
would  agree — but  I would  say  it  is  less 
today  than  it  was  at  one  time.  Is  that 
not  so? — Dr.  Joules : Yes. — Dr.  Murray : 
It  is  a point  which  we  have  discussed 
very  much  before  the  war. 

105.  But  it  is  not  directly  related  to 
a sudden  increase,  a post-war  increase, 
of  recruitment  to  the  medical  profession? 

Dr.  Joules:  No.  I would  agree  with 

Dr.  Murray’s  impression  that  this  is  a 
lesser  phenomenon  now  than  it  was  pre- 
war.— Dr.  Murray : I think  the  existence 
of  the  trainee  assistant,  whose  terms  are 
laid  down,  and  of  whom  there  are  a 
smaller  number  has  modified  the  posi- 
tion as  regards  permanent  assistants  to 
some  extent. 

106.  Chairman:  I appreciate  that.  On 
your  page  4,  you  make  a specific 


recommendation  that  the  present  salary 
scales  of  house  officers  are  inadequate 
and  should  be  raised  immediately  by  at 
least  50  per  cent.? Yes. 

107.  Is  that  50  per  cent,  on  what  they 
are  now  getting,  excluding  the  interim 
adjustments?  Has  that  any  consequential 
effect  on  any  other  points?  Does  it  take 
into  account,  for  instance,  the  amount 
that  is  allowed  for  board  and  lodging 

of  house  staff? We  were  talking 

about  gross  incomes,  as  at  present  fixed, 
and  gross  includes  board  and  lodging. 
Whether,  if  the  gross  was  raised,  the 
board  and  lodging  would  then  be  put 
up  to  reduce  it,  no  one  can  tell. 

108.  There  is  an  element  of  subsidy 
in  the  board  and  lodging  allowance? 

Some  house  officers  say  they  could 

get  far  better  for  the  money  elsewhere. 

109.  Is  that  really  so? That  as 

really  so.  Near  strikes  because  the  food 
is  so  bad  have  happened  in  a number 
of  hospitals  recently.  When  you  have 
bedrooms  of  a very  low  standard,  even 
bedrooms  shared,  then  house  officers  do 
say  they  could  do  better  for  the  money 
elsewhere.  That  is  obviously  a very 
debatable  point,  but  we  are  talking  about 
gross,  and  we  put  this  recommendation 
in  our  memorandum  because  we  felt 
that  the  position  of  the  house  officer  is 
appalling,  particularly  when  you  remem- 
ber that  some  of  these  officers  are 
married  men. — Dr.  Joules:  I think  it 
is  essential  to  remember  that  house 
officers  do  not  live  in  at  their  own 
request.  They  live  in  because  they  are 
expected  to  be  on  duty  usually  at  least 
five  days  a week  and  24  hours  a day. 
While  there  is  an  element  of  subsidy  in 
the  amount  charged,  there  is  a gross 
element  of  under-payment  in  the  salaries 
which  are  at  present  allocated  to  them. 
Even  if  the  hours  of  work  they  actually 
put  in  are  calculated,  I have  heard  some 
of  them  say  that  their  pay  would  not 
equal  that  of  an  unskilled  labourer. 

110.  And  this  relates  just  to  the  grade 
called  house  officer — it  does  not  apply 
to  the  grade  called  senior  house  officer, 
which  is  rather  a different  thing,  I 

gather? Dr.  Murray:  Yes.  We 

thought  that  if  we  made  a start  on  house 
officers,  other  changes  would  have  to 
follow,  but  not  of  this  proportion. 

111.  Now  that  brings  me  back  to  our 
terms  of  reference.  You  have  not  given 
us  any  other  lead  as  to  what  you  think 
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remuneration  generally  in  the  Service 
should  be,  because  you  said  you  were 
not  able  to  give  precise  figures.  I take  it 
this  50  per  cent,  for  house  officers  is  not 
the  whole  change  you  want?  Broadly 
speaking,  would  you  prefer  to  see 
remuneration  brought  closer  together  or 
spread  further?  Would  you  consider  the 
distribution  is  about  right  or  is  it  quite 

wrong? We  would  prefer  a total 

change  in  the  sense,  as  we  have 
indicated,  of  a longer  incremental  scale, 
with  a top  figure  which  was  not  neces- 
sarily as  high  as  it  is  today.  We  have 
not  in  fact  made  serious  calculations 
about  Spens  and  24  per  cent.  We  are 
all  involved  in  this  and  so  we  dare  not 
say  too  low  a figure.  From  the  general 
point  of  view,  we  want  to  see  a scale 
which  will  be  high  enough  to  ensure  that 
the  medical  profession  and  the  National 
Health  Service  gets  its  proportion  of  the 
people  who  can  train  to  be  qualified. 
We  are  well  aware  of  the  position  with 
regard  to  other  scientists  in  the  health 
service.  We  know  we  have  to  take  our 
place  with  other  staff,  the  technologists, 
and  so  on,  but  we  would  like  to  see  the 
ladder  going  up  to  a point  which  is  high 
enough  to  attract  a sufficient  number  to 
give  the  Health  Service  the  quality  it 
needs.  We  would  like  that  ladder  to  give 
a better  range  to  a larger  number  of 
people  than  it  does  at  present. 

112.  Mr.  Bonham-Carter : You  say 
“ high  enough  to  attract  You  are  still 
prepared  to  see . your  very  top  coming 

down? 1 do  not  think  the  absolute 

top  need  be  as  high.  I am  talking  now 
of  the  top  basic  salary,  plus  merit  award 
and  including  some  proportion  for 
domiciliary  service. 

113.  Chairman:  I have  understood, 
as  regards  the  general  practitioners,  that 
with  a reduction  in  the  lists  to  which  you 
have  referred  elsewhere  you  envisage  that 
some  of  those  with  very  large  lists  would 
also  come  down  under  the  new  system 
and  that  a doctor  with  a small  list  would 

be  more  secure? Dr.  Joules:  I am 

not  sure  that  the  Association  generally 
would  agree  with  that  off-the-cuff  state- 
ment made  by  Dr.  Murray  that  the  upper 
limit  is  too  high,  until  we  could  have 
the  advantage  of  the  knowledge  that  you 
are  trying  to  gain  in  respect  of  other 
professions.  I think  you  would  agree, 
Sir,  it  is  extremely  desirable  that  the 
health  service — and  particularly  the 
medical  profession — shall  attract  men  of 
such  ability  as  will  enhance  what  we 


regard  as  the  most  precious  national 
possession,  that  is  the  national  health. 
Therefore,  Sir,  we  trust  that  you  will  do 
nothing — and  we  will  say  nothing — 
which  would  tend  to  diminish  the  flow  of 
some  of  the  best  brains  of  the  country 
into  the  medical  profession  and  keep 
them  there,  for  your  sake  as  well  as 
our  own. 

114.  Very  obviously,  that  is  a con- 
sideration at  all  levels.  On  page  5. 
paragraph  4 you  suggest  that  the 
recruitment  of  medical  students  should 
be  based  on  as  wide  a social  catchment 
as  possible.  In  fact,  recruitment,  is  not 

too  bad  at  the  moment,  is  it? Dr. 

Kerr : We  were  thinking  in  this  sense 
rather  of  the  catchment  area  of  the 
recruitment.  We  are  not  entirely  happy 
that  everybody  who  would  make  a good 
doctor  necessarily  has  an  equal  chance  of 
becoming  one,  and  we  would  like  to  see 
this  chance  given  to  a larger  proportion 
of  the  available  manpower  throughout 
the  population  of  the  country. 

115.  Would  you  expect  that  to  produce 

more  people  than  at  present? Not 

necessarily,  but  we  would  expect  it  to 
produce  applicants  from  a greater  range 
and  variety  of  backgrounds.  With  this 
developing  social  recruitment  we  would 
expect  a much  more  profound  initial 
understanding  on  the  part  of  the  doctor 
of  the  sort  of  problems  that  many  of  his 
patients  have  to  face.  Many  doctors 
have  to  learn  this  at  the  start  of  their 
careers  instead  of  being  imbued  with  it 
by  the  nature  of  the  community  in  which 
they  have  lived. 

116.  But  as  you  do  not  expect  this 
system  to  produce  any  more  students  and 
you  are  not  expecting  to  get  more  in 
total,  are  you  expecting  that  some  others 

would  be  discouraged? 1 expect  there 

would  be  less  from  other  classes,  yes. 

117.  Why? For  the  simple  reason 

that  the  medical  schools  can  only  take  a 
certain  number  and  of  that  number  we 
would  expect  and  hope  that  a greater 
proportion  of  these  students  would  come 
from  homes  that  at  present  could  not 
support  the  idea  of  children  going  into 
medicine  because  of  the  long  training 
and  the  heavy  cost. — Dr.  Murray : We 
have,  in  a statement  to  the  Press, 
objected  to  the  Willink  Committee 
figures  as  regards  this  matter.  We  do  not 
think  it  is  correct  to  say  that  there  will 
not  be  a further  need  to  increase  the 
number  of  doctors  to  be  trained. 
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Chairman : You  are  asking  us  to  base 
our  calculations  on  the  basis  that  the 
Willink  Committee  was  wrong? 

118.  Professor  Jew  Ices:  I think  it 

would  help  the  Royal  Commission  if  we 
could  have  copies  of  the  statement  that 
has  been  made.— Certainly.  We  can  let 
you  have  that  and  expand  it. 

119.  Sir  David  Hughes  Parry : Is  there 
implied  in  your  answer  a criticism  of 
the  selection  of  candidates  by  the  medical 
schools,  or  is  it  purely  a question  of 

numbers? It  is  a question  of  those 

coming  up  to  be  selected.  At  the 
moment  there  are  people  who  .might  very 
well  make  good  doctors  and  who, 
because  they  cannot  get  the  grant  which 
we  are  suggesting,  do  not  even  come  up 
for  selection. 

120.  Mr.  McIntosh:  Are  the  grants 

inadequate? They  are  both  inade- 

quate and  insufficient  in  numbers. 
People  do  not  apply  for  them  because 
they  think  there  will  be  difficulty  in 
getting  them,  so  they  go  off  into  some- 
thing else  which  does  not  require  grants. 

121.  Sir  David  Hughes  Parry:  I was 
under  the  impression  that  every  person 
accepted  at  a medical  school  does,  de- 
pending on  the  income  of  the  parents, 
get  a grant  such  as  a local  authority’s 
grant  or  a medical  grant.  Is  that  not  so? 

Y es,  they  can ; but  they  are  not 

adequate.  They  come  after  the  event. 
We  would  like  it  to  be  much  more  clear 
that  grants  are  possible  for  everyone  in 
all  sections. — Dr.  Kerr : There  are  serious 
difficulties  that  come  to  our  notice  from 
time  to  time.  I know  myself  a young 
man  of  considerable  ability  whose 
mother  has  lived  apart  from  his  father 
for  a long  time  and  has  supported  him. 
He  is  anxious  to  take  up  medicine  but 
because  she  has  already  had  this  respon- 
sibility for  a long  time  he  will  not  en- 
visage a situation  where  perhaps  for 
some  time  to  come  his  grant  would  be 
only  for  his  course,  and  she  would  be 
saddled  with  the  other  expenses.  It  is 
this  kind  of  thing  that  prevents  people 
of  this  type — and  a very  fine  type  it  is 
— from  going  into  medicine.  He  will  not 
even  look  at  it. 

122.  Has  he  had  a grant  for  training 

in  another  profession? No.  He  is 

at  this  moment  finishing  at  his  grammar 
school,  where  he  went  on  a scholarship, 
and  he  is  being  sustained  in  that.  But 
the  sort  of  problems  that  hit  a household 


of  this  sort  where  there  is  no  wage- 
earning capacity  up  to  the  age  of  25  are 
not  solved  by  the  government  or  local 
authority  grant,  which  in  general  is  in- 
sufficient to  cover  the  five  or  six  years’ 
training. 

123.  But  do  you  think  that  the  medical 
profession  is  any  different  from,  say,  the 

legal  profession? Dr.  Joules:  The 

course  is  much  longer,  Sir. 

124.  Sir  David  Hughes  Parry:  Is  it? 
If  you  want  to  become  a solicitor  it 
takes  six  years? — Yes,  I would  agree. 

125.  Chairman : I think  we  have  gone 
as  far  as  we  can  into  that.  I appreciate 
that  you  cannot  be  precise  in  these 
matters ; but  there  is  an  element 
of  imprecision  about  all  this.  I 
have  just  one  more  point:  you  have 
earlier  mentioned  your  suggestion  for 
keeping  matters  under  review,  and  a 
relationship  to  the  cost  of  living.  Have 
you  any  special  methods  in  mind  of 
keeping  under  review  the  different  ages, 
types  and  degrees,  as  it  were,  within  the 
profession — because  that  is  not  quite  the 
same  thing  and  might  be  an  important 

matter? Dr.  Murray:  Up  until 

recently  we  should  simply  have  said  that 
ought  to  be  the  sort  of  thing  that  should 
go  to  the  Whitley  Council. 

126.  You  are  simply  affected  in  that 

by  a single  recent  incident,  are  you? 

Yes.  Otherwise  we  would  think  that,  if 
that  machinery  operated  as  we  think  it 
should,  it  could  take  up  the  sort  of  points 
you  have  mentioned. 

127.  Mr.  Gunlake:  There  is  a refer- 
ence on  page  7 of  the  document  to  an 
occupational  health  service.  Can  you-  in 
the  barest  outline,  tell  us  what  that  is? 

An  outline  is  very  difficult  to  give. 

We  have  in  this  country  practically  no 
industrial  health  service.  We  have  a 
factory  health  service,  which  has  a par- 
ticular function  in  relation  to  accidents 
in  factories,  which  sets  up  certain 
standards  and  that  sort  of  thing.  We 
have  in  some  industries  a medical  service 
within  the  factory  for  accidents  and  other 
things,  but  out  of  a quarter  of  a million 
factories  only  something  like  6,000  or 
7,000  actually  have  a health  service 
within  the  factory.  We  believe  that  one 
of  the  things  we  need  in  Britain  is  an 
occupational  health  service.  We  have 
used  the  word  “occupational”  rather 
than  “ industrial  ” so  that  we  can  cover 
accidents  occurring  in  offices  and  so  on 
as  well  as  in  industry.  We  think  that,  the 
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next  step  for  the  National  Health  Service 
is  to  introduce  such  an  occupational 
health  service ; and  again  we  think  that 
the  general  practitioner  will  have  a part 
to  play  in  this.  We  think  that  it  could 
probably  be  to  some  extent  related  to  the 
organisation  run  from  .the  health  centres  ; 
and  it  would  absorb  quite  an  amount  of 
medical  manpower. 

128.  Chairman:  Would  that  therefore 
mean  that  there  would  be  more  medical 

manpower  used  in  total? Dr.  Joules : 

Yes,  Sir.  I would  just  like  to  add  to  that 
that  this  country  is  suffering  at  present 
from  an  enormous  load  of  ill  health  due 
to  the  first  industrial  revolution.  We 
have  never  recovered  from  that,  from  a 
health  point  of  view.  We  are  now  going 
into  a second  industrial  revolution  and  I 
believe,  looking  at  the  lessons  learned 


from  the  first  one,  that  it  is  essential 
that  the  risks  to  health  should  be  fully 
safeguarded  by  an  effective  occupational 
health  service  which  should  not  only  tidy 
up  the  past  but  should  look  to  the  future. 
We  must  have  doctors  equipped  to  deal 
with  these  problems.  I personally  do  not 
think  that  the  Willink  Committee  pays 
sufficiently  sympathetic  attention  to  these 
needs. 

129.  I think  we  now  understand  what 
an  occupational  health  service  is,  and  we 
did  not  know  before.  Thank  you  very 

much. Dr.  Murray:  Again,  we  will, 

when  sending  you  our  statement  on  the 
other  aspects  of  the  Willink  Report,  give 
you  a little  more  detail  on  this  point  at 
the  same  time. 

Chairman:  Thank  you  very  much, 
gentlemen. 


(The  Witnesses  withdrew .) 


Memorandum  submitted  by  the  Whole-Time  Consultants’  Association 
INTRODUCTION 

1.  The  Whole-Time  Consultants’  Association  is  the  only  professional  body  exclusively 
representing  the  whole-time  consultant  and  specialist  staff  of  the  National  Health  Service 
Hospitals.  Evidence  is  submitted  to  the  Royal  Commission  on  Medical  Remuneration 
under  the  following  headings: — 

General  Considerations  (paragraphs  2-11) 

Professional  Expenses  (paragraphs  12-16) 

Domiciliary  Consultation  Fees  (paragraphs  17-19) 

Senior  Hospital  Medical  Officers  (paragraph  20) 

Summary  (paragraph  21) 

Appendix  I:  Memorandum  submitted  by  Association 
of  Whole-Time  Salaried  Specialists  (Whole-Time 
Consultants’  Association)  to  the  Royal  Commission  on 
the  Income  Tax. 


GENERAL  CONSIDERATIONS 

2.  Under  the  present  terms  and  conditions  of  service  the  disparity  between  the  financial 
inducement  offered  to  part-time  and  whole-time  consultants  has  an  important  and 
damaging  effect  upon  the  hospital  service.  Evidence  on  this  disparity  was  considered  by 
the  Guillebaud  Committee  (*)  (paras.  398-400)  and  we  would  draw  attention  to  the 
opinion  expressed  by  that  Committee  (para.  404).  “ We  are  also  of  opinion  that  it  is 
undesirable  that  the  financial  arrangements  relating  to  the  consultant  service  should  be 
such  as  to  provide  a financial  inducement  to  a consultant  to  apply  for  a part-time  rather 
than  a whole-time  appointment  ”. 

3.  In  the  view  of  this  Association,  there  is  a place  in  the  hospitals  for  both  types  of 
consultant,  whole-time  and  part-time.  At  present  an  important  part  of  the  consultant 
work  of  the  country  is  done  by  the  former.  Figures  for  England  and  Wales  at  30th  June 
1955  showed  that  32%  of  consultants  held  whole-time  contracts,  whereas  the  comparative 
figure  for  Scotland  at  31st  December  1954  was  45  %.  Taken  on  a sessional  basis,  it  would 
appear  that  in  England  and  Wales  nearly  42%  of  the  overall  consultant  work  was  being 
done  by  whole-time  consultants.  The  corresponding  percentage  for  Scotland  with  its 
stronger  tradition  of  whole-time  consultant  service  was  greater  (*.  para.  402).  We  would 
not  seek  to  make  invidious  distinctions  between  the  value  of  the  service  rendered  by  each. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


30 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


indeed  we  subscribe  to  the  view  that  the  amount  of  work  done  by  a consultant, 
whether  whole-  or  part-time,  depends  more  upon  personal  factors  than  upon  the  type  of 
contract. 

4.  It  is  our  contention  that  the  marked  difference  in  income  between  the  two  types  of 
consultant  is  having  important  disadvantageous  effects  upon  the  hospital  service.  Whole- 
time consultants  frequently  exercise  their  option  to  change  to  part-time  contracts.  The 
public,  ever  apt  to  equate  merit  with  financial  success,  is  coming  to  regard  the  whole-time 
consultant  as  being  in  some  respects  the  professional  inferior  of  his  part-time  colleague. 
(This  misconception  is  strengthened  by  the  tendency  of  many  a whole-timer  to  become 
part-time  when  he  achieves  distinction.) 

5.  On  first  appointment  the  choice  of  whole-  or  part-time  is  often  a matter  of  personal 
preference:  to  some  freedom  from  the  embarrassment  of  charging  fees  determines  the 
choice,  others  specialise  in  a field  in  which  private-practice  earnings  are  naturally  small 
(paediatrics  might  be  instanced  as  an  example),  others  again  use  equipment  that  is  now 
too  complex  and  too  expensive  to  form  part  of  one  man’s  private  professional  equipment 
(radiotherapy  for  example),  many  see  opportunities  for  research  in  whole-time  work; 
mixed  motives  must  operate  in  most  cases.  Whatever  the  reasons  that  determine  the 
choice  in  the  individual  case  this  Association  believes  that  there  is  an  important  advantage 
to  hospital  morale  in  seeking  to  retain  a proportion  of  the  highest  paid  of  the  medical 
staff  in  a whole-tune  capacity.  The  professional  energies  of  consultants  whose  income  is 
derived  solely  from  salary  are  demonstrably  entirely  directed  to  the  hospitals  they  serve. 
The  nature  of  those  services  and,  by  implication,  the  value  of  the  example  thus  set  to  the 
hospital  as  a whole  was  well  set  out  in  an  article  in  the  Lancet  some  years  ago  (2). 

6.  There  is  a number  of  whole-time  consultant  appointments  where  clinical  work  is 
linked  with  medical  administrative  duties.  Consultants  in  this  category  have  been 
denied  the  option  to  change  to  maximum  part-time  duties.  The  Bradbeer  Report  on 
the  Internal  Administration  of  Hospitals  (3)  has  deplored  the  lack  of  inducement  to 
attract  experienced  medical  men  to  these  posts  in  sanatoria,  infectious  disease  hospitals 
and  mental  hospitals  (paras.  118  and  143).  In  referring  to  large  general  hospitals  the 
Report  states  “ it  will  become  impossible  to  find  first-class  men  willing  to  take  on  the 
considerable  burden  involved  if  there  is  to  be  any  risk  of  financial  loss  ” (para.  72). 

7.  We  welcome  and  would  cherish  the  discretionary  powers  at  present  vested  in 
Regional  Boards  to  permit  free  change  of  contract  from  whole-time  to  part-time  at  the 
request  of  an  individual  consultant;  we  would  not  seek  to  fetter  this  freedom  in  any  way. 
But  we  are  aware  that  the  need  to  make  provision  for  his  family  and  the  financial 
advantages  of  a part-time  appointment  form  the  crux  of  the  reason  for  the  change  in 
the  case  of  those  of  our  members  who  resign  from  this  Association  on  changing  to  part- 
time  contracts.  Moreover,  this  Association  knows  of  cases  amongst  its  members  where 
the  change  from  whole-time  even  to  maximum  part-time  could  not  be  made  without  some 
loss  m the  efficient  discharge  of  hospital  duties  that  fill  land  often  more  tl™  fim  ts. 


H sessions  per  week. 


8.  The  widespread  employment  of  whole-time  specialists  of  consultant  rank  i1 
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between,  on  the  one  hand,  taking  what  they  believe  to  be  the  retrograde  step  of  changing 
to  part-time  contracts  and,  on  the  other,  of  continuing  under  their  chosen  conditions 
of  work  at  a considerable  and  increasing  financial  disadvantage.  The  action  the  Govern- 
ment takes  on  the  recommendations  of  the  Royal  Commission  on  Medical  Remuneration 
will  determine  the  choice  and  so  may  foster  or  cut  short  this  new  development  of  full-time 
consulting  specialists  in  the  vanguard  of  the  advance  of  medicine. 

9.  If  arguments  such  as  those  above  have  weight  with  the  Royal  Commission  and 
if  the  Commission  agree  with  the  Whole-Time  Consultants’  Association  that  there  is 
a place  for  whole-time  consultants  in  the  hospitals  of  the  country,  and  furthermore, 
that  these  consultants  are  the  professional  equals  of  their  part-time  colleagues,  then  to 
maintain  the  present  part-time/whole-time  ratio  (or  something  like  it,  and  we  would 
suggest  no  change)  it  will  be  necessary  to  remove  the  present  financial  deterrents  to 
whole-time  consultant  service  and  so  maintain  recruitment  and  halt  the  present  drift 
from  whole-time  to  part-time  practice. 

10.  We  have  had  presented  to  us  the  argument  that  there  should  be  a slight  financial 
advantage  in  whole-time  service,  particularly  at  times  of  rising  living  costs  and  high 
taxation.  The  proponents  of  this  view  claim  that  the  part-time  man  by  virtue  of  his 
freedom  to  alter  fees  can  alter  the  privately  earned  part  of  his  income  to  match  the 
changing  value  of  money.  This  may  be  so  but  this  Association  considers  that  any 
financial  discrepancy  in  favour  of  whole-time  service  is  unnecessary  for  we  think  that  to 
the  doctor  primarily  interested  in  the  practice  of  medicine  (in  this  spirit  we  believe  most 
medical  students  begin  their  careers)  the  freedom  from  preoccupation  with  the  minutiae 
of  fee-calculation  will  remain,  as  it  is  now,  an  attractive  advantage  of  whole-time  practice. 

11.  It  is  clear  that  the  second  Spens  Report(3)  envisaged  equality  of  financial  induce- 
ment between  whole-time  and  part-time.  The  cause  of  the  present  disparity  lies  largely 
in  the  advantages  the  part-time  consultant  often  enjoys  in  the  assessment  of  his  income 
tax  liabilities.  These  advantages  are  denied  his  whole-time  colleagues  at  present  and 
until  such  time  as  the  recommendations  of  the  Royal  Commission  on  Income  Tax(6) 
become  law.  There  is  also  an  invidious  distinction  drawn  between  the  two  types  of 
consultant  regarding  domiciliary  visiting  fees  (para.  18-20  below). 

PROFESSIONAL  EXPENSES 

12.  In  negotiation  this  Association  has  been  quite  unsuccessful  in  securing  acknow- 
ledgment fronTtfie^/Iinistry  of  Health  that  there  are  expenses  necessarily  and  reasonably 
incurred  in  the  course  of  a whole-time  consultant’s  work  which  are  not  met  by  expense 
allowances  from  the  Regional  Boards.  Without  this  support  from  the  employing 
authority  the  whole-time  consultant  can  claim  no  remission  of  income  tax  in  respect  of 
these  expenses. 

13.  On  the  question  of  “ a number  of  items  of  expense  which  must  be  met  if  the 
specialist  is  to  perform  his  duties  efficiently  ” the  Spens  Report  (op.  cit.  para.  16)  reads: 
“ These  include  car  expenses,  expenses  of  travel  apart  from  the  use  of  a car;  the  cost 
of  renewal  of  instruments  and  other  equipment;  the  cost  of  books  and  journals,  pre- 
paration of  scientific  papers,  and  subscriptions  to  professional  societies;  printing, 
stationery,  postage,  and  telephone  costs;  and  expenses  of  attendance  at  national  and 
international  professional  meetings ; and  the  expense  of  visiting  hospitals  and  clinics 
at  home  and  abroad,  and  entertaining  visiting  colleagues  ”.  Of  these  only  a proportion 
of  the  car  expenses  and  the  cost  of  some  instruments  can  be  met  from  Regional  Board 
funds.  The  whole-time  consultant  meets  the  others,  and  in  some  cases  a considerable 
part  of  his  motoring  expenses  also,  out  of  his  own  pocket  and  bears  full  income-tax 
and  sur-tax  on  this  expenditure.  On  motoring  expenses  alone  we  have  evidence  that 
some  of  our  members  who  travel  far  in  the  course  of  their  work  may  subsidise  the 
National  Health  Service  by  £100  or  more  for  by  this  amount  the  official  mileage 
allowance  falls  short  of  necessary  professional  motoring  costs.  The  progressive  reduction 
of  mileage  allowance  with  increasing  professional  annual  mileage  is  a severe  impost 
penalising  particularly  those  who  use  their  cars  most  in  the  course  of  their  work.  The 
Council  of  this  Association  has  had  difficulty  in  restraining  a group  of  its  members  who 
would  seek  to  withhold  the  use  of  their  cars  for  Health  Service  purposes  and,  by  depending 
solely  upon  public  transport,  force  a break-down  of  their  part  of  the  hospital  service  and 
so  draw  public  attention  to  this  grievance. 
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14.  In  the  matter  of  post-graduate  study  expenses  the  whole-time  consultant  is  at 
a grave  disadvantage  and  the  quality  of  his  work  must  suffer  in  consequence.  We  are 
affected  by  the  principle  that  “ study  leave  with  expenses  ” will  only  be  granted  to  those 
who  contribute  papers  to  the  meetings  they  attend.  The  part-time  consultant  who 
attends  to  learn  rather  than  to  teach  can  reclaim  some  of  the  cost  against  tax  as  a 
professional  expense,  his  full-time  colleague  is  unable  to  do  this.  In  recent  years  as  the 
value  of  money  falls  whole-time  consultants  have  necessarily  made  their  economies  by 
cutting  down  just  that  expenditure  which  must  be  incurred  if  they  are  to  keep  abreast 
of  their  subjects  and  efficient  in  their  work. 

15.  We  recognise  that  professional  expenses  vary  so  much  between  individuals  that 
additions  to  salary  on  this  account  might  lead  to  extravagance  with  public  funds.  The 
matter  may  best  be  decided  in  individual  cases  by  income  tax  reliefs  in  the  usual  way  of 
professional  expenses  of  this  sort.  Here  we  would  reiterate  that  repeated  attempts 
through  the  official  Whitley  machinery  have  failed  to  secure  the  admission  by  the 
Ministry  of  Health  that  there  are  such  expenses.  Without  such  an  official  endorsement 
we  have  been  unable  to  influence  the  Treasury  and  so  the  Inland  Revenue  authorities 
on  behalf  of  the  whole-time  consultants  and  their  necessary  and  reasonable  professional 
expenses.  The  Spens  Committee  “presumed  that  the  InlandJJevenue  authorities 
would  be  prepared  to  consider  favourably  as  legitimate  allowances  for  Income  Tax 
purposes  any  items  of  expense  which  had  been  approved  by  a public  hospital  authority  ” 
(para.  16).  In  the  case  of  the  whole-time  consultant  this  premise  has  proved  largely 
false;  insurance  against  medical  litigation  (£2  Ox.  0 d.  p.a.),  a condition  of  employment, 
is  the  only  professional  expense  that  has  this  approval. 

16.  Oral  and  written  evidence  was  given  by  this  Association  (Appendix  1)  before  the 
Royal  Commission  on  Taxation  (“).  That  Commission  has  recommended  that  schedule  D 
and  E incomes  should  be  equally  generously  treated  in  respect  of  expense-relief.  That 
recommendation  has  yet  to  become  law. 

DOMICILIARY  CONSULTATIONS 

17.  In  the  matter  of  Domiciliary  Consultation  Fees  the  whole-time  consultant  is 
treated  with  disadvantageous  financial  discrimination.  The  part-time  consultant  is 
permitted  a maximum  earning  of  £840  (200  visits)  per  annum  under  this  heading,  he  has 
the  right  to  charge  private  fees  in  respect  of  visits  made  in  a private  capacity.  The  whole- 
time  consultant  must  make  eight  visits  without  fee  per  quarter  before  he  becomes  eligible 
for  any  fees  to  the  £840  maximum.  We  understand  that  thirty-two  visits  is  the  national 
yearly  average  for  all  types  of  consultants.  Certain  operative  procedures  may  be  under- 
taken in  the  course  of  a domiciliary  consultation  visit,  but  the  operation-fee  (together  with 
the  consultation  fee)  is  withheld  from  the  whole-time  consultant  for  the  first  eight  visits 
of  each  quarter. 

18.  The  Spens  Committee  (5)  clearly  makes  no  differentiation  between  part-time  and 
whole-time  consultants  in  its  recommendation  (para.  7)  that  “ because  of  the  very  consider- 
able additional  burden  which  such  domiciliary  visits  involve  we  consider  that  some 
additional  remuneration  should  accrue  in  respect  of  these  ” . Within  a few  months  of  the 
inception  of  the  National  Health  Service  the  Domiciliary  Consultation  Fee  was  withdrawn 
from  whole-time  consultants  with  the  result  that  domiciliary  visiting  by  whole-timers 
virtually  ceased  and  many  patients  who  might  have  been  cared  for  at  home  were  sent 
unnecessarily  into  hospital.  Even  now  the  obligatory  eight  “ free  ” visits  each  quarter 
deters  general  practitioners  from  calling  out  their  whole-time  consultant  colleagues. 

19.  The  country-wide  availability  of  consultant  opinion  in  the  patient’s  own  home 
regardless  of  the  patient’s  means  represents  one  of  the  major  achievements  of  the 
National  Health  Service.  It  seems  unfortunate  that  this  achievement  should  continue  to 
be  marred  by  the  reluctance  of  general  practitioners  to  seem  to  impose  upon  their  whole- 
time consultant  colleagues  and  by  a sense  of  grievance  at  unfair  discrimination  harboured 
by  some  whole-time  consultants. 

THE  SENIOR  HOSPITAL  MEDICAL  OFFICER 
. 20.  The  Whole-Time  Consultants’  Association  is  also  concerned  with  the  professional 
well-being  of  those  specialists  at  present  graded  Senior  Hospital  Medical  Officer.  In 
England  and  Wales  at  31st  December  1955,  55%  = 1,240  of  the  Senior  Hospital  Medical 
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Officers  were  whole-time.  We  recognise  that  there  is  a need  in  the  hospital  service  for 
a post  intermediate  between  Senior  Registrar  and  Consultant;  we  believe  that  what  has 
been  described  as  the  “ dead-end  ” nature  of  the  Senior  Hospital  Medical  Officer  grade 
has  brought  it  into  disrepute.  We  draw  the  attention  of  the  Royal  Commission  to  the 
need  to  facilitate  promotion  of  Senior  Hospital  Medical  Officer  grade  specialists  to 
consultant  rank  and  to  avoid  the  false  economy  of  the  appointment  of  a Senior  Hospital 
Medical  Officer  specialist  where  the  services  of  a consultant  are  required.  For  the  good 
of  the  hospital  service  of  the  country  we  believe  that  the  salary  scale  of  this  grade  should 
be  sufficiently  generous  to  ensure  adequate  life-earnings  and  pensions  to  those  whose 
careers  will  end  in  this  grade.  We  also  believe  that  those  Senior  Hospital  Medical  Officer 
specialists  who  undertake  domiciliary  consultation  visits  should  be  eligible  to  receive  fees 
for  all  domiciliary  consultations. 

SUMMARY 

21 . Evidence  is  given  of  the  part  played  by  whole-time  consultants  in  the  hospital 
work  of  the  country.  Both  in  the  discharge  of  their  day-to-day  duties  and  in  their 
contribution  to  the  advance  of  medicine,  the  whole-time  consultants  represent  a relatively 
new,  but  important  national  asset.  The  present  terms  and  conditions  of  service  impose 
financial  discrimination  against  this  group  of  doctors,  particularly  in  regard  to  income 
tax  allowances  for  professional  expenses  and  in  the  matter  of  domiciliary  consultation 
fees.  The  economic  plight  of  specialists  in  the  Senior  Hospital  Medical  Officer  grade 
is  also  stressed. 

The  present  financial  rewards  of  part-time  as  against  whole-time  consulting  practice 
are  such  that  there  is  a danger  that  no  one  free  to  change  his  contract  will  continue  in 
full-time  work.  Should  this  threat  materialise,  one  of  the  most  promising  developments 
fostered  by  the  National  Health  Service  will  have  failed. 
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APPENDIX 

MEMORANDUM  SUBMITTED  TO  THE  ROYAL  COMMISSION 
ON  THE  INCOME  TAX  BY  THE  ASSOCIATION  OF 
WHOLE-TIME  SALARIED  SPECIALISTS,  45  LINCOLN’S  INN 
FIELDS,  LONDON,  W.C.2 


1 . The  members  of  the  Association  hold  whole-time  appointments  as  medical  specialists 
in  the  National  Health  Service.  As  the  law  stands,  they  are  charged  with  Income  Tax: 
under  Schedule  E and  are  denied  relief  in  respect  of  incidental  professional  expenses 
which  would  be  allowed,  without  question,  if  the  charge  were  made  under  Schedule  D. 
The  Association  believes  the  right  principle  to  be  that  reasonable  and  necessary  pro- 
fessional expenses  should  in  all  cases  be  allowed  as  a deduction  in  arriving  at  the  liability 
to  tax  upon  the  earnings  from  the  profession.  The  Association  hopes  that  the  Royal 
Commission  will  consider  and  recommend  an  appropriate  change  in  the  law. 

2.  The  Association  feels  entitled  in  the  interests  of  its  members  to  emphasise  their 
special  circumstances  as  members  of  the  medical  profession  with  an  overriding  duty 
to  their  patients.  At  the  same  time,  the  Association  appreciates  that  any  change  in  the 
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law  would  have  to  apply  to  all  holders  of  offices  and  employments  so  long  as  such  persons 
remain  chargeable  with  tax  under  distinct  rules.  The  Association  observes,  however, 
that  the  rigidity  and  narrowness  of  the  existing  Rule  9 of  Schedule  E have  attracted 
criticism  in  the  Courts,  and  considers  that  an  appropriate  alteration  in  the  law  is  overdue. 

3.  The  Association  desires  to  submit  to  the  Royal  Commission  that  the  law  and  practice 
under  Schedule  E should  at  least  be  brought  into  closer  alignment  with  the  law  and 
practice  under  Schedule  D.  The  Association  has  noticed  in  this  connection  that  the 
Committee  on  the  Taxation  of  Trading  Profits  (Cmd.  8189,  1951),  presided  over  by 
Mr.  J.  Millard  Tucker,  K.C.,  has  proposed  that  a clear  right  should  be  given  to  a deduction 
under  Schedule  D for  involuntary  outgoings  due  to  events  incidental  to  and  occurring 
in  the  course  of  carrying  on  a business.  The  expenses  which  fall  upon  the  members  of 
the  Association  in  the  course  of  carrying  on  their  profession  may  in  the  strict  legal  sense 
be  expenses  which  they  incur  voluntarily.  The  expenses  are  however  in  a wider  sense 
unavoidably  incurred  by  them  in  carrying  out  their  professional  work. 

4.  The  fact  that  whole-time  specialists,  in  common  with  part-time  specialists  in  the 
National  Health  Service,  and  with  other  members  of  the  medical  profession  in  this 
country  and  abroad,  need  to  incur  certain  types  of  expenses  in  carrying  on  their  profession 
was  recognised  by  the  Inter-Departmental  Committee  on  the  Remuneration  of  Con- 
sultants and  Specialists,  presided  over  by  Sir  Will  Spens,  C.B.E.  An  extract  from  the 
Committee’s  report  (Cmd.  7420,  1948)  forms  Appendix  A to  this  memorandum. 

5.  Attached  as  Appendix  B to  the  memorandum  is  a copy  of  the  terms  and  conditions 
of  service  of  hospital  and  medical  staffs  in  the  National  Health  Service  (England  and 
Wales).  Paragraph  19  of  this  document  governs  the  payment  of  expenses  to  the  members 
of  the  Association.  The  result  broadly  is  that  the  expenses  of  travelling  are  met  by  the 
authorities  (by  means  of  a scale  in  the  case  of  car  expenses),  and  that  other  expenses 
may  be  claimed  where  directly  related  to  the  performance  of  the  duties  under  the  particular 
authority  or  authorities. 

6.  So  far  as  official  regulations  go,  and  their  application  can  said  to  be  standardised, 
it  may  be  suggested  that  the  Association’s  members  are  not  bound  to  incur  any  expenses 
out  of  their  emoluments.  The  true  position  is  that  expenses  are  unavoidably  incurred 
in  carrying  out  their  work  as  was  envisaged  by  the  Spens  Committee.  It  is  in  fact 
essential  to  the  proper  functioning  of  the  National  Health  Service  that  whole-time  spe- 
cialists should  in  the  fullest  sense  continue  to  be  practising  members  of  the  medical 
profession,  and  engaged  with  their  colleagues  in  the  advancement  of  medical  knowledge 
and  skill  by  means  of  practice,  study  and  research.  In  the  view  of  the  Association,  it 
is  unreasonable  that  its  members  should  not  be  given  relief  from  tax  on  expenses  which 
they  incur  with  that  object  as  part  of  the  performance  of  their  duties. 

7.  A deduction  is  refused  under  present  law  for  any  expense  that  is  brought  within 
the  principle  laid  down  by  the  late  Mr.  Justice  Rowlatt  in  his  judgement  on  the  case  of 
Simpson  v.  Tate.  An  extract  from  the  judgement  is  given  as  Appendix  C to  this  memoran- 
dum. The  Association  suggests  to  the  Royal  Commission  with  confidence  that  the 
principle  as  laid  down  in  that  judgement,  if  it  were  to  govern  the  conduct  and  expenditure 
of  members  of  the  medical  profession  holding  full-time  appointments  in  the  course  of 
their  careers,  would  have  the  poorest  results  both  to  the  public  service  and  to  their  patients. 

8.  Grounds  on  which  the  members  of  the  Association  are  in  practice  refused  deductions 
for  professional  expenses  are  that  expenditure  within  the  narrow  scope  of  Rule  9 of 
Schedule  E is  met  or  may  be  claimed  under  the  regulations,  and,  if  neither  met  nor 
claimed,  is  expenditure  voluntarily  incurred  for  purposes  going  beyond  the  duties  that 
are  required  to  be  performed. 

9.  The  main  grounds  on  which  any  change  in  the  law  has  in  the  past  been  resisted  are 
that  the  holder  of  an  office  or  employment  performs  particular  duties  within  a definite 
area  for  a fixed  remuneration,  and  that  any  weakening  of  the  present  Rule  9 of  Schedule  E 
would  let  in  claims  by  such  persons  for  all  kinds  of  voluntary  expenditure.  The  Asso- 
ciation nevertheless  suggests  that  the  rigidity  and  narrowness  of  the  Rule  impose  hardship 
at  present  rates  of  tax,  both  actually  and  relatively  to  Schedule  D,  which  the  Royal 
Commission  endeavour  to  remove. 
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10.  Amounts  of  expense  in  which  the  members  of  the  Association  are  involved  year 
by  year,  while  not  in  general  large,  are  not  inconsiderable  and  may  in  some  circumstances 
be  substantial.  Most  or  all  of  the  members  have  expenses  under  such  heads  as  follows : — 

(a)  Subscriptions  to  specialist  medical  societies  whose  object  is  the  advancement  of 

medical  knowledge  and  skill. 

(b)  Expense  of  attendance  at  meetings  of,  or  conferences  arranged  by,  such  societies. 

(c)  Costs  of  maintaining  a suitable  personal  library,  and  costs  of  medical  periodicals. 

(d)  Replacement  in  some  circumstances  of  instruments  and  appliances. 

(e)  Telephone  expenses  at  the  place  of  residence,  and,  in  special  cases,  other  expenses 

there  such  as  the  maintenance  of  a study. 

11.  The  Association  believes  that  Inspectors  of  Taxes,  and  in  case  of  disagreement, 
the  Commissioners  of  Taxes  on  appeal,  would  be  able  to  decide  upon  cases  according 
to  their  particular  facts,  if  deductions  for  expenses  of  the  kinds  in  question  were  permitted 
under  proper  safeguards. 

12.  To  avoid  possible  misunderstanding,  the  Association  wishes  to  say  that  it  is  no 
part  of  this  memorandum  that  a deduction  should  be  given  for  subscriptions  to  medical 
bodies  which  are  or  are  comparable  with  trade  unions,  or  for  subscriptions  or  other 
expenses  incurred  for  the  purpose  of  obtaining  additional  professional  qualifications 
at  any  stage  of  a career. 

1 3.  The  Association  adds  that  it  is  aware  of  a practice  of  allowing  a deduction  under 
Schedule  E for  subscriptions  to  professional  societies,  where  the  employer  requires 
membership  to  be  maintained  as  a condition  of  the  employment.  This  practice  has  no 
present  bearing  on  the  subscriptions  which  are  the  subject  of  the  Association’s  representa- 
tions. Membership  of  the  main  medical  bodies  in  question  is  attained  by  individuals 
who  already  possess  the  necessary  high  qualifications  and  who  are  elected  as  members. 

14.  The  Association  would  like  to  mention  as  a final  point  that  the  expense  of  running 
and  maintaining  a car  for  professional  purposes  may  exceed  the  payments  received  on 
the  official  scale.  Claims  by  members  to  relief  from  tax  (including  claims  for  initial 
and  wear  and  tear  allowances)  are  refused.  The  grounds,  put  baldly,  are  that  authority 
has  determined  in  advance  what  expense  will  be  necessary,  and  the  actual  costs  of  running 
expenses,  service  charges,  repairs,  etc.,  are  irrelevant.  The  refusal  can  give  rise  to  hardship 
especially  in  present  conditions  of  limited  choice  of  car,  and  is  apparently  wholly  out 
of  line  with  the  practice  obtaining  under  Schedule  D.  The  Association  would  like  to 
see  the  law  altered,  if  this  is  what  is  necessary  to  remove  the  differentiation. 

P.S. 

Submitted  to  the  Royal  Commission  on  behalf  of  the  Council  of  the  Association 
by:— 

RUFUS  C.  THOMAS, 

F.R.C.S.E.,  F.R.C.O.G. 

President. 


November , 1951. 


C.  ALLAN  BIRCH, 

M.D.,  F.R.C.P. 
Hon.  Secretary. 
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APPENDIX  A 

TO  THE  MEMORANDUM  SUBMITTED  BY  THE  ASSOCIATION 
OF  WHOLE-TIME  SALARIED  SPECIALISTS 

Extract  from  the  Report  of  the  Inter-Departmental  Committee 
presided  oyer  by  Sir  Will  Spens,  C.B.E. 

“ There  are  three  further  points  to  which  we  wish  to  refer  in  order  to  avoid  any 
possibility  of  misunderstanding. 

“ Firstly,  throughout  our  proceedings  we  have  assumed  that  specialists  engaged  either 
whole-time’  or  part-time  in  a publicly  organised  service  will  be  paid  any  sums  which 
represent  expenses  necessarily  and  reasonably  incurred  in  the  course  of  their  work, 
and  that  these  sums  will  be  in  addition  to  the  salaries  recommended.  The  Evidence 
Committee  has  brought  to  our  notice  a number  of  items  of  expense  which  must  be  .met 
if  the  specialist  is  to  perform  his  duties  efficiently.  These  include  car  expenses:  expenses 
of  travel  apart  from  the  use  of  a car:  the  cost  of  renewal  of  instruments  and  other 
equipment:  the  cost  of  books  and  journals,  preparation  of  scientific  papers,  and  subscrip- 
tions to  professional  societies:  printing,  stationery,  postage  and  telephone  costs: 
expenses  of  attendance  at  national  and  international  professional  meetings:  and  the 
expenses  of  visiting  hospitals  and  clinics  at  home  and  abroad,  and  entertaining  visiting 
colleagues. 

“ The  expenses  might  be  refunded  after  they  have  been  incurred,  or  alternatively  an 
appropriate  allowance  for  expenses  might  be  attached  to  the  various  posts  held  by 
specialists  and  consultants.  If  the  latter  course  were  adopted  it  would  have  to  be  realised 
that  certain  expenses  would  arise  which  had  not  been  foreseen  when  the  allowance  was 
fixed,  e.g.,  attendance  at  an  international  conference,  and  additional  provision  would 
have  to  be  made  in  such  cases. 

“ It  is  presumed  that  the  Inland  Revenue  authorities  would  be  prepared  to  consider 
favourably  as  legitimate  allowances  for  Income  Tax  purposes  any  items  of  expense 
which  had  been  approved  by  a public  hospital  authority.” 

(Extract  from  paragraph  16,  on  page  13  of  the  Report, 
headed  “ Expenses,  Superannuation  and  Holidays.”) 


APPENDIX  C 

TO  THE  MEMORANDUM  SUBMITTED  BY  THE  ASSOCIATION 
OF  WHOLE-TIME  SALARIED  SPECIALISTS 

Extract  from  the  Judgement  in  the  High  Court  in  the 
Case  of  Simpson  v.  Tate 

The  respondent  was  medical  officer  to  the  Middlesex  County  Council.  In  giving 
judgement  for  the  Revenue,  the  late  Mr.  Justice  Rowlatt  said: 

“ . . . The  respondent  qualified  himself  for  his  office  before  he  was  appointed  to  it, 
and  he  has  very  properly  endeavoured  to  continue  qualified  by  joining  certain  professional 
and  scientific  societies,  so  that  by  attending  their  meetings  and  procuring  their  publications 
he  may  keep  abreast  of  the  highest  developments  and  knowledge  . . . When  one  looks 
into  the  matter  closely,  however,  one  sees  that  these  are  not  monies  expended  in  the 
performance  of  his  official  duties.  He  does  not  incur  these  expenses  in  conducting 
professional  enquiries  or  get  the  journals  in  order  to  read  them  to  the  patients ... 

“ I think  it  is  desirable  to  lay  down  some  principle  applicable  to  cases  of  this  kind. 
In  my  view  the  principle  is  that  the  holder  of  a public  office  is  not  entitled  under  this 
Rule  to  deduct  any  expenses  which  he  incurs  for  the  purpose  of  keeping  himself  fit  for 
performing  the  duties  of  the  office,  such  as  subscriptions  to  professional  societies,  the 
cost  of  professional  literature  and  other  outgoings  of  that  sort  . . . The  principle  seems 
to  be  clear  that  no  such  deductions  as  these  can  be  permitted.” 

Reported  at  (1925)  2 K.B.  214. 
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Examination  of  Witnesses 

Dr.  C.  Allan  Birch 

Dr.  A.  A.  Cunningham,  Secretary 

Dr.  L.  T.  Hilliard 

Dr.  R.  M.  Mayon -White 

on  behalf  of  the  Whole-Time  Consultants’  Association. 

Called  and  Examined 


130.  Chairman : You  are,  gentlemen, 
very  early  on  the  list  of  witnesses  to  be 
here  before  us.  I hope  you  will  under- 
stand that  we  must  try  to  press  the 
various  statements  you  have  made  in 
your  written  evidence  particularly  on 
facts,  because  unless  we  ask  something, 
nobody  else  will.  Therefore  when  we  are 
questioning  you  I hope  you  will  not  feel 
there  is  any  hostility  or  necessarily  dis- 
belief on  our  part.  Equally,  failure  to 
pursue  a point  does  not  mean  necessarily 
that  we  accept  it  or  that  we  think  it  is 
irrelevant.  Any  Member  of  the  Com- 
mission will  have  a chance  to  ask  you 
questions  and  will  probably  do  so,  but 
for  convenience  we  have  given  the  task 
of  sifting  .the  many  memoranda  we  have 
received  to  two  separate  sub-committees. 
Your  very  useful  memorandum  was  sub- 
mitted to  a sub-committee  of  which  Sir 
David  Hughes  Parry  acted  as  chairman, 
so  that  he  will  be  leading  off  with  most 
of  the  main  topics. 

I think  I ought  also  to  add  that  a 
good  deal  of  the  information  submitted 
by  some  organisations — -and  not  particu- 
larly by  you — goes  some  way  outside  our 
terms  of  reference.  We  are  quite  pre- 
pared to  ask  questions  on  these  things  in 
order  to  get  the  general  picture  as  it 
affects  remuneration,  but  of  course  we 
shall  not  be  reporting  on  all  the  things 
we  choose  to  question  you  upon.  We 
may  even  choose  to  question  you  on 
things  which  are  not  in  your  memo- 
randum, so  as  to  get  a full  picture. 
I would  perhaps  just  add  that  we  un- 
derstand well  that  the  whole  question  of 
doctors’  remuneration  does  not  solely  in- 
volve facts  and  figures.  We  are  aware 
of  these  other  sources  of  dissatisfaction 
to  the  profession  but  we  will  be  primarily 
concentrating  for  the  moment  on.  facts. 

I think  it  would  be  a good  beginning 
if  you  would  tell  us  a kittle  bit  about 
the  membership  of  the  Association  to- 
day, not  only  in  numbers  but  as  regards 
-the  extent  t-o  which  it  covers  the  full 


potentiality  of  the  whole-time  con- 
sultant.  Dr.  Birch : We  have  more 

than  500  members,  and  that  is  between 
one-third  and  one-quarter  of  the  num- 
ber of  whole-time  consultants  in  the 
Service. 

131.  And  is  the  reason  for  it  being  one- 
third  to  one-quarter,  and  not  three- 
quarters  or  five-sixths,  because  you  have 
very  high  entrance  fees,  or  because  people 
disagree  with  you,  or  because  they  are 

disinterested?1 1 do  not  think  it  is  the 

fees,  Sir.  I think  it  involves  various 
factors.  We  have  noticed  that  our 
membership  goes  up  when  consultants 
feel  we  are  doing  something  for  them, 
when  things  are  taken  up  which  affect 
individual  members. 

132. 1 see.  We  have  just  been  speaking 
to  the  Socialist  Medical  Association,  and 
they  have  made  it  quite  clear  to  us  that 
their  primary  characteristic  is  their 
socialism.  Your  characteristic  is  ...  ? 

We  really  represent  whole-time 

clinicians  and  hospital  workers.  There 
are  very  many  people  in  the  whole-time 
medical  profession  who  are  on  university 
staffs,  and  so  on,  but  they  are  not  so 
strongly  represented. 

133.  Is  there  a special  reason  for  that? 

Do  they  disagree  with  you? No,  I 

do  not  think  they  disagree  with  us.  It 
is  just  that  they  feel  we  cannot  look  after 
their  interests  so  well  as  their  own  pro- 
fessional bodies. 

134.  I see.  That  does  give  us  a little 

bit  of  the  background. Dr.  Hilliard : 

Might  I add  a note  to  that?  I think  our 
Association  is  one  which  does  not  give 
any  direct  benefit  to  the  members.  It  is 
not  like  some  of  the  professional  asso- 
ciations which  give  financial  advantages. 
For  example,  the  Association  of  Scientific 
Workers  brings  various  direct  benefits  to 
their  members  in  insurance  and  things 
like  that ; and  agencies  for  finding  jobs. 
We  merely  try  to  represent  our  members’ 
interests,  and  not  only  the  interests  of 
our  members  buit  the  interests  of  the 
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whole-time  service,  to  make  sure  that  the 
people  who  are  working  full-time  in  that 
service  have  reasonable  conditions. 
Although  we  cannot  say  that  we  repre- 
sent individually  all  the  people  con- 
cerned, I think  we  are  a very  fair  repre- 
sentation of  people  who  are  bothering  to 
spend  time  to  try  and  negotiate  for  a 
good  full-time  service  and,  indirectly, 
the  conditions  of  the  people  in  at. 

135.  You  represent  the  whole-time  con- 
sultants— you  do  not  include  people  of 

lower  ranks? We  include  Senior 

Hospital  Medical  Officers,  if  they  are 
of  virtually  consultant  status.  Our 
members  are  vetted  by  our  Council,  and 
we  only  accept  people  who  are  virtually 
whole-time  specialists  or  consultants. 

Chairman : Thank  you  very  much. 
That  covers  the  preliminary  points. 

136.  Sir  David  Hughes  Parry:  You 

have  seen  the  factual  memorandum  sub- 
mitted by  the  Ministry  of  Health? 

No,  Sir. 

Chairman : It  is  obtainable  from  the 
Stationery  Office  and  it  contains,  I think, 
only  facts. 

1 37.  Sir  David  Hughes  Parry : I 

will  read  to  you  two  passages  on  page 
25  of  the  Ministry’s  factual  memoran- 
dum on  which  I would  like  your  help. 

“ Following  discussions  more  re- 
cently between  the  Ministry  of  Health 
and  the  Department  of  Health  for  Scot- 
land and  the  Joint  Consultants  Com- 
mittee, the  following  statement  was 
published  in  the  ‘ British  Medical 
Journal  ’ and  the  ‘ Lancet  ’ in  1955. 
The  Joint  Consultants  Committee  have 
had  recent  discussions  with  the  Minis- 
try of  Health  and  the  Department  of 
Health  for  Scotland  about  whole-time 
•and  maximum  part-time  service  for 
consultants  in  the  National  Health 
Service,  and  the  following  is  an  agreed 
statement  of  the  position.” 

Dr.  Cunningham : We  have  this,  yes. 

138.  What  I would  like  to  know  is, 
would  you  agree  that  this  implies  really 
that  the  amount  of  service  rendered  by  a 
full-time  person  and  a person  with  maxi- 
mum number  of  sessions  as  about  the 
same?— — Dr.  Mayon-White : No,  Sir, 
it  is  not  the  same.  You  say  you  have 
room  in  your  considerations  for  intan- 
gibles. We  think  there  is  a very  real 
difference  between  a man  whose  whole 
professional  interests  are  devoted  to  the 
hospital  he  serves,  and  those  who  at 


the  same  time  nurse  a growing  private 
practice  outside.  In  terms  of  the  num- 
ber of  sessions,  nominal  half-days  in  a 
working  week  and  so  on,  there  is  a differ- 
ence between  nine  and  a half  elevenths 
and  eleven  elevenths.  Many  of  us— -I 
myself,  for  example — would  have  to  gave 
up  one  hospital  if  we  changed  to  a maxi- 
mum part-time  contract.  One  of  my 
hospitals  and,  travelling  time  takes  up 
about  a day  and  a half  of  my 
week.  I think  I should  have  to  aban- 
don that,  if  I surrendered  my  whole- 
time and  elected  to  a maximum  part- 
time  contract.  There  are  other  ways  I 
might  economise  on  my  working  week. 

I might  cut  out  some  of  the  things  I 
think  are  refinements  in  the  service  I 
give.  But  I think  this  Association  does 
see  the  difference  between  the  type  of 
service  we  give  whole-time,  and  that 
which  we  would  give  part-time.  We  do 
not  think  our  part-time  colleagues  give 
less  than  their  full  service  to  the  hos- 
pital, but  we  can  say  that  in  these  in- 
tangibles we  see  some  difference. 

139.  The  agreed  statement  says:  “In 
such  a case  the  successful  candidate 
should  not  be  asked  to  state  his  prefer- 
ence until  after  he  has  been  selected  for 
appointment.”  That  implied  to  me  that 

there  was  not  much  difference. May 

I point  out  the  words  that  say  in  effect, 
that  where  the  Board  decides  that  the 
needs  of  the  hospital  service  demand  a 
whole-time  appointment,  competition 
should  be  thrown  open  to  all  applicants 
who  are  prepared  to  give  substantially 
the  whole  of  their  time  to  the  post.  In 
my  own  case  the  Board,  I think,  would 
not  appoint  a part-time  children’s 
specialist.  I have  the  option  to  change 
and  perhaps  I might  get  away  with  it, 
but  I think  the  service  would  suffer  if  I 
were  to  revert  to  maximum  part-time. 
— Dr.  Hilliard : Why  else  would  there 
be  any  need  to  have  this  reservation  that 
in  eertaih  circumstances  the  Board  would 
elect  fof  the  whole-timer?  That  implies 
there  must  be  situations  where  yon  do 
need  the  whole-timer. 

140.  But  in  the  present  set-up  there  is 
room  for  flexibility,  which  you  would 

agree  is  a desirable  thing? Yes,  Sir, 

but  you  see  ithe  hospital  is  a going  con- 
cern. Perhaps  the  whole-timers  are  there 
all  the  time  and  carry  a little  extra 
burden  which  is  not  discussed,  but  the 
whole-timer  is  there  to  deal  with  situa- 
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tions  that  arise  when  his  colleague  is  not 
there.  I think  those  are  imponderables 
that  are  very  difficult  to  estimate.  But 
personally,  from  the  point  of  view  of 
running  a hospital  I would  prefer  to 
have  enough  whole-timers  to  make  sure 
it  goes  smoothly,  than  to  have  everybody 
part-time.  If  everybody  is  part-time 
there  is  something  missing.  There  is 
nobody  to  turn  to,  and  in  that  sense  we 
do  not  feel  they  are  really  equal. 

141.  What  you  say  is  that  in  most  in- 

stances or  in  many  instances  the  whole- 
time service  is  essential  but  there  are 
other  cases  where  either  would  serve 
equally  well? It  depends  on  the  pres- 

sure of  work.  On  the  question  of  hours, 
the  part-timer  is  travelling  and  is 
allowed  >a  proportion  of  his  service  for 
travelling.  The  whole-timer  is  not.  I 
would  expect  him  to  be  there  from  9 
till  5,  whereas  the  other  person  comes 
in  so  much  travelling  time  later,  so  in 
hours  he  is  not  seeing  so  many  patients. 
We  do  not  want  to  stress  that. 

142.  Professor  Jewkes : Whole-timers 
can  work  in  more  than  one  hospital  and 
in  that  sense  spend  time  travelling.  How 
common  is  it  for  the  whole-timer  to  be 

working  in  more  than  one  hospital? 

It  depends  on  the  size  of  the  hospital 
and  the  particular  specialty  he  is  work- 
ing 'in.  I would  not  like  to  generalise. 
Some  do  quite  a lot  of  -travelling  and 
others  do  not. 

143.  Chairman:  More  than  half  the 

whole-timers  work  in  one  hospital? 

Dr.  Cunningham : Generally  one  main 
hospital  I think,  and  one  or  two  sub- 
sidiary hospitals.  I myself  work  in  three 
different  hospitals.  But  I spend  the  great 
majority  of  my  time  in  one  hospital.  I 
normally  pay  only  occasional  visits  to 
the  others.  Most  of  the  subsidiary  units 
are  within  a very  small  radius  of  the 
main  hospital. 

144.  May  I ask  if  the  four  of  you 
work  in  widely  different  parts  of  the 

country? Dr.  May on-White  is.  in 

Ipswich,  I am  in  S.W.  London,  Dr. 
Birch  is  in  N.W.  London  and  Dr. 
Hilliard  is  in  Tooting. 

145.  Professor.  Jewkes:  You  make  a 
quotation  in  paragraph  2 of  your  memo- 
randum. The  quotation  is  made  from 
the  report  of  the  Guillebaud  Committee 
and  I wondered  whether  in  your  opinion 
there  is  in  fact  a financial  inducement 


to  a consultant  to  apply  for  a part-time 
rather  than  a whole-time  appointment.- 
If  you  do  think  that,  what  do  you  think 
should  be  done  about  it? — —Dr.  Birch : 

I think  that  is  a large  part  of  what  we 
are  concerned  about.  We  have  not  men- 
tioned specific  figures  in  our  memoran- 
dum so  much  as  the  general  principle. 
We  feel  that  there  is  a financial  induce- 
ment for  a man  to  be  part-time  because 
of  the  various  expenses  and  allowances 
and  so  on  that  he  can  obtain  through 
the  Income  Tax  Inspector  from  the  fact 
of  his  being  part-time,  and  also  because 
his  free  sessions  can  be  used  in  getting 
whatever  private  practice  there  is  still 
to  be  got. — Dr.  Mayon-White:  I would 
make  it  clear  that  we  did  not  give  evi- 
dence to  the  Guillebaud  Committee,  We 
are  not  using  our  own  quotation ; it  was 
an  independent  finding  that  there  is  this 
financial  discrimination.  We  feel  that 
too,  and  that  explains  our  presence  here 
this  afternoon. 

146.  At  least  at  this  point  the  Guille- 
baud Committee  does  not  commit  itself 
to  whether  this  is  a fact  or  not.  They 
simply  say  it  would  be  undesirable  if  it 
were  a fact.  I am  trying  to  get  clear 
your  opinion  as  to  whether  there  is  this 
financial  inducement  to  move  from 

part-time  to  whole-time  work. Yes, 

definitely. — Dr.  Cunningham : I have 

detailed  figures  from  my  own  region,  that 
is  the  south-west  Metropolitan  region, 
which  employs  a total  of  1,200  con- 
sultants. I think  it  is  the  largest  region 
in  the  country  and  in  that  region  there 
are  actually  39  consultants  who  have 
changed  from  full-time  to  part-time  over 
the  last  three  to  four  years.  Before  that 
there  was  a negligible  number  of  changes 
but  during  the  last  three  or  four  years  39 
consultants  changed  from  whole-time  to, 
part-time.  In  the  region  as  a. whole,  out 
of  270  whole-time  consultants,  there  are 
231  consultants  left,  after  these  39 
changed  from  whole-time  to  part-time 
service.  Of  the  S.H.M.Os  four  people 
have  changed  from  full-time  to  part-time, 
service,  out  of  a total  of  160  odd  full- 
time S.H.M.Os. 

147.  Has  there  been  any  movement 

from  part-time  to  whole-time? There 

have  been  five,  and  I have  that  under 
the  various  specialties ; three  in 
anaesthetics,  one  in  pathology  and  one  in 
radiology. 

148.  Sir  David  Hughes  Parry  : This  is 
the  aggregate  and  not  merely  your 
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membership? This  has  nothing  to  do 

with  our  membership  at  all.  This  is  from 
the  Senior  Administrative  Officer  of 
the  South-West  Metropolitan  Regional 
Board. 

149.  Chairman’.  We  have  a list  of 
specialties.  The  number  of  whole- 
timers  varies  considerably  from  specialty 
to  specialty.  Are  there  any  specialties  in 
which  you  would  feel  there  is  virtually 

no  movement  towards  part-time? 

Dr.  Birch : Some  have  virtually  no  part- 
time  work,  such  as  radiotherapy  where 
it  is  all  done  by  full-time  people. — Dr. 
Hilliard:  And  psychiatry,  I think,  has  a 
larger  proportion  of  whole-timers ; it 
claims  to  be  a full-time  job  to  a greater 
extent  than  others. 

150.  Sir  David  Hughes  Parry:  What 

accounts  for  that? The  nature  of  the 

work. 

Chairman:  There  are  76  whole-time 
consultants  and  44  part-time  ones  in 
radiotherapy  which  is  rather  more  than 
you  would  have  guessed. 

151.  Professor  Jewkes:  Whilst  we  are 
trying  to  get  this  picture  in  our  mind 
can  you  tell  us  anything  about  the  degree 
to  which  purely  private  practice  among 
consultants  is  increasing  or  decreasing? 

Dr.  May  on- White:  No,  Sir,  we  have 

no  private  practice.  Anything  we  might 
know  about  that  would  be  just  hearsay. 

152 . Chairman:  There  is  no  list  of 
those  who  are  whole-time  private  con- 
sultants ; they  are  not  cm  the  lists  at  all? 
— — Dr.  Hilliard : The  Ministry  would 
not  have  access  to  them. — Dr.  Mayon- 
White : You  would  have  to  ask  other 
people  who  know  from  their  own 
experience.  We  do  know  that  people  can 
now  be  insured  for  health  purposes 
through  a scheme.  One  pays  a sum  and 
gets  private  fees  repaid  if  one’s  children 
go  into  hospital.  We  know  that  kind  of 
personal  health  insurance  is  increasing 
very  much.  The  reason  is  that  it  will 
very  often  secure  private  care  in  the 
event  of  sickness.  We  know  that  a lot 
of  our  part-time  colleagues  are  deriving 
a great  part  of  their  private  income  from 
that  source. 

153.  That  would  be  mainly  carried  out 
by  part-time  people.  Can  you  say 
whether  the  proportion  of  partness  of 
time  is  decreasing  ; that  is  to  say,  instead 
of  giving  eleven  elevenths  they  are  giving 
so  many  less  elevenths?  Is  that  going 
down,  or  is  it  on  the  whole  remaining 


pretty  near  the  maximum  of  part-time? 

Dr.  Hilliard : These  figures  have 

been  put  in  a report.  We  would  not  like 
to  give  evidence  on  something  not  our 
concern. 

154.  You  wish  only  to  deal  with  the 

full-time? Dr.  Mayon-White : But  it 

is  one’s  impression,  as  near  the  maximum 
part-time  as  you  can  get  is  the  best  posi- 
tion to  be  in  financially. — Dr.  Birch: 
This  change  from  whole-time  to  part- 
time,  Sir — we  do  not  know  the  numbers 
of  people  who  want  to  change  but  are 
not  allowed  to  do  so'  by  their  Board. 
We  understand  some  Boards  do  not 
allow  it. 

155.  Sir  David  Hughes  Parry : I 

wonder  if  I may  take  you  to  paragraph  4 
of  your  memorandum  where  you  make 
three  statements.  I would  like  very  much 
indeed  to  have  some  supporting  evidence, 
if  you  could  help  us.  The  first  sentence 
is:  “ It  is  our  contention  that  the  marked 
difference  in  income  between  the  two 
types  of  consultant  is  having  important 
disadvantageous  effects  upon  the  hospital 
service”.  Could  you  enlarge  on.  that? 
It  is  a little  wider  than  the  matter  we 

discussed  before? Dr.  Mayon-White : 

We  have  dealt  with  the  first  one.  We 
have  given  you  the  figures  for  the  whole- 
timers  exercising  their  option  to  change 
to  part-time. 

156.  This  is  a little  wider  than  that — 

“ having  important  and  disadvantageous 
effects  upon  the  hospital  service  ”.  There 
is  implicit  in  what  you  say  that  the 
part-time  is  disadvantageous. — —Dr. 

Hilliard : I think,  Mr.  Chairman,  I 

mentioned  earlier  that  from  the  point 
of  view  of  running  a hospital,  if  you 
have  too  many  part-time  staff  there  are 
difficulties  inherent  in  the  administration. 
These,  I think,  have  a disadvantageous 
effect  on  the  hospital  as  a hospital. 
Provided  there  are  enough  whole-timers 
to  keep  things  going,  I think  it  is  : all 
right  having  both  but  if  there  was  a 
continued  trend  of  more  and  more 
people  going  part-time  those  who  are 
whole-time  feel  that  the  service  would 
not  be  so  effective. 

157.  That  is  the  only  point  really  you 

want  to  make  on  that? Y es.  It  is,  in 

a sense  altruistic.  We  are  speaking  of 
the  effect  on  the  service.  If  we  all  go 
part-time,  we  think  we  shall  be  better 
off,  but  we  shall  leave  behind  a hospital 
which  has  not  the  effective  service  to 
the  public  it  has  now. 
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158.  Parallel  with  that,  the  organisa- 
tion of  the  teaching  departments  at  the 
teaching  hospitals? — Y es. 

159.  Sir  Hugh  Watson:  Would  you 
have  modified  this  statement  in  the  light 
of  what  you  have  told  us  to  the  effect 
that  if  this  swing  to  which  you  have 
referred  continues,  it  could  have 
important  disadvantageous  effects  on  the 

hospital  service? Yes.  Perhaps  we 

have  exaggerated  a little  there  but  it  is 
the  tendency  we  are  concerned  about. 

1 60.  Sir  David.  Hughes  Parry : I do 
not  know  whether  there  is  anything 
further  you  would  like  to  say  about  the 

third  sentence  in  that  paragraph? Dr. 

Hilliard:  One  tangible  proof  is  the 

hospital  car  park.  The  larger  cars  are 
not  the  whole-timers’  cars.  Again,  they 
are  things  difficult  to  prove,  but  all  these 
things  are  linked  up  in  the  public  mind 
and  I think  they  get  the  impression  that 
one  doctor  must  be  better  than  another 
if  he  has  that  kind  of  car.  It  is  a joke 
in  the  hospital.  The  staff  know  that  the 
smaller  the  car,  the  more  likely  the 
owner  is  to  be  full-time. 

161.  Chairman:  I was  not  sure 

whether  achieving  distinction  meant 
achieving  an  award.— —As  he  becomes 
a more  senior  person  to  his  colleagues, 
he  feels  it  would  be  wiser  to  establish 
his  position,  to  be  a part-timer,  and  run 
his  life  that  way  to  try  and  achieve  the 
same  1 distinction— Dr.  May oh-White : 
The  word  was  carefully  chosen.  Sir.  If 
you  get  a grade  C merit  award,  it 
probably  cancels  the  difference  between 
whole-time  and  maximum  part-time 
salary,  and  it  may  cushion  you  against 
a drop  in  income. 

162.  In  your  meaning  it  did  mean 

distinction  award? No,  Sir.  It  means 

exactly  what  it  says.  As  he  goes  up 
and  becomes  well-known,  so  also  will 
he  begin  to  attract  a lucrative  practice. 
We  would  feel,  Sir,,  it  is  particularly 
that  man  at  that  time  of  his  life  whom 
is  important  to  retain  working  whole- 
time within  the  hospital  so  everybody 
else  realises  his  activities  are  devoted 
entirely  to  the  hospital,  and  that  he  has 
no  outside  interest.  We  feel  those  men 
who  leave  us  towards  retiring  age  are 
some  of  our  most  useful  members  lost 
to  this  Association. 

163.  Sir  Hugh  Watson : A loss  to  the 
service?—  A loss  to  the  hospitals  in 


some  sense,  in  that  they  now  develop 
an  interest  outside. 

164.  Professor  Jewkes : Or  a loss  to 

private  practice? No,  Sir,  a gain  to 

private  practice. 

165.  Chairman : You  raised  a separate 
point.  You  say,  as  they  approach 
retiring  age.  In  fact,  cannot  the  part- 
timer  continue  doing  his  outside  work 
up  till  a hundred,  if  necessary,  and  there- 
fore has  he  not  some  advantage'  in 
carrying  on  a practice  that  does  not  end 
automatically  at  a specific  age? — —That 
may  be  so  to  some  extent,  Sir.  I do 
not  think  we  can  tell  you  how  much 
private  practice  earnings  are  influenced 
by  it  becoming  known  that  a man  has 
reached  his  hospital  retiring  age.  There 
is  a dwindling  at  that  time. 

166.  He  can  go  on  in  one  place  but 

not  in  another? Yes.  and  he  does  so. 

167.  Mrs.  Baxter  : Your  view  is  that 
the  individual  hospital  does  not  suffer 
in  any  way  from  the  fact  that  a man 
may  be  doing  part-time  work  in  one 
hospital,  and  another,  and  a third?  His 
work  in  each  will  be  equally  valuable 
to  that  hospital?  So  am  I right  in 
thinking  you  would  view  the  quality  of 
attention  which  a man  pays  to  a part- 
time  private  practice  as  in  some  way 
different  from  the  quality  of  attention 
which  he  pays  to  his  hospital  service? 

Yes,  I think  so. — Dr.  Birch:  If  .a 

man  has  a difficult  case  and  he  is  a; 
sessional  man  and  his  session  comes  to 
an  end,  he  goes  somewhere  else  ; but  we 
feel  the  whole-time  consultant  has  the, 
time  at  his  disposal  to  devote  as  ade- 
quate an  amount  of  time  to  a difficult 
patient  as  he  would  another.  He  has 
not  the  outside  attractions  to  take  him 
away  from  hospital  service. — Dr.  Mayon- 
White:  May  I give  Mrs.  Baxter  a per- 
sonal answer?  In  the  evenings  when  I, 
am  signing  my  letters  at  about  six 
o’clock  in  the  hospital  the  parents  are 
saying  good  night  to  .their  children  ; • it 
is  their  habit  to  ask  the  Sister  or . the 
House  Surgeon  about  the  case.  If  they 
cannot  get  an  adequate  answer,  they 
know  I am  in  my  room.  ■ Now  I think, 
that  is  part  of  my  job,  and  I am  in 
the  hospital  to  do  it.  But  I rather  think, 
if  I were  in  part-time  private  work,  at 
that  time  in  the  evening  I ought  to  be' 
at  home  to  see  private  patients  and  I 
would  not  be  late  in  the  hospital.  I I 
should  still,  be  available  to  see  parents 
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by  arrangement,  but  there  is  a certain 
informality  of  approach  one  sees  in 
whole-time  work  which  one  does  not 
see,  naturally  enough,  in  a person  who 
has  an  interest  outside. 

168.  Professor  Jewkes : Would  you 

agree  that  in  this,  as  in  so  many  other 
matters,  men  differ? Yes,  Sir. 

169.  And  there  may  be  doctors  who 
would  be  best  as  whole-time  consultants 
and  -other  doctors  who  would  only  give 
of  their  best  if  they  were  working  on 
a part-time  basis?  One  cannot  en- 
visage the  kind  of  service  which  would 

suit  everybody? 1 would  say  here 

that  we  do  not  think  that  doctors  work 
for  what  they  can  get  out  of  it,  shilling 
for  shilling. — Dr.  Hilliard:  We  do  not 
want  to.  generalise  and  speak  of  black 
or  white,  but  we  feel  the  service  can 
benefit  from  some  people  doing  the 
work  on  a full-time  basis  ; and  we  think 
these  people  should  have  a propor- 
tionately equal  remuneration  to  the 
others.  We  do  not  think  today  the  full- 
timer  gets  the  same  recompense  as  his 
part-time  colleague,  pro  rata. 

170.  Mrs.  Baxter : And  in  fact  your 
paragraph  9 suggests  you  think  the 
part-time/ whole-time  ratio  at  the 
moment  is  pretty  good  if  the  other 

things  were  made  equal? Yes. — Dr. 

May on-White:  Perhaps  there  one  could 
say  we  do  not  yet  quite  know  the  effect 
of  this  freedom  to  choose  part-time, 
because  that  has  only  come  up  recently. 
The  present  ratio  very  largely  depends 
on  appointments  being  made  in  terms 
of  whole-time  or  part-time  according  to 
the  needs  of  the  service.  You  heard 
the  figures  of  the  turnover  when  free- 
dom of  choice  was  granted. 

171.  Chairman : You  know  of  course 
that  we  are  sending  out  questionnaires 
to  many  doctors  and  individuals,  asking 
for  details  which  should  show  up  what 
you  probably  are  not  in  a position  to 
say,  that  is  the  real  difference  in  earn- 
ings between  people  in  approximately 
similar  positions  and  capacities.  Those 
who  are  part-time,  those  in  different 
degrees  of  partness,  and  those  who  are 
the  whole-time.  But  that  is  a question 

of  fact. Dr.  Hilliard : We  have  not 

the  facts  of  course.  We  only  have  this 
feeling,  and  we  are  speaking  on  behalf 
of  the  whole-timers. 

172.  Sir  David  Hughes  Parry : Para- 
graph 5-— you  give  paediatrics  there  as 


an  example.  We  thought  that  might 
refer  to  pathology  rather  than  paediatrics, 
because  we  have  figures  that  might  sug- 
gest -that. I think  paediatrics  has  the 

reputation  of  being  one  of  the  worst 
paid  specialties.  The  reason  is  obvious. 
The  people  who  are  raising  a young 
family  and  need  a children’s  specialist 
have  very  heavy  calls  on  their  incomes ; 
they  have  not  very  good  incomes  at  that 
time,  so  they  are  not  able  to  pay  very 
large  fees  for  a children’s  specialist. 
Therefore  I think  very  often  paediatri- 
cians tend  to  be  whole-time.  Patholo- 
gists, because  of  their  equipment,  which 
is  so  expensive,  almost  always  nowadays 
are  whole-time  from  the  beginning. 

173.  Chairman : You  realise  that 

there  are  in  fact  four  times  as  many 
part-time  paediatricians  as  whole-time? 

I do,  Sir,  yes.  There  has  been  a 

change.  I am  still  whole-time  but  I am 
very  tempted  by  the  thought  that  private 
fees  in  paediatrics  are  now  guaranteed, 
by  family  insurance  companies,  and 
I think  you  will  find  there  has  been  a 
big  movement  recently  for  that  very 
reason. 

174.  This  was  June,  1956,  this  figure. 

The  freedom  to  change  came  in 

1954  I think,  did  it  not? 

175.  1955. Dr.  Birch:  Are  you 

considering  in  this,  Sir,  the  number  of 
sessions? 

176.  The  individuals  and  the  number 
of  sessions,  these  figures  are  all  in  the 

Ministry’s  factual  memorandum. 

The  sessions  would  show  quite 
differently.  Many  physicians  are  doing 
one  or  two  sessions  of  paediatrics,  and 
a much  smaller  number  are  doing  whole- 
time.  I think  the  majority  of  the  amount 
of  work  done  by  the  paediatricians 
would  still  be  done  by  whole-timers. 
— Dr.  Hilliard:  The  sessions  are  rather 
different  from  individuals. 

Chairman:  Yes,  the  figure  of  sessions 
is  given  in  the  tables. 

177.  Sir  David  Hughes  Parry  : A good 

deal  of  administrative  work  is  done, 
obviously,  by  the  whole-time  consultants, 
is  it  not? Dr.  Birch : Above  a cer- 

tain amount  it  is  disadvantageous  to  him 
to  do  it — so  there  is  a tendency  for 
whole-time  consultants  to  get  ouit  of 
administrative  work. 

178.  Would  you  recognise  that  there 
ought  to  be  some  extra  remuneration 
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because  it  -is  undesirable  in  that  way? 
Ought  it  not  to  be  remunerated  to  make 

it  less  undesirable? It  would  attract 

better  doctors  to  that  kind  of  work. — 
Dr.  Hilliard : If  he  is  a full-time  consul- 
tant he  cannot  be  doing  more  than  two- 
elevemths  administration. 

17?.  You  do  not  think  the  little 
administration  he  does  matters  very 

much? It  does  not  matter  financially 

because  he  is  allowed  up  to  two- 
elevenths.  It  is  only  in  some  hospitals 
where  he  is  for  various  historical  reasons 
given  half-time  consultant  status,  half- 
time administrative  status,  that  he  gets 
less  money  ; and  these  people  are  want- 
ing naturally  to  be  upgraded  to  full-time 
consultant  status. 

180.  I just  wanted  to  make  that  quite 
clear.  We  do  not  say  these  people 
are  more  than  consultants.  They  are 
not  consultants  for  the  part  of  their  work 
that  concerns  administration. 

181.  Professor  Jewkes : I do  not  know 
what  the  Whole-time  Consultants’  Asso- 
ciation has  in  mind  here  about  methods 
of  preventing  the  drift,  but  I suppose 
anything  suggested  would  not  go  beyond 
the  point  of  trying  to  put  into  equal 
balance  the  salaries  of  whole-timers  and 
the  appropriate  salaries  for  part-timers. 
Suppose  that  even  when  that  balance  has 
been  struck,  and,  because  of  the 
advantages  of  private  practice,  there  is 
still  a drift  towards  part-time.  Would 
you  have  any  idea  as  ito  what  should 

be  done  next? Dr.  May  on  White : 

Yes,  Sir.  I think  it  would  then  be  to 
the  national  advantage  to  put  the  finan- 
cial inducement  in  favour  of  maintain- 
ing some  of  the  able  people  in  the 
hospital  service.  It  is  very  easy  to  argue 
that  the  man  who  is  making  a success  of 
private  practice  since  he  is  in  open  com- 
petition, is  necessarily  a very  good  per- 
son ; and  if  perhaps  he  drives  a Rolls 
Royce  it  is  easy  to  see  he  must  be  good 
because  good  surgeons  have  good  cars. 
The  whole-time  surgeon  driving  a Hill- 
man Minx,  automatically  by  comparison 
seems  to  be  not  a good  surgeon  and  that 
affects  the  whole  thing.  There  is  a natural 
feeling  which  is,  I think,  exemplified  by 
the  figures  we  give  you.  I think,  if  you 
want  to  keep  a proportion  of  your  best 
people  whole-itime  in  the  hospitals  it  is 
in  your  interests  to  see  that  they  are 
the  best  people  and  not  those  only  who 
could  not  succeed  in  open  competition. 


182.  Chairman : Is  not  the  merit 

award  system  intended,  whether  it  works 
or  not,  to  do  just  that  sort  of  thing.  It 
is  only  given  for  the  amount  of  work 

you  put  in  on  hospital  service? Our 

members  feel  that  probably  nearly  all  of 
them  go  to.  part-time  consultants  because 
this  Association  is  not  represented  on 
many  of  the  central  bodies.  As  an 
Association  we  do  not  know  who  gets 
the  merit  awards,  and  as  individuals  we 
do  not  know.  We  think  they  may  go  to 
the  people  who  have  the  biggest  cars. 

183.  Professor  Jewkes : But  no  one  in 

fact  knows? No  one  knows. — Dr. 

Hilliard : If  it  is  published,  obviously  the 
recipient  is  recognised  as  a person  at 
the  top  of  the  tree. 

184.  Chairman : It  is  a little  bit  a case 
of  cause  and  effect,  but  I presume  he 
gets  the  car  because  he  has  cash,  rather 
than  the  other  way  round?  Or  is  it  that 
he  finds  it  a good  investment  to  get  more 

patients? -Yes,  I think  that  is  how  it 

works.  I think  the  Income  Tax  Inspec- 
tor recognises  that  that  is  a business 
expense. 

185.  Sir  David  Hughes  Parry.  Would 
it  be  right  for  me  to  assume  that  really 
you  are  not  opposed  to  the  system  of 
merit  award,  but  you  are  not  very  happy 

about  the  method  of  distribution? 

Dr.  May on-White : No,  Sir,  not  that  we 
are  unhappy  about  it.  I think  the  pro- 
fession as  a whole  very  much  hopes  that 
you  will  give  us  an  objective  assessment 
of  your  views  on  it.  I think  many  of 
us,  and  we  in  this  Association  particu- 
larly, are  a little  uneasy  about  the 
secrecy.  We  understand  that  the  method 
of  selection  is  common  to  methods  of 
selecting  individuals  who  receive  many 
honours  and  distinctions,  and  we  have 
no  quarrels  with  that.  We  think  that 
probably  works  well  and  it  is  the  best 
way  of  doing  it.  But  the  fact  that  nobody 
knows  who  receives  the  award  streng- 
thens the  arguments  of  all  those  who  are 
critical  of  the  system.  I think  that  in 
this  case  particularly,  justice  ought  to 
be  seen  to  be  done.  The  medical  profes- 
sion, so  disliking  anything  that  looks  like 
advertisement,  might  easily  decide  not 
to  publish  these  names,  and  we  think  this 
has  possibly  led  to  the  view  held  so  far 
that  merit  awards  should  not  be  pub- 
lished. If  you  can  review  this  and  come 
to  the  same  conclusion,  or  a different 
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conclusion ; if  you  can  just  give  us  an 
objective  view  of  the  system,  then  I think 
the  profession  would  be  in  your  debt. 

186.  Mr.  Bonham-Carter : In  different 
walks  of  life  there  seem  to  me  to  be 
two  alternatives  to  the  application  of 
some  form  of  merit  award.  One  is  that 
the  whole  world  knows  what  A.  B.  or  C. 
earns,  and  the  other  is  that  a man’s  earn- 
ings are  only  known  by  his  seniors.  Are 
the  witnesses  saying  that  they  think  the 
whole  world  should  know  where  an  award 
is  made,  or  merely  that  the  seniors  in  the 
ladder  upwards  should  know?  To  me  at 
any  rate  this  is  rather  important  and  1 

should  be  grateful  for  help. Dr. 

Birch : I do  not  think  we  have  considered 
that  point,  Sir.  We  just  felt  there  was 
too  much  secrecy  in  general.  We  have 
not  thought  whether  only  the  seniors 
should  know. — Dr.  Hilliard : The  whole 
world  knows  the  people  who  are  regarded 
by  the  profession  as  of  higher  status  and 
they  are  called  consultants.  That  is  all 
public  and  everybody  knows  their  salary, 
but  after  that,  the  next  lot  of  seniority  is 
secret. — Dr.  Mayon-White : Sir,  would 
Mr.  Bonham-Carter  substitute  peers  for 
seniors?  Then  I think  we  would  be 
in  accord.  If  within  the  profession  we 
could  know  the  individuals  receiving 
awards,  by  and  large,  whole-time,  part- 
time,  paediatricians,  ophthalmologists 
and  professors  and  so  forth,  we  could 
judge  for  ourselves. 

187.  Chairman : Would  you  consider 
that  would  lead  to  internal  jealousies  in 
the  profession  to  a greater  or  a lesser 
extent?  I am  not  thinking  of  you  your- 
selves, but  the  other  people  in  the  pro- 
fession whose  estimates  of  their  own 
ability  might  be  rather  higher  than  those 

of  others. There  would  be  that  sort 

of  thing,  there  is  bound  to  be,  but  at  least 
nobody  would  have  anything  to  hide  be- 
cause it  would  be  open.  We  do  not  say 
at  the  moment  that  there  is  anything 
wrong  with  the  procedure,  but  that  it 
is  hidden.  Many  people  would  abolish 
the  whole  system  of  merit  awards  be- 
cause they  feel  it  is  wrong  that  millions 
of  the  country’s  money  should  be  distri- 
buted secretly.— Dr.  Hilliard:  It  is  not 
a satisfactory  arrangement,  I think,  from 
the  professional  point  of  vie\v. 

188.  Mrs.  Baxter:  You  have  not 

thought  of  the  effect  of  it  -from  the 
•patient’s  point  of  view?  Would  not  the 
patients  require  to  be  seen  by  the  man 


with  the  award,  rather  than  by  anyone 

else? 1 think,  before  1948  when,  the 

teaching  hospitals  had  consultant  staff 
and  junior  staff  in  quite  clear  grades, 
somebody  was  the  most  senior  surgeon, 
and  people  felt  privileged  if  they  had  him 
personally.  The  public  know  that  cer- 
tain people  are  eminent  and  they  may  be 
lucky  and  have  somebody  who  has  been 
physician  to  the  Queen,  or  something. 
These  things  are  known.  In . any  pro- 
fession it  seems  to  me  certain  people  are 
accepted  as  the  most  senior.  The  public 
obviously  cannot  always  have  that  par- 
ticular doctor,  but  in  the  past  they  have 
known  who  was  the  senior  surgeon, 
partly  from  the  number  of  years  he  had 
worked  at  the  hospital.  In  this  respect 
in  the  Health  Service  we  know  who  is 
a consultant  and  who  is  a house  officer, 
but  we  do  not  know,  among  consultants, 
who  are  regarded  as  the  more  senior 
people  by  the  public  or  the  profession,  of 
whoever  it  is  who  does  the  regarding. 

189.  Mr.  McIntosh:  If  the  method  by 
which  they  were  rewarded  were  better 
known,  would  that  allay  suspicion? — — - 
Dr.  Mayon-White : I do  not  think  so. — 
Dr.  Hilliard : We  do  not  really  know  the 
method. 

190.  You  would  not  necessarily  know 
the  names?— — You  cannot  tell  whether 
it  would  be  a good  thing. — Dr.  Mayon- 
White:  I think  it  is  true  to  say  we  are 
not  so  worried  at  the  method.  We  would 
take  that  for  granted  if  the  names  were 
published. 

191.  Chairman:  By  “published”,  you 

mean  published  to  yourselves? With- 

in the  profession.  We  would  not  have 
that  announced  in  the  public  Press,  nor 
used  for  attracting  patients.  But  one 
must  appreciate,  human  nature  being 
what  it  is,  that  if  the  thing  is  a secret 
and  the  secret  is  allowed  to  leak  it  will 
attract  patients.  The  secret  system  seems 
open  to  many  different  kinds  of  abuse. 
I might  let  hints  drop  that  I received  a 
merit  award,  whether  I had  or  not,  af  I 
wanted  to  attract  patients. 

192.  There  is  something  that  has 
been  put  to  us  in  similar  ways  in 
different  memoranda  that  we  have  been 
sent.  If  it  is  rather  easy  to  shift  now 
-from  whole-time  to  part-time,'  and  a 
maximum  part-time  of  nine-elevenths, 
would  you  think  there  is  a case  not 
merely  for  equalising  the  level  a bit  more 
as  between  the  two,  but  also  for  saying 
that  eight  or  seven  sessions  or  something 
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like  that  should  be  the  maximum  num- 
ber?  Dr.  Hilliard : I think,  as  nobody 

knows  what  would  happen,  our  first  step 
would  be,  if  there  is  no  financial  weight- 
ing either  way,  to  leave  it  to  free  choice, 
but  to  provide  equal  pay  pro  rata.  If  it 
was  a continued  drift  there  might  be  a 
question  of  adjustment. 

193.  You  mean,  treating  nine  sessions 
as  nine-elevenths  and  not  nine  and  a 

half  elevenths? Yes,  and  also  the 

question  of  domiciliary  payments.  Either 
everybody  should  have  to  do  eight  free 
ones,  or  nobody  should.  If  all  these 
items  that  you  are  aware  of  were 
equalised,  then  we  could  see  how  the 
market  lies.  If  there  is  still  a trend  to 
more  and  more  part-timers,  we  think  it 
might  be  necessary  for  the  efficiency  of 
the  service  to  put  a little  carrot  on  for 
the  whole-timer. 

194.  This  factor  of  weighting  you 
would  feel  is  nowhere  necessary,  broadly 

speaking? We  do  not  know  the 

reason  for  it.  Sir. 

195.  As  to  the  facts? We  cannot 

see  why  a person  doing  nine-elevenths 
of  the  job  should  be  given  an  extra  half- 
day’s  pay.  There  may  be  some  very 
good  reason  for  the  thing  to  be  done  that 
way,  but  that  we  do  not  know. 

196.  Would  you  be  inclined  to  apply 

the  thing  right  throughout? We  think 

so.  If  there  were  snags  about  doing  only 
two-elevenths,  perhaps  nobody  would 
want  to  do  them.  But  it  is  rather  having 
the  cake  and  being  paid  for  it  as  well  if 
special  payments  are  made  that  do  not 
seem  necessary.  We  would  prefer  part- 
time  to  be  much  more  part-time.  In 
certain  areas  there  is  a need  only  for  half 
the  services  of  a particular  specialist.  If 
you  need  nine-elevenths  you  might  say  it 
is  full-time. — Dr.  Mayon-White: 

Coming  from  the  country,  I would  say 
there  is  a point  in  having  a weighting  at 
the  lower  end.  One  knows  some  hos- 
pitals that  can  only  give  very  few  sessions 
to  a specialist,  and  there  is  no  oppor- 
tunity for  him  to  earn  a living  by  being 
at  neighbouring  hospitals  because  there 
are  none.  I think  the  weighting  at  the 
lower  end  is  • very  necessary  to  make 
certain  that  consultants  with  very  few 
sessions  and  practically  no  opportunities 
of  private  practice  can  be  found  to  fill 
the  appointments. — Dr.  Hilliard : That 
is  in  the  interest  of  the  service,  not  of 
individuals.  You  need  this  person  and 
you  have  to  attract  him. 


197.  Chairman : I understand  that  was 

the  basis. That  would  not  apply  to 

the  nine-elevenths.  He  might  as  well  go 
full-time. — Dr.  Cunningham'.  I do  not 
think  we  want  to  take  away  any  of  the 
benefits  of  our  part-time  colleagues — I 
should  hate  to  give  the  impression  we 
were  doing  anything  on  that  score — but 
if  a person  is  paid  nine  and  a half,  that 
leaves  two  sessions  vacant  on  the  estab- 
lishment for  another  appointment.  So 
that  the  net  cost  to  the  hospital  has 
increased  by  half  the  cost  of  one  session. 
I think  that  must  be  taken  into  con- 
sideration. 

198.  Sir  David  Hughes  Parry : I want 
finally  to  take  you  to  paragraph  13,  the 
whole  section  on  professional  expenses, 
which  you  have  already  mentioned.  I 
think  the  best  thing  may  weH  be  to  give 
you  the  opportunity  to  explain  to  us  what 
the  difficulties  of  the  present  system  are 
and  what  sort  of  sum  is  involved.  I 
think  I had  better  leave  it  with  you  to 
present  in  any  way  you  like.  Would  you 
tell  us  at  the  end  what  sort  of  sum  it  is — 
£100,  £150,  £200  or  £250?  First  of  all, 
the  question  of  expenses? — < — Dr.  Birch: 
We  have  approached  all  our  members  to 
find  out  figures  of  what  these  expenses 
are.  Our  Secretary  has  the  figures. 

199.  Would  it  be  possible  to  pass  that 

on  to  us? Dr.  Cunningham:  Yes. 

Shall  we  take  it  item  by  item,  Mr.  Chair- 
man? We  sent  a form  to  each  of  our 
members  on  the  various  items  asking 
each  member  to  let  us  have  in  confidence 
the  deficit  under  this  heading  after  any 
official  expenses  payments.  I have  col- 
lated those  replies  to  the  best  of  my 
ability. 

200.  Chairman : Is  it  something  that 
can  be  read  out  and  understood  right 

away? Yes,  it  is  quite  brief.  We  had 

replies  from  144  members,  which  we 
thought  a very  reasonable  figure,  con- 
sidering that  we  asked  for  replies  inside  a 
very  short  time.  Under  the  heading  of 
car  expenses — I will  leave  some  of  my 
colleagues  to  elaborate  the  various  points 
— the  members  there  point  out  the 
various  difficulties  in  estimating  the  ques- 
tion of  car  expenses.  It  is  very  difficult 
to  lay  down  hard  and  fast  rules  on  this 
point ; the  size  of  the  car,  the  type  of 
the  car,  the  distance  the  person  lives  from 
the  hospital  and  so  on,  small  and  large 
mileage — my  colleagues  know  these  and 
will  elaborate.  But  of  my  144  replies, 
122  persons  gave  expenses  in  connection 
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with  the  use  of  their  cars  in  the  Health 
Service,  and  of  those  members  27  per 
cent,  had  a deficit  of  running  expenses 
of  between  £10  and  £50,  28  per  cent,  had 
a deficit  of  between  £50  and  £100,  19  per 
cent,  had  a deficit  of  between  £100  and 
£.150,  9 per  cent,  had  a deficit  of  between 
£150  and  £200,  and  17  per  cent,  had  a 
deficit  of  between  £200  and  £300.  I 
think  those  figures  speak  for  themselves. 
That  is  one  item.  I have  other  items. 

201.  Sir  Hugh  Watson : These  figures 

include  depreciation? Yes.  The 

present  allowances  cover  ordinary 
expenses,  but  not  wear  and  tear  on  the 
cars,  which  is  variously  estimated  up  to 
£200,  according  to  the  type  of  car  and 
mileage  per  year.  They  do  not  cover 
home  to  hospital  mileage,  and  that  is  a 
very  important  bone  of  contention 
among  members  who  live  seven  or  eight 
miles  away  from  the  hospital.  They  are 
only  allowed  mileage  to  the  hospital  on 
the  days  of  their  domiciliary  visit.  They 
do  not  get  the  mileage  allowance. 

202.  This  applies  to  many  persons? 
— — The  part-time  person  with  whom  we 
compare  these  things  has  half-an-hour’s 
travelling  each  way,  each  day,  out  of  a 
three-and-a-half  hour  session.  We  who 
word  side  by  side  with  our  part-time 
colleagues  feel  we  are  differently  treated 
from  them  in  this  respect,  and  this  point 
is  made  by  the  members. 

203.  Chairman : Yes.  We  are  at  the 
moment  trying  to  get  the  differences 
between  the  part-timer  and  the  whole- 
timer.- — Yes,  that  is  what  we  are  com- 
paring, and  these  are  the  points  of 
contention. 

204.  I think  we  might  very  likely  want 
later  both  to  see  these  and  to  write  and 
ask  you  for  more  specific  facts.  This  is 

the  kind  of  thing  we  want. Dr. 

Mayon-White : The  whole-time  con- 

sultant is  not  expected  to  own  a car. 
With  the  part-time  consultant,  it  is 
acknowledged  that  a car  is  a doctor’s 
tool. 

205.  Sir  Hugh  Watson.  Did  you  say 
these  figures  include  allowance  for 

depreciation? Dr.  Cunningham : Yes, 

these  include  the  depreciation  figure. — 
Dr.  Hilliard : The  mileage  allowance 
only  covers  petrol  and  tyres.  Whereas  a 
part-timer  will  get  in  his  income  tax 
allowance  each  year  so  much  for  a car, 
the  whole-timer  does  not.  They  both 
get  the  mileage  but  the  part-timer  also 


gets  a large  sum  for  the  replacement  of 
his  big  car,  and  that  is  a very  big  thing. 

206.  Professor  Jewkes : So  the  differ- 
ence between  the  two  groups  is  merely  a 

matter  of  depreciation? Plus  domi- 

ciliaries  and  income  tax  allowance. — Dr. 
Cunningham : All  these  points  add  up  in 
varying  degree,  according  to  the  varying 
circumstances  of  each  person. 

207.  Chairman:  You  are  saying  these 
amounts  you  have  made  out  _ are  the 
amounts  by  which  your  doctor  is  out  of 
pocket.  You  are  assuming  that  the  part- 
time  consultant,  so  far  as  I understand, 
is  neither  in  pocket  nor  out  of  pocket, 
that  his  expenses,  including  depreciation, 
are  met?  He  does  not  recover  that 
depreciation  from  anybody  ; he  only  gets 

back  the  tax  allowance? He  gets  an 

income  tax  allowance  on  his  deficit.  He 
can  deal  with  his  deficit  in  a way  in 
which  it  is  quite  impossible  for  us  to  do. 

208.  Therefore  the  difference  between 

you  and  him  you  think  is  the  tax  differ- 
ence of  the  actual  amount  spent.  The 
tax  difference  can  be  8s.  6d.  but  I gather 
that  the  tax  against  part-time  consultants 
is  at  a higher  rate? We  think  it  is. 

209.  You  have  calculated  it  at  that? 

This  is  purely  a person’s  impression 

of  what  his  deficit  is,  having  added  up 
his  expenses  in  terms  of  cash. 

210.  But  the  part-time  consultant,  if  he 
allows  £100,  say,  for  depreciation  of  his 
car,  will  not  get  £100  back ; all  he  is 
going  to  do  is  to  be  allowed  to  charge 
£100  against  his  net  profit,  so  it  is  simply 
the  tax  on  it  he  will  recover?  He  still 

has  to  depreciate  his  car? That  is  one 

point  and,  as  I mentioned,  he  has  the 
home  to  hospital  mileage  which  is  a very 
important  point  and  can  be  a very  high 
expenditure  for  a person  who  lives  up  to 
ten  miles  away  from  the  hospital.  The 
part-timer  can  get  payment  up  to  ten 
miles  each  way ; the  full-time  person 
cannot,  and  he  does  not  see  why  he 
should  use  a bus  when  the  other  person 
can  come  by  car. 

211.  Professor  Jewkes : The  figures  you 
quoted  represent  how  much  better  off  the 
whole-time  consultant  would  have  been 
if  he  had  been  a part-time  consultant? 
No.  Not  quite  that. 

212.  Chairman : No,  all  they  represent 
is  that  the  man  is  out  of  pocket  because 
what  he  collects  from  the  authorities  as 
payment  does  not  make  up  for  his  ex- 
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penses.  In  fact,  would  I be  far  wrong 
in  assuming  that  these  figures  really 
show  that  the  amount  of  depreciation  on 
a car  normally  used  is  at  least  as  much 
as  most  of  those  figures?  The  mileage 
payment  makes  a contribution  to  depre- 
ciation, but  for  one  reason  or  another 

you  have  brought  in  other  items? Dr. 

Hilliard : These  figures  are  not  in  rela- 
tion to  the  part-timer.  If  a whole-time 
person  said  “ I will  not  buy  a car  ” he 
would  save  this  amount  of  money  and 
perhaps  the  hospital  would  have  to  pro- 
vide transport.  But  he  obliges  by  pro- 
viding a vehicle  and  he  is  out  of  pocket 
■as  a result.  May  be  the  part-timer  is 
also  out  of  pocket,  but  the  whole-timer 
-has  no  way  of  recouping  himself  at  all 
for  that  deficit. 

: 213.  Sir  Hugh  Watson : These  figures, 
with  the  best  will  in  the  world,  cannot 
be  accurate  because  they  are  only  esti- 
mates by  your  members? Dr. 

Cunningham : Quite  true,  they  are  esti- 
mates under  confidential  cover. 

214.  I am  sure  they  are  reasonable 
■estimates  but  they  are  only  estimates? 

— Yes,  and  we  have  judged  them  in 
relation  to  our  own  experience.  We  can 
do  that,  and  I think  they  are  very  reason- 
able. The  top  figure  brings  in  this  hos- 
pital to  home  business.  We  have  an 
actual  instance  of  one  whole-time  con- 
sultant who  was  asked  to  provide  a car 
for  his  work,  for  professional  use  and 
nothing  else,  and  that  person  did  keep 
all  his  expenses  and  so  on  all  the  time, 
doing  9,000  to  10,000  miles  per  year 
over  the  last  few  years.  He  estimated 
that,  living  somewhere  about  eight  miles 
from  the  hospital  his  loss  was  between 
£200  and  £300.  It  was  rather  an  interest- 
ing case.  If  you  would  like  these 
figures  we  can  supply  them. 

21 5.  Sir  David  Hughes  Parry : It  is 

part  of  our  terms  of  reference  to'  com- 
pare the  remuneration  of  medical  men 
with  the  remuneration  of  members  of 
other  professions,  and  therefore  we  have 
to  consider  that  you  are  in  the  same 
position  as  many  other  full-time  salary 
earning  persons.  We  have  to  consider 
that. — —Dr.  Mayon-White : We  do 

want  to  make  the  point  that  we  have 
more  need  for  a car,  and  a more  reliable 
oar. — Dr.  Birch:  I would  like  to  stress 
the  point  that  in  our  profession  a car  is 
like  a stethoscope ; it  is  an  essential  tool 
of  our  practice. 


216.  You  have  further  figures?— — Dr. 
Cunningham:  The  next  item  is  the  re- 
newal of  instruments  and  other  equip- 
ment. Only  31  out  of  the  144  replies 
reported  expenditure  under  this  heading. 
Of  those  31,  29  had  an  expenditure  of 
up  to  £10,  one  had  between  £10  and  £20, 
and  only  one  person  had  over  £20.  The 
latter  was  a portable  X-ray  apparatus.  So 
it  is  not  a very  big  item  and  the  point 
was,  most  of  the  people  felt  they  had  to 
depend  on  other  ways  of  getting  their 
equipment.  They  have  gradually  built 
it  up,  partly  from  the  hospital  where  they 
work — not  a very  satisfactory  arrange- 
ment.— Dr.  Mayon-White:  It  is  a fact, 
provided  we  plug  away  at  our  com- 
mittees for  long  enough  we  can  get  most 
of  the  clearly  essential  medical  equip- 
ment through  the  usual  channels.  What 
we  usually  do  is  to  buy  it  out  of  our  own 
pocket  and  eventually  get  reimbursed 
by  the  hospital.  By  and  large,  that  item 
of  our  expenses  is  covered,  but  a new 
car  is  not  recognised,  and  we  cannot  get 
that  one. 

Dr.  Cunningham : Books  was  -the  next 
time.  106  members  reported  under  this 
heading:  £0— £10:79,  £10— £20:20, 

£20 — £30:7.  In  other  words  the  great 

majority  were  less  than  £20  out  of 
pocket  per  year.  A number  replied  to 
say  that  they  could  not  afford  to  buy 
books,  etc.  These  were  the  actual  figures 
of  expenditure. 

217.  There  is  no  allowance  by  the 

income  tax  authorities  on  that? — There 
is  no  allowance  under  this  heading  what- 
soever. Journals,  subscriptions  to  scien- 
tific societies:  139  members  reported 
annual  expenditure  under  this  heading. 
In  five  cases  there  was  nil  expenditure, 
two  .reported  that  they  had  good  library 
facilities  in  the  local  hospital,  and  the 
others  said  they  had  lost  interest,  or 
something  to  that  effect.  Up  to  £20  per 
annum — 86  £20 — £30  per  annum — 39, 
over  £30  per  annum — 14.  In  other 

words,  90  per  cent,  of  the  members 
spent  up  to  £30  per  annum  on  these 
various  societies,  medical  journals,  etc. 

218.  They  do  not  get  any  allowance 

for  this  at  all? Dr.  Hilliard : Under 

Schedule  E,  only  if  you  belong  to  a par- 
ticular one  of  the  medical  societies.  On 
my  Schedule  E income  tax  I am  allowed 
£2  expenses  for  the  whole  year,  but  any 
books,  library  subscriptions  etc.  are 
completely  washed  out. 
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219.  Is  this  one  area? -This  is  all 

over  England  and  Scotland  and  Wales. 

220.  Chairman : Do  I gather  the  part- 
time  consultants,  even  those  who  are 

nine-elevenths,  get  all  their  books? 

Yes. — Dr.  Cunningham : Some  of  our 
members  reported  that  they  do  not  even 
get  the  £2.  Some  Inspectors  have 
clamped  down  on  that.  That  seems  very 
unreasonable. 

221.  Professor  Jewkes : That  is  a very 
interesting  point  because  apparently  the 
habits  of  Income  Tax  inspectors  vary. 

Dr.  Hilliard : I think  they  vary  very 

little  on  Schedule  E but  many  of  us, 
the  more  senior  people,  give  lectures  and 
write  books  and  come  under  D as  well 
and  then  we  do  receive  allowances.  But 
two  of  us  in  the  same  district,  working 
on  exactly  the  same  number  of  lectures 
and  books  and  so  on  will  get  something 
quite  different.  I think  it  is  unfortunate 
when  the  Exchequer  do  not  give  all  the 
assessors  the  same  rules.  It  is  very 
upsetting  when  two  doctors  are  assessed 
quite  differently  on  these  other  aspects  of 
Schedule  D.  We  went  into  tins,  Mr. 
Chairman,  when  we  gave  evidence  to  the 
Royal  Commission  on  Income  Tax.  That 
was  one  of  the  points  we  made. 

222.  Sir  Hugh  Watson:  On  that  sub- 

ject you  are  aware  that  .this  is  being 
looked  into  at  the  moment  not  only  from 
the  point  of  view  of  the  medical  profes- 
sion?  But  because  we  are  both  work- 

ing in  the  same  hospital  it  is  much  more 
disturbing.  All  sorts  of  professions  have 
this  problem  but  you  do  not  get  the 
whole-timer  and  part-timer  working  side 
by  side  so  much. 

223.  Chairman:  On  many  of  these 
things,  if  they  were  interpreted  for 
whole-timers  and  part-timers  in  the  same 
way,  many  of  your  resentments  would 
go,  apart  from  the  actual  money 

involved? Yes. — Dr.  Mayon-White : 

I think  very  probably,  Sir,  we  should 
spend  more.  This  is  .the  minimum  rather 
than  the  optimum.  Each  time  the  sub- 
scription to  a journal  goes  up  or  the 
school  fees  go  up,  that  may  very  well 
affect  not  only  oneself  but  one’s  col- 
leagues. We  have  in  Ipswich  a very 
good  medical  library  started  since  the 
Health  Service.  The  further  you  live 
away  from  London,  the  more  difficult 
contact  with  your  colleagues  is,  and  the 
fewer,  there  are  in  your  specialty  in  your 
area,  the  more  important  it  is  to  keep 
yourself  up  to  date,  and  the  bigger  your 


contribution  in  these  expenses  should 
be. — Dr.  Cunningham:  I would  like  to 
report  one  other  point  and  say  that  14 
of  our  members  specifically  said  they 
had  resigned  from  certain  societies  and 
stopped  taking  certain  journals  because 
of  financial  difficulties.  I think  that  also 
should  be  stated. 

224.  Sir  David  Hughes  Parry : Is  there 

any  other  item? The  next  item  is  the 

preparation  of  scientific  papers,  includ- 
ing the  use  of  a study  room,  clerical 
assistance,  printing,  etc.  Most  members 
reported  negligible  expenditure.  A few 
were  out  of  pocket  up  to  about  £95. 
£50 — study,  £25 — secretarial  assistance, 
£20 — reprints  of  various  articles.  Some 
members  reported  they  had  already 
received  income  tax  allowance  against 
this  expenditure  from  the  local  income 
tax  authority,  but  the  great  majority 
received  no  allowance  whatsoever. 

225.  That  is  a more  difficult  matter, 

is  it  not? Quite  a number  of  mem- 

bers do  lectures  and  that  sort  of  thing. 
It  is  a definite  legitimate  expense,  I think, 
for  most  people.  They  should  be 
encouraged  to  do  these  things  rather 
than  discouraged  as  they  are  at  present. 

226.  I do  not  think  even  the  university 

professor  gets  this  either. Dr. 

Mayon-White : No,  Sir,  I do  not  think  he 
does,  but  these  are  the  points  of  dif- 
ference between  ourselves  as  whole- 
timers  doing  our  studies  at  home  in  the 
evenings  and  our  colleagues  who  have 
consulting  rooms  in  their  houses  and  can 
get  a certain  amount  of  housekeeping 
expense  allowance  on  their  business  pre- 
mises. We  by  choice  do  not  do  business 
in  our  houses  but  we  are  giving  evidence 
on  the  financial  discrepancy  between  the 
two. — Dr.  Cunningham : The  cost  of 
reprints  is  an  item  that  should  somehow 
or  other  be  covered. — Dr.  Hilliard:  The 
time  and  the  cost  of  this  we  think,  Sir,  is 
expended  in  the  interest  of  the  service. 
We  do  not  advertise  ourselves  by  sending 
reprints  round  to  other  people,  but  if  we 
write  an  important  paper  and  get 
requests  from  other  people  for  it,  we 
feel  we  ought  to  be  able  to  supply  it 
without  expense  in  the  interests  of  the 
service. 

Dr.  Cunningham:  The  next  item  is 
stationery  and  postage.  This  is  a very 
small  item.  One  or  two  cases  amounted 
to  £10.  A very  small  item  and  we  need 
not  elaborate  that  any  further.  A lot  of 
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the  expense  is  in  connection  with  postage 
on  books  and  papers  to  the  Royal 
Society  of  Medicine,  for  example.  The 
member  has  to  bear  postage  on  these  sort 
of  things.  If  you  borrow  books  from 
the  Society  you  have  to  pay  the  postage. 

The  next  item  was  telephones:  119 
members  reported  expenditure  under  this 
heading  at  a figure  generally  estimated 
at  between  £5  and  £20  per  annum.  In 
some  extreme  cases  either  because  the 
member  was  the  only  consultant  of  that 
specialty  in  the  area,  or  because  of 
additional  responsibilities,  there  was  even 
greater  hardship,  where  expenditure  was 
somewhere  between  £50  and  £100  per 
annum.  A point  generally  made  by 
these  people  was  that  the  duty  of  answer- 
ing telephone  calls  generally  falls  on 
the  wife. 

The  next  item — expense  of  attending 
national  and  international  meetings,  and 
the  expense  of  visiting  hospitals  and 
clinics  at  home  and  abroad.  We  had 
rather  a poor  response  under  this 
heading.  Many  members  deplored  the 
fact  they  could  not  afford  to  attend  as 
many  meetings  as  they  felt  desirable  in 
the  interests  of  their  specialty,  but  a few 
enterprising  individuals  have  gone 
abroad  to  international  congresses  and 
have  found  they  were  sadly  out  of  pocket 
as  a result.  One  member  spent  £150 
in  one  year,  another  spent  £150  on  a 
visit  to  America,  a third  £105,  a fourth 
on  a visit  to  the  United  States  spent 
£400,  £200  of  which  was  granted,  leaving 
a deficit  of  £200,  and  a fifth  visited  an 
international  congress  at  a cost  of  £450 
and  so  on. 

227.  Chairman : When  you  say  “ £200 
was  granted  ”,  does  that  mean  paid  by 
the  Service  towards  his  cost  of  going? 
From  an  endowment  fund. 

228.  It  was  not  a charge  against  tax? 
It  was  a payment  from  an  endow- 
ment fund,  leaving  him  still  £200  out 
of  pocket.  Another  man  spent  £450, 
paying  it  all  himself  with  no  grant  at 
all.  Apart  from  this  endowment  grant 
which  I have  mentioned,  a few  members 
were  allowed  to  go  on  full  pay  but  with- 
out expenses. 

229.  Sir  Hugh  Watson : Were  they 
invited  by  the  National  Health  Service 

to  go? No,  they  asked  to  go 

themselves. 

230.  Could  I put  it  this  way?  Did 
they  represent  to  the  competent  authority 
that  it  would  be  good  for  them,  and  for 


the  hospital  service,  if  they  attended  this 
particular  course  or  series  of  lectures? 

1 did  not  go  into  this.— Dr.  Hilliard : 

They  were  given  permission  to  go. 

231.  For  that  very  important  con- 
ference last  summer  in  Sweden  on  the 
question  of  tuberculosis,  and  so  on,  your 
people  were  not  allowed  any  expenses 

at  all? Dr.  Mayon-White : No,  Sir. 

— Dr.  Cunningham'.  None  of  the  people 
who  replied  to  me. — Dr.  Mayon-White : 
Could  I explain  how  it  works?  The 
whole  principle  of  study  leave  is  simply 
based  on  the  system  used  by  the  Medical 
Research  Council.  If  you  are  con- 
tributing a paper  at  the  meeting,  then 
you  will  be  allowed  leave  of  absence 
with  salary,  and  a grant  towards  your 
expenses.  If  you  go  to  learn  you  will 
not  be  paid  any  grant  towards  expenses, 
though  your  salary  will  be  paid,  and  you 
will  be  allowed  leave  of  absence.  If  it 
is  thought  by  the  Regional  Board  when 
you  make  your  application  that  you  are 
really  going  more  for  your  own  amuse- 
ment than  for  the  Board’s  benefit,  they 
may  say:  “We  will  give  you  leave  to 
go,  but  we  will  stop  your  salary  during 
that  time”.  Alternatively  you  go  and 
count  it  against  your  annual  leave.  The 
category  in  which  most  of  us  attending 
(these  congresses  come  is  study  leave 
with  pay,  but  without  expenses.  That 
is  to  say  our  presence  there  is  clearly 
to  the  Board’s  advantage.  They  are 
encouraging  us  to  go,  and  they  will 
occasionally  give  us  a letter  to  say  that 
we  have  their  permission  to  go.  Again 
it  is  up  to  the  individual  income  tax 
inspector  to  decide  whether  or  not  in  the 
case  of  a salaried  worker  he  can  allow 
that.  In  my  case  he  will  not.  In  eight 
years  I have  been  abroad  once  for  ten 
days,  and  it  cost  me  £105.  That  is  the 
total  of  the  school  fees  I pay  for  three 
girls  at  local  day  schools  in  two  years. 
So  I have  to  weigh  the  cost  of  a good 
holiday  for  me  against  the  school  fees. 
Hiese  are  personal  statistics  to  show  there 
is  no  relief  of  income  tax  on  this  kind  of 
professional  expense. 

232.  Chairman : To  come  back  to  the 
comparison  with  the  part-timers,  if  the 
part-timer  takes  some  time  off  from  his 
job  to  go  to  America  to  attend  a con- 
ference, presumably  he  loses  in  effect 
his  remuneration  from  his  private 
practice  for  that  time,  because  pre- 
sumably he  is  not  operating  or  consult- 
ing. I am  not  quite  sure  I see  in  this 
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particular  case  the  disadvantage  incurred 

by  the  whole-timer. Dr.  Birch : I do 

not  think  it  is  always  true.  I think  a 
part-timer  can  go  and  get  leave  with  pay 
from  his  Board. — Dr.  Hilliard:  He  may 
get  private  tax  relief  on  the  expense  of 
going  to  America. 

233.  If  he  gets  leave  from  the  Board. 
He  gets  his  salary  from  the  Board. 

234.  I am  not  disputing  your  point 
but  I have  not  seen  yet  where  in  this 
particular  category  your  people  are  at 
a disadvantage  in  comparison  with  part- 

timers. On  the  tax  basis.  A part- 

timer  can  go  for  the  benefit  of  his  prac- 
tice to  this  conference,  knowing  he  will 
be  allowed  to  charge  the  cost  of  going 
there  against  his  expenses,  and  he  will 
get  tax  relief  on  the  expenses. 

235.  Would  the  expenses  include  the 

cost  of  the  locum? It  might. — Dr. 

Cunningham : It  might  allow  for  a 
locum,  but  very  often  there  would  not 
be  locums  for  a short  term.  I think 
the  point  is  that  each  of  us  gets  sax 
weeks’  holiday  each  year,  and  if  you  can 
link  up  your  conference  and  so  on  with 
part  of  that  six  weeks’  holiday,  then  I 
think  you  can  work  it  quite  satisfactorily. 

236.  Sir  Hugh  Watson : The  part-timer 

gets  six  weeks’  holiday  in  the  year? 

Exactly  the  same  amount  as  we  do. 

237.  Sir  David  Hughes  Parry:  Is 

that  all  the  expenses  now? On  the 

last  question  we  put  in  our  inquiry — the 
expense  of  entertaining  visiting  colleagues 
— 50  members  reported  expenditure  under 
this  heading  between  £5  and  £20,  in  eight 
cases  over  £20  per  annum. 

Chairman : Perhaps  you  would  be  good 
enough  to  let  us  have  copies  of  those 
figures.  I think  probably  we  have  most 
of  it  fairly  well,  but  looking  at  the  total 
you  give  us  a slightly  different  impres- 
sion. We  shall  want  to  do  a few  calcu- 
lations to  see  how  much  it  works  out  at 
after  making  allowances  for  tax,  but 
those  are  just  the  kind  of  facts  and  figures 
which  we  want.  Thank  you  very  much 
for  the  trouble  you  have  taken. 

238.  Sir  David  Hughes  Parry:  Could 

we  move  forward  to  the  next  section, 
that  is  domiciliary  consultations.  We 
have  touched  upon  this  before.  You 
make  a statement,  do  you  not,  that  this 
concession  was  withdrawn  within  a few 
months  of  the  inception  of  the  National 
Health  Service? Dr.  Birch:  The 


original  system  of  payments  only  lasted 
for  a very  few  months. 

239.  For  a few  months? A few 

months,  and  then  they  were  withdrawn. 
Then  there  was  a long  period  of  several 
years  of  negotiation  with  Committee  B, 
and  eventually  the  present  arrangement 
was  accepted  by  us  whereby  we  had  eight 
free  visits  each  quarter,  and  were  paid 
only  for  those  above  that  number. 

240.  Your  suggestion? That  we 

should  go  back  to  the  original  system 
where  everybody,  part-time  or  full- 
time, gets  the  same  fee  for  domiciliary 
visits. 

241.  You  would  not  mind  whether  you 
still  had  'to  do  eight  free  visits,  but 
simply  suggest  that  the  system  by  which 
you  got  paid  should  be  the  same  as  for 

part-timers? Dr.  Hilliard : We  do  not 

want  to  do  anything  ito  disturb  the  part- 
time  conditions  of  service.  We  just  want 
to  be  treated  the  same  ; we  are  not  ask- 
ing for  the  part-timers’  earnings  to  be 
reduced.  It  is  a good  thing  for  them  to 
be  paid  for  every  domiciliary  visit.  - We 
feel  that  is  all  right.  But  the  discrepancy 
does  attract  people  to  switch  over  to  part- 
time. — Dr.  Birch:  I think  the  fact  that 
the  whole-timer  does  not  get  paid  for 
some  domiciliary  visits  somewhat  deters 
general  practitioners  from  calling  us  in, 
and  to  that  extent  it  would  be  better  if 
everybody  was  paid  for  all  domiciliary 
visits. 

242.  Chairman:  From  the  point  of 

view  of  the  patient? We  do  know 

that  some  doctors  do  not  like  to  call  us 
out  when  they  know  we  are  not  getting 
anything  for  it.  We  certainly  found  that 
at  the  beginning  when  payments  were 
discontinued.  I think  most  of  our  mem- 
bers would  say  that  the  numbers  of 
domiciliary  visits  that  they  did  after  that 
fell  to  practioally  nil.  We  were  not 
employed. 

243.  Sir  Hugh  Watson:  Is  it  true  to 
say  you  do  not  like  to  be  called  out 
because  you  do  not  get  paid  for  it? 
Would  you  mind  being  called  out? — - 
I do  not  think  that  comes  into  it.  I 
think  you  do  it.  When  you  have  done 
six,  then  perhaps  you  hope  soon  to  get 
over  eight. 

244.  You  said  just  now  medical  prac- 

titioners hesitate  to  call  out  the  whole- 
time consultant  because  he  has  to  per- 
form his  eight  domiciliary  visits  before 
he  gets  paid? Yes. 
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245.  My  question  really  is  in  fact  would 
the  whole-time  consultant  really  object 

to  being  called  out? No. — Dr. 

May on-White:  No,  Sir. — Dr.  Hilliard : 
We  can  and  do  do  them. 

246.  The  general  practitioner’s  feeling 

is  unfounded? He  feels  it  seems  a 

bit  hard  to  call  on  somebody  who  is  not 
going  to  get  anything  for  it. 

247.  Professor  Jewkes : This  might  lead 
the  general  practitioner  to  call  the  part- 
time  consultant  rather  than  the  whole- 
time consultant,  other  things  being  equal. 

Dr.  Hilliard : They  are  getting  a 

good  consultant,  but  there  is  another 
good  consultant  who  is  full-time  and  can 
never  go  out. — Dr.  Mayon-White : Most 
of  my  domiciliary  visits,  for  example,  are 
made  in  the  evenings  and  at  the  week- 
ends. I cannot  go  on  a visit  involving 
90  miles  of  motoring,  and  perhaps  three- 
quarters  of  an  hour  at  the  bedside  in  the 
course  of  the  ordinary  working  day.  I 
have  a pretty  full  day  as  it  is,  and  that 
kind  of  visit  must  be  made  in  the  evening 
or  at  a week-end.  It  is  true  that  the  general 
practitioner  is  apt  to  turn  ito  me  and  say, 
“Is  this  paid  for  under  the  Health  Ser- 
vice or  not?  ”.  If  he  finds  that  it  is  not 
— there  is  no  part-time  competition  for 
me  in  my  area — what  he  does  is  to  apolo- 
gise to  me  for  that  occasion  and  next 
time  he  sends  the  child  into  hospital, 
and  does  not  bother  to  drag  me  out  at 
week-ends.  The  child  if  he  sends  it  in, 
is  served  equally  well,  but  he  costs  the 
country  money.  I have  analysed 
my  last  year’s  visits,  in  all  71,  and  I 
find  that  57  of  those  either  recovered  or 
died  at  home.  That  is  to  say  they  were 
never  in  hospital,  and  I think  we  may 
assume  that  it  was  not  necessary  to  put 
them  into  hospital.  Eleven  of  them  came 
in  subsequently,  often  many  days  after- 
wards because  of  some  complication,  but 
they  were  not  just  visited  at  home  and 
brought  straight  into  hospital.  Only 
three  of  the  visits  out  of  71  can  I 
really  think  were  unnecessary  and  were 
time  wasting  from  my  point  of  view. 
Really  one  has  only  wasted  three  out  of 
71,  and  the  answer  to  your  “would  we 
go?”  is  “Yes”,  because  we  do  meet 
our  friends,  our  g.p.  colleagues,  and  talk 
our  subject.  Domiciliary  visiting  is  an 
enjoyable  thing. 

248.  Chairman:  You  talk  about  90 
miles.  The  average  for  those  71  visits 
I suppose  would  not  be  90  miles? 


It  is  just  a fraction  over  20,  counting 
those  in  my  own  town. 

249.  Ten  each  way? Ten  each 

way.  May  I mention  another  difference 
between  us  and  the  part-timer  which  we 
do  not  mention  in  our  memorandum. 
Our  part-time  colleagues  are  allowed 
additional  mileage  for  every  20  miles 
over  and  above  the  first  20,  and  we  do 
not  get  that.  We  are  allowed  four 
guineas  whatever  the  distance. 

250.  That  is  really  supposed  to  be 
related  to  the  time  involved,  is  it? — — 
Yes,  Sir,  but  I do  not  drive  any  faster, 
the  time  is  the  same. 

251.  You  are  whole-time  employed 

. . . ? Yes. 

252.  . . . just  as  I and  many  of  us  are 

in  our  jobs? 1 look  at  it  this  way. 

My  part-time  colleague  is  either  going 
on  a Health  Service  domiciliary  visit 
and  being  paid  a Health  Service  fee,  or 
he  is.  going  in  his  own  time,  and  is 
charging  a private  fee.  I would  have 
thought  that  that  private  fee  would  in- 
clude the  loss  of  private  earnings  in  his 
private  time.  I cannot  see  why  the 
Health  Service  should  pay  him  more  for 
his  service  to  the  Health  Service  than  it 
pays  me,  unless  I am  giving  a second 
quality  service.  We  do  feel  with  these 
slight  differences  in  financial  reward 
there  is  a growing  feeling  that  your 
whole-timer  is  a second  eleven  kind  of 
man,  not  quite  the  best  kind  of 
specialist. 

253.  I think  we  have  the  point.  I 
think  we  would  find  it  hard  to  believe 
that  our  visitors  today  were  only  in  the 

second  eleven. Dr.  Birch:  In  some 

areas  there  are  no  beds  available  to  the 
part-time  consultant.  If,  for  instance, 
there  is  just  the  whole-time  consultant 
available,  then  if  he  is  deterred  from 
visiting  the  interests  of  the  patients  in 
that  area  are  not  met,  because  they  can- 
not get  the  facilities  at  his  hospital 
where  he  is  employed  full-time.  I know 
cases  where  part-time  consultants  have 
to  see  a patient  and  the  hospital  that 
they  have  had  to  use  and  eventually  get 
the  patient  into  has  been  quite  a distance 
away ; and  patients  do  not  like  going 
to  hospitals  at  a distance.  I think  that 
is  against  the  patients’  interests. 

254.  When  you  send  us  this  little  cata- 
logue of  all  the  differences,  it  would  help 
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me,  and  I daresay  my  colleagues  too, 
if  you  are  able  to  divide  it  into  those 
that  are  taxation  points,  and  those  that 
are  points  of  substance  in  themselves 
apart  from  taxation,  if  you  see  what  I 
mean?  I think  most  of  them  are  taxa- 
tion points,  but  not  quite  all.  If  you 

would  have  a look  at  that? Dr. 

Cunningham : In  elaboration  of  the 

domiciliary  visits,  I think  some  of  our 
members  did  make  a point  that  the  fact 
they  were  not  paid  was  a financial  deter- 
rent. They  felt  they  were  out  of  pocket 
already  on  car  expenses  and  did  not  see 
why  they  should  be  further  out  of  pocket 
for  32  free  visits.  It  does  not  apply 
to  all,  but  it  does  apply  to  some.  We 
asked  our  members  some  questions  in 
connection  with  domiciliary  visits.  We 
asked  them  how  many  they  were  doing 
before  the  free  visits  were  brought  in 
and  afterwards,  and  we  asked  them  to 
analyse  it  in  various  ways.  We  found 
66  per  cent,  of  82  who  replied  were  still 
doing  under  32  visits  per  year ; in  other 
words  54  per  cent,  were  still  within  the 
free  number,  and  were  not  getting 
payment. 

255.  Would  it  be  reasonable  to  say  in 
some  specialties  there  would  in  any  case 

be  very  little  domiciliary  visiting? 1 

think  that  is  true. 

256.  So  the  national  average  of  32  is 
not  really  the  national  average  of  those 

who  were  likely  to  be  visiting? Dr. 

Mayon-White : No,  it  would  include 
people  like  radiotherapists  who  might 
not  be  called  out  once  in  a year. — Dr. 
Cunningham : That  was  our  figure,  66 
per  cent,  of  the  82. 

257.  Professor  Jewkes : Could  you  say 
the  average  number  of  visits  that  were 

covered  by  the  consultants? We  have 

an  average  figure  for  all  of  them.  Fifty- 
four  were  doing  32  visits  and  under,  17 
were  doing  32  to  100,  9 were  doing 
100  to  200,  and  2 were  doing  over  200. 

258.  Chairman:  Would  you  mind 

checking  and  seeing  if  you  can  give  us 
what  were  the  specialties  of  the  32  and 
under? Yes,  I think  I can  do  that. 

259.  Professor  Jewkes:  I wondered  if 
you  could  possibly  work  out  for  us  the 
average  figure  when  you  send  us  the 
statistics?  It  would  be  useful,  because 
it  looks  almost  as  if  the  number  of 
domiciliary  visits  by  whole-time  consul- 
tants is  on  the  average  higher  than  for 


part-time  consultants. Dr.  Hilliard : 

I think  one  must  say  that  these  are  based 
on  the  returns  of  the  questionnaire,  and 
it  may  be  the  ones  that  do  not  do  it  did 
not  bother  to  reply.  We  do  not  want  to 
stress  our  enquiry  too  much  ; statistically 
it  is  full  of  problems. 

260.  Sir  David  Hughes  Parry:  Senior 
Hospital  Medical  Officers,  paragraph  20 
— that  is  the  only  other  matter.  You 
really  suggest  raising  the  standard  of  pay 
for  them  after  they  reach  what  is  now  a 
dead  end.  Is  it  implicit  in  what  you  say 
that  you  think  that  every  one  of  them 
should  in  due  course  be  promoted  in 

effect  to  the  rank  of  consultant? Dr. 

Mayon-White:  No,  Sir. 

261.  I am  not  quite  dear,  and  I do 
not  think  the  Commission  is  quite  clear, 

what  you  have  in  mind. We  would 

like  to  make  certain  that  every  Senior 
Hospital  Medical  Officer  feels  that  he  has 
a good  chance  of  becoming  a consultant 
eventually,  and  that  he  is  not  put  in  to 
stop  a gap  and  to  remain  in  the 
subordinate  category  of  specialist.  It  is 
thought  by  Senior  Hospital  Medical 
Officers  generally  that  their  chances  of 
achieving  consultant  rank  are  very  small, 
and  that  they  are  'likely  to  be  passed  over 
every  time  they  come  up  for  appointment 
by  some  senior  registrar  holding  a job  in 
a teaching  hospital.  That  is  what  they 
mean  by  the  dead  end  nature  of  their 
job.  I think  this  Association  particularly 
would  like  to  see  two  things.  The  first 
is  to  make  certain  that  their  salary  is 
sufficient  to  make  a career  grade  for 
those  who  will  never  reach  the  top  rank, 
and  we  recognise  that  there  must  always 
be  some  people  like  that.  Secondly,  we 
would  'like  to  think  that  everybody  has 
a feeling  that  even  at  the  age  of  60,  shall 
we  say,  if  he  can  satisfy  the  requirements 
for  the  jump  to  consultant,  he  can  be 
promoted  there. 

262.  Professor  Jewkes:  This  implies, 
does  it,  that  there  would  have  to  be  more 
posts  for  consultants?  If  you  are  going 
to  facilitate  more  rapid  promotion  of  any 
one  group  you  have  to  conceive  of  more 

consultants’  posts  being  created? 1 

think  anybody  who  is  familiar  with  hos- 
pitals would  say  the  service  we  have  at 
the  moment  was  a very  good  first 
approximation  to  the  country’s  needs,  but 
that  now  is  the  time  to  recognise  that  the 
first  approximation  is  never  quite  right, 
and  that  there  are  adjustments  to  be 
made.  There  is  room  for  more  medical 
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manpower  in  the  consultant  ranks,  and  it 
is  possible  that  there  is  need  for  a 
subordinate  rank — call  him  specialist — 
for  everybody  for  ten  or  twenty  years 
before  they  become  consultants.  We 
have  tried  to  give  some  expression  to 
those  feelings  in  this  paragraph. — Dr. 
Hilliard : There  has  been  a back  log, 
because  at  the  beginning  they  did  not 
make  as  many  consultant  posts  as  they 
might  have  done  The  S.H.M.O.  was  I 
think  (meant  to  'be  a stop-gap,  but  it  has 
gone  on  permanently  and  certain  hos- 
pitals have  an  establishment  of 
S.H.M.O.s  who  are  virtually  doing  the 
same  job  as  the  consultants.  It  is  a very 
good  training  ground.  Personally  I 
would  like  to  see  the  S.H.M.O.  as  more 
or  less  the  automatic  way  of  bringing  up 
consultants. 

263.  If  you  promoted  the  Senior 

Hospital  Medical  Officer  to  be  a con- 
sultant on  the  ground  that  he  is  already 
doing  consultant  work,  you  do  not  alter 
anything  as  far  as  your  case  is  con- 
cerned?  No. 

264.  That  would  be  a question  of  pro- 
motion on  account  of  equity.  But  that 
is  quite  a different  argument  from  the 
argument  that  in  fact  we  are  short  of 
people  of  consultant  status,  and  that  we 
ought  to  extend  that  number.  I 
wandered  on  which  particular  ground 
you  were  really  advocating  the  more 
rapid  promotion  of  the  Senior  Hospital 

Medical  Officer?  Perhaps  both? Dr. 

Mayon-White'.  I think  on  both,  and  I 
think  we  would  emphasise  that  we  are 
not  advocating  necessarily  the  more 
rapid  promotion  of  Senior  Hospital 
Medical  Officers.  We  think  that  amongst 
those  people  are  very  many  who  will 
never  reach  consultant  rank,  but  it  is 
almost  implicit  in  the  appointment  that 
none  of  them  will  ever  reach  consultant 
rank. — Dr.  Birch : They  are  not  all  quite 
as  dead  as  each  other.  In  pathology,  for 
instance,  the  S.H.M.O.  chap  is  not  in 
quite  as  dead  an  end  as  in  general 
medicine,  or  in  some  other  specialties. — 
Dr.  Hilliard'.  In  certain  hospitals  they 
had  a staff,  and  when  the  new  N.H.S. 
grading  brought  the  new  conception  of 
the  consultant,  these  hospitals  found  they 
had  to  have  the  S.H.M.O.  doing  the  work 
because  they  could  not  afford  to  have 
all  consultants.  But  the  new  appoint- 
ments should  be  just  as  good  as  the  con- 
sultants of  the  previous  generation. 


„ li,Uigh.  Watson : Some 

s.H.M.Os  would  in  the  normal  way 
gravitate  upward,  but  some  you  would 

prefer  to  he  barred  where  they  are? 

Dr  Mayon-White : Not  necessarily  barred 
where  they  are.  I should  say  they  should 
be  made  more  content  to  stay  where  they 
”e;  “at  ls  t0  say  tlleir  income  should 
slightly  exceed  the  junior  consultant  level. 
It  should  be  a career  grade  with 
a pension  at  the  end. 


266.  Would  you  favour  the  creation  of 
an  intermediate  grade  between  S H M O 

and  consultant? 1 would,  personally' 

'It  is  a very  personal  matter.  I think  it 
is  wrong  myself  that  at  32  my  appoint- 
ment was  as  a consultant,  because  I was 
brought  up  to  believe  a consultant  was  a 
senior  member  of  the  profession.  Call 
me  specialist,  because  I have  had  special- 
ist training,  and  after  some  years  of 
experience  in  the  specialty,  ten,  fifteen 
or  twenty,  then  designate  me  consultant. 
Perhaps  call  us  all  specialists  until  we 
have  merit  awards,  and  then  call  us 
consultants.  I think  it  would  be  very 
much  healthier. 


267.  Chairman : I would  like  to  know 
whether  that  is  broadly  the  view  of  the 
Association,  or  whether  it  is  too  unfair 

to  ask? Dr.  Birch : We  feel  there  is 

a need  for  perhaps  an  intermediate  grade 
between  the  consultant  and  the  present 
senior  registrar.  There  is  a good  dear 
of  work  in  hospitals  that  can  he  done  by 
a person  who  is  not  a consultant,  but 
this  is  more  than  the  senior  registrar  can 
take  on.  At  present  there  is  a lot  of 
work  being  done  by  the  senior  registrar 
which  we  think  should  be  done  by  con- 
sultants, and  there  is  (a  need  for  more 
consultants  in  the  country.  We  know 
that  a few  years  ago  eminent  members 
of  our  profession  visited  hospitals  all 
over  the  country  to  look  at  the  needs  of 
the  service.  They  made  a report,  but  I 
do  not  think  it  has  ever  been  disclosed 
what  the  findings  were.  When  we  look 
at  our  hospitals  the  differences  in  the 
staffing  are  quite  noticeable. — Dr. 

Cunningham : You  asked  did  we  favour 
something  between  the  S.H.M.O.  and  the 
consultant.  I am  not  quite  sure  that 
that  is  . . . 

268.  Sir  Hugh  Watson : Between  the 

consultant  and  senior  registrar. We 

would  like  to  feel  an  assistant  consultant 
grade  took  the  place  of  the  present 
S.H.M.O.  grade  and  was  the  natural 
stepping  stone  to  consultant  status. 
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269.  Chairman : With  plenty  of  people 

staying? With  the  possibility  that 

quite  a number  will  be  content,  with  the 
salary  adjustment,  to  stay  there  for  the 
rest  of  their  lives  just  because  they  prefer 
hospital  work  to  other  kinds  of  work. 

270.  That  brings  us  to  a point  directly 

on  remuneration.  If  I have  interpreted 
your  views  correctly  you  would  feel  that 
somebody  who  became  consultant  at, 
say,  the  age  of  32  would  probably  start 
at  less  than  somebody  who  was  S.H.M.O. 
at  the  age  of  45? Yes. 

271.  Would  you  think  that  the  present 

number  of  annual  increments  or  biennial 
increments  comes  to  an  end  rather  soon? 
For  instance  if  a man  becomes  a consul- 
tant at  32  he  will  never  get  an  increase 
after  40? Dr.  May  on  White:  Yes. 

272.  I was  wondering  whether  as  part 
of  this  picture  of  the  ladders  you  would 
envisage — even  if  you  reach  the  same 
ceiling,  or  one  slightly  higher— that  it 
might  be  better  to  have  increments 

spread  out  over  a longer  period? 

Dr.  Cunningham : We  have  not  really 
discussed  the  whole  details  of  finance ; 
we  did  not  think  that  was  our  province. 
We  felt  the  top  scale  of  the  assistant 
consultant  grade  should  overlap  the  con- 
sultant scale  through  three  or  four,  or  a 
certain  number  of  increments,  but  we  did 
not  want  to  be  specific  on  that  particular 
point. 

273.  At  whatever  age  when  he  went 
from  one  grade  to  the  next  he  would  get 

an  increase? Yes. — Dr.  Hilliard:  The 

senior  man  who  has  got  stuck  at 
S.H.M.O.  will  be  getting  more  than  the 
consultant  at  32,  so  it  dees  make  a career 
grade  for  the  senior  post  man  and  not 
a dead  end  with  the  stigma  that  is 
attached  to  every  S.M.H.O. 

274.  The  two  ladders  might  be  10  or  15 

per  cent,  apart? Yes. — Dr.  Cunning- 

ham: In  the  hospital  service  we  have 
noticed  very  definitely  during  the  last 
few  years  that  the  middle  grade  of  the 
medical  establishment  is  nothing  like  as 
strong  as  it  was.  That  is  why  we  have 
advocated  this  assistant  grade  to  streng- 
then the  medical  establishment.  After 
all  it  is  a 24  hour  service  night  and  day, 
and  if  you  have  competent  people  in  the 
middle  it  strengthens  the  service  very  con- 
siderably.— Dr.  May  on-White : Do  we 
need  to  say  we  should  need  adequate 
safeguards  of  ratio?  We  would  visualise 
something  agreed  on  the  lines  of  a pro- 
vision for  one  consultant  to  two 


specialists.  We  would  not  imagine  a 
hospital  staff  of  20  specialists  and  one 
consultant.  There  is  a feeling  in  the 
profession  that  if  we  were  to  agree  to 
a new  grade  it  might  have  the  effect  of 
diluting  the  consultant  grade. 

275.  We  felt  that  was  implicit  in  your 

suggestion  about  the  new  grade. Dr. 

Hilliard : On  those  terms.  It  is  not  just 
an  easy  way  of  cutting  the  cost. — Dr. 
Mayon-White:  We  are  in  favour,  and 
we  think  our  colleagues  are  in  favour  of 
something  that  is  evolved  along  those 
lines. 

276.  Professor  Jewkes:  I think  you 
mentioned  that  in  the  medical  grades  in 
hospital  staffing  there  were  weaknesses. 

Why  is  this? Dr.  Cunningham:  I 

think  at  the  present  time  it  is  very  diffi- 
cult to  fill  the  registrar  grades  in  the 
non-teaching  hospitals,  for  the  very 
simple  reason  that  the  registrar  grade 
there  leads  nowhere.  I am  talking  of 
the  specialties  where  the  S.H.M.O.  is  not 
allowed,  and  it  is  particularly  important 
there.  The  hospitals  that  have  senior 
registrars  or  late  senior  registrars  are 
quite  happy,  they  are  strong  in  the 
middle.  But  at  many  hospitals  through- 
out the  country  you  will  find  on  enquiry 
that  the  registrar  level  is  weak.  In  other 
words  there  are  house  officers  and  then 
there  are  consultants,  and  there  is  very 
little  in  between.  We  feel  that  the 
registrar  grade  should  be  strengthened 
by  a better  salary  system  than  we  have 
at  the  present  time. 

277.  One  possibility  would  be  to  im- 
prove conditions  for  registrars?— — That 
is  one  way  of  doing  it,  and  the  assistant 
consultant  grade  would  be  one  pos- 
sibility of  drawing  people  back  again 
There  are  various  ways  which  might  be 
tried,  but  we  feel  that  is  part  of  a much 
bigger  thing  and  probably  covers  the 
whole  profession. — Dr.  Hilliard:  The 
registrar  is  a temporary  appointment, 
and  the  trouble  is  you  cannot  run  a hos- 
pital with  everyone  having  to  go  at  the 
end  of  two  or  three  years.  If  there  was 
a more  permanent  intermediate  grade 
which  was  waiting  its  time  to  move  up 
it  would  give  the  hospital  staff  a feeling 
of  greater  stability.  It  is  very  disturb- 
ing to  everybody  when  people  are  con- 
stantly changing  at  this  most  crucial 
level  of  registrar. 

278.  Chairman:  I think  we  should 
say  that  has  been  brought  home  to  us 
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very  forcibly  in  many  memoranda,  this 

difficulty  of  the  registrar. He  is  not 

financially  secure  when  he  gets  to  the 
end  of  his  four  years  and  has  the  diffi- 
culty of  moving,  the  expense  of  a family, 
and  everything  else. 

279.  We  have  not  touched  on  the 
general  level  of  remuneration  of  the  pro- 
fession as  a whole.  Do  I gather  that 
you  think  it  is  completely  satisfactory 

at  present? Dr.  Birch : We  thought 

we  would  not  go  into  that  one.  We 
deal  in  general  principles  affecting  our 
particular  status. 

280.  In  that  case  we  come  to  one 
other  point  of  some  importance,  and 
that  is  on  the  whole  do  you  feel  that 
the  existing  method  of  negotiation 
through  Committee  B of  the  Medical 
Whitley  Council  is  satisfactory  as  a 
system?  If  not  have  you  any  sugges- 
tions to  make  as  to  an  adjustment  of 
the  system?  It  is  rather  an  important 
matter.  We  do  want  to  make  sure  that 
you  do  not  have  to  have  any  other 
Royal  Commissions  in  your  lifetime! 

Dr.  Hilliard : Whatever  is  laid  down 

for  the  profession  as  a whole,  we  would 
like  to  see  adequate  representation  of  the 
interests  of  the  whole-timers  in  Whitley 
meetings.  We  do  think  sometimes  that 
problems  on  the  actual  day-to-day  life 
of  the  whole-timer  are  not  so  clearly 
put  forward  by  the  members  of  that 
Committee.  I think  a lot  of  them  are 
part-time  and  only  a few  whole-time ; 
they  are  not  really  familiar  with  the 
whole-time  problem.  I think  whatever 
system  you  have  for  negotiating  the 
remuneration  of  the  profession  in  which 
there  is  a large  group  of  people  who  are 
whole-timers,  their  interests  should  be 
clearly  put  forward  with  the  best  argu- 
ments. I think  our  members  feel  some- 
times they  have  not  had  a very  good 
deal  in  this  respect. — Dr.  Birch : On  the 
32  free  visits  question,  we  only  had  one 
opportunity  of  appearing. 

281.  Was  that  at  the  Whitley  Council 

meeting? We  did  have  one  oppor- 

tunity. 

282.  You  were  appearing  as  it  were 
in  front  of  both  sides  of  the  Council, 

making  your  case  to  both  sides? We 

met  the  staff  side  in  the  morning,  and 
then  met  the  whole  Committee  later'; — 
Dr.  Mayon-White : The  staff  side  took 
us  as  their  witnesses  ; they  were  arguing 
the  case  for  us  and  giving  .us  the  chance 


to  provide  supporting  evidence.  May  we 
instance  that  the  matter  of  our  income 
tax  allowance  for  professional  expenses 
has  been  before  Whitley  B since  the 
Health  Service  began.  We  believe  our 
part-time  colleagues  have  done  their  best 
to  get  the  management  side  to  agree  that 
a doctor  may  incur  certain  professional 
expenses  as  a whole-timer.  If  we  can 
get  that  agreement  also  from  the 
management  side  we  feel  that  the  Inland 
Revenue  inspectors  would  accept  it,  but 
the  management  side  have  said:  “No, 
every  whole-timer  can  get  every  profes- 
sional expense  met  out  of  the  hospital 
because  that  is  what  the  whole-time  ser- 
vice means ; df  everything  is  met  out  of 
his  employer’s  contributions  then  there 
is  no  claim  for  income  tax.”  If  you  ask 
the  Ministry  of  Health  it  is  a Treasury 
matter,  and  the  Treasury  say  you  have 
to  go  to  the  Ministry  of  Health,  and  this 
has  gone  on  ever  since.  I think  it  is 
pretty  true  that  all  our  affairs  really 
touching  on  Whitley  machinery  have 
never  seemed  to  have  very  much  prospect 
for  the  future.  They  go  up  to  a certain 
point,  and  then  back  again,  and  there 
are  no  means  of  cutting  the  vicious 
circle. 

283.  You  would  feel  if  you  had  direct 

representation  at  any  rate.  . . . We 

should  fail  by  our  own  fault. — Dr. 
Hilliard : We  would  stand  or  fall  by 
what  we  had  the  chance  to  say,  but  the 
part-timer  is  not  perhaps  the  best  repre- 
sentative on  the  full-time  problem. — Dr. 
Mayon-White : I.  think  it  is  also  true  that 
we  would  mow  like  to  see  some  alterna- 
tive to  Whitley  machinery  like  that  sug- 
gested by  Lord  Moran  in  his  letter 
to  The  Times  a few  weeks  back.  I think 
we  have  no  confidence  in  Whitley 
machinery  as  it  has  worked  so  far. 

284.  I thought  I had  a different  answer 

from  that.  I thought  I got  the  answer 
that  Whitley  was  all  right  but  had  not 
got  quite  enough  whole-time  representa- 
tion on  it? No,  Sir. 

285.  You  say  if  there  has  to  be 
Whitley  it  ought  to  have  more  whole- 
time representation,  but  you  do  not  like 

Whitley? We  do  not  like  Whitley  for 

two  reasons.  It  does  not  help  -us.  We 
have  not  had  as  big  an  opportunity  to 
put  our  case  as  we  might  have  liked. 

286.  And  an  alternative  to  Whitley? 

Something  along  the  lines  suggested 

by  Lord  Moran. — Dr.  Cunningham : 
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That  is  a personal  thing.  Our  Associa- 
tion has  not  considered  that. 

287.  We  shall  not,  I think,  be  asking 
you  to  appear  before  us  again,  but  if 
your  Association  would  like  to  consider 
this  point  and  send  in  any  views  upon  it, 

it  might  help. Dr.  Mayon-White : 

Thank  you. 

288.  I do  not  want  to  press  you  to  if 

you  feel  it.  is  ultra  your  constitution  or 
your  wishes,  'but  if  you  would  we  should 
be  very  glad  to  have  it. Dr.  Hilliard : 


Our  Association  is  primarily  concerned 
with  special  aspects  of  the  National 
Health  Service  affecting  its  members,  and 
so  I do  not  think  that  we  could  really 
provide  you  with  anything  on  this. 

289.  You  may  not  be  able  to?— — 
.We  will  look  into  it. 

290.  Any  views  on  this  will  be  useful. 
— t — We  will  do  our  best. 

Chairman : Then  we  have  come  to  the 
end  • of  the  points  we  wish  you  to 
elaborate. 


C The  Witnesses  withdrew ) 
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TAKEN  BEFORE  THE 

Royal  Commission  on 
Doctors’  and  Dentists’  Remuneration 


SECOND  DAY 

Wednesday,  18th  December,  1957 


Present: 

Sir  Harry  Pblkinoton  ( Chairman ) 


Mrs.  K.  M.  C.  Baxter 
Mr.  A.  D.  Bonham-Carter,  T.D. 
Mr.  J.  H.  Gunlake,  C.B.E.,  F.I.A., 
F.S.S. 

Professor  John  Jewkes,  C.B.E. 


Mr.  I.  D.  McIntosh,  M.A. 

Sir  David  Hughes  Parry,  Q.C. 
Sir  Hugh  Watson,  D.K.S. 

Mr.  S.  Watson,  C.B.E.  (afternoon 
only) 


Mr.  W.  A.  Fuller,  D.S.C.  ( Secretary ) 
Mr.  J.  B.  Hume  (.Assistant  Secretary) 


Memorandum  submitted  by  the  Joint  Consultants’  Committee 


Explanatory  statement  for  the  information  of  the  Royal  Commission  on  Doctors’  and 
Dentists’  Remuneration  regarding  the  organization  of  the  medical  profession,  and  the 
background  of  the  present  dispute  with  the  Government,  with  special  reference  to  the 
hospital  service. 


Medical  Education  and  the  Entry  of  the  Doctor  into  Hospital  and  Consultant  Practice 

1.  The  Royal  Commission  may  welcome  some  reference  to  the  choice  of  medicine  as 
a career.  The  situation  has  changed  during  the  past  few  years  in  that  now  nearly  70/ 
of  medical  students  receive  grants  from  public  funds  to  assist  their  education.  The 
vocational  aspect  of  the  choice  is  possibly  tempered  by  various  other  considerations. 

2.  The  length  of  the  medical  training  has  been  extended.  It  should  be  realized  that 
it  takes  6 years  (7  if  the  pre-medical  phase  is  included)  before  a young  doctor  can  be 
independent  and  begin  to  earn  an  income,  and  thus  obtain  some  monetary  return  for 
his  training. 

3.  There  is  a great  competition  to-day  for  entry  into  medical  schools,  thereby  giving 
the  medical  school  authorities  a considerable  task  in  the  selection  of  entrants.  An 
average  figure  for  student  wastage  from  all  causes  is  probably  about  5 /. 

4.  The  Joint  Consultants’  Committee  has,  nevertheless,  received  prima  facie  evidence 
from  various  authoritative  quarters  that  schoolboys  of  the  highest  ability  are  not  those 
most  commonly  drawn  towards  a medical  career  to-day  and  that  the  intrinsic  ability  of 
the  average  medical  student  is  not  as  high  as  it  might  be.  Some  are  of  the  opinion  that 
it  is  actually  falling. 

5.  All  newly  qualified  doctors  must  now  serve  a year  of  provisionaJ-registration 
“ House  ” appointments.  This  undoubtedly  helps  to  raise  the  standard  of  ability  of  the 
newly  qualified  doctor,  but  there  can  be  no  doubt  that  it  is  desirable  for  the  young 


medical  practitioner,  whatever  branch  of  the  profession  he  is  going  to  follow,  to  serve 
for  another  year  or  more  in  post-registration  “ House  appointments.  Two  oi ' thiee 
years  of  “ House  ” appointments,  including  the  provisional-registration  year,  are  ot 
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irreplaceable  value  in  increasing  the  standard  of  professional  efficiency  prior  to  entrance 
into  general  practice.  No  amount  of  subsequent  post-graduate  instruction  can  ever 
replace  this  fundamental  training  of  the  general  practitioner.  A very  much  longer  period 
of  competitive  hospital  training  is  needed  for  the  young  doctor  who  hopes  to  become  a 
consultant. 

6.  A consultant  can  be  defined  as  an  expert  who  has  undergone  competitive  and 
extensive  post-graduate  hospital  training  in  posts  of  increasing  responsibility  and  who 
has  obtained  the  higher  qualifications  which  are  recognized  by  the  profession  as  essential 
to  the  attainment  of  his  status,  such  as,  for  example,  a fellowship  of  a Royal  College  of 
Surgeons  in  the  case  of  a consultant  surgeon,  and  who  is  regarded  as  suitable  to  have 
final  responsibility  for  diagnosis  and  treatment  or  for  the  charge  of  departments. 

7.  The  basic  branches  of  consultant  practice  are  those  of  medicine,  surgery,  and 
obstetrics  and  gynaecology.  With  the  progress  of  medicine  a number  of  specialized 
branches  have  been  evolved  to  work  in  association  with  the  main  clinical  branches. 
Radiology,  pathology,  and  anaesthesia  may  be  quoted  as  examples  of  these  and  each  of 
these  departments  has  to  be  staffed  by  doctors  of  consultant  status.  In  addition  a 
number  of  highly  specialized  branches  have  arisen  in  recent  years — cardiology,  neurology, 
neuro-surgery,  plastic  surgery,  and  thoracic  surgery  are  examples  of  this  and  the  con- 
sultants in  these  specialties  have  had  to  undergo  a further  advanced  training. 

8.  The  profession  did  consider  whether  there  should  be  a division  of  consultants  into 
two  grades  when  the  National  Health  Service  was  being  planned  but  it  was  decided  that 
this  was  disadvantageous  and  that  all  consultants  should  be  in  one  grade. 

9.  The  holding  of  competitively  obtained  junior  hospital  appointments  of  varying 
grades,  which  is  the  basic  nature  of  the  training  to  become  a consultant,  consists  of 
several  years  of  “ House  ” appointments  followed  by  posts  in  the  different  ranks  of 
registrar  in  the  appropriate  specialty  and,  maybe,  related  specialties. 

10.  Seven  years  may  be  regarded  as  an  average  period  of  time  for  which  training  posts 
should  be  held  after  full  registration.  Many  fully  trained  and  qualified  men  now  find 
difficulty  in  obtaining  consultant  posts  and  their  future  is  anxious  and  uncertain. 

11.  The  one  registrar  post  which  is  specifically  regarded  as  a training  post  for  those 
approaching  consultant  status  is  that  of  senior  registrar  (see  Consultant  Spens  Report) 
and  this  post,  in  an  attempt  to  avoid  undesirable  wastage,  is  restricted  in  numbers,  both 
as  a grade  and  in  the  different  branches,  by  the  Ministry  of  Health  in  discussion  with 
the  profession. 

12.  The  attainment  of  consultant  status  as  defined  above  only  takes  place  when,  in 
open  competition  as  laid  down  in  the  regulations,  the  doctor  wins  an  appropriate 
permanent  post  on  the  staff  of  a hospital. 

13.  It  will  be  appreciated  that  although  registrars  are  now  better  paid  (again,  see 
principles  of  the  Spens  Report  for  consultants)  than  they  used  to  be,  the  competitive 
process  of  becoming  a consultant  is  exacting  and  will  always  rightly  remain  so. 

14.  It  is  most  important,  on  the  other  hand,  that  a man  of  consultant  quality  should 
reach  his  consultant  post  at  as  early  an  age  as  possible  in  order  that  he  may  give  his  best 
services  over  as  long  a period  as  possible. 

15.  The  Joint  Committee  agrees  with  the  recommendations  of  the  Spens  Committee 
that  the  average  age  for  achieving  consultant  status  should  be  32  years.  Against  this, 
the  competition  for  posts  since  1948  and  the  slowing  down  of  expansion  have  had  the 
unfortunate  result  of  raising  the  age  of  appointment  to  consultant  status  considerably. 
Many  men  of  adequate  calibre  are  now  not  appointed  until  they  are  40  years  or  more 
of  age  and  considerable  efforts  and  planning  are  required  to  alter  this. 

16.  The  profession  is  aware  of  the  dangers  of  premature  specialization  and  is  insistent 
that  the  aspiring  consultant  should  have  an  adequate  period  of  basic  training  in  general 
medicine  and  surgery,  even  if  he  aims  to  practise  later  in  a comparatively  narrow  specialty. 

17.  The  two  years  of  military  service  have  lengthened  the  preparatory  period  of 
training  and  added  in  various  ways  to  the  difficulties.  For  example,  it  has  not  been 
easy  for  a comparatively  well-paid  service  medical  officer,  often  married  and  With  a 
family,  to  return  to  a less  well  paid  hospital  post.  Presumably  this  problem  will  pro- 
gressively decline  with  the  modification  of  National  Service. 
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18.  Owing  to  the  severe  competition  and  uncertainties  that  face  registrars,  it  is  not 
surprising  that  there  are  fewer  applicants  for  such  posts  to-day  than  there  were  in  the 
early  days  of  the  service,  when  applications  were  numerous  and  there  was  an  atmosphere 
of  expansion  and  a strong  hope  that  most  registrars  would  become  consultants. 

19.  The  difficulties  of  recruitment  of  registrars  have  increased  and  would  be  greater  if 
it  were  not  for  increasing  difficulties  in  entering  general  practice. 

20.  The  manner  in  which  the  consultant  serves  the  community  and  medicine  is,  as 
described  later  in  this  memorandum,  by  assuming  the  actual  charge  of  patients  and 
departments  in  hospital  and  by  receiving  these  patients  either  in  the  out-patient  depart- 
ment of  as  in-patients  from  the  general  practitioners.  A few  will  come  directly  under 
his  care  from  the  hospital  casualty  department. 

21.  On  completion  of  the  investigation  of  a patient  the  consultant  will  advise  the 
general  practitioner  on  the  management  of  the  case  or  if  expert  treatment  is  required 
will  treat  the  patient  in  one  of  his  hospital  beds  or  as  an  out-patient. 

22.  He  will  also  assist  the  general  practitioner  by  seeing  his  patients  in  consultation  in 
the  home  under  the  domiciliary  consultation  scheme  of  the  National  Health  Service  or 
as  private  patients. 

23.  There  is  a variation  throughout  the  country  in  the  amount  of  private  consultant 
practice  carried  out  and  there  is  variation  between  the  different  branches  of  consultant 
practice.  It  can  be  said,  however,  that  the  volume  of  private  practice  as  a whole  is 
substantially  less  than  before  the  service  came  in,  and  that  hospital  salary  is  to-day  the 
main  source  of  income  of  most  consultants. 

24.  Other  functions  of  consultants,  as  the  highly  qualified  experts  in  medicine  and 
surgery,  are  the  teaching  of  undergraduate  and  postgraduate  students,  prosecuting  and 
controlling  research  and  assisting  the  progress  of  knowledge  in  their  specialties.  They 
have  to  organize  the  work  of  their  departments  and  keep  abreast  of  developments  in 
their  subjects  by  attendance  at  n edical  meetings,  study  of  the  literature  and  so  forth. 
Much  of  this  is  well  described  in  the  Consultant  Spens  Report. 

Background  of  the  Present  Dispute  with  the  Government  upon  the  Question  of  Remuneration 

25.  The  following  paragraphs  deal  with  the  history  of  events  leading  up  to  the  present  ^ 
situation.  Before  the  war  hospital  medical  staffs  could  be  divided  into  two  main  groups. 
Those  from  the  voluntary  hospitals,  and  those  from  the  hospitals  belonging  to  the  major 
local  authorities.  This  division  was  a very  long-standing  one  as  prior  to  the  Local 
Government  Act  of  1929  the  general  hospitals,  which  at  that  time  became  local  authority 
hospitals,  had  been  Poor  Law  Guardian  hospitals  associated  with  the  workhouse  and 
the  Poor  Law,  and  as  such  had  been  in  existence  for  two  generations. 

26.  The  voluntaj^y^hospitals,  which  included  the  undergraduate  teaching  hospitals, 

' were  traditionally  staffed  by  consultants  of  high  calibre  and  were  responsible  for  the 

Teal  and  actual  care  of  patients  and  the  efficient  working  of  the  various  departments. 
Their  work  in  hospital  was  unpaid  and  they  derived  their  incomes  from  private  practice. 
The  honorary  staff,  whose  appointments  were  permanent  and  made  as  a result  of  keen 
competition,  were  assisted  by  a relatively  few,  more  junior  but  well  trained  men  and 
below  these  by  a staff  of  recently  qualified  house  officers,  all  these  assistants  holding 
posts  of  limited  duration. 

27.  The  house  officers  in  voluntary  hospitals  received  their  board  and  lodging,  but 
little  or  no  salary.  The  posts  were  keenly  sought  as  an  essential  measure  of  post-graduate 
training  for  any  good  doctor,  no  matter  whether  he  was  aiming  at  general  practice  or 
specialist  work. 

28.  The  intermediate  grade,  known  by  such  titles  as  resident  medical  officer,  registrar 
or  chief  assistant  were  frequently  in  possession  of  higher  qualifications  and  looked 
forward  to  their  period  in  this  grade  as  training  for  consultant  status.  They  were  usually 
non-resident  and  were  paid  salaries  that  at  the  best  were  hardly  adequate  for  ordinary 
subsistence.  It  became  increasingly  obvious  that  if  these  aspirants  to  consultant  status 
were  not  relieved  from  some  of  their  financial  difficulties  a number  of  the  most  able 
graduates  might  be  prevented,  on  economic  grounds,  from  proceeding  towards  a 
■consultant  career.  The  Health  Service  has  done  much  to  remedy  this  problem. 

30696  A 2 
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29.  The  medical  staffing  system  in  the  local-authority  hospitals,  however,  had  developed 
on  different  lines.  Medical  men  entered  the  service  of  local  authority  hospitals  before 
the  war  as  a lifelong  career  of  whole-time  salaried  medical  officers.  The  summit  of  their 
career  was  to  become  the  medical  superintendent  of  a hospital,  and  remuneration  was 
comparatively  modest  but  the  life  had  a sheltered  character  about  it  which  was  an 
attraction  to  a certain  type  of  medical  man.  There  had  been  a tendency  before  the  war 
for  a consultant  element  to  enter  into  these  local  authority  hospitals.  Under  some  of 
them  men  of  consultant  training  and  qualifications  would  be  employed  on  a whole-time 
basis.  In  others  noticeably,  for  example,  the  largest  of  all,  the  London  County  Council 
hospital  service,  the  consultant  was  employed  od  a sessional  or  part-time  basis  and  as 
often  as  not  literally  used  only  as  a consultant,  that  is  to  say,  his  opinion  would  be  sought 
on  difficult  cases  but  he  would  not  be  asked  to  assume  any  particular  responsibility  for 
them.  The  staffing  of  these  hospitals  was  of  a comparatively  simple  character  with  a 
medical  superintendent  at  the  head  and  a hierarchy  of  salaried  assistants  beneath  him, 
usually  the  minimum  number  by  which  the  hospital  could  be  run.  In  general,  this 
produced  a utility  standard  of  hospital  work,  although  there  was  an  undoubted  tendency 
for  steady  improvement  and,  prior  to  1948,  some  major  local  authorities  had  attained 
an  impressively  high  standard  of  efficiency. 

30.  Preparatory  studies  for  the  inauguration  of  the  National  Health  Service  led  the 
authorities  to  adopt  in  the  staffing  of  hospitals  in  the  National  Health  Service  the 
alternative  system  found  in  consultant  staffed  voluntary  hospitals,  both  teaching  and 
non-teaching,  of  before  the  war. 

31.  With  the  passage  of  the  National  Health  Service  Act  of  1946  and  the  preparations 
for  the  N.H.S.,  by  agreement  with  the  medical  profession  the  Ministry  of  Health  set  up 
an  Interdepartmental  Committee  on  the  Remuneration  of  General  Practitioners,  the 
so-called  Spens  Committee,  which  reported  in  May,  1946.  This  report  is  not  relevant 
to  a background  statement  applying  to  hospital  medical  staffs,  except  that  it  became 
apparent  to  the  medical  profession  as  well  as  to  the  Ministry  of  Health  that  a similar 
study  was  needed  upon  the  remuneration  of  consultants  and  specialists  in  a forthcoming 
National  Health  Service  and  this  later  committee,  the  Spens  Committee  for  Consultants 
and  Specialists,  also  under  the  chairmanship  of  Sir  Will  Spens,  reported  in  May,  1948. 

32.  Certain  principles  of  fundamental  importance  emerged  from  the  work  of  this 
second  Interdepartmental  Committee.  The  Committee  decided  to  take  into  account 
the  past  remuneration  of  consultants  and  specialists  from  all  sources  including  private 
practice,  and  from  any  particular  appointments  that  some  of  them  may  have  held. 

33.  As  is  well  known  their  recommendations  were  framed  in  terms  of  the  1939  value 
of  money  and  the  phraseology  of  the  report  has  led  to  subsequent  unresolved  differences 
of  opinion  and  interpretation  between  successive  Governments  and  the  medical  profession 
as  to  methods  whereby  adjustments  in  income  should  be  made  in  relation  to  altered 
values  of  money. 

34.  Another  very  important  principle  emerged  from  the  study  by  the  Consultant 
Spens  Committee  of  the  remuneration  of  the  poorly  paid  preliminary  training  grades  of 
hospital  junior  staff.  The  Royal  Commission  will  observe  that  the  Spens  Committee 
found  that  even  in  non-resident  posts  members  of  the  intermediate  grade,  carrying  high 
responsibilities  in  hospital,  received  only  £300  or  £400  or  even  less  per  annum. 

35.  The  Committee  assumed,  and  this  point  of  principle  has  been  maintained  ever 
since,  that  once  a doctor  attained  a consultant  post  in  the  hospital  service  he  would 
enjoy  security  of  tenure,  comparable  with  that  enjoyed  before  the  war  m voluntary 
hospitals,~and  terminating  only  after  retirement  upon  a suitable  pension.  This  principle 
of  security  of  tenure  has  been  strengthened  and  protected  since  1948  as  a result  of 
discussions  between  the  Ministry  of  Health  and  the  Joint  Consultants  Committee  so 
that  machinery  now  exists  for  the  offering  to  a consultant  of  alternative  employment  if, 
owing  to  some  sort  of  redundancy  at  one  hospital,  he  loses  part  or  whole  of  his 
employment.  Also,  appeal  machinery  exists  which  a consultant  or  a senior  hospital 
medical  officer  can  invoke  if  his  appointment  is  reduced  or  terminated  through  no  fault 
of  his  own  or  if  he  thinks  that  it  is  being  unfairly  terminated. 

36.  The  decision  was  made  by  the  Spens  Committee  to  recommend  equality  of  status 
as  between  consultants  in  different  specialties  and  not  to  complicate  matters' by  trying 
to  have  more  than  one  grade  of  consultant.  There  has  been  no  serious  feeling  in  the 
medical  profession  since  1948  that  this  principle  should  be  modified. 
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37.  The  Spens  Committee  took  note  of  the  widespread  feeling  in  the  medical  profession 
and  at  Government  level  that  one  of  the  effects  of  the  National  Health  Service  should  be 
to  spread  a more  uniform  level  of  hospital  and  consultant  service  throughout  the  whole 
county.  Before  the  war  the  spread  had  been  uneven  and  inadequate  owing  to  the 
inability  of  consultants  to  earn  an  adequate  living  in  the  more  sparsely  populated  districts 
and  also  in  many  urban  centres.  There  was  clearly  a strong  hope  amongst  all  the 
authorities  concerned,  including  the  Spens  Committee,  that  there  should  be  a close 
liaison  and  linkage  between  the  different  types  of  hospital  and  between  teaching  and 
non-teaching  hospitals  throughout  the  country  to  facilitate  its  spread. 

38.  Another  very  important  principle  that  the  Spens  Committee  enunciated  was  that 
it  was  not  really  in  the  public  interest  or  in  the  interest  of  medicine  that  a high  percentage 
of  future  consultants  should  have  to  pass  through  a period  of  hardship  and  poverty 
before  they  succeeded  in  building  up  adequate  private  practices  and  it  also  declared 
that  an  adequate  remuneration  should  be  paid  to  holders  of  intermediate  grade  appoint- 
ments during  their  period  of  training.  The  Spens  Committee  described  various  grades 
of  registrar  and  house  officer  which  have  been  accepted  by  the  profession  and  by  the 
Ministry  of  Health  ever  since  they  were  first  described. 

39.  The  various  levels  of  remuneration  were  also  accepted  in  the  same  way.  All  the 
detailed  recommendations  for  the  remuneration  of  consultants  were  also  accepted  by 
both  the  Ministry  of  Health  and  the  medical  profession,  including  the  period  of  time 
over  which  the  consultant  would  rise  to  his  maximum  salary. 

40.  It  is  important  to  recognize  that  a part-time  consultant  cannot  divest  himself  of 
responsibility  in  his  hospital  during  periods  of  the  week  when  he  is  not  normally  working 
in  the  hospital.  For  this  reason  the  so-called  system  of  weighting  payments  recommended 
in  the  Spens  report  has  been  accepted  ever  since  the  beginning  of  the  Service. 

41.  Previous  experience  with  some  local  authority  hospital  services  made  the  medical 
profession  (and  probably  the  Ministry  of  Health  also)  aware  of  one  of  the  dangers  of 
a salaried  service — be  it  part-time  or  whole-time — that  a spirit  of  mediocrity  might 
arise  if  increases  in  salary  are  based  on  seniority  alone.  Consultants  therefore  welcomed 
the  recommendation  of  the  Spens  Committee  on  the  principle  of  merit  awards.  These 
awards  act  as  an  incentive  and  a recognition  of  improving  standards  of  professional 
work  and  efficiency  and  are  allotted  by  a committee  of  authoritative  character  which 
takes  into  account  all  facets  of  the  consultant’s  work  and  attainment. 

42.  The  payment  for  teaching  both  undergraduate  and  post-graduate  students  as  an 
additional  factor  of  remuneration  to  that  of  the  basic  salary  has  been  fully  accepted 
since  1948. 

43.  The  superannuation  scheme  has  had  no  serious  criticisms. 

44.  After  the  Danckwerts  award  to  General  Practitioners  in  1952,  consultants,  who 
had  refrained  from  making  any  earlier  parallel  claim,  lodged  a claim,  through  Committee 
B of  the  Medical  Whitley  Council,  for  overall  increased  remuneration  on  the  basis  of 
reduced  value  of  money.  After  many  direct  discussions  with  the  Ministry  of  Health 
of  that  day  an  ad  hoc  agreement  was  eventually  reached  whereby  consultants  received 
a modest  increase  in  remuneration  for  the  purely  practical  purposes  as  defined  by  the 
Ministry  of  Health,  (a)  of  partially  restoring  the  balance  between  consultants  and 
general  practitioners  following  upon  the  Danckwerts  award,  and  (b)  of  safeguarding 
recruitment  to  consultant  ranks.  The  Ministry  declined  to  agree  to  any  increase  of 
consultant  remuneration  for  the  purpose  of  implementing  more  appropriately  the 
“ betterment  ” provisions  of  the  Spens  Report,  but  admitted  in  the  case  of  junior  medical 
staff  the  need  to  increase  salaries  to  meet  the  rise  in  the  cost  of  livmg.  The  agreement 
was  a compromise  and  there  was  much  in  it  which  consultants  did  not  greatly  favour; 
for  example,  an  increase  in  board  and  lodging  deductions  for  house  officers  and  some 
relative  sacrifice  by  the  highest  paid  consultants.  This  agreement,  never  looked  upon  as 
other  than  interim  by  consultants,  was  subsequently  ratified  in  Committee  B of  the 
Medical  Whitley  Council. 

45.  There  have,  however,  been  considerable  criticisms  voiced  since  1948  upon  the 
factor  of  expenses  allowable  to  consultants,  both  part-time  and  whole-time,  incurred 
in  carrying  out  their  hospital  work.  The  authorities  in  this  case  (correctly  speaking 
they  are  the  Management  Side  of  Committee  B of  the  Medical  Whitley  Council,  but  it 

30696  A 3 

Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


64 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


is  felt  that  the  Ministry  of  Health  and  perhaps  the  Treasury  bear  most  real  responsibility) 
have  been  unduly  narrow  in  their  interpretation  of  the  relevant  recommendations  of 
the  Spens  Committee  concerning  these  allowances,  and  it  is  considered  by  both  part-time 
and  whole-time  consultants  that  the  recommendations  of  the  Spens  Committee  under 
this  heading  have  never  been  met  with  equity.  The  part-time  consultants’  travelling 
expenses,  on  the  whole,  have  been  reasonably  handled  but  there  has  been  evidence 
recently  of  attempts  by  the  authorities  to  restrict  allowances  and  these  issues  are  still 
sub  judice  in  the  Whitley  machine.  The  allowance  of  expenses  to  whole-time  and 
part-time  consultants  for  study  leave,  which  is  essential  to  the  maintenance  of 
high  consultant  efficiency,  has,  in  many  instances,  been  denied  or  given  grudgingly, 
particularly  in  the  non-teaching  hospitals  where  it  is  most  needed,  and  there  has  been 
little  or  no  allotment  for  expenses  in  the  preparation  of  scientific  papers,  subscriptions  to 
professional  societies,  and  so  forth. 

46.  The  whole-time  consultant  feels  a particular  grievance  in  this  regard  as  under 
Schedule  E income  tax  regulations  he  has  succeeded  in  obtaining  very  little  of  what 
he  regards  as  legitimate  expenses  allowed  free  of  tax.  It  is  often  essential  for  the  whole- 
time consultant  to  use  his  car  for  his  hospital  work  and  he  does  not  get  adequate  income 
tax  relief  on  this  point.  It  is  noted  that  the  Royal  Commission  on  Taxation  of  Profits 
and  Income  has  suggested  a certain  liberalization  of  the  conditions  of  Schedule  E and 
it  is  to  be  hoped  that  this  will  be  brought  about  as  soon  as  possible  for  whole-time 
medical  men  in  the  hospital  service. 

47.  After  the  Service  had  been  in  existence  for  seven  years  consultants  were  disquieted 
by  a sudden  decision  of  the  Inland  Revenue  authorities  to  place  a large  number  of  part- 
time  consultants  on  Schedule  E as  far  as  their  hospital  earnings  are  concerned.  An 
appeal  to  the  Special  Commissioners  of  Income  Tax  on  this  point  has  been  won  by  the 
medical  profession.  The  Special  Commissioners  declared  that  the  holding  of 
remunerated  hospital  posts  by  a part-time  consultant,  even  a maximum  part-time  con- 
sultant, should  be  regarded  as  incidental  to  the  practising  of  a profession.  The  Inland 
Revenue  authorities  gave  notice  of  appeal  against  this  decision,  and  it  is  to  be  hoped  that 
this  matter  will  be  resolved  as  soon  as  possible  and  not  left  in  suspense.  It  is  a firm 
belief  of  consultants  that  it  is  in  the  public  interest  that  the  holding  of  hospital  posts 
should  be  looked  upon  as  part  of  the  practice  of  our  profession  and  consultants  sincerely 
believe  that  the  preservation  of  their  status  as  highly  qualified  professional  men  practising 
a profession  and  carrying  all  the  responsibility  for  the  work  that  they  do  is  in  the  ultimate 
best  interests  of  medicine  and  society.  They  have  no  wish  to  divest  themselves  of  any 
of  the  responsibility  for  their  professional  work  nor  would  they  willingly  accept  this. 
It  is  to  be  hoped  that  the  Royal  Commission  will  endorse  the  wisdom  of  this  attitude. 

48.  It  can  finally  be  said  in  summing  up  about  the  Report  of  the  Interdepartmental 
Committee  on  the  Remuneration  of  Consultants  and  Specialists,  that  it  has  stood  well 
he  test  of  time  and  experience  since  1948.  There  is  no  desire  by  consultants  as  a whole, 
D-day  to  suggest  that  there  should  be  any  qualitative  modification  in  any  of  these 
.ecommendations  whatsoever. 

49.  The  Consultant  Spens  Report  was  accepted  by  consultants  and  by  the  Ministry 
of  Health  and  translated  into  the  Terms  and  Conditions  of  Service  for  Hospital  Medical 
and  Dental  Staffs.  These  Terms  and  Conditions  of  Service  crossed  the  “ t’s  ” and  dotted 
the  “ i’s  ” of  the  Consultant  Spens  Report  and  translated  its  recommendations  into 
terms  of  service  suitable  for  a National  Health  Service  beginning  in  1948.  It  was,  of 
course,  considered  at  the  time  that  the  recommendations  of  the  Spens  Committee  that 
adequate  allowance  for  the  altered  value  of  money  should  be  injected  into  post-war 
terms  of  service  had  never  been  carried  out  and  it  was  expected  that  they  would  later 
be  implemented. 

50.  The  betterment  factor  in  consultant  remuneration  amounted  to  only  approximately 
20  per  cent.  Nevertheless,  in  spite  of  this,  after  resolute  negotiations  lasting  for  some 
months,  these  terms  of  service  were  accepted  by  consultants  and  took  the  form  at  that 
stage  of  what  were  known  as  permanent  contracts  which  were  then  signed  by  the  con- 
sultant concerned  and  his  hospital  authority. 

51.  In  these  terms  and  conditions  of  service  will  be  seen  the  description  of  one  or  two 
grades  of  medical  officer  not  mentioned  in  the  Spens  Report,  particularly  those  in 
paragraph  2 of  the  Terms  and  Conditions  of  Service.  There  remains  still  a problem 
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in  the  service  concerning  the  position  particularly  of  the  so-called  senior  hospital  medical 
officer.  This  post  was  created  in  order  that  a number  of  transferred  officers  who  were 
clearly  not  of  consultant  status  could  be  embodied  in  the  National  Health  Service.  The 
grade  has  persisted  since  under  the  terms  of  a circular  agreed  with  the  Ministry  of  Healt  h 
in  certain  special  departments  of  medicine.  There  have  been  disputes  about  the 
remuneration  of  this  grade  and  arbitration  has  taken  place.  Many  officers  working 
in  this  grade  repeatedly  express  discontent.  Negotiation  as  to  the  future  of  this  type 
of  grade  is  being  carried  out  with  the  Ministry  of  Health. 

52.  There  has  been  a tendency  since  1948  for  most  consultants  to  approach  maximum 
part-time  contracts,  that  is  to  say  nine  half-days  per  week. 

53.  Evidence  before  the  Guillebaud  Committee  strongly  supported  the  benefits  of  a 
part-time  service  as  distinct  frcm  a whole-time  salaried  one.  This  still  remains  very 
firmly  the  opinion  of  the  consultant  profession.  It  is  not  merely  a matter  of  financial 
advantage.  There  can  be  no  doubt  that  the  element  of  professional  freedcm  given  by 
being  part-time  greatly  increases  the  sense  of  professional  incentive  and  efficiency  and 
the  independence  of  the  individual  consultant. 

54.  It  is  strongly  to  be  emphasized  that  consultants  wish  no  material  changes  of 
principle  at  all  to  be  made  in  the  present  terms  and  conditions  of  service  which,  as  stated 
above,  like  the  principles  of  the  Spens  Report,  have  stood  well  the  test  of  experience. 

55.  What  is  needed,  if  we  continue  to  live  in  an  age  of  altering  values  of  money,  is 
some  means  whereby  overall  quantitative  modifications  in  remuneration  can  take  place 
smoothly,  readily  and  equitably  without  any  qualitative  disturbances  so  that  a stable 
standard  of  living  can  be  relied  upon.  It  is  in  the  public  interest  that  there  should  be 
machinery  to  maintain  consultant’s  remuneration  at  all  times  at  a level  consistent  with 
their  professional  status  and  responsibility.  The  Joint  Consultants  Committee  believes 
that  it  would  not  be  in  the  interests  of  the  service  if  any  processes  of  levelling  down 
from  the  top  entered  into  remuneration.  It  is  most  desirable  that  there  should  continue 
to  be  a small  percentage  of  men  whose  very  high  ability  and  attainments  are  reflected 
in  a high  order  of  remuneration.  Consultants  regard  this  as  essential  in  maintaining 
the  position  of  the  top  levels  of  the  medical  profession  in  relation  to  the  other  professions 
and  occupations  in  society.  The  Joint  Committee,  therefore,  would  oppose  any 
modifications  in  remuneration  which  had  the  effect  of  leaving  the  top  and  senior  levels 
more  or  less  stationary  in  remuneration  whilst  those  of  lower  levels  were  substantially 
increased. 

56.  The  Joint  Consultants  Committee  continues  to  press  the  claim  made  by  the 
profession  as  a whole  for  a quantitative  increase  in  med'cal  remuneration  as  a result 
of  the  diminished  value  of  money  since  1951  and  is  a party  to  the  arguments  supporting 
this  claim  which  were  recently  submitted  to  the  Minister  of  Health  and  Secretary  of 
State  for  Scotland. 

57.  The  documents  containing  these  arguments  are  attached  as  an  appendix. 

58.  The  Joint  Consultants  Committee  is  highly  critical  of  the  recommendations 
affecting  the  reorganization  of  medical  services  put  forward  in  the  Report  of  the  Com- 
mittee of  Enquiry  into  the  Cost  of  the  National  Health  Service  of  January,  1956;  for 
example,  of  the  recommendations  of  this  committee  that  a so-called  new  specialist 
grade  should  be  introduced.  It  is  discussing  this  at  the  moment  with  the  Ministry  of 
Health  but  it  would  regard  such  a grade  as  reducing  hospital  efficiency  and  likely  to 
result  in  abuse  by  underpayment  for  medical  service. 

59.  Consultants  feel  that  more  organized  medical  consultative  and  advisory  machinery 
should  systematically  be  introduced  into  the  hospital  service.  Consultants  gave  evidence 
before  the  Select  Committee  on  Estimates  in  the  Parliamentary  session  1950-51  on 
the  Administration  of  Regional  Hospital  Boards  and  Hospital  Management  Committees 
and  entirely  agree  with  the  findings  of  this  Select  Committee  on  Estimates  that  the 
Whitley  Councils  in  the  National  Health  Service  have  not  worked  as  efficiently  as  they 
should.  We  would  like  to  quote  to  the  Royal  Commission  the  phrase  from  the  report 
of  the  Select  Committee  on  Estimates  in  paragraph  29: 

“ The  efficient  working  of  the  Whitley  Councils  is  of  the  highest  importance  not 
only  to  the  service  but  also  to  the  national  economy.  Your  committee  are  not 
satisfied  that  the  councils  work  efficiently.” 
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60.  Consultants  believe  that  there  are  two  main  problems  of  remuneration  affecting 
hospital  medical  staffing  at  the  present  time.  One  is  the  fixing  of  the  overall  quantitative 
level  of  remuneration  at  an  equitable  level  based  on  the  Terms  and  Conditions  of  Service 
and  in  relation  to  the  present  diminished  value  of  money.  The  second  of  the  main 
remuneration  problems  is  the  efficient,  almost  day  to  day  negotiation  of  small  details  of 
remuneration  that  appear  constantly  to  be  turning  up,  such  as:  what  should  be  the 
remuneration  of  clinical  assistants  in  the  hospital  service?  What  improvements  or 
modifications  should  be  made  in  the  board  and  lodging  charges  for  resident  medical 
staffs?  What  conditions  should  be  laid  down  for  their  standards  of  accommodation? 

61 . It  is  necessary  to  have  some  form  of  appeal  machinery  to  which  individual  members 
of  hospital  medical  staffs  can  apply  if  they  feel  that  the  terms  of  service  are  being  wrongly 
interpreted  and  applied  to  them.  Some  machinery  must  exist  for  the  “ bread  and 
butter  ” type  of  negotiation  on  remuneration.  This  may  well  be  the  Whitley  Committee, 
but  consultants  feel  strongly  that  the  inelasticity  and  slowness  of  this  machine  has  caused 
considerable  irritation  to  both  management  and  staff  sides. 

62.  The  Royal  Commission  may  feel  that  a new  form  of  machine  should  be  devised 
or  the  existing  arrangements  improved.  Under  the  existing  Whitley  machinery  neither 
side  can  go  to  arbitration  without  the  permission  of  the  other.  In  other  fields  many 
bodies  in  dispute  with  their  employing  authorities  have  the  right,  under  the  Industrial 
Disputes  Order,  to  go  to  arbitration  unilaterally. 

63.  This  right  might  very  well  hasten  and  improve  the  day-to-day  Whitley  negotiations 
for  hospital  medical  staffs. 

64.  When  the  Terms  and  Conditions  of  Service  were  finally  agreed  in  1949,  the 
Permanent  Secretary  of  the  Ministry  gave  an  undertaking  on  behalf  of  the  Minister  in 
the  following  terms : 

(1)  no  changes  would  be  made  in  the  terms  and  conditions  of  service  without 
discussion  in  the  appropriate  part  of  the  Whitley  machinery  when  established,  and 
this  would  be  established  as  soon  as  possible; 

(2)  remuneration  was  regarded  as  a subject  suitable  for  arbitration; 

(3)  save  in  exceptional  circumstances,  and  after  the  conciliation  machinery  of 
Whitley  had  been  exhausted,  issues  of  remuneration  remaining  in  dispute  would  go 
either  to  arbitration  or  for  enquiry  and  report  by  a committee. 

In  practice,  since  1949  these  clauses  have  been  inconsistently  and  inadequately  applied. 
Their  spirit  has  rarely  been  honoured  by  the  authorities. 

65.  In  regard  to  the  quantitative  overall  modification  of  the  hospital  medical  staff 
remuneration  the  Joint  Consultants  Committee  welccmes  the  third  term  of  reference  of 
the  Royal  Commission  and  hopes  very  much  that  the  Royal  Commission  will  find  its 
way  to  recommend  some  form  of  high-level  review  organization  for  this  purpose. 

66.  Finally,  it  should  be  said  that  consultants  do  not  propose  any  material  modifications 
at  the  present  time  in  the  administrative  structure  of  the  hospital  service  and  its  division 
into  Boards  of  Governors,  Regional  Hospital  Boards  and  Hospital  Management  Com- 
mittees. Except  in  the  case  of  hospitals  especially  designed  for  general  practitioners 
such  as  cottage  hospitals,  consultants  believe  that  hospitals  should  uniformly  be  staffed 
m the  long-established  way  of  the  consultant  staffed  voluntary  hospitals  before  the  war, 
that  is  to  say  by  beds,  patients  and  departments  being  in  the  care  of  an  adequate  staff 
of  physicians,  surgeons,  and  other  specialists  of  consultant  status. 

67.  It  is  the  hope  of  consultants  that  the  Terms  and  Conditions  of  Service  and  the 
level  of  remuneration  will  be  such  that  the  steady  process  of  up-grading  of  the  country’s 
hospitals  will  continue.  They  desire  to  see  the  high  standards  of  British  teaching 
hospitals  fully  maintained  and  the  standards  of  non-teaching  hospitals  gradually  and 
steadily  elevated  as  has  in  fact  been  the  case  since  1948. 

68.  Consultants  believe  that  with  somewhat  improved  administrative  machinery  it 
should  be  possible  actually  to  improve  the  consultant  staffing  of  many  hospitals  of  this 
country  without  greatly  increasing  the  overall  costs. 
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69.  They  support  improving  liaison  with  general  practitioners  and  public  health  services 
by  liaison  sub-committees  where  appropriate. 

September,  1957. 

Note: 

The  documents  contained  in  the  Appendix  to  this  memorandum  have  already  been 
published  in  the  British  Medical  Journal. 

Remuneration  of  General  Practitioners  and  Hospital  Medical  Staff.  Case  submitted 
to  the  Ministers  by  the  Profession. 

Supplement.  1956.  July  28th.  pp.  75-83. 

A Supplement  to  the  Outline  of  the  Case. 

Supplement.  1956.  November  3rd.  pp.  173-177. 


Examination  of  Witnesses 

Sir  Russell  Brain 
Mr.  T.  Holmes  Sellors 
Dr.  J.  D.  S.  Cameron 
Dr.  T.  Rowland  Hill 

on  behalf  of  the  Joint  Consultants’  Committee. 

Called  and  Examined 


291.  Chairman : We  'have  read  your 
very  interesting  imemionandum,  which  we 
much  appreciate,  and  you  are  here  in 
reply  to  our  request  for  a Me  back- 
ground information.  I understand  you 
are  expecting  to  put  in  some  more 
evidence  on  some  of  the  main  matters  of 
interest  to  you  and  to  us  shortly,  and 
that  you  do  not  want  to  deal  with  all 
the  questions  now  which  may  be  more 
fully  covered  in  your  later  memorandum? 

Sir  Russell  Brain : Yes,  thank  you. 

We  hope  our  memorandum  Will  be  in 
your  hands  in  two  or  three  weeks  time. 

292.  I feel  quite  sure  we  will  have 
some  other  questions  which  need  answer- 
ing arising  ouit  of  your  second  memoran- 
dum ; but  meanwhile  I hope  you  will 
feel  free  to  say,  if  you  wish,  that  you 
would  prefer  not  to  answer  some  of  our 

questions  until  later  on. Thank  you 

very  much. 

293.  We  have  received  evidence  from 
a great  many  'bodies ; and  therefore  we 
have  appointed  sub-committees  ito  con- 
sider the  kind  of  questions  we  want  to 
ask  our  witnesses.  In  this  particular 
case  Sir  David  Hughes  Parry  is  chair- 
man of  the  sub-committee  that  has  done 
most  of  the  work,  so  he  will  probably 
be  asking  most  of  the  main  questions. 
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But  in  due  course  probably  every  mem- 
ber of  the  Royal  Commission  will  want 
to  ask  something  on  some  of  these 
problems. 

First  of  all.  Sir  Russell,  would  you 
like  to  tell  us  jusit  exactly  whom  the 
Joint  Consultants  Committee  represent 
and  what  is,  as  it  were,  the  coverage  of 
the  Committee? The  Joint  Consult- 

ants Committee  consists-  of  representa- 
tives of  the  Royal  College  of  Physicians 
of  London,  the  Royal  College  of  Sur- 
geons of  England,  the  Royal  College  of 
Obstetricians  and  Gynaecologists,  the 
Royal  College  of  Physicians  of  Edin- 
burgh, the  Royal  College  of  Surgeons  of 
Edinburgh,  and  the  Royal  Faculty  of 
Physicians  .and  Surgeons  of  Glasgow, 
together  with  six  representatives  of  the 
Central  Consultants  and  Specialists  Com- 
mittee, which  is  a committee  related  to 
'the  British  Medical  Association.  Alto- 
gether we  have  about  18  or  19  members, 
and  we  are  concerned  with  the  medical 
staffing  of  the  hospital  service — the 
hospital  branch  of  the  health  service. 

294.  Am  I right  in  thinking  that  you 
also  cover  the  dentists  to  the  extent  that 

•they  are  dental  consultants? We  have 

had  a dental  observer  who  has  attended 
our  meetings  up  to  now.  In  general  the 
A 5 
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terms  of  service  for  dental  consultants 
are  the  same  as  for  medical,  and  we  are 
just  reaching  a stage  at  which  we  have 
asked  our  dental  colleagues  to  send  two 
members  who  will  be  members  and  not 
merely  observers  in  future. 

295.  I understand  they  associate  them- 
selves with  your  main  submission? 

Yes,  entirely. 

296.  So  indirectly  are  all  consultants 
in  the  United  Kingdom  represented 
through  the  members  of  your  committee? 

Yes,  except  for  the  very  few  who 

may  not  have  contracts  with  the  Health 
Service  ; but  all  consultants  and  all  mem- 
bers of  medical  staff  of  hospitals  down 
to  the  house  officer  and  house  surgeon 
are  represented  by  this  committee. 

297.  Sir  David  Hughes  Parry : I think 
the  first  matter  the  Commission  would 
like  to  cover  with  you  is  the  question  of 
the  recruitment  and  the  attraction  of 
students,  their  maintenance  during  train- 
ing, the  length  of  their  training,  and 
things  of  that  nature.  I shall  try  and 
keep  to — those  are  my  instructions — what 
you  have  already  raised  in  your 
memorandum,  knowing  of  course  that 
you  are  going  to  submit  another 
memorandum.  In  your  first  paragraph 
you  refer  to  the  fact  that  nearly  seventy 
per  cent,  of  medical  students  are  in 
receipt  of  grants,  and  in  the  last  sentence 
you  refer  to  the  vocational  aspeot  of 
the  choice  of  students  of  a medical 
career.  We  would  like  to  know  what 
you  mean  to  include  in  the  expression 
“ the  vocational  aspect  ”,  because  you  in- 
dicate that  it  is  tempered  by  various 

other  considerations. 1 think  what 

we  had  in  mind  was,  looking  at  the 
picture  broadly  and  in  the  lignt  of  the 
past,  that  in  the  past  many  sons  of 
doctors  went  into  medicine  to  follow  the 
profession  of  their  fathers.  The  finan- 
cial position  in  the  past  meant  that  most 
people,  if  their  parents  could  not  afford 
to  pay  the  major  part  of  their  fees,  and 
unless  they  won  scholarships,  could  not 
enter  medicine.  The  existence  of  large 
educational  grants  has  changed  the  posi- 
tion very  materially,  and  there  is  no 
longer  the  same  financial  handicap  that 
used  to  exist.  It  is  difficult,  I think,  to 
say  how  far  the  situation  has  changed 
in  respect  of  such  things  as  family  tradi- 
tion— 'that  is  a thing  about  which  views 
rather  differ — but  broadly  the  effect  of 
educational  grants  on  a large  scale  has 
been  to  widen  the  social  stratification  of 


medicine,  and  probably  relatively  - to 
diminish  some  of  the  older  incentives 
and  family  traditions,  naturally  enough. 

I think  that  is  mainly  what  we  had'  in 
mind.  It  must  of  course  also  be  influ- 
enced by  what  appear  to  be  from  time 
to  time  the  financial  attractions  not  Only 
of  medicine  as  a whole,  but  of  particular 
branches  of  it. 

298.  Do  you  think  that  the  grants  as 
they  are  today  enable  a student  to  main- 
tain himself  from  beginning  to  end  of 

his  training? We  had  notice  that  we 

were  going  to  be  asked  some  questions 
about  'this,  and  I think  I should  say  I 
know  that  the  Royal  College  of 
Physicians  has  gone  into  this  very  fully 
and  has  collected  a good  deal  of  informa- 
tion and  actual  figures ; and  while  we 
have  not  collected  that  information  I do 
not  know  whether  you  would  feelthat 
on  the  question  of  the  actual  figures  it 
would  be  better  to  leave  the  Royal 
College  of  Physicians  to  deal  with  this 
point. 

299.  We  would  like  to  get  information 
to  see  whether  the  grants  as  they  are  at 
the  present  time  do  sufficiently  maintain 
a person  from  beginning  to  end  of  his 
career  as  a student. — — Well,  I know  the 
College  has  precise  answers  to  that,  has 
estimates  for  the  cost  of  the  total  career, 
and  deals  with  such  things  as  clothing, 
lodging  allowances ; they  have  ail  the 
figures. 

300.  Thank  you.  Do  you  think  that 
the  absence  of  maintenance  grants  for 
persons  at  a particular  grade  of  income 
is  hindering  the  sons  of  doctors  from 

going  in  as  students? 1 think  we  have 

no  doubt  that  that  is  the  case,  that  , the 
imposition  of  what  seems  to  us  rather 
an  arbitrary  limit  means  that  a doctor 
who  has  possibly  four  sons  may  not  be 
able  to  send  as  many  as  he  would  wish— 
or  as  they  would  wish — into  medicine, 
because  the  limit  restricts  their  qualifi- 
cation for  scholarships  and  grants. 

301.  I wonder  if  you  could  give  us 
some  concrete  evidence  of  that.  We 
would  like  to  get  some  concrete  evidence 
in  support  of  what  you  have  indicated. 

That  again  is  a matter  on  which  I 

know  the  College  has  evidence  which, 
it  is  going  to  bring.  Our  evidence  is 
based  on  our  personal  knowledge  of 
individual  cases.  I do  not  know  whether 
any  of  my  colleagues  here  have  anything 
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to  add.— Mr.  T.  Holmes  Sellors : I think 
it  must  be  entirely  on  individual  experi- 
ence so  far  as  out  figures  can  go. 

302.  Mr.  Bonham-Car ter:  Sir  Russell, 
in  this  connection  have  you  any  opinion 
: — I am  not  pressing  you  on  facts  at  this 
stage  in  view  of  what  you  have  said — 
as  to  the  time  in  a young  man’s  career 
when  a decision  relating  to  .this  aspect 
of  affairs  is  taken?  If  I may  explain  the 
point  behind  my  question,  it  is  this.  I 
have  in'  another  field  raised  this  particu- 
lar subject  with  another  Ministry— not 
the  Ministry  of  Health  at  all — and  their 
answer  has  always  been  that  they  have 
no  evidence  that  people  do  not  in  fact 
go  to  the.  university — which  is  what  we 
are  talking  about  really  in  my  case — 
because  of  financial  stress  as  a result 
of  this  means  test.  But  I have  always 
suspected  that  when  you  ask  a young 
man  of  19  or  20  it  is  irrelevant,  he 
had  to  take  the  decision  much  earlier 
in  life— or  his  parents  did.  Does  ycur 
own  experience  help  in  that  direction 

at  all?— Sir  Russell  Brain : I shcu’d 

have  thought  the  decision  is  usually 
taken  at  about  16  when  the  boy  or 
girl  at-  school  has  to  specialise  for  a 
career,  and  that  is  what  determines  the 
decision.  But  I would  have  thought  that 
financial  considerations  in  the  parents’ 
minds  are  surely  just  as  powerfully 
operative  then  as  later. 

303.  In  fact  that  decision  would  have 

to  .be  taken  at  about  the  age  of  16  for 
the  medical  profession? Yes. 

304.  Sir  David  Hughes  Parry : I 

understood  you  to  say  that  students  now 
are  drawn  from  a much  wider  social 
class  than  formerly? Yes. 

305.  Many  of  those  who  thought  they 

had  a vocation  before  this  period  were 
not  able  to  train  as  medical  students, 
were  they? That  is  quite  true. 

306.  Therefore  there  ought  to  be  a 
.bigger  number  really  who  feel  that  they 
have  a vocation  for  the  profession  now 
going  in  as  students.  That  ought  to 

follow,  ■ ought  it  not? 1 think  it  does 

follow.  I do  not  think  we  wanted  to 
imply  the  contrary  of  that. 

307.  That  makes  clear,  I think,  the 
point  which  was  rather  doubtful  in  my 

.mind. Perhaps  our  last  sentence 

might  have  been  amplified  a little. 


308.  The  other  matter  is  in  paragraph 
4.  You  say  here  that  you  have  received 
“ prima  facie  evidence  from  various 
authoritative  quarters  that  schoolboys  of 
the  highest  ability  are  not  those  most 
commonly  drawn  towards  a medical 
career  today  and  that  the  intrinsic  ability 
of  the  average  medical  student  is  not  as 
high  as  it  might  be.”  I really  ought  to 
have  asked  whether  you  think  the  attrac- 
tions before  the  National  Health  Service 
were  sufficient  to  draw  men  of  the  very 
highest  ability,  or  a great  number  of 
people  of  the  highest  ability,  and  has 

there  been  a lowering  since  then? 1 

should  have  thought  it  is  very  difficult 
to  be  dogmatic  about  this,  and  it  is  some- 
thing about  which  it  is  very  hard  to 
obtain  reliable  statistical  evidence.  What 
we  had  in  mind  here  was  the  impression 
we  have  got  mainly  from  talking  to 
headmasters  and  science  masters  at 
schools,  who  are  apt  to  say  that  they 
think  that  by  and  large,  boys  entering 
other  professions,  or  more,  shall  I say, 
academic  careers,  tend  to  be  of  a rather 
higher  standard  than  those  entering  medi- 
cine. But  I do  not  think  any  of  us 
would  be  prepared  to  lay  great  stress 
on  that  either  as  a fact  today  or  in  com- 
parison with  the  past,  because  I do  not 
think  we  have  any  very  reliable  data; 
it  is  just  an  impression,  and  I would  not 
puit  it  any  higher  than  that. 

309.  But  you  agree  that  the  professions 
generally  are  more  open  now  to  attract 
students,  and  that  therefore  the  com- 
petition between  the  professions  is  very 

much  greater? Yes,  indeed  ; I think 

that  follows  really  from  what  we  have 
been  saying  about  the  effect  of  grants 
throughout  the  whole  of  professional 
life. 

310.  You  have  not  got  anything  in  the 
form  of  statistics,  but  simply  a general 

impression  of  that?- Only  a general 

impression.  I think  statistics  might 
conceivably  be  based  upon  the 
academic  attainments  of  those  entering 
medicine  compared  with  others  in  their 
various  qualifying  examinations,  but  I 
should  have  thought  it  would  be  very 
laborious  to  get  and  I doubt  if  it  would 
be  of  much  value. 

311.  Chairman:  You  say  there  that 
some  are  of  the  opinion  that  the  intrinsic 
ability  of  the.  average  medical  student  is 
not  as  high  as  it  might  be.  But  from  the 
rather  uncertain  tone  of  that  paragraph 
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do  I take  it  that  this  is  not  something 

that  is  causing  particular  concern? 

No. 

312.  Sir  Hugh  Watson:  We  have  be- 
fore us  a memorandum  prepared  by  the 
Royal  College  of  Physicians  of  Edin- 
burgh, which  comes  down  very  slightly 
on  the  other  side  of  the  fence : “ So  far 
as  the  quality  of  the  newly-qualified  doc- 
tors is  concerned  the  committee  has  the 
impression  -that  the  present  medical 
graduate  compares  favourably  with  his 
pre-war  counterpart,  though  it  cannot 
support  this  opinion  with  any  objective 

evidence.”  Do  you  agree  with  that? 

I think  it  is  difficult  to  rely  on  impres- 
sions, especially  as  one  gets  older  and 
looks  at  the  past.  I would  not  say  1 
have  noticed  any  substantial  difference 
one  way  or  the  other. 

313.  Chairman  : It  would  look  as 

though  in  these  two  submissions  of 
evidence  we  have  had,  one  has  come 
down  slightly  on  one  side  and  one  on 
the  other ; is  that  it? Yes. 

314.  Sir  David  Hughes  Parry:  In 

paragraph  2— the  method  of  training — 
you  draw  attention  to  the  fact  that  it 
takes  six  or  seven  years’  training.  That 
is  a longer  period  than  most  professions, 
but  not  all.  Take  the  profession  of 
solicitor,  generally  a longer  period  is  in- 
volved there,  is  it  not,  if  he  took  a univer- 
sity degree? In  general  it  is,  yes. 

315.  But  now  seventy  per  cent,  would 
be  maintained  throughout  that  period. 
You  suggest  later  on  that  there  should 
be  another  year — and  they  have  an  intern 
year  after  that,  do  they  not?— and  that 
would  make  it  really  seven  years  ; and 
in  paragraph  5 you  suggest  the  addition 
of  yet  another  year  of  intern  service, 

do  you  not? Well,  this  is  not  another 

year.  What  we  are  really  describing  is 
the  existing  practice,  and  particularly  the 
past  practice.  It  has  always  been  thought 
desirable  that  a man  when  he  has  quali- 
fied, having  done  one  year  of  house 
appointments,  which  he  now  has  to  do, 
should  go  on  and  do  at  least  another 
°.ne* . That  was,  I think,  more  the  prac- 
tice in  the  past  than  it  is  today,  when 
for  various  reasons  many  young  men  are 
anxious  to  get  established  and  tend  to 
leave  the  hospital  after  one  year  in  order 
to  go  into  general  practice  particularly. 
We  feel  that  they  would  be  better  doctors 
if  they  did  at  least  another  year  as  well 
as  their  compulsory  provisional  registra- 
tion year. 


316.  But  it  would  make  the  period  of 
training  very  long  if  this  became  general, 

would  it  not? It  has  been  general; 

it  is  not  really  anything  new.  I think 
it  has  in  the  past  been  very  widely  done. 
We  would  think  it  desirable. — Dr. 
Cameron : I think  we  might  answer  that 
the  one  year  might  be  taken  as  part  re- 
placement -of  the  two  years  at  present 
spent  -on  national  service.  We  were  look- 
ing towards  a disappearance  -of  the  two 
years  of  national  service,  and  one  of 
those  two  years  then  being  employed  for 
further  hospital  appointments. — Dr.  Hill: 
There  is  just  one  point  I want  to  make 
here,  and  that  is  this : that  we  hope  under 
the  National  Health  Service  junior  hos- 
pital appointments  will  be  sufficiently 
well  paid  to  make  them  be  looked 
upon  as  part  of  a young  doctor’s  career 
rather  than  his  training.  You  see,  medi- 
cine today  -has  grown  more  complicated, 
and  just  as  a young  naval  officer  has  to 
work  so  many  years  at  sea  and  so  many 
years  ashore,  one  should  look  upon  these 
years  of  a young  doctor  in  hospital,  if 
he  is  properly  paid  for  them,  as  part  of 
his  career  rather  than  part  of  his  train- 
ing. 

317.  Chairman:  Would  you  consider 
that  -in  fact  it  would  be  desirable  for 
more  than  one  year  to  be  compulsory? 
—Sir  Russell  Brain:  No,  I do  not 
think  there  should  be  more  than  one 
compulsory  year. 

318.  You  feel  it  should  be  sufficiently 
in  balance  as  far  as  earnings  go  with 
other  branches  to  make  it  happen  very 
often — not  to  involve  financial  sacrifice 

to  stay  on.  That  is  your  point? 

Yes. 

319.  Mr.  Bonham-Carter : Dr.  Hill  has 
answered  the  first  question  I wanted  to 
put,  but  what  sort  of  age  group  are  we 
talking  about  now ; what  age  roughly 
are  the  men  in  this  first  and  second  year? 
— -About  24. 

320.  They  are  24-26? -Yes. 

321.  Sir  David  Hughes  Parry:  That, 

I think,  covers  the  points  that  we  wanted 
to  raise  on  the  attraction  of  students  and 
■thedr  training,  and  I am  quite  satisfied 
now.  I was  not  quite  sure  from  para- 
graph 5 whether  you  had  any  contempla- 
tion of  a two-year  compulsory  period? 
— No. 

322.  Now  could  we  turn  to  the  attrac- 
tion and  training  and  maintenance  of 
registrars,  and  the  payment  of  registrars? 
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You  lay  great  emphasis  there  on  the  com- 
petitive hospital1  training  of  registrars, 
do  you  not?  I am  not  quite  sure  what 
you  mean  by  the  word  “competitive” 
there.  Paragraph  5:  “A  very  much 
longer  period  of  competitive  hospital 
training  is  needed  for  the  young  doctor 
who  hopes  to  become  a consultant.”  I 
am  not  quite  certain  what  is  meant  by 

“ competitive  training  That  means 

that  he  goes  on  from  post  to  post  in 
competition  with  others,  and  therefore 
there  is  selection  at  this  stage  of  the  best 
people,  because  the  Others  fall  by  the 
way. 

323.  And  you  think  that  that  is  a 
necessary  element  and  a vital  element  in 

the  training  for  the  consultant  stage? 

Yes,  it  is  the  traditional  method  which 
has  been  adopted  for  many  years,  and  it 
is  really  implied  by  the  fact  that  as  one 
goes  up  the  scale  there  are  fewer  posts 
and  therefore  there  must  be  more 
competition. 

324.  Chairman:  Have  you  any  broad 
idea.  Sir  Russell,  on  this  question  of 
competition  as  to  what  sort  of  propor- 
tion of  those  who  would  have  liked  to 
become  consultants  should  fall  by  the 
way  in  order  to  get  the  best  people ; or 

how  many  do,  if  you  like? Mr. 

Sellors:  I think  at  the  registrar  level  a 
great  many  of  the  young  doctors  have 
not  yet  decided  what  branch  or  specialty 
they  want  to  go  into,  or  even  if  they 
want  to  go  into  general  practice.  They 
are  feeling  their  way  and  getting  a wider 
education  as  doctors,  and  it  may  be  that 
one  of  those  particular  branches  will  be 
the  one  they  will  choose  to  try  and  enter. 
From  that  point  then  the  competition 
becomes  a little  more  selective  and 
narrowed  down.  I think  at  the  present 
moment  when  we  come  into  the  senior 
registrar  grade  we  are  more  or  less 
agreed  that  the  ideal  state  of  affairs 
should  be  a wastage  of  about  10  per 
cent. — that  is,  from  illness,  from  people 
who  are  just  not  up  to  the  standard  and 
do  not  make  the  training  grade,  and  for 
various  other  reasons.  There  ought  to 
be  some  percentage  of  wastage  when  you 
get  to  the  final  step  in  training.  But 
until  you  come  to  the  senior  registrar 
grade  they  are  not  in  active  training  for 
a given  specialty  in  medicine — they  may 
be  on  their  way,  but  at  the  registrar  level 
they  can  still  switch  into  any  other 
branch  or  into  general  practice  or  public 
health,  or  whatever  they  may  want. 


325.  Sir  David  Hughes  Parry : You 
are  in  effect  saying  that  up  to  the  .end 
of  the  period  of  training  as  registrar 
they  ought  to  be  fluid — they,  can  go  in 

any  direction? Yes.  They  may  start 

from  the  very  beginning  at  what  they  are 
aiming  for,  but  they  can  change. 

326.  What  I call  the  diversion  should 
take  place  at  the  end  of  the  ordinary 
registrar  stage  ; that  is  normally  the  time 
of  diversion  into  general  practice  or  into 

the  consultant  grade.  Is  that  right? 

Sir  Russell  Brain : Yes,  and  after  they 
have  been  accepted  as  senior  registrars 
■one  would  hope  there  would  be  very 
little  wastage  if  they  have  been  well 
selected  and  are  sure  of  their  own  minds. 

327.  Chairman : Competition  can  be 
partly  a question  of  speed,  of  how  long 
you  spend  in  each  grade,  as  well  as  a 
question  of  whether  you  fail  or  succeed 
altogether.  That  is  partly  what  you  mean 

by  competition? To  <a  limited  extent, 

yes. 

328.  Sir  David  Hughes  Parry : What 
sort  of  period  do  you  expect  the 
registrar  period  to  cover — how  many 

years? The  ordinary  registrar  period 

would  normally  be  about  two  years. 

329.  Sir  Hugh  Watson : Before  he 

becomes  a senior  registrar? -Yes,  or 

goes  into  some  other  branch  of  practice. 

330.  Sir  David  Hughes  Parry : Is  that 

normal  now,  or  is  it  longer? It  is 

normal  now.  If  he  has  done  a com- 
pulsory year  as  house  appointments, 
then  another  year,  two  years  as  registrar 
and  four  years  as  senior  registrar,  then 
that  is  eight  years  after  his  qualifying 
examination  already. 

331.  Many  of  those  who  have  served 
as  registrars  would  like  to  become  senior 
registrars  no  doubt,  would  they  not,  but 
have  failed  in  the  competition  to  make 

the  grade;  is  that  right? Yes,  it  is 

true ; I cannot  say  how  many,  but  it  is 
true. 

332.  Then  where  will  they  be  diverted? 
Some  will  go  into  general  practice. 

333.  Sir  Hugh  Watson : Up  to  what 

stage  do  you  find  that  people  do  in  fact 
go  into  general  practice  from  the  hos- 
pital service? That  is  a very  difficult 

question  at  the  moment,  which  we  are 
much  concerned  with.  It  is  at  present 
for  various  reasons  very  difficult  for  men 
who  spend  long  in  hospitals  in  the 
more  senior  posts  to  get  into  general 
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practice,  and  that  is  one  reason,  I think, 
why  those  who  go  into  general  practice 
go  in  as  quickly  as  they  can. 

334.  Which  is  probably  not  a good 
thing  for  the  profession.  You  would 
prefer  them  to  stay  in  hospitals  longer? 
Yes. 

335.  Chairman : Is  the  line  between 
general  practice  and  hospital  service 
much  more  clearly  defined  than  it  was 

before  the  war? Yes,  much  more.  In 

the  past  the  fact  that  a man  had  had 
long  hospital  experience  and  perhaps 
some  higher  qualifications  was  an  asset 
to  him  very  often  in  general  practice,  but 
that  seems  to  be  no  longer  the  case. 

336.  Mrs.  Baxter : And  is  this  in  your 
view  due  to  the  fact  of  the  increasing 
complexity  of  medicine,  the  increasing 
specialisation  required  in  the  senior 

registrar’s  post? 1 think  it  is  due  to' 

a number  of  facts.  That  is  undoubtedly 
one,  because  a man  who  has  had  a 
highly  specialised  post  as  senior  registrar 
is  obviously  difficult  to  fit  into  general 
practice.  But  there  are  other  factors — 
the  fact  that  in  the  past  a man  in  general 
practice  often  held  hospital  appoint- 
ments and  therefore  his  specialised  know- 
ledge was  of  value  to  him  still.  And 
there  are  certain  other  factors  concerned 
with  general  practice,  which  we  are  not 
in  fact  concerned  with,  which  influence 
the  intake  of  men  who  spend  time  in 
hospitals. 

337.  Sir  David  Hughes  Parry:  Can  I 
move  on  to  the  stage  of  the  senior 
registrar?  How  many  years  at  the 
present  moment  do  they  spend  in  this 

particular  stage?- It  was  contemplated 

that  they  would  spend  four  years 
normally,  but  owing  to  present  condi- 
tions many  senior  registrars  are  not 
able  to  obtain  consultant  posts,  and  there 
are  quite  a few  who  have  been  in  senior 
registrar  posts  for  as  long  as  seven  or 
even  eight  years. 

338.  I think  you  state  in  paragraph 
15:  “The  Joint  Committee  agrees  with 
the  recommendations  of  the  Spens  Com- 
mittee that  the  average  age  for  achieving 
consultant  status  should  be  32  years.”  It 
is  not  quite  average,  is  it?  It  is  - the 
normal  age  rather  than  the  average  age, 
because  very,  very  few  get  there 
before  32.  They  are  mostly  well  after 
32,  are  they  not? — Chairman : What  in 
fact  is  the  earliest  age  at  which  a person 
could  achieve  full  consultant  status? — — 


There  have  been  some  at  31,  I think. 
Perhaps  we  have  used  the  wrong  word 
there.  The  age  at  which  a man  could 
normally  hope  to  be  able  to  become  a 
consultant  was  32,  or  a little  younger 
even.  That  was  the  figure  which  the 
Spens  Committee  adopted  in  the  light  of 
previous  experience.  We  did  have  notice 
of  a question  relating  to  the  past  on  this 
topic. — Dr.  Hill:  There  is  nothing  to 
prevent  a man  applying  for  a consultant 
post  before  the  age  of  32,  and  if  he  has 
the  qualifications  he  may  win  that  post. 
He  may  win  it  when  he  has  perhaps  done 
only  one  year  as  a senior  registrar.  He 
is  not  compelled  to  wait  until  he  has 
done  four  years  before  he  applies.  So 
you  have  today  the  rather  anomalous 
position  where  in  certain  branches  of 
medicine  a man  is  quite  often  appointed 
a consultant  at  an  early  stage  in,  for 
example,  anaesthetics  or  mental  hospitals, 
whereas  in  acute  medicine  or  surgery  it 
is  today,  unfortunately — and  we  are  con- 
cerned about  this — quite  often  very  much 
later,  maybe  at  the  age  of  forty. 

339.  Sir  David  Hughes  Parry  : At 
what  age  did  they  attain  consultant 

status  before  the  war? Mr.  Seilers : 

The  impression  amongst  ourselves  was 
that  in  acute  medicine  and  surgery  it  was 
at  an  average  a good  deal  younger.  I 
think  most  of  us  here  attained  consultant 
status  at  or  before  the  age  of  30 .—Sir 
Russell  Brain:  Yes,  that  was  generally 
so.  In  those  days  it  was  not  uncommon 
for  a man  who  still  held  a part-time 
registrar  appointment  in  one  hospital  to 
become  a consultant  at  that  time  in 
perhaps  one  or  two  smaller  hospitals. 

340.  There  were  two  grades  of  con- 
sultant at  that  time,  ■ were' there  not? 

There  was  no  grading. 

34k  Two  categories? 1 am  not 

sure  what  you  have  in  mind. 

342.  Was  there  not  a senior  and  a less 

senior? No.  There  were  of  course 

senior  physicians  and  assistant  physicians 
or  senior  surgeons  and  assistant  surgeons 
in  hospitals,  but  they  were  all  consultants 
of  equal  status  and  qualification.  It  was 
merely  a differentiation  usually  of  the 
number  of  beds  they  had  and  the  amount 
of  time  devoted  to  outpatients  and  things 
of  that  sort.  But  there  was  no  differen- 
tiation of  categories  between  them. — Dr. 
Hill:  It  is  most  important  that  there 
should  be  no  misunderstanding  over  that. 
You  will  find  it  defined  in  the  Spens 
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Report  where  one  of  the  paragraphs 
specifically  referred  to  the  assistant 
physician  or  assistant  surgeon.  He  was 
a full  consultant  of  the  same  status  as 
his  senior  colleague ; but  he  was  younger, 
and  in  the  course  of  the  passage  of  time 
he  became  a senior.  But  today  the  phrase 
is  sometimes  loosely  used  to  define  a 
grade  which,  certainly  fortunately  in  our 
opinion,  never  came  into  existence  in  our 
hospitals  service,  namely  a lower  grade 
than  that  of  the  full  consultant. 

343.  Professor  Jewkes : I just  wanted 

to  ask  at  this  stage  if  we  leave  on  one 
side  quality,  where  clearly  opinions 
differ,,  is  it  your  view  that  there  is  a short- 
age of  consultants  now? Sir  Russell 

Brain : Oh,  indeed,  yes ! 

344.  That  is  to  say,  there  would  be  an 
advantage  if  the  establishment,  as  it  were, 

were  enlarged? We  have  been  urging 

that  for  some  years.  There  is  a great 
deal  of  evidence  for  that.  In  some 
■specialties  there  are  parts  of  the  country 
.where  there  is  no  specialist  of  a certain 
kind  available;  there  are  long  waiting 
lists  of  outpatients  to  be  seen  ; ana  there 
is  evidence  that  a considerable  part  of 
major  surgery  is  being  done  by  senior 
registrars  of  long  experience,  whom  we 
feel  should  be  by  now  consultants  and 
who  are  doing  the  work  of  consultants. 

• 345.  How  do  things  begin  so  that  an 
establishment  can  be  increased,  Sir 

Russell ; what  has  to  happen? There 

are  various  ways,  but  primarily  the 
Regional  Hospital  Board,  we  would 
hope  on  the  advice  of  its  medical 
advisory  committee,  would  say:  “We 
feel  that  we  need  x more  consultants  in 
these  spheres.”  It  would  then  apply  to 
the  Ministry  of  Health,  where  the  matter 
would  be  considered  by  a special  sub- 
committee, where  there  is  medical  repre- 
sentation ; and  if  they  agreed  then  steps 
would  be  taken  to  advertise  the  posts, 
always  provided  that  the  Regional  Hos- 
pital Board  has  the  money  to  pay  for 
them.  But  of  course  it  has  to  consider 
its  finances  in  the  light  of  other  claims 
rfelated  to  all  its  other  activities,  and  not 
" purely  the  needs  of  the  consultant 
service. 

346.  So  both  in  the  interests  of 
' efficiency  of  the  service,  and  in  the 
; .interests  of  equity  towards  the  senior 
. registrars  who  should  be  promoted,  you 
. are  quite  clear  that  it  would  be  desirable 
, to  have  more  consultants?— — Y es. 


347.  I may  have  rather  misinterpreted 
the  Willink  Report,  but  on  the  whole  I 
got  the  impression  that  they  do  not 
express  very  much  anxiety  about  num- 
bers, and  they  thought  perhaps  at  the 
moment  there  were  as  many  doctors  as 
we  needed  in  the  country.  Is  that  a 
correct  interpretation  of  the  Willink 
Report — or  perhaps  you  do  not  read  the 
Willink  Report  in  that  sense? 1 can- 

not remember  what  they  said  about  the 
precise  numbers.  It  is  a very  difficult 
question  as  to  how  many  doctors  there 
should  be. — Mr.  Sellors:  I think  one 
point  is  that  there  is  a great  deal  of  con- 
sultant work  that  rightly  ought  to  be 
done,  and  is  not  being  done  by  consult- 
ants, at  the  present  time. — Mr.  Cameron : 
And  I would  add  that  that  probably 
applies  to  certain  parts  of  the  country 
more  than  others. 

348.  Chairman : Certain  specialties 

also? Certain  specialties  and  also  cer- 

tain hospital  areas.  The  tendency  is  to 
make  do  with  senior  registrars. 

349.  Mr.  Gunlake : Hoes  that  mean 

that  the  Regional  Hospital  Boards  be- 
have in  very  different  ways  in  carry- 
ing out  this  task? Dr.  Hill:  Perhaps 

I might  answer  that  as  a member  of  a 
Regional  Hospital  Board.  I should 
say  they  do  it  in  many  different  ways, 
and  I think  in  no  instance  do  they  do  it 
in  a way  that  we  as  representative  con- 
sultants would  regard  as  satisfactory  and 
efficient.  It  is  undoubtedly  more  effi- 
ciently done  by  Boards  of  Governors. 
We  regard  this  as  one  of  the  most 
serious  of  the  National  Health 
Service’s  problems  today,  and  it  applies 
particularly  to  the  most  important 
branches  of  medicine  and  surgery,  acute 
medicine  and  surgery  in  hospitals ; and 
it  is  in  that  field  that  today  we  know  it 
is  not  a question  of  absolute  shortage  of 
manpower — it  is  using  manpower 
wrongly.  The  number  of  general  sur- 
geons in  our  general  hospitals  -throughout 
the  country  has  hardly  increased  at  all 
since  1948,  an  almost  unbelievable  state 
of  affairs ; but  there  has  been  an  enor- 
mous increase  in  senior  surgical  regis- 
trars, and  we  know  that  a high  percent- 
age of  those  men  are  in  fact  doing  work 
that  before  the  war  would  have  been 
done  by  a young  consultant.  _ It  is  a very 
serious  position  because  their  future  is 
still  quite  uncertain  although  many  of 
them  are  men  in  their  middle  thirties, 
married  with  families.  It  has  undoubtedly 
been  administrative  tardiness,  and  prob- 
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ably  some  sort  of  rather  blind  financial 
restriction  that  has  held  back  the  expan- 
sion of  consultants  and  allowed  the  work 
to  be  done,  really  consultant  work,  in 
these  acute  branches  of  medicine  by  men 
who  are  qualified  to  be  consultants  but 
who  have  been  kept  in  a lower  rank.  It 
is  rather  like — for  the  sake  of  comparison 
— putting  a commander  in  charge  of  a 
fleet  instead  of  making  him  an  admiral. 

350.  Is  there  no  machinery  by  which 
the  Regional  Hospital  Boards  can  col- 
laborate in  this  matter?  Do  they  each 

have  their  own  individual  ways? Sir 

Russell  Brain : I think  that  is  a most 
important  question,  because  clearly  the 
consultant  needs  of  the  country  should 
be  kept  in  review  for  the  country  as  a 
whole.  On  the  other  hand,  a great  deal 
of  responsibility  must  devolve  on  the 
local  regional  boards  which  should  have 
freedom  in  these  matters.  And  I think 
we  have  fallen  between  two  stools  in  the 
past — -a  tendency  to  inadequate  central 
planning,  and  a desire  to  leave  more  to 
the  periphery  where  the  peripheral  plan- 
ning is  affected  by  all  sorts  of  financial 
considerations.  We  have  felt  in  the 
past  the  machinery  has  not  been  alto- 
gether adequate. 

351.  Professor  Jewfces:  There  seem  to 
me  to  be  two  things  that  so  far  in  my 
own  mind  I have  had  muddled  up.  It 
would  be  one  thing  to  say  a great  amount 
of  work  that  is  really  consultant  work  is 
done  by  the  senior  registrars  and  this 
is  unfair  and  there  should  be  methods 
for  promoting  the  senior  registrars ; but 
it  is  quite  another  thing  to  say  there  is 
a shortage  of  people  in  total  who  can 
do  real  consultant  work.  Could  I get  this 
quite  clear  by  asking,  you  again,  do  you 
think  there  is  a shortage  of  both  consul- 
tants and  senior  registrars?  Taking  them 
together  are  there  too  few  of  these  people 
who  do  consultant  work,  whatever  they 

are  called? I think  that  there  may 

still  be  scope  for  more  appointments  in 
certain  fields,  but  by  and  large  I think 
it  would  not  be  true  to  say  there  are 
too  few  consultants  and  senior  registrars. 
If  enough  senior  registrars  were  made 
consultants,  broadly  I think  an  adequate 
and  reasonable  service  would  be  provided, 
allowing  for  certain  exceptional  fields 
where  we  could  do  with  a few  more. — 
Dr.  Hill : One  might  add  that,  the  Minis- 
ter’s advisory  committee  on  which  some 
of  us  sit  shows  that  there  are  some 
branches  of  medicine  which  quite 
naturally  attract  the  best  men  in  medi- 


cine. They  usually  wish  to  be  either  a 
physician  or  a surgeon  dealing  with  acute 
medical  or  surgical  disease.  Looking 
after  mental  patients  in  a mental  hospi- 
tal, experience  shows,  is  much  less  attrac- 
tive. The  same  applies  to  a branch  like 
radiology.  It  is  true  that  there  is  at  the 
moment  a shortage  of  properly  trained 
consultants  in  psychiatry  in  mental  hos- 
pitals, so  much  so  that  -the  Ministry  of 
Health  in  conjunction  with  representa- 
tives of  this  committee  has  had  to  ration 
the  making  of  consultant  posts  in  mental 
hospitals  to  prevent  men  who  are  not 
really  of  consultant  status  being  put  into 
such  posts.  On  the  other  hand,  the 
position  is  quite  different  in  what  we 
might  call  .the  most  important  or  the 
most  lifesaving  branches  of  medicine  and 
surgery,  the  restoration  to  health  of  the 
acutely  ill.  There,  there  are  plenty  of 
trained  men  available  in  the  country 
today  to  occupy  those  consultant  .posts, 
but  the  tragic  position  is  that  it  is  in  that 
field  that  the  promotion  is  being  held 
back.  If  you  take  a man  today  who  is 
a senior  registrar  in  general  surgery  doing 
advanced  surgery,  if  he  had  taken  up 
mental  hospital  work  he  would  long  ago 
have  been  a consultant. 

352.  I am  still  not  certain  on  this 
point.  Suppose  you  had  a senior 
registrar  who  at  the  moment  is  doing 
consultant  work  and  then  he  is  promoted 
to  a position  as  consultant  and  still  con- 
tinues to  do  consultant  work,  nothing 
has  happened  as  regards  the  patients — 
the  same  quantity  of  work  is  being  done. 
What  happens  _ then  about  the  waiting 
lists?  They  will  not  be  reduced  if  we 
just  change  the  name  of  a man  and  he 

continues  to  do  the  same  work. 

Mr.  SeVors : I think  there  are  areas 
where  there  is  a definite  shortage  of 
consultants  where  all  the  work  as  not 
being  done  by  senior  registrars  and  con- 
sultants. There  is  particularly  in  some  of 
the  peripheral  hospitals  an  active  short- 
age of  people  to  do  consultant  work. 

353.  Sir  Hugh  Watson : There  are  two 
pictures  being  presented  here.  One  is  a 
shortage  of  consultants  in  certain  areas : 
the  other  is  something  amounting  to  a 
frustration  in  registrars.  Both  of  these 
things  obviously  concern  this  Royal 
Commission.  Is  it  my  understanding  that 
this  bottleneck  is  to  a considerable  extent 
temporary  and  due  to  temporary  causes? 

Dr.  Hi'l:  Yes,  it  is  primarily  due 

to  the  effects  of  . . . it  is  perhaps  unjust 
to  call  it  the  “ first,  fine,  careless 
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rapture  ”,  but  the  first  step  of  expan- 
sionism after  1948,  when  new  posts  were 
created  for  registrars  in  large  numbers, 
and  everybody  felt  that  this  was  going 
to  be  an  expanding  service  in  which  the 
whole  country  would  soon  be  covered  by 
consultants,  and  the  prospects  for  these 
registrars  were  very  good.  But  I think 
it  was  about  the  year  1950  that  the 
Ministry  of  Health  suddenly  seemed 
alarmed  over  this  matter — I think  on 
financial  grounds — and  started  putting 
the  brake  on  the  creation  of  new  con- 
sultant posts,  and  then  took  the  drastic 
step  of  trying  to  ration  the  number  of 
senior  registrars  to  a certain  figure,  which 
only  partly  alleviated  the  problem  ; so 
we  have  today  what  some  people  call 
the  bulge — a large  number  of  fully 
trained  registrars  with  no  future  and  in 
Jexcess  of  the  demand,  owing  to  the 
expansion  of  consultants  being  held  back. 
—Sir  Russell  Brain:  I think  it  is  fair 
to  say  there  have  been  increased  num- 
bers of  consultant  posts  created  every 
year,  but  our  view  is  that  it  has  not  kept 
pace  with  the  needs  for  these  registrars 
to  be  appointed,  nor  altogether  with  the 
needs  of  the  country. 

354.  Chairman : Do  you  envisage  a 

more  or  less  permanent  balance  among 
the  number  in  general  practice  and  the 
number  in  the  hospital  service.  Sir 
Russell,  or  do  you  envisage  a continuing 
trend  to  more  consultancy  and  less 
general  practice? That  is  not  a ques- 

tion I think  we  have  yet  considered,  or 
at  any  rate  have  an  answer  on.  I think 
we  might  leave  that  over  for  the  present 
and  perhaps  deal  with  it  on  another 
occasion. 

355.  Because,  realising  that  the 
statistics  were  a bit  nebulous  before  the 
war,  there  has  been,  I think,  a con- 
siderable trend  towards  the  consultancy 
branch  since  the  war,  or  is  that  again 

rather  difficult  to  be  sure  about? 1 

think  we  would  like  to  look  into  that. 
It  may  well  be  true,  but  I have  not  any 
evidence  at  hand.  It  is  a complicated 
question,  because  it  is  obviously 
influenced  by  the  enormous  development 
of  the  technical  side  of  medical  science 
in  hospitals  which  has  occurred  and  is 
still  occurring — Dr.  Cameron : Another 
point  I think  is  that  part  of  the  develop- 
ment of  the  hospital  service  has  been 
in  the  direction  of  providing  a service 
in  areas  where  it  was  never  previously 
provided  ; that  in  the  pre-Service  days 


you  had  to  go  to  a city  in  order  to  obtain 
the  services  of  a consultant,  whereas 
with  the  Service  we  now  have  consultants 
available  in  all  parts  of  the  country.  I 
think  another  point  is  the  position  of 
the  so-called  supernumerary  senior 
registrars.  They  might  give  an  indication 
as  to  the  number  of  posts  which  are 
rightly  considered  to  be  consultants  posts 
and  which  are  filled  by  senior  registrars. 
In  Scotland  they  were  called  for  a time 
the  “ x ” posts  and  they  were  being 
reserved  for  the  time  when  some  change 
took  place  in  the  hospital  staffing.  There 
are  a number  of  posts  still  so  filled  by 
supernumerary— as  they  are  called— 
senior  registrars  who  are  really  doing 
consultant  work  but  still  not  being  called 
consultants. 

356.  Sir  David  Hughes  Parry : What 
you  are  really  suggesting  is  that  apart 
from  the  ten  per  cent,  wastage  there 
ought  to  be  sufficient  consultant 
physicians  for  all  senior  registrars  to  be, 
after  a reasonable  time,  raised  to  that 

level ; is  that  right? Yes,  at  present. 

Then  we  should  have  to  think  in  the 
light  of  future  planning  how  many  senior 
registrars  was  the  right  number  to  train 
to  fill  expected  consultant  vacancies. 

357.  I wonder  whether  10  per  cent, 
wastage  is  a reasonable  figure.  If  you 
take  the  universities,  the  wastage  there 
in  the  lectureship  stage — it  would 
correspond  presumably  with  the  registrar 
— is  very  much  greater  if  you  consider 
the  professoriate  corresponds  to  the  con- 
sultant grade.  Many  lecturers  do  not 
reach  the  professoriate  grade — much 
more  than  10  per  cent. — and  I wonder 
whether  10  per  cent,  is  not  rather  a 

small  proportion  of  wastage? Mr. 

Sellors : I think,  if  1 am  interpreting  you 
correctly,  our  point  is  that  the  senior 
registrar  automatically  in  the  course  of 
time,  and  if  he  is  worth  it,  becomes  a 
consultant.  It  is  not  like  in  the  university 
stage  where  there  are  any  number  of 
lecturers  and  only  one  professor.  There 
is  a wide  range  of  consultant  posts  for 
these  people. 

358.  You  used  the  expression  “if  he* 
is  worth  it”.  You  admit  therefore  that 
in  the  senior  registrar  grade  there  are 

many,  or  there  are  some  . . . ? Not 

many — a very  few — whom  we  may  have 
judged  wrongly  at  the  selection  stage, 
or  who  did  not  live  up  to  their  original 
promise. 
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359.  Chairman'.  That  is  this  ten  per 
cent,  wastage?  If  people  become  con- 
sultants in  their  early  thirties  they  pre- 
sumably will  be  consultants  for  about 
thirty  years?— — Yes. 

360.  On  the  other  hand  registrars  will 
presumably  be  registrars  for  something 

up  to  six  years,  junior  and  senior? 

Yes. 

361.  So  that  one  would  assume  that 
there  will  always  be  very  many  more 
consultants  than  registrars,  something 
like  five  times  as  many  ; is  that  what  you 
visualise? — —Yes.  And  I was  going  to 
say  the  number  of  senior  registrars  on 
the  establishment  was  originally  calcu- 
lated so  that  they  might  all,  subject  to 
a small  wastage,  become  consultants, 
which  is  rather  different  than  the  ratio 
between  lecturers  and  professors.  That 
is  why  we  would  not  expect  there  to  be 
any  substantial  wastage  later  on,  if  our 
selection  has  been  sound. — Dr.  Hill : I 
think  Sir  David  was  locking  at  this  ques- 
tion of  wastage  over  too  narrow  a 
period.  It  should  be  locked  at  from 
house  officer  stage  up  to  consultant.  It 
is  very  heavy  in  the  junior  stages.  There 
is  many  a house  officer  today  who  would 
have  liked  to  be  a surgeon,  but  he  goes 
out  before  he  becomes  a registrar ; so 
it  is  cumulative  wastage  over  a period  of 
six  or  eight  years. 

362.  Sir  David  Hughes  Parry.  I 
wonder  whether  from  your  long  experi- 
ence in  this  matter  you  can  gauge  in 
two  years  whether  a man  is  going  to 
be  a good  consultant,  because  the  period 
of  service  as  a registrar,  as  you  indicate, 

is  two  years? 1 think  two  comments 

ought  to  be  made  on  that.  The  gaug- 
ing will  begin  earlier  than  the  registrar 
stage.  Prom'sing  young  men  will  begin 
to  be  locked  at  in  their  house  officer 
stages.  Secondly,  it  is  the  case  that  hos- 
pital authorities  can  renew  a registrar’s 
post  for  a second  period  of  two  years,  or 
more  than  that,  if  they  wish  to,  and  cer- 
tainly in  many  non-teaching  hospitals 
men  are  serving  for  a second  period  of 
two  years.  That  has  led  to  another 
Serious  pos:tion  in  non-teaching  hos- 
pitals that  I wanted  to  mention  in  par- 
ticular ; and  that  is  that  owing  to  the 
Ministry’s  rationing  of  senior  registrars 
plus  holding  back  or  discouragement  of 
consultant  expansion,  there  has  been 
during  the  last  few  years,  particularly  in 
Regional  Board  hospitals,  an  increasing 


amount  of  consultant  work  in  both 
medicine  and  surgery  carried  out  not  by 
senior  registrars  but  by  registrars  who 
have  been  re-appointed.  For  example, 
I was  looking  at  the  figures  of  a great 
hospital  in  Manchester,  where  a middle 
grade  reg  strar,  not  a senior  registrar,  is 
a man  with  his  F.R.C.S.  of  the  Royal 
College  of  Surgeons,  and  he  spends  most 
of  his  time  doing  unsupervised  major 
surgery  and  seeing  outpatients. 

363.  Chairman-.  From  the  figures  we 
have  in  the  Ministry’s  factual  memoran- 
dum there  would  appear  to  have  been 
considerable  expansion  in  the  number  of 
consultants,  and  at  the  same  time  a con- 
siderable fall  in  the  number  of  senior 
registrars  in  the  four  years  up  to  1955, 
which  suggests  that  what  you  desire  as  a 
tendency  has  been  going  on ; is  that 
right?  There  were  888  more  consultants 
in  1955  than  in  1951  and  285  fewer 

senior  registrars. Sir  Russell  Brain : 1 

am  afraid  we  have  not  got  those  figures. 
I do  not  think  they  have  been  published 
yet. 

364.  Yes. We  have  not  had  that 

yet. 

365.  I think  you  probably  had  it 
before  it  was  in  this  form  (indicating  the 
booklet)  but  this  is  published,  price 
5s.  6d.,  by  the  Stationery  Office,  and  the 

details  are  on  page  62. Thank  you. 

I think  one  answer  to  that  is  that  the 
figures  would  have  to  be  broken  up,  be- 
cause different  things  have  happened  in 
different  specialties.  But  up  to  a point 
I think  it  is  true  that  there  has  been  an 
increasing  number  of  appointments  made 
and  that  has  absorbed  some  of  the  regis- 
trars ; but  it  still  remains  true  that  in 
general  medicine  and  surgery,  for 
example,  there  is  still  a need  for  more 
consultant  posts,  and  there  are  senior 
registrars  available  to  hold  them. 

366.  Professor  Jewkes:  And  do  I 
understand  that  in  any  case  there  has 
not  been  a large  enough  increase  in  con- 
sultants plus  senior  regis'.rars  over  the 
period — that  your  committee  would  like 
to  see  an  increase  in  the  total  quantity 
of  consultant  work  that  is  being  done? 
In  certain  areas  in  certain  fields,  yes. 

367.  And  since  you  are  not  suggest- 

ing a reduction  in  other  areas  you  are 
really  suggesting  we  should  have  an 
absolute  increase? Yes. 

Chairman : Again  I think  we  should 
say  that  there  was  an  absolute  increase 
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during  those  four  years,  and  as  far  as 
one  can  judge  quite  a considerable  one. 

368.  Mrs.  Baxter  : May  I ask  Sir 

Russell  a question?  I understand  there 
were  difficulties,  and  there  are  difficul- 
ties, in  mental  hospitals,  for  instance — 
it  was  one  of  the  specialties  to  which  you 
referred — that  there  are  difficulties  in  fill- 
ing consultant  vacancies  with  men  of 
sufficient  calibre  to  be  called  consul- 
tants ; . is  that  right? Yes. 

369.  Might  I ask  at  what  point,  if  at 
all,  men  and  women  at  the  moment  of 
specialising  get  any  advice  or  any 
encouragement  towards  specialising  in 
the  specialties  which  are  known  to  be 

lacking  in  good  people? As  far  as  I 

know  I do  not  think  there  is  any  official 
machinery  by  which  they  could  be  given 
such  advice ; they  might  themselves  seek 
advice. 

370.  .This  seems  an  internal  matter  that 
if  there  is  all  this  over-production  in 
the  popular  lines  this  would  be  a matter 
which  the  medical  profession  itself  would 
handle.— — -There  has  been  a tendency 
in  recent  years  in  view  of  this  situation 
to  try  and  encourage  senior  registrars  to 
go  into  the  specialties  where  there  was 
a need.  It  has  succeeded  to  some  extent 
but  their  own  personal  likes  and  dislikes 
naturally  come  into  this  a good  deal. 
There  are  other  factors  of  course,  par- 
ticularly in  the  mental  health  sphere, 
which  come  into  it. 

371.  Chairman : Is  it  partly  a matter 
of  looking  far  enough  ahead  and  trying 
to  see  what  the  position  will  be  say  five 
or  ten  years  after  a decision  to  specialise 

in  some  particular  thing? 1 think  that 

is  partly  it,  and  of  course  in  the  past  I 
imagine  that  many  people’s  decision  was 
really  based  on  chance.  Having  qualified 
in  a general  way,  they  found  an  opening 
in  some  department  and  they  went  into 
it  and  obtained  certain  posts  there  as  a 
result  of  a chance  opening. 

372.  Mrs.  Baxter:  That  is  the  impres- 
sion I had. Mr.  Sellors:  There  must 

be  a good  deal  of  opportunism  '.n  choos- 
ing the  exact  soecialty.  The  number  of 
people  fanatically  inclined  to  one  spe- 
cialty is  not  so  large  as  those  who  are 
interested  in  a broad  line. 

.373.  Sir  Hugh  Watson:  Is  there  a 
disinclination  to  go  in  for  psychiatry  or 

mental  hospital  work? Sir  Russell 

Brain : I think  it  is  very  hard  to  general- 
ise about  that  because  many  more  have 


gone  into  it  in  recent  years  than  in  the 
past.  But  I think  perhaps  in  some  ways 
it  does  demand  a strong  sense  of  voca- 
tion, and  there  are  other  problems  con- 
nected with  it — the  siting  of  mental  hospi- 
tals and  the  need  for  modernisation  of 
buildings,  and  administrative  respon- 
sibilities. All  sorts  of  factors  operate 
in  that  field. — Dr.  Hill : That  is  true,  and 
I think  it  would  be  very  unwise  to  under- 
estimate the  element  of  choice  here.  I 
have  been  very  interested  in  the  young 
men  that  have  passed  through  my  hands. 

I am  sure  many  of  them  have  had  an 
ambition,  for  example,  to  become  a con- 
sulting physician,  but  they  would  rather 
be  a grocer  than  a consulting  radiologist, 
or  something  like  that.  They  are  almost 
different  professions.  And  they  would 
change  from  a clinical  branch  to  a n on- 
clinical  branch  with  the  greatest 
reluctance. 

374.  Chairman:  I think  you  have 
always  considered  as  a profession  that 
you  do  not  want  different  grades  of  con- 
sultants by  specialty,  so  to  speak,  at  least 
as  far  as  remuneration  is  concerned? 
Sir  Russell  Brain : Yes  ; that  deci- 
sion was  agreed  at  the  time  of  the  Spens 
Committee,  and  we  feel  sure  it  is  right. 

375.  You  still  hold  that  view  now  as 

well  as  thinking  it  was  right  then? 

Yes,  indeed ; I think  it  is  essential  for 
the  maintenance  of  the  highest  oo"sible 
level  of  all  specialties.  Also,  medicine  is 
developing  so  fast  that  we  find  actually 
some  specialties  gradually  diminishing, 
which  constitutes  a problem  in  itself.  A 
man  may  have  trained  in  some  sphere 
and  ten  years  later  you  may  find  the 
whole  picture  changed  ; venereology  is  of 
course  a striking  example  of  that. 

376.  Sir  David  Hughes  Parry : Can  we 

come  back  to  the  main  theme  of  num- 
bers? If  I understand  your  suggestion 
correctly  it  is  this,  that  there  are  too 
many  senior  registrars  now  and  too  few 
consultants ; and  if  there  is  to  be  an 
increase  in  the  number  of  consultants  and 
senior  registrars  the  increase  in  number 
should  take  place  in  the  consultant 
rather  than  in  the  senior  registrar  stage ; 
is  that  right? Yes. 

377.  And  that  practically  all  senior 
registrars,  subject  to  this  wastage,  should 
hope  within  what  period  of  time  to  reach 

the  consultant  stage? It  is  difficult  io 

limit  that,  because  a very  brilliant  man 
may  become  a consultant  after  having 
held  a senior  registrar  post  for  one  or 
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two  years,  but  we  hope  that  normally 
after  four  or  five  years  he  would  become 
a consultant,  as  in  the  past. 

378.  I am  thinking  still  of  the  ten  per 
cent.  At  what  stage  is  the  ten  per  cent, 
to  be  diverted,  and  where  is  the  man 
who  does  not  quite  make  the  grade  going 
to  be  diverted  to ; and  I would  suggest 
still  that  ten  per  cent,  may  not  be  right? 

1 think  clearly  if  a man  is  going  to 

be  unsuitable  the  sooner  that  fact  can  be 
discovered  the  better,  because  it  is  diffi- 
cult to  tell  a man  after  he  has  done  four 
years  in  a particular  field  that  he  must 
do  some  other  kind  of  work. 

379.  It  is  a difficult  problem,  is  it  not? 
Yes. 

380.  Mr.  Bonham-Carter : A man  who 
is  being  appointed  as  a senior  registrar 
is  really  being  selected  as  a future  con- 
sultant, and  therefore  ten  per  cent,  is 

reasonable? Yes. — Dr.  Cameron  : 

And  that  ten  per  cent,  is  in  addition  to 
part  of  your  university  wastage,  in  that 
the  university  lecturer  is  commonly 
selected  along  with  the  senior  registrar  ; 
so  it  is  really  ten  per  cent,  plus  part  of 
the  university  wastage. 

Sir  David  Hughes  Parry : What  1 am 
after  is  your  contention,  and  I am  putting 
the  other  matters  to  you  to  get  your 
suggestion  out  fully. 

Professor  Jewkes : When  your  com- 
mittee gives  further  evidence  I wonder 
whether  you  would  take  special  note  of 
this  table  on  page  64  of  the  Health 
Departments’  Factual  Memorandum, 
which  shows,  the  change  in  the  number 
of  consultants,  and  so  on,  from  1951- 
1955.  If  you  could  let  us  have  your 
comments  on  these  numbers  it  would  be 
helpful  to  us.  I ask  particularly  because 
even  if  you  settle  the  matter  of  equity 
between  senior  registrars  and  consultants 
there  is  another  bulge  which  looks  even 
worse,  and  that  is  the  bulge  of  registrars, 
which  have  increased  by  41  per  cent, 
since  1951.  So  the  whole  question  of 
demand  and  supply  needs  to  be  looked 
at  and  perhaps  when  you  do  present  fur- 
ther evidence  you  could  touch  on  that. 

381.  Chairman : I am  going  to  ask  Sir 
Russell  whether  it  is  on  the  whole  his 
contention  that  anybody  who  gets  be- 
yond the  position  of  house  officer  staying 
in  the  hospital  service  should  eventually 

be  able  to  become  a consultant? -Sir 

Bussell  Brain : I am  not  sure  I am  quite 
clear  about  that.  The  man  who  is  going 


to  become  a consultant  would  normally 
pass  through  the  registrar  stage.  But  we 
should  not  maintain  that  anything  like 
all  who  have  been  registrars  would  be 
suitable  to  become  consultants. 

382.  What  would  you  assume  that 

they  become? Some  would  go  into 

general  practice,  the  services,  the  colonial 
medical  services,  public  health,  a great 
many  other  fields  of  medicine. 

383.  What  sort  of  proportion  of  those 

who  become  registrars — not  senior  regis- 
trars, but  registrars — would  you  think 
would  eventually  find  their  permanent 
home  in  the  hospital  service,  and  prob- 
ably become  consultants? 1 have  not 

got  the  figures  I am  afraid,  but  the  pro- 
portion would  be  estimated  by  com- 
paring the  number  of  senior  registrars 
with  the  number  of  registrars. 

384.  The  answer  is  that  at  the  moment 
there  are  about  two  registrars  to  one 

senior  registrar— just  roughly? That 

would  provide  the  answer.  I think  fifty 
per  cent,  of  them  would  become  senior 
registrars  and  of  those  ninety  per  cent, 
would  become  consultants. 

385.  Sir  David  Hughes  Parry : In  para- 
graph 18  you  draw  attention  to  the  diffi- 
culty of  recruiting  registrars.  I am  not 
quite  clear  what  is  meant  by  that. 

We  are  finding  in  many  hospitals 

there  are  insufficient  candidates  for  these 
registrar  and  senior  registrar  appoint- 
ments owing,  we  think,  to  the  fact  that 
the  men  consider  that  the  prospects  of 
becoming  consultants  are  poor.  I have 
not  any  actual  figures  on  this,  but  it  is 
within  our  personal  experience  that 
the  numbers  of  candidates  are  falling 
off. — Dr.  Hill:  There  can  be  no  doubt 
that  the  non-teaching  hospitals,  in  par- 
ticular the  Regional  Board  hospitals  in 
the  provinces,  have  had  this  complaint 
over  and  over  again  ; there  is  an  in- 
creasing difficulty  in  getting  registrars  and 
it  is  undoubtedly  based  upon  the  change 
cf  prospects,  the  optimism  after  1948, 
and  the  pessimism  now. 

386.  I wonder  whether  you  would  be 
able  to  provide  some  concrete  evidence 
of  that,  having  regard  to  your  experience 
in  certain  appointments.  It  would  help 

us. Dr.  Cameron:  I can  quote  one 

instance  in  this  last  month,  of  a hospital 
in  Edinburgh,  where  a registrar  appoint- 
ment for  medicine  was  advertised.  There 
was  one  applicant.  He  was  from  the 
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Commonwealth,  and  he  was  not  con- 
sidered suitable  for  the  post.  It  is  a 
non-teaching  hospital,  but  it  is  a non- 
teaching hospital  in  a vast  teaching 
centre,  and  even  that  is  unattractive. 
Then,  as  regards  the  other  hospitals  I am 
afraid  that  the  registrar  position  is  such 
that  the  recruitment  is  from  those  who 
do  not  intend  continuing  in  the  Service — 
people  who  are  going  back  to  India, 
Pakistan  and  to  other  parts.  That  is 
one  of  the  difficulties  that  we  have  to 
face  up  to. 

387.  We  would  like  concrete  evidence 
of  this,  and  your  submissions  of  the 
reasons  for  this,  because  obviously  it  is 

going  to  be  an  important  matter. Sir 

Russell  Brain : We  will  do  our  best  to 
provide  that. 

388.  Chairman : Could  you  in  any  way 
distinguish  between  the  teaching  hospi- 
tals and  the  others  or  what  you  might 
call  the  centre  and  the  periphery — or  is 
that  going  to  be  rather  complicated? 
-We  will  try. 

389.  Broadly  speaking,  I think  you  are 
not  short  of  applicants  at  the  better 
known  teaching  hospitals,  are  you?  In 

fact,  you  probably  have  too  many? 

The  special  hospitals’  experience  is  rele- 
vant there.  In  some  hospitals  they  are 
having  considerable  difficulty  in  getting 
anybody  other  than  overseas  candidates 
for  these  posts. 

390.  For  instance,  mental  hospitals 

. — Mr.  Sellors : Even  some  of  the 

more  general  branches  of  medicine.  In 
my  own  branch  we  are  almost  entirely 
staffed  tyy  Dominions  people. 

391.  Sir  David  Hughes  Parry : I 

wonder  if  we  could  move  on  a little. 
Oan  we  move  on  to  paragraph  58?  You 
are  very  oritical  of  the  recommendations 
in  the  report  of  the  Committee  of 
Enquiry  into  the  Cost  of  the  National 
Health  Service,  that  a so-called  new 
specialist  grade  should  be  introduced.  I 
wonder  whether  you  would  like  to 
elaborate  that,  because  you  only  give 
one  reason,  in  very  general  terms,  that 
if  is  likely  to  result  in  abuse  by  under- 
payment for  medical  service. — Sir  Russell 
Brain : I think,  basically,  what  we  feel 
is  that,  in  the  past  there  has  been  only 
one  grade  of  consultant,  and  all  men 
doing  consultants’  work  have  the  same 
clinical  responsibilities  to  patients  ; and 
that  is  a fundamental  principle  which 
should  be  maintained.  That  does  not 


conflict  in  any  way  with  what  we  said 
earlier ; that  there  are  physicians  and 
assistant  physicians,  surgeons  and 
assistant  surgeons — their  training  has 
been  completed  and  their  responsibilities 
are  identical,  though  there  may  be  some 
differentiation  in  their  work  in  respect 
of  out-patient  sessions,  operating  days, 
numbers  of  beds,  and  so  on.  But  we  do 
not  feel  that  it  would  be  good  for  the 
service  that  there  should  be  a second 
lower  paid  grade  of  consultant  doing 
consultant’s  work. 

392.  Suggestions  have  been  put  to  us 
by  other  bodies  that  there  might  well 
be  a new  specialist  grade,  intermediate 
between  the  senior  registrar  and  the  con- 
sultant stage,  and  you  are  quite  firm  on 

that,  are  you? We  are,  indeed.  We 

feel  that  it  might  lead  to  many  men,  and 
indeed  it  might  happen  to  existing  senior 
registrars,  never  attaining  full  consultant 
remuneration  and  status.  They  would 
be  side-tracked  and  would  spend  their 
days  in  a lower  paid  level,  although  in 
fact  doing  the  same  work  and  with  the 
same  responsibilities. 

393.  In  the  last  sentence  of  paragraph 
15  you  say : “ Many  men  of  adequate 
calibre  are  now  not  appointed  until  they 
are  40  years.  . . I am  not  quite  certain 
what  is  intended  to  be  implied  in  the 
word  “ adequate  Do  you  mean  just 

making  the  grade? No.  Fully  trained 

and  qualified  consultants  are  not,  as  in 
the  past,  attaining  consultant  status  at 
the  age  of  30  to  32,  but  are  still  lingering 
on  in  subordinate  posts  at  the  age  of  40, 
even.  I think  it  would  be  difficult  to 
find  anything  parallel  in  other  profes- 
sional spheres. 

394.  Sir  Hugh  Watson:  That  is  why 
the  suggestion  is  made  seriously  by  a 
very  responsible  body  of  your  profession, 
that  in  order  to  counteract  the  sense  of 
frustration  which  exists,  owing  partly  to 
the  presence  of  a bulge  or  bottleneck, 
■there  should  be  created  posts  of  senior 
assistant  surgeon,  or  senior  assistant 
physician,  which  would  carry  with  them 
a certain  status,  but  would  not  go  the 
whole  way.  You  are  dead  against  that? 

We  are.  We  feel  it  would  really 

perpetuate  the  frustration  of  those  most 
directly  concerned. — Mr.  Sellors:  There 
is  one  point  I would  like  to  make  on 
-this.  The  actual  terms  of  a consultant’s 
appointment  are  those  arranged  locally. 
On  one  occasion  a consultant  may  be 
appointed  to  a large  unit  of  30  or  40 
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beds,  wAffli  a considerable  degree  of 
responsibility.  Another  consultant,  who 
in  the  pre-Aot  days  might  have  been 
called  an  assistant  consultant,  might  only 
.have  half  a dozen  beds,  and  be  more 
responsible  for  out-patient  work,  and 
so  on.  A great  deal  of  this  misconcep- 
tion of  sub-consultant  .grades,  which  has 
beep  put  forward,  is  not  realising  that  a 
senior  registrar,  who  is  promoted  to  a 
•consultant  grade,  need  not  necessarily 
.go  into  a large  unit  of  30  or  40  beds. 
The  number  of  beds  he  may  hold,  and 
the  amount  of  responsibility,  might  be 
less  than  a more  senior  man  in  the  ser- 
vice, but  he  still  has  the  fundamental 
clinical  responsibilities,  and  an  equal 
place  on  the  medical  committee  in  voic- 
ing his  own  opinion,  as  would  the  more 
senior  man.  That  is  what  we  basically 
mean. — Dr.  Hill : We  do  feel  it  important 
to  demolish  this  case  that  Sir"  Hugh 
Watson  quoted,  because  we  are  very 
familiar  with  it.  It  is  rather  like  the 
19th  century  labour  problem  that  used 
•to  occur,  I believe,  when  labour  was 
exploited.  If  you  had  an  excessive  num- 
ber of  people  for  a limited  number  of 
jobs,  then  you  could  employ  them  at  a 
sweated  rate,  and  this  is  nothing  more 
than  that.  There  are  not  enough  con- 
sultants, and  too  many  registrars,  some 
-of  them  now  approaching  middle-life. 
Why  not  hold  them  ouit  a poor  sort  of 
' lifebuoy,  as  an  opportunity  to  exploit 
■them?  It  is  nothing  less  than  that.  In 
•discussing  this,  for  example,  with  col- 
leagues on  my  own  Regional  Board,  our 
view  is  that  if  this  grade  were  introduced, 
virtually  100  per  cent,  of  their  work 
would  be  full  consultants’  work.  It 
would  be  sheer  exploitation  of  men, 
which  would  not  ultimately  be  in  the 
'interests  of  the  service,  to  create  a new 
special  grade  for  them.  The  secret  of 
overcoming  this  advancing  age  of  40, 

. which  applies  to  the  acute  clinical 
branches  of  medicine  and  surgery,  is  to 
' alter  wihat  some  people  call  the  ratio,  to 
. increase  the  number  of  consultants  and 
diminish  the  number  of  senior  registrars 
"and  registrars.  It  could  be  done  with  good 
planning  on  the  Regional  Boards,  with 
probably  very  little  net  increase  in  finan- 
cial cost  to  the  State. — Dr.  Cameron: 

' There  are  two  other  points  that  I would 
like  to  bring  forward,  but  before  I do 
so  let  me  make  it  clear  that  I am  of 
this  body  from  which  Sir  Hugh  is  quot- 
ing, but  I am  not  of  that  body’s  opinion. 
•1  want  to  make  it  clear  that,  though  I 


am  from  that  College,  my  own  opinion 
is  contrary  to  that  expressed  in  the 
memorandum. 

395.  Chairman : But  still  it  is  a 

respectable  body? Wholly.  I would 

not  be  Vice-President  of  it,  otherwise. 

396.  Sir  David  Hughes  Parry : May  I 
say  that  they  are  not  the  only  body  that 

put  it  forward? No,  I understand 

that.  There  are  two  further  pokLS.  The 
first  is  that  from  the  public  viewpoint 
the  likelihood  is  that  those  junior  men 
would  be  in  areas  outwith  the  main 
teaching  centre  areas,  and  there  would 
be  two  standards  of  medicine  in  differ- 
ent parts  of  the  country.  We  cannot 
have  the  senior  medicine  in  the  cities 
and  the  junior  medicine  in  the  rural 
areas.  The  other  even  more  important 
point,  I think,  from  your  aspect,  is 
recruitment.  It  has  -to  be  understood 
that  the  senior  registrars  and  the 
registrars  are,  themselves,  as  you  will  see 
from  their  evidence,  opposed  to  such  a 
grading.  That  opposition  spreads  lower 
down  than  the  senior  registrars,  even  to 
house  posts.  You  are  going  to  detract 
from  the  attraction  of  the  consultant 
grade,  if  you  introduce  a second  grade, 
and  you  are  actually  going  to  oppose 
recruitment  to  the  hospital  service,  in- 
stead of  facilitating  recruitment  to  the 
hospital  service. — Sir  Russell  Brain : I 
think  that  is  a very  important  point. 
One  of  two  things  might  happen  ; either 
this  junior  grade  would  move  up  by 
seniority,  or  it  would  move  up  by  selec- 
tion. In  the  first  place,  you  would  have 
considerable  friction  with  consultants  not 
being  paid  the  full  consultants’ 
remuneration,  which  must  diminish  the 
attraction  of  the  consultants’  branch  of 
the  Service.  Alternatively,  and  this  I 
think  is  the  more  likely,  you  would  have 
men  marooned  permanently  in  a lower 
grade  and  never  able  to  become  full  con- 
sultants ; and  that  would  have  an  even 
worse  effect,  because  no  man  entering 
the  service  would  have  any  guarantee 
that  he  would  achieve  the  full 
remuneration. 

39,7.  We  have  got  your  views  perfectly 
clear  in  our  minds.- — -Dr.  Hill : 1 hope 
we  have  expressed  it  strongly  enough. — 
Mr.  Bonham-Carter : It  is  a logical 

sequence  of  the  earlier  answers,  is  it  not, 
about  the  purpose  of  the  senior  con- 
sultant?— This  is  some  deviation  from 
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the  road  to  the  celestial  city,  which  at 
first  is  a little  tempting,  but  it  is  full  of 
tinsel. 

398.  Chairman : It  has  seemed  to  me 

that  there  is  a difference  between  the 
staffing  and  other  positions  in  teaching 
hospitals  and  in  the  periphery  and  in 
some  specialties,  and  perhaps  you  could 
firing  out  in  your  further  information 
any  facts  which  you  think  would  be  use- 
ful?  Sir  Russell  Brain : Yes,  indeed. 

399.  Sir  David  Hughes  Parry : I think 
we  might  move  on  to  paragraph  40. 
“It  is  important  to  recognise  that  a part- 
time  consultant  cannot  divest  himself  of 
responsibility  in.  his  hospital  during 
periods  of  the  week  when  he  is  not 
normally  working  in  the  hospital.”  It 
is  just  a small  point ; but  I am  not  quite 

certain  what  you  mean. -That  means 

this,  that  at  any  time  he  may  be  tele- 
phoned about  his  patient,  at  any  time 
he  may  have  to  go  down  to  the  hospital, 
at  times  when  he  is  not  normally  attend- 
ing sessions  there,  for  emergency  pur- 
poses. In  other  words,  once  he  has  a 
patient  in  hospital  under  his  care,  he  is 
continuously  responsible  for  that  patient, 
whether  he  is  attending  hospital  at  the 
time  or  not,  or  whether  he  is  rung  up 
or  not.  He  always  has  his  duty,  although 
he  is  labelled  a part-time  consultant. 

400.  And  a full-time  person,  although 
he  only  does  a certain  number  of  hours, 
is  in  exactly  the  same  position? — Yes. 

{The  proceedings  were  c 


401.  He  has  the  responsibility  in  the 

middle  of  the  night? Yes. 

402.  So  that  the  responsibility  is  the 

same  in  that  way? In  that  respect, 

yes. 

403.  Chairman : I think  we  shall  want 
to  come  back  later  to  this  in  more  detail, 
as  to  whether  that  has  achieved  the  par- 
ticular result  that  was  envisaged,  or  not. 

Sir  David  Hughes  Parry:  I would  like 
to  open  on  the  question  of  a salaried 
service,  but  having  regard  to  the  time. 
Sir  . . . 

Chairman : I think  we  might,  perhaps, 

break  off  now. Could  Sir  David 

refer  to  the  particular  paragraph  on 
which  he  is  going  to  raise  that? 

404.  Sir  David  Hughes  Parry : It  is 
paragraph  41,  and  there  are  two  matters 
in  particular  that  I would  like  to  raise ; 
the  question  of  part-time  consultants  and 
full-time  consultants,  and  also  the  ques- 
tion of  a salaried  service.  Those  matters 
have  been  put  to  us  already  in  evidence, 
and  we  would  like  to  hear  you  elabor- 
ate some  of  the  points  that  you  made 

here. Yes.  We  have  dealt  with  the 

part-time  and  full-time  very  fully  in  our 
second  memorandum,  and  perhaps  we 
could  consider  that  during  lunch-time. 

Chairman:' We  will  start  again  at  2.15 
p.m.,  if  that  is  convenient  to  you. 

djourned  for  a short  time.) 


On  Resumption 

Chairman:  We  were  on  paragraph  41. 
Sir  David  was  telling  you  that  we  were 
going  to  ask  you  a few  questions  on 
that. 

405.  Sir  David  Hughes  Parry : I 

wonder  how  far  we  can  take  that  today. 
Perhaps  you  would  like  to  wait  until  we 
have  the  second  memorandum.  I am 
referring  to  paragraph  41,  in  connection, 
first  of  all,  with  the  full-time  and  part- 

time  consultant  work. Sir  Russell 

Brain  : Yes,  I see.  This  is  a matter  which 
we  have  dealt  with  very  fully  in  our 
second  memorandum,  but  we  shall  be 
very  glad  to  deal  with  it  today  if  the 
Commission  so  wish.  We  can  really 
summarise  what  we  have  said  in  our 
second  memorandum,  and  perhaps 


reserve  the  right  to  return  to  it  later  if 
we  want  to. 

406.  Would  you  summarise  now,  very 

generally? The  question  being  the 

advantage  or  disadvantage  of  a whole- 
time salaried  service? 

407.  That  is  right. T think  what 

we  would  say  is  this.  First  of  all,  the 
existing  arrangement  for  part-time  con- 
sultants fulfils  a social  need  and  require- 
ment, the  reason  being  that  it  enables 
doctors  to  give  to  certain  patients  more 
time  than  is  available  in  their  ordinary 
hospital  work.  That  does  not  mean  time 
devoted  purely  to  the  routine  of  medical 
examination,  although  that  comes  in,  but 
also  to  the  discussion  of  many  personal 
problems  related  to  their  future  and  so 
on,  which  in  certain  cases  need  to  be 
'discussed  at  considerable  length.  If  the 
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need  for  that  is  admitted,  it  seems  to  us 
impossible  that  the  State  could  ever 
afford  to  provide  that  service  on  that 
scale,  and  therefore  if  it  is  to  be  pro- 
vided at  all  it  must  be  provided  as  it  is 
now,  privately.  Coupled  with  that  is  the 
freedom  of  the  choice  of  the  doctor  by 
the  patient,  which  is  really  at  the  bottom 
of  one  aspect  of  the  patient/doctor 
relationship.  Under  the  Health  Service 
the  patient  has  no  freedom  of  choice, 
either  as  to  whom  he  should  consult  as 
an  out-patient,  or  under  whose  care  he 
should  be  placed  in  hospital ; and 
inevitably  many  patients  who  come  to 
the  out-patients  are  seen  by  registrars, 
under  the  supervision  of  consultants,  and 
they  may  be  transferred  to  the  list  of 
another  doctor,  if  his  waiting  list  is 
shorter  for  a hospital  admission.  That 
seems  inevitable  in  the  working  of  the 
Health  Service,  so  that  if  a Member  of 
Parliament,  let  us  say,  under  a whole- 
time salaried  service,  wished  to  have 
medical  treatment  he  would  have  no 
choice  as  to  the  doctor  he  would  see,  nor 
would  any  particular  doctor  be  under 
any  obligation  to  see  him.  That,  I 
think,  is  a point  of  some  importance.  If 
we  look  at  what  I might  call  the 
mathematics  of  it — I will  not  go  into 
this  in  any  detail,  unless  you  wish— if  we 
suppose  that  all  part-time  consultants 
now  were  made  whole-time,  the  net  result 
in  consultant  man  hours  would  be  com- 
paratively small,  because  most  of  them 
are  averaging  7 or  8 sessions  a week. 
If  they  then  did  11  in  that  time  they 
would  still  have  to  see  all  the  patients 
they  were  seeing  in  private,  who  would 
come  under  the  salaried  service,  and  the 
margin  would  be  comparatively  slight. 
That,  I think,  is  a small  point.  At 
present  very  few  consultants  are  outside 
the  Health  Service.  If  you  had  a whole- 
time salaried  service  it  is  quite  probable 
that  many  of  the  best  men  would  prefer 
to  practise  outside  it,  and  that  we  feel 
would  be  very  regrettable.  Finally,  and 
perhaps  roost  important  of  all,  we  think 
that  the  existence  of  a part-time  service 
is  extremely  important  for  the  main- 
tenance of  the  independence  c£  medicine 
in  this  country.  We  believe  that  it  would 
be  most  undesirable  that  virtually  the 
whole  medical  service  should  be  m a 
salaried  form,  the  doctors  being  in  effect 
medical  civil  servants  under  a directorate 
of  one  of  the  Ministries,  and  we  think 
it  is  quite  vital  that  there  should  be,  if 
you  like,  competition — at  any  rate,  free- 


dom and  independence — for  such 
doctors  as  wish  it  in  part  of  their  work. 
Those,  I think,  broadly  are  the 
arguments. 

408.  May  I take  up  the  last  thing  that 
you  said,  about  freedom  and  inde- 
pendence in  part  of  their  work?  The 
work  is  divided  now  into  elevenths,  is 
it  not?  How  many  elevenths  do  you 
think  would  be  sufficient  to  give  them 

this  independence? 1 doubt  if  it 

could  be  numerically  computed.  Free- 
dom is  something  that  is  difficult  to 
measure. 

409.  If  they  had  only  one-eleventh  or 
two-elevenths  there  would  not  be  much, 

would  there? -No,  I think  that  is  true. 

There  are  different  aspects  of  it,  are 
there  not?  There  is  the  spirit  of  feeling 
free,  that  you  can  do  things  for  part  of 
your  time  in  your  own  way,  and  be 
answerable  to  nobody  but  yourself,  in 
any  sense  of  the  word.  There  is  also  the 
financial  aspect  of  freedom,  which  cannot 
be  so  large,  and  it  can  be  measured  only 
in  terms  of  three  or  four-elevenths,  but  it 
is  still  something  substantial.  It  gives 
a man  freedom  in  his  own  time  to  add  to 
his  remuneration,  in  relation  to  his  power 
to  convince  his  colleagues  and  others  of 
his  efficiency,  which  is  a very  important 
psychological  factor. 

410.  The  man  who  does  nine-elevenths 

is  practically  full-time,  is  he  not? 

Yes.  He  is  practically  full-time  but  he 
has  this  precious  margin  of  freedom  to 
see  private  patients  out  in  consultations, 
and  so  on,  which  he  would,  not  have  if 
he  was  a whole-time  salaried  servant. 

411.  And  you  lay  emphasis  on  the 

element  of  independence  and  financial 
independence? Very  much  so,  yes. 

412.  On  the  other  hand,  you  would 
agree  that  a certain  number  must  be  full- 
time, so  as  to  be  there  for  administration 
and  for  immediate  call?  You  are  con- 
templating, are  you  not,  a combined 

operation  of  fulltime  and  part-time? 

Indeed,  yes.  I think  that  is  very  im- 
portant, and  we  should  not  in  any  way 
want  to  depreciate  the  value  of  a full- 
time service.  Some  people  do  their  best 
work  in  those  circumstances,  and  there 
are  certain  types  of  work  which  can  be 
better  done  in  those  circumstances.  We 
would  like  to  see  a friendly  rivalry  be- 
tween the  two,  showing  that  each  has  its 
own  contribution  to  make,  and,  therefore, 
each  can  indirectly  benefit  the  other. 
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413.  You  could  not  help  by  indicat- 
ing the  numbers,  percentages  or  pro- 
portions? We  shall  have  to  keep  that 

in  mind. -That  is  a thing  which  we 

have  not  addressed  ourselves  to,  and  I 
think  if  we  were  asked  ito  do  it,  we 
would  rather  leave  that  for  the  moment. 

J am  not  quite  sure  whether  there  is  an 
answer.  It  might  be  a very  wide  margin 
workable  either  way,  but  we  have  not 
specifically  considered  it. 

414.  Chairman : You  wil  know,  of 
course,  that  there  is  a very  great  differ- 
ence between  the  proportion  of  whole- 
time  consultants  in  some  specialties,  and 

that  in  others? Yes.  That,  I think, 

is  rather  inevitable.  If  you  take  the 
mental  health  world,  for  example  .... 

415.  Sir  David  Hughes  Parry:  Why 

should  there  be  these  variations? I 

think  it  depends  so  much  on  circum- 
stances of  practice.  Where  a doctor  has 
to  be  largely  residential  in  order  to  keep 
a continuing  watch  over  hospital  patients, 
and  where  at  the  same  time  there  is. not 
much  demand  for  private  consultations 
in  that  sphere,  then  you  will  tend  to  have 
a large  proportion  of  whole-timers.  1 
think  it  depends  on  a number  of  vary- 
ing circumstances  relating  ,to  the  actual 
work.  But  I think  in  recent  years  quite 
a number  of  men  who  have  been  whole- 
time have  given  it  up  and  become  part- 
time. 

416.  Can  you  indicate  any  reason  for 

that? ’I  think  the  reasons  are  set  out 

in  our  second  memorandum,,  that  for 
certain  reasons,  even  financial,  it  is 
advantageous  to  be  part-time,  apart  from 
the  other  arguments  we  have  mentioned. 

417.  In  what  way  are  the  financial 

advantages  rather  weighing  in  favour  of 
the  part-time?  That  is  what  you  are 
really  saying,  are  you  not? Yes,  in- 

deed. There,  again,  it  is  set  out  in  great 
detail  in  our  second  memorandum,  and 
I do  not  know  whether  it  would  be  better 
to  leave  it,  rather  than  for  me,  perhaps, 
inadequately  to  present  the  reasons. 

418.  Chairman  :•  Could  you  say  whether 
you  think  that  there  ought  to  be  any 
special  attraction  ,to  become  part-time,  or 

not? We  have  always  accepted  the 

principle,  which  has  been  accepted  by 
the  Ministry,  that  unless,  there,  are  im- 
portant overriding  considerations  any 
man  should  be  given  the  choice  of 
whether  he  would  work  whole-time  or 
part-itime  in  any  particular  appointment. 


419.  Do  you  think  freedom  should 
have  a price,  or  should  freedom  be  able 
to  be  obtained  for  nothing,  or  even  at 

a financial  advantage? We  think  that 

the  financial  disadvantages  of  being 
whole-time  should  be  removed,  and 
certain  clauses  of  the  Spens  recommenda- 
tion, for  example,  which  have  not  been 
implemented,  should  be  implemented', 
and  where  the  income  tax  differentiates 
to  the  disadvantage  of  one,  that  differ- 
entiation should  be  removed.  There  are 
other  points,  such  as  the  fact  that  the 
whole-timer  now  has  to  have  8 domi- 
ciliary consultations  per  quarter  before 
they  begin  to  count  for  remuneration, 
and  so  on.  We  see  no  grounds  for  this 
differentiation. 

420.  I take  it  that  you  four  gentlemen, 
in  fact,  are  all  part-timers.  I do  not 
know  if  that  is  so,  but  you  might  have 
been  ; you  might  equally  have  been  full- 

timers? Dr.  Cameron : We  probably 

would  not  have  been  in  the  service  if 
we  had  to  be  full-timers. — Sir  Russell 
Brain : We  are,  in  fact,  part-timers,  but 
we  have,  of  course,  the  advantages  of 
hearing  ithe  views  of  the  whole-timers, 
and  we  have  seen  the  memorandum  of 
evidence  and  have  discussed  it. 

421.  We  have  had  the  whole-timers  to 

talk.  too. Dr.  Hill:  Perhaps  I might 

use  myself  as  a guinea  pig.  I am  a maxi- 
mum part-timer,  but  in  practice  I do 
more  than  whole-time  sessions.  I have 
chosen  to  be  a part-timer  not  for  any 
financial  reason,  but  because  of  that 
blessed  element  of  freedom,  and  there  is 
an  escape  clause  which  is  much  bigger, 
in  fact,  than  Sir  David  really  suggested. 
It  is  a much  bigger  breathing  space  than 
you  might  expect.  It  means  that  almost 
any  day  of  the  week  I can  act  like  a free 
professional  man,  and  it  is  that  little 
escape  clause,  from  feeling  myself,  a 
whole-time  servant — an  officer  of  White- 
hall or  Savile  Row — that  makes  all  the 
difference  in  my  life.  I can  still  feel 
myself  a professional  man.  I would  say 
that  I am  speaking  for  the  great  majority 
of  maximum  part-timers,  and  70  per  cent, 
of  part-time  consultants  are  maximum 
part-timers.  I should  think  that  it  was 
in  the  public  interest  that  there  should 
be  that  small  escape  element  for  a high 
percentage  of  medical  men  in  this 
country. 

422.  Sir  David  Hughes  Parry  \ But 
there  is  a weighting,  is  there  not,  in  the 
remuneration  of  the  part-timer?  He  gets 
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a little  added  remuneration.  One  way  of 
equating  them  might  be  to  remove  that? 
It  might  be,  but  there  is  some  sym- 
bolic value  in  that.  Even  when  I am 
outside  my  sessional  hours  I am  still 
responsible  for  the  patients  in  the  State 
hospitals.  It  does  not  mean  very  much. 
It  is  a financial  bagateHe,  but  it  has  some 
symbolical  value,  and  the  Ministry  of 
Health  recognise  that,  because,  as  Sir 
Russell  Brain  said,  we  have  long  had  an 
understanding  with  the  Ministry  of 
Health  that,  unless  some  very  material 
reasons  can  be  adduced  otherwise,  the 
consultant  when  appointed  should  always 
be  given  a choice  of  either  being  maxi- 
mum part-time  or  full-time.  The  authori- 
ties know  perfectly  well  that  a maximum 
part-time  man  will  put  in  just  as  much 
work  in  the  State  hospitals  as  if  he  were 
eleven-elevenths,  and  the  practice  of  many 
Beards  is  • to  follow  this  quite  strictly. 
My  own  does.  If  they  advertise  a post 
full-time  or  maximum  part-time,  they 
will  appoint  the  candidate ; and  after 
they  have  appointed  him  they  will  call 
him  back  and  ask  him  if  his  choice  is  to 
be  maximum  part-time  or  full-time. 

423.  Sir  Hugh  Watson:  And  being 
acquainted  with  the  income  tax  laws,  you 
would  probably  choose  part-time,  would 

you  not? I am  not  acquainted  with 

the  income  tax  laws,  although  I have 
been  under  them  since  1948.  That  did 
not  influence  me  in  the  slightest. 

424.  We  were  impressed  by  what  the 

whole-time  consultants  told  us  the  other 
day.  They  went  so  far  as  to  say  that  the 
difference  in  income  between  the  two 
types  of  consultant  is  having  impor- 
tant disadvantageous  effects  on  the  hos- 
pital service. That  is  an  extreme 

statement,  in  my  opinion,  and  I have 
been  mixed  up  in  these  discussions  from 
the  start.  One  must  remember  that  if 
you  are  part-time  you  may  have  some 
income  tax  advantages — on  your  car,  for 
example,  and  on  your  consulting  room — 
but,  on  the  other  hand,  your  overheads 
will  be  heavy.  The  practices  of  many 
maximum  part-time  consultants,  just 
from  the  cold  business  point  of  view,  are 
not  really  worth  while ; but  it  is  their 
freedom  which  they  enjoy— the  fact  that 
they  are  not  body  and  soul  an  officer  of 
the  Minister  of  Health. 

425.  Chairman : Do  I take  that  to 
mean  that,  on  the  whole,  a man  on  nine- 
elevenths  part-time  will  probably  be 
earning  either  less  or  certainly  not  more 


than  he  . would  have  been  on.  ele, yen- 

elevenths  whole-time? Yes..  Ido  not 

mind  making  a personal  revelation.  My 
own  accountants  tell  me  that  my  actual 
profit  from  private  practice,'  after  my 
overheads  are  deducted,  is  in.  fact  negli- 
gible, but  I would  not  change  to  whole- 
time  for  anything.  1 ;;  . 

426.  And  you  would  think  that  that 

might  be  representative  of  the  profes- 
sion?  I would  say  it  is  representative 

of  a very  large  number  of  maximum 
part-timers  today. 

427.  Sir  David  Hughes  Parry:  What 
you  say,  really,  is  that  the  profit  is 
negligible  after  deduction  of  certain 
allowances  which  the  full-time  man  does 
not  get?— — -That  is  right.  After  all  that 
is  allowed  for,  I am  informed  by  people 
who  know  better  than  I do— 

428..  The  complaint  of  the  full-time 
man  is  that  he  does  not  get  the  allow- 
ances that  are  deducted  in  order  to  arrive 

at  your  profit  figure? On  the  other 

hand,  he  does  not  have  my  overheads. 
I think  I am  fairly  typical. 

429.  Chairman:  I take  it  that  it  has 
never  been  suggested  that . a part- 
timer  should  be  able  to  be  ten-elevenths. 
You  are  quite  content  that  the  maximum 
part-timer  should  not  be  more  than  nine? 

We  were  certainly  quite  happy  about 

that  in  1948. 

430.  I am  talking  about  now.—1 — It 
has  never  been  suggested'  since.— Dr. 
Cameron : I think  it  has  to  be  recalled 
that  nine-elevenths  does  not  mean  nine- 
elevenths  of  your  day ; 1 it  means 
nine-elevenths  of  the  working  hours 
allotted  as  the  computation  for  a whole- 
timer,  and  that  leaves  a large  amount  of 
the  man’s  day,  in  which  he.  maintains 
his  independence.  He  can  go  and  grow 
cabbages ; he  can  do  anything  in  that 
time.  It  also  has  to  be  recalled  that  the 
fact  that,  a man  is  a whole-timer  does 
not  prevent  him  from  accepting  other 
appointments.  He  may  be  a whole- 
timer,  and  he  may  be  a director  of  some 
firm.  That  is  quite  well  known  in  both 
university  and  other  circles^  and  being 
whole-time  does  not  mean  that  you  are 
entirely  tied  down  to  nothing  but  the 
work  of  the  hospital  service.  I think 
that  probably  one  of  the  best  answers 
that  could  be  given  to  you  on  this  ques- 
tion Was  the  evidence  .that1  was  laid  by 
the  Governor  of  the  Bank  of  England 
at  Monday’s  enquiry,  where  he  was 
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asked  why  the  directors  of  the  Bank 
of  England  were  not  whole-time.  I thin.; 
you  get  the  perfect  answer  to  your  ques- 
tion there,  'Sir. 

‘431.  Professor  lewkes:  If  we  assume, 
■which  seems  to  me  inescapable,  that 
there  have  got  to  be  part-timers  and 
whole-timers  is  there  an  optimum 
distribution  between  the  two?  Sir 
Russell  Brain:  That  we  have  not  really 
considered,  and  I think  we  would  like 
to  think  it  over  before  we  answer  that. 
The  question  has  not  been  put  to  us 
before,  I think.  There  are,  as  I think  we 
have  hinted  already,  certain  specialties 
where  the  need  for  whole-timers  is  ob- 
viously very  great.  In  general,  radiologists 
now  I think,  tend  to  work  at  their  hospi- 
tals. where  they  need  expensive  apparatus. 
Pathologists,  broadly,  are  not  people 
who  do  much  private  practice ; their 
work  is  mainly  hospital  work.  Many 
psychiatrists  would  naturally  be  whole- 
time.  ! I think  it  would  have  to  be  broken 
down,  and  we  would  like  notice  of  that 
and  try  to  deal  with  it  next  time. 

432.  If  you  could  just  keep  this  in 
mind,  this  is  a point  that  was  made  to 
us  by  the  whole-time  consultants  at  our 
last  public  hearing.  The  whole-time  con- 
sultants were  suggesting  that  there  had 
been  an  important  drift  from  whole- 
time work  to  part-time  work,  and  that 
this  was'1  really  bad  for  the  service ‘as  a 
whole.  There  are  two  matters  involved  ; 
how  much  of  a drift  has  there  been— 
and  perhaps  we  could  find  that  out 
ourselves^and  the  other  question  is 
whether,  if  any  drift  has  occurred,  that 
is  really  a disadvantage  to  the  service. 
Only  you'  can  tell  us  that,  so  perhaps 
you  would  enlarge  on  that?  Mr. 
Sellers:  I think  the  drift  that  may  have 
occurred  in  recent  years  is  since  the 
Ministry  ■ agreed  with  ourselves  that  a 
man  should  have  the  choice  between 
whole-time!  and  maximum  part-time  ; in 
other  words,  it  was  the  individual  choice 
of  the  practitioners  in  that.  One  other 
aspect  is  the  reaction  of  the  public  as 
a'  whole,  and  the  implications  of  a whole- 
time salaried  service,  which  would  mean 
■that  unless  you  had  practitioners  com- 
pletely dutside  the  Health  Service,  which 
inevitably  might  take  some  of  the  best 
people,  you  would  not  have  that  same 
freedom  of  choice  that  you  have  at  the 
present  time. 

■ 433.  Chairman  : Might  I ask  what 
proportion  of  the  population  exercise 


such  a choice?  Have  you  any  idea? 

I do  not  think  one  could  say. — Dr. 
Cameron:  A measure  of  that  might  be 
obtained  from  the  growth  of  provident 
schemes. — Dr.  Hill:  1 am  sure  that  the 
development  of  the  part-time  consultant 
is  wholly  in  the  interests  of  the  Service. 

I should  have  thought  that  it  was  most 
desirable,  as  with  the  lawyer,  that  the 
senior  type  of  doctor,  the  consultant, 
should  feel  himself  a man  of  independent 
status  and  stature,  and  not  an  officer  of 
an  authority  for  the  whole  of  his  life. 

434.  When  you  say  a senior  type  of 
consultant,  you  are  not  differentiating, 
particularly,  because  you  only  have  in 
mind  the  one  type  of  consultant,  at  any 
rate  in  the  eyes  of  the  public  and  the 

patients?  Is  that  right? Yes.  I was 

referring  to  the  whole  consultant  grade. 

435.  Would  you  think,  Sir  Russell,  that 
if  there  were  any  marked  tendency  for 
people  in  the  hospital  service  to  go  over 
to  or  away  from  one  particular  distribu- 
tion—for  instance,  either  to  middle  part- 
time  or  whole-time,  or  maximum 
part-time— that  that  might  indicate  that 
the  relative  financial  advantages  were 
perhaps  not  working  out  as  had  been 

anticipated? -Sir  Russell  Brain:  I 

think  that  would  undoubtedly  be  one 
factor,  but  I think  there  may  well  be 
more  than  one,  as  there  so  often  is. 


436.  Let  me  put  it  the  other  way.  If 
the  distributions  are  thought  to  be  round 
about  right,  always  allowing  for  a certain 
amount  of  fluctuation,  would  you  think 
that  the  financial  inducements  ought  to 
be  such  as  to  encourage  maintaining 

that? -Yes,  I think  that  is  true,  but 

I find  it  very  hard  to  know  how  one 
would  decide  what  was  the  right  distribu- 
tion. It  seems  to  me,  as  I said,  a thing 
that  might  work  well  over  a considerable 
range.  I am  not  sure  what  criteria  one 
would  apply., 


437.  Sir  David  Hughes  Parry : But  you 
would  agree  that  a minimum  of 
full-time  persons  is  required  to  run  a 

particular  hospital? 1 am  not  sure 

what  that  means.  I think  I have  agreed 
that  in  certain  spheres  of  medicine  there 
should  be  a considerable  proportion  of 
whole-timers ; but  whether  it  is  true  that 
some  are  required  in  every  hospital,  1 
would  have  to  think  about  that. 


438  It  has  been  put  to  us  very 
strongly  that  with  the  part-time  consult- 
ant there  is  a good  deal  of  waste  of 
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movement,  and  so  on.  A part-time  con- 
sultant may  be  operating  at  two,  three 
or  four  different  places,  and  he  would  be 
moving  from  one  to  the  other,  and  it  is 
not  easy  to  organise  the  work.  Have  you 
experienced  any  difficulty  like  that  at  all? 
No. — Mr.  Sellors : That  is  not  neces- 
sarily a disadvantage.  It  may  be  an 
advantage  to  have  a man  working  at 

more  than  one  or  two  hospitals. Dr. 

Hill:  That  may  have  been  put  to  Sir 
David  too  strongly.  A maximum  part- 
time  man,  or  even  rather  less  than  that 
if  he  is  a conscientious  man,  as  most  of 
us  are,  can  put  in  just  as  much  work  at 
a hospital  as  a whole-time  man.  I would 
even  go  so  far  as  to  say  that  very  often 
a part-time  man  would  put  in  more.  He 
will  set  no  limit.  He  will  not  count  his 
hours.  If  he  is  needed  in  his  hospitals 
he  will  be  there,  and  will  not  bother 
whether  he  is  being  paid  for  this  par- 
ticular hour,  or  not. 

439.  Chairman : Does  that  not  apply 

to  the  whole-time  man,  also? To  a 

man  of  a conscientious  nature,  it  does 
not  matter  which  he  is.  He  will  give  his 
time  in  the  same  way.  It  is  quite  wrong 
to  assert  that  a man,  because  he  is  part- 
time,  will  be  absent  when  he  is  wanted. 
Some  whole-time  men  have  their  services 
divided  between  a number  of  hospitals, 
and  they  may  be  in  one,  and  are  wanted 
in  another.  As  a matter  of  fact,  we  have 
agreed  with  the  Minister  of  Health,  on  a 
long-term  policy,  that  that  should  be 
limited.  It  is  a very  good  thing  that  a 
man  may  well  be  connected  with  more 
than  ope  hospital,  but  we  agree  with  the 
authorities  that  a man  should  not  be 
connected  with  so  many  that  he  spends 
a lot  of  his  time  on  the  road  acting  as 
his  own  chauffeur.  But  it  is  a great 
mistake  to  believe  that  to  get  the  best 
service  out  of  a man  in  a hospital  he 
must  be  whole-time.  It  depends  entirely 
on  tne  man  and  his  sense  of  duty  and  his 
conscientiousness. 

440.  Sir  David  Hughes  Parry:  We 
have  had  evidence  already  given  to  the 
contrary,  that  is  to  the  effect  that  there 
is  some  difficulty  in  making  these 

arrangements. 1 would  say  there 

need  be  none  at  all.  It  depends  entirely 
on  the  man  and  the  administrative  skill 
with  which  the  job  is  done.  As  a matter 
of  fact,  today  most  new  Regional 
Board  consultant  appointments  in  medi- 
cine and  surgery  will  be  found  to  be  fixed 
between  one  or  two  hospitals,  at  the 


most.  Most  of  these  difficulties  were 
hangovers  from  before  1948. 

441.  Professor  Jew  Ices:  May  I just  ask 

this?  Before  1948,  who  did  the  kind  of 
work  in  the  hospitals  that  is  now  done 
by  the  whole-time  consultant?  Before 
1948  there  was  no  such  thing  as  a whole- 
time consultant. Mr  Sellors : Yes, 

there  was. 

442.  But  they  have  become  much  more 
numerous,  have  they  not,  since  1948?  Is 

that  it? Sir  Russell  Brain : I am 

not  sure.  After  all,  in  all  municipal  hos* 
pitals  there  were  many  whole-time 
doctors  doing  consultant  work,  as  well 
as  visiting  part-time  consultants.  That 
is  also  true  of  the  mental  hospitals,  which 
were  entirely  staffed  by  men  working 
whole-time.  In  teaching  hospitals,  of 

course,  there  was  the  academic  staff  of 
universities,  who  were  whole-time, 

Professors  of  Pathology  and  so  on,  so 
there  was  a good  deal  of  whole-time 
work  done,  and  I think  we  would  need 
figures  to  say  whether  that  has  gone  up 
or  down.  I do  not  know.— Dr.  Hill : 
But  the  real  expression  of  opinion  dates 
from  the  days  before  the  Service,  when 
we  really  had  two  hospital  services  in 
this  country — the  local  authority  hospital 
service,  where  the  vast  majority  of  men 
who  did  the  day-to-day  work  were  whole- 
time officers  of  the  local  authority.  They 
were  not  always  what  we  would  have 
called  of  consultant  status.  In  fact,  to 
accommodate  many  of  those  people, 
without  making  the  consultant  status 
look  ridiculous,  the  S.H.M.O.  grade  had 
to  be  created  in  1948.  In  the  other  grade 
were  the  people  like  us,  who  worked 
for  nothing  as  consultants  in  our  volun- 
tary hospitals  before  the  war.  We  were 
paid  nothing  at  all,  and  earned  our  living 
in  consulting  practice.  Many  of  us,  and 
certainly  Sir  Russell  and  myself,  were 
part-time  consultants  to  local  authorities 
before  the  war. 

443.  Sir  Hugh  Watson : The  consul- 
tants in  the  voluntary  hospitals,  who  were 
whole-time,  were  not  whole-time  con- 
sultants in  the  sense  that  Professor  Jewkes 
is  talking  about  today.  They  were  not 
paid  anything  by  the  hospital? — -Dr. 
Cameron:  Some  were.  For  example, 
radiologists  in  the  hospitals  were  whole- 
time technologists. 

444.  But  the  great  majority  were  paid 

nothing? No. 
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445.  Professor  Jewkes:  In  the  volun- 
tary hospitals  there  would  be  only  a rela- 
tively small  number  of  what  we  call 

whole-time  consultants? Dr.  Hill : 

Yes, 

446.  Sir  Hugh  Watson : You  deal  with 

this  in  paragraph  29. 1 am  afraid  part- 

time  and  whole-time  does  not  really  come 
into  it.  A consultant  on  the  staff  of  a 
voluntary  hospital,  would  give  for 
nothing  all  the  time  that  was  needed  for 
the  welfare  of  his  patients. 

447.  Professor  Jewkes : What  I am  try- 
ing to  get  at  is  this.  X do  not  know 
whether  this  would  prove  to  be  the  case, 
but  suppose  it  were  discovered  that  in 
the  last  two  or  three  years  there  had  been 
a 10  per  cent,  drift  from  whole-time  to 
part-time.  Is  that  the  kind  of  thing  that 
ought  to  alarm  the  profession?  Is  that 
the  kind  of  thing  that  we  should  take 
note  of  in  trying  to  restore  some  sort  of 
balance  in  payments  between  the  two 
groups,  or  is  it  something  that  could  go 
on  without  the  efficiency  of  the  service 

really  being  affected? Sir  Russell 

Brain : I know  of  no  evidence  that  it  has 
affected,  or  would  be  likely  to  affect,  the 
efficiency  of  the  service. 

448.  Mrs.  Baxter:  Would  not  this  drift 
from  whole-time  to  part-time  be  at  least 
accounted  for  by  the  development  of 
the  provident  associations,  whose  servic- 
ing provides  considerably  more  work  for 
the  part-time  man  to  do  in  his  own 

time? 1 think  that  is  a factor.  It  is 

very  difficult  to  estimate  it,  because  it 
is  complicated  by  another  point  that  we 
raise  in  our  second  memorandum,  and 
that  is  the  very  high  charges  for  private 
beds,  which  operate  in  the  other  direc- 
tion, and  which  make  it  very  difficult  for 
provident  schemes  to  provide  adequate 
cover. 

• 449.  That,  of  course,  varies  very  much 

with  the  area,  does  it  not? It  does 

vary,  but.  the  general  tendency,  like 
everything  else,  is  steadily  upwards.  But 
I think,  undoubtedly,  the  growth  of  the 
provident  schemes,  which  surprised,  every- 
body after  the  health  service  came  in,  is 
a factor  but  not,  I would  have  thought, 
as  yet  a very  large  one. 

450.  And  this  would  be  a factor  which 
would  affect  the  younger  men  a great 
deal  more  than  the  older  men  the 

younger  part-time  consultants? Yes, 

it  would. 


451.  So  that  one  would  expect  to  see 
a division  of  opinion,  as  to  the  desir- 
ability of  full  part-time,  as  opposed  to 

part  part-time? Yes,  I think  that  is 

so. 

452.  Chairman:  I have  understood 

both  Dr.  Cameron  and  Dr.  Rowland  Hill 
to  say  that  if  you  are  only  doing  nine- 
elevenths  nominally  you  are,  in  fact,  able 
to  do  as  much  as  if  you  were  on  eleven- 
elevenths,  with  a considerable  amount  of 

part-time  practice,  as  well? Dr.  Hill: 

Yes. 

453.  Does  that  mean  to  say  that  the 
full-timer’s  commitment  is  based  on  a 
rather  smaller  amount  of  total  time  spent, 
than  would  be  spent  when  the  doctor  is 

more  completely  his  own  master? 

Broadly  speaking,  yes. — Sir  Russell 
Brain : If  one  takes  the  time  devoted  to 
the  practice  of  medicine,  I think  it  is 
probably  true  to  say  that  the  man  who  is 
doing  nine-elevenths  part-time,  and  a 
moderate  private  practice,  is  putting  in 
more  time  than  the  average  man  who  is 
doing  his  whole-time  service. 

454.  Sir  David  Hughes  Parry : But  you 

would  agree  that  the  man  who  is.  doing 
a full-time  consultant’s  job  is  also  taking 
away  with  him  a good  deal  of  responsi- 
bility to  his  own  private  house? 1 

am  not  sure  I follow  that,  but  I do  not 
think  there  is  any  difference  between  the 
part-timer  and  the  whole-timer,  in  that 
respect.  They  are  both  taking  continuous 
responsibility  for  their  patients. 

455.  Is  the  responsibility  of  the  full- 
time person  even  greater?—  Dr. 
Cameron : I would  rather  put  it  the  other 
way  that  the  whole-timer  usually  has 
associated  with  him  whole-timers  to  take 
responsibility,  whereas  the  part-timer 
most  commonly  has  associated  with  him 
another  part-time  consultant.  Therefore, 
the  continuing  responsibility  is  greater 
on  the  part-timer  than  on  the  whole-timer. 

456.  I am  sorry,  I do  not  see  that. 
— — My  point  is  that  he  is  in  effect 
covering  the  whole  24  hours,  and  there 
is  no  opportunity  to  relax,  whereas  the 
whole-timer  knows  that  he  has  response 
bility  for  a period  of  duty  from,  say  9 to 
5,  and  if  he  has  administered  his  charge 
correctly  the  responsibility  is  new  od 
the  shoulders  of  his  colleague.  Many  of 
the  whole-timers  have  a system  of 
periods  of  duty,  if  I can  put  it  in  that 
way. 
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457.  Suppose  that  during  the  night 

there  is  an  acute  case.  Will  they  sum- 
mon a part-time  person  there? Yes. 

458.  Will  it  not  be  the  full-time  person 
who  will  be  called  upon,  in  the  first 

instance? -No. — Sir  Russell  Brain: 

There  is  no  inter-mixture  where  a part- 
timer  is  responsible  for  beds.  He  is 
wholly  responsible,  and  he  is  appealed 
to  in  the  middle  of  the  night.  His  whole- 
time colleague  is  responsible  for  another 
set  of  beds. 

459.  Mr.  Gunlake : Is  there  anyone  at 
the  hospital  who  would  relieve  the  part- 

timer  in  such  a case? He  has  his 

subordinates  and  his  registrar,  who  might 
or  might  not  be  resident  at  the  time. 

460.  So  a part-timer  would  be  called 
upon  if  someone  lower  down  the  line  felt 
that  he  must  be  called  upon,  but  hot 
always?  The  crisis  could,  perhaps,  be 

dealt  with  by  not  calling  on  him? 

That  applies  equally  to  the  whole-timer 
and  the  part-timer. 

461.  Sir  David  Hughes  Parry:  But 

there  would  be  a disposition  to  call  upon 
the  full-timer  more  readily  than  the  part- 
timer? — Dr.  Cameron:  That  is  one 

thought  we  must  destroy.  Sir.  The  part- 
timer  is  equally  responsible.  It  is  a per- 
sonal responsibility,  be  he  whole-time  or 
part-time,  and  the  condition  of  the  ser- 
vice is  such  that  it  is  equal  to  both  part- 
time  and  full-time,  I would  resent  it  if 
anyone  else  were  being  called  to  accept 
responsibility  for  my  patient. — Dr.  Hill: 

I think  it  might  help  if  we  said  that, 
despite  nearly  ten  years  having  gone  by 
since  194S,  the  old  local  authority  hospi- 
tals and  their  staff,  and  the  old  voluntary 
hospitals  and  their  staff,  have  not  yet 
been  completely  assimilated ; and  you 
will  still  find  the  whole-time  clinical 
staffing  persisting  in  what  before  1948 
was  a local  authority  hospital,  and  the 
part-time  staffing  persisting  in  the  old 
voluntary  hospital.  What  you  do  not 
find  very  often  in  a hospital  are  two 
part-time  surgeons  and  one  whole-time 
one.  _ The  whole-time  surgeons  and 
physicians  are  to  be  found  in  a 
hospital,  which  ten  years  ago  belonged 
to  the  L.C.C.  There  probably  is  not  a 
single  part-time  surgeon  in  many  such 
hospitals.  They  are  probably  all  whole- 
time officers.  Whereas,  in  a voluntary 
hospital  they  are  probably  all  part-time 
surgeons.  The  marriage  is  not  yet 
complete. 


462.  That  may  very  well  explain  it. 

Sir  Russell  Brain:  There  does  seem 

to  be  a misunderstanding  about  the 
responsibility  of  the  whole-time  and  the 
part-time  staff,  and  it  seems  to  -be 
thought  that  the  whole-timer  has  greater, 
more  continuing  responsibility  than  the 
part-timer,  but  that  is  not  so.  The 
clinical  responsibilities  are  identical. 

463.  Chairman : I think  it  was  rather 
implied  in  your  memorandum,  Sir 
Russell,  that  perhaps  the  responsibility 
of  the  part-time  consultant  was  .greater, 
though  I do  not  think  you  meant  to 
imply  that.  It  is  paragraph  40. — — - 
There  is  riot  here,  nor  was  there  intended 
to  be,  .any  comparison  with  whole- 
timers.  It  is  merely  a statement  of  fact. 

464.  I think  we  are  clear  on  that  now. 

Dr.  Hill:  For  example,  there  are 

two  hospitals  of  mine  that  I visit 
normally  once  a week,  to  do  out-patients 
and  see  patients  in  the  ward,  but  I con- 
sider myself  • responsible  throughout  the 
whole  week  for  the  patients  under  my 
care  in  the  wards,  and  I expect  to  be 
communicated  with  by  my  subordinates 
if  they  are  worried  at  any  time,  day  or 
night,  and  that  is  true  of  all  part-timers. 

465.  Sir  David  Hughes  Parry : If  I 
understand  the  position  rightly,  you  say 
that  there  are  three  main  advantages  for 
the  part-time  consultant.  First  in  impor- 
tance you  put  independence  ; secondly, 
there  is.  a certain  amount  of  weighting  in 
favour  of  part-time  consultants  in  the 
matter  of  remuneration  ; also,  that  there 
are  certain  income  tax  advantages,  which 
are  not  very  great.  Those  are  the  three 

main  things?- Sir  Russell  Brain:  May. 

we  distinguish  between  the  advantages  to 
society  of  having  a part-time  service? 
There  are  advantages  to  the  consultants, 
financial  or  otherwise,  which  you  have 
mentioned,  but  I think  there  are  advan- 
tages to  society,  as  we  see  it,  that  we 
did  mention. 

466.  The  advantages  so  far  as  re- 
muneration goes,  and  the  advantages  of 
the  general  professional  standing? — — 
Yes,  I think  we  should  distinguish  those.. 

467.  Professor  Jewkes:  Just  to  con- 
firm this,  because  I do  not  , think  it 
appears  in  this  evidence,  your  committee 
is  in  favour  of  a change  in  the  arrange- 
ments about  payments  for  domiciliary 
visits  in  the  case  of  whole-timers,  is  it?' 
— —Yes.  That  appears  in  our  second 
memorandum.  We  are  in  favbur  of 
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their  being  treated  in  exactly  the  same 
way  as  part-timers. 

468.  Sir  David  Hughes  Parry:  May  I 
move  on?  The  next  matter  to  which  I 
want  to  draw  attention  is  what  you  say 
about  merit  awards.  We  have  been 
looking  at  this  matter  from  two  angles  ; 
first  of  all,  the  system  as  such — whether 
it  is  a good  system,  or  whether  it  might 
be  replaced  by  a system  of  weighting  in 
respect  of  certain  appointments — and, 
secondly,  the  method  in  which  the 
awards  have  been  made  in  the  past,  and 
are  now,  in  fact,  being  made.  You  are 
in  favour  of  the  system.  Would  you 

like  to  enlarge  on  that? 1 would, 

personally,  say  that  the  invention  of 
merit  awards  was  a great  imaginative 
stroke  in  the  setting-up  of  the  health 
service.  I think  it  was  a great  achieve- 
ment. It  meant  that  increased  remunera- 
tion could  be  given.  It  meant  that  a 
few  could  receive  scales  of  income  which 
enabled  medicine  to  compare  in  attract- 
tiveness  with  the  other  professions  and 
walks  of  life.  It  did  that  without 
accepting  the  principle  of  seniority, 
which  may  be  a necessary  and  suitable 
method  in  some  services,  but  which  we 
feel  has  undesirable  features,  in  that 
there  should  be  some  way  of  discriminat- 
ing between  merit  and  mere  seniority. 
Those,  I think,  are  the  reasons  why  we 
thought  at  the  time  that  it  was  an  excel- 
lent idea,  and  we  think  so  still. 

469.  You  make  it.  quite  clear  that  these 

are  the  advantages  elaborated  as  you  see 
them. Y es. 

470.  We  have  had  several  indications 
that  the  system  as  such  is  not  acceptable 
throughout  the  profession.  Have  you 
any  evidence  of  that,  or  of  the  general 

acceptance  of  it? Naturally,  nothing 

is  without  criticism,  and  there  have  been 
criticisms  voiced  in  .the  medical  press  of 
the  method,  but  I think  that  the  evidence 
in  its  favour  is  shown  in  the  evidence, 
which  you  are  going  to  receive  from 
bodies  representing  the  whole  profes- 
sion, that  they  are  strongly  in  favour  of 
the  system  and  have  no  substantial  criti- 
cism to  offer  of  the  way  in  which  the 
awards  are  made.  That  is  our  view,  and 
I understand  that  is  to  be  the  view  of 
the  British  Medical  Association^  I 
would  say  that,  in  spite  of  individual 
comments,  we  have  no  evidence  of  any 
substantial  criticism  in  the  profession  of 
the  method  by  which  the-  merit  awards 


are  made.  I,  myself,  was  a member  of: 
the  Merit  Awards  Committee,  and  I can 
speak  from  personal  experience. 

471.  Have  there  been  any  changes  in 
the  personnel  of  the  awarding  committee 
at  all?  Have  the  personnel  varied 
during  the  course  of  the  nine  years,  or 

are  they  the  same  persons? No,. 

indeed.  It  is  appointed  by  the  Minister; 
after  seeking  advice  from  various  bodies,, 
and  there  have  been  frequent  changes.  I 
have  not  got  the  figures. 

472.  In  the  committee  personnel? — — ' 
Yes. 

473.  All  this  is  very  mysterious,  be- 
cause all  this  is  done  in  secret,  is  it  not? 

Mr.  Sellors : The  Committee  of 

which  I am  Chairman  is  a democratic-, 
ally  elected  body,  and  they  usually  think 
that  this  is  a matter  for  discussion.  But 
this  year  when  we  discussed  it  for  several 
hours,  and  a final  vote  was  taken,  it  was 
in  unanimous  support  of  the  merit  award 
system  as  it  stood. 

474.  And  as  it  had  been  adminis- 
tered?— - — And  as  it  had  been  adminis- 
tered. 

475.  Chairman : There  are  two  points, 
the  system  and  its  administration.  Do 
I take  it  that  your  answer  really  comes 

to  this  . . .? We  are  satisfied  with 

both,  and  it  is  really,  I think,  very  un- 
expected to  have  such  unanimity  in  such, 
a very  widespread  body  with  so  many: 
interests,  whole-time  and  part-time. 

476.  Sir  David  Hughes  Parry:  It  wa.s;- 

unexpected,  because  there  has  been  critif: 
cism? Because  there  has  been  criti- 

cism and,  inevitably,  there  will  be: 
criticism,  partly  based  on  some  aspect  of 
secrecy. 

477.  Mr.  G unlake : One  aspect  in  par- 

ticular has  been  put  to  us,  and  that  & 
that  when  a merit  award  is  made  no  one 
is  informed  who  receives  it,  so  that  it 
might  be  possible  for  some  medical  men. 
in  a hospital  to  have  merit  awards,  and: 
the  others  would  not  know  about  it- 
Have  you  any  feelings  on  that  particular, 
aspect  of  secrecy? Sir  Russell  Brain 

I think  the  reason  given  in  the  past  for. 
that  was  simply  that  it  was  undesirable: 
that  merit  awards  should  be  public,  in. 
the  sense  of  being  known,  as  they  would: 
be,  to  the  general  public. 

478.  May  I make  this  quite  clear? : 
The  criticism  was  that  they  were  not 
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made  known  to  other  doctors.  It  was 
never  suggested.  . . . 

Mr.  Bonham-Carter:  The  point  made, 
if  I remember  it  rightly,  was  that  a merit 
award  might  be  given  to  a junior,  and 

his  own  senior  would  not  know. Dr. 

Cameron : I suggest  that  that  is  desirable. 
In  order  to  maintain  the  amity  and 
harmony  of  the  hospital  staff,  it  is  desir- 
able that  such  things  should  not  be 
known. 

479.  Chairman : It  has  been  put  to  us 
that  it  might  lead  to  suspicions,  as  to 
who  was  getting  it.  It  is  a question  of 
secrecy,  but  nobody  has  suggested  in  our 
hearing  that  the  public  as  a whole 
should  hear  it.  That  is  quite  a separate 
point,  but  it  has  been  suggested  that 
other  doctors,  not  merely  the  seniors  of 
the  doctors,  themselves,  should  know. 

Mr.  Bonham-Carter:  I think  it  was 
said  by  the  witness  “My  junior  might 

get  it,  and  I would  not  know  ”. 

Sir  Russell  Brain : I,  personally,  would 
feel  that  there  is  no  objection  to  that, 
and  that  it  is  not  undesirable  that  there 
should  be  secrecy  throughout.  You  will 
probably  be  obtaining  evidence  more 
directly  in  relation  to  merit  awards  and 
the  system  adopted.  There  are  very  com- 
plete consultations,  and  I know  it  is  the 
practice  in  many  hospitals  for  the 
Medical  Committee  to  appoint  a small 
sub-committee  of  senior  members  who, 
themselves,  every  year  put  up  recom- 
mendations, and  who,  themselves,  have 
before  them  a complete  list  of  holders 
and  potential  holders  of  awards,  so  that 
there  is  not,  by  any  means,  complete 
secrecy  even  there.  But  I would  think- 
that  these  are  really  matters  that  others, 
more  experienced  in  the  working  of  the 
procedure,  could  advise  you  better  upon. 

480.  Chairman : It  must  have  a very 
direct  bearing  on  anything  we  may 
recommend,  eventually,  on  remuneration, 
Sir  Russell,  because  if  there  is  a large 
number  of  people  getting  something  over 
the  basic,  then  the  basic  will  presum- 
ably be  rather  different  from  what  it 
would  be  if  the  basic  was  really  the  sum 

total  received  by  them? Indeed,  and, 

as  you  will  have  heard,  when  the  system 
of  merit  awards  was  set  up  it  was  an 
alternative  to  a wider  spread  of  that 
amount  of  remuneration.  It  was  not 
that  extra  money  was  provided,  but  that 
the  money  was  so  divided. — Mr.  Sellors : 
The  senior  members  who  make  their 


annual  recommendations  are  aware  of 
the  position,  but,  naturally,  they  do  not 
diffuse  the  information  through  the 
hospital. 

481.  Could  you  say  whether  the  in- 

ability to  advertise  the  possibility,  or  at 
any  rate  the  promise  of  a merit  award, 
would  ever  make  it  difficult  to  secure 
somebody  from  overseas  for  some  teach- 
ing post,  or  anything  like  that? Sir 

Russell  Brain : I have  never  heard  any- 
thing like  that.  I have  never  heard  merit 
awards  entering  into  specific  induce- 
ments to  a post. 

482.  I have  one  other  question  on 
that.  Merit  awards  have  remained,  as 
far  as  I know,  at  the  same  figure  ever 
since  they  have  been  established.  It  has 
never  been  suggested  that  they  were 
going  to  be  subjeoted  to  anything  which 

might  be  called  betterment,  has  it? 

It  will  be.  Sir,  in  our  second 
memorandum. 

483.  Because  in  Spens  it  did  not  seem 

to  me  that  the  question  of  leaving  the 
value  of  money  to  others  to  decide,  ex- 
cluded merit  awards. No.  We  feel 

that  if  merit  awards  are  not  increased 
their  attractiveness  steadily  diminishes 
until  their  relative  value  becomes  ex- 
tremely slight,  and  their  original  purpose 
would  no  longer  be  served. 

484.  That,  again,  would  have  consider- 
able bearing  on  any  other  level  of  the 

general  level  of  salaries. Assuming 

that  the  total  sum  is  circumscribed  or 
limited. 

485.  Mr.  Watson : Would  you  think 
that  the  service  would  suffer  if  merit 

awards  were  abolished  altogether? 

Indeed,  I do.  I think  medicine  has  been 
getting  a remuneration  which  compares 
favourably  with  that  of  other  people  of 
equal  success  in  other  professions,  and 
if  these  were  abolished  altogether,  I think 
it  would  cease  to  do  that,  and  if  it  was 
based  on  seniority,  I think  it  would  cease 
to  attract  many  people. 

486.  Chairman : Would  you  count 
seniority  as  being  roughly  the  same  as 
responsibility?  It  has  been  suggested  to 
us  that  a specially  high  remuneration 
should  apply  to  what  we  call  positions 
of  responsibility.  Do  I take  it  that  that 

is  broadly  the  same  as  seniority? 1 

think  it  would  be  very  difficult  to  define. 
I would  want  to  know  how  one  would 
evaluate  responsibility,  but  I think  in 
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practice  that  when  people  have,  more 
beds,  as  they  become  more  senior,  and 
so  on,  it  would  mean  seniority. 

487.  We  have  asked  the  Ministry  to 

give  us  some  more  facts  and  figures.  We 
know  what  proportion  of  the  total  con- 
sultants enjoy  a merit  award,  but  we 
have  asked  if  they  can  give  us  some 
estimate  of  how  many,  in  the  course  of 
-their  careers,  will  at  one  time  or  another 
receive  an  award.  That  would,  presum- 
ably, be  a much  higher  percentage? 

Yes,  indeed  it  would. 

488.  I do  not  know  whether  you  would 
like  to  say  if  you  think,  for  instance,  that 
if  one-third  had  it  at  any  one  time  prob- 
ably over  two-thirds,  in  the  course  of  their 

career,  would  have  it? 1 think  it  is 

something  like  that.  From  the  point  of 
view  of  the  attractiveness  of  -die  pro- 
fession, it  is  not  what  number  get  it 
now,  but  what  are  the  chances  of  an 
individual  entrant  getting  it,  eventually. 

489.  Sir  David  Hughes  Parry : Are  you 
going  to  suggest  that  the  number  should 
be  increased,  so  that  the  proportion  of 
the  merit  awards  may  be  maintained? 
At  the  present  time  there  is  a certain 

limit,  is  there  not? -No,  we  are  not 

suggesting  any  change,  I think,  in  any 
sphere  in  the  organisation  and  grading 
of  the  health  service. 

490.  Sir  Hugh  Watson : Sir  Russell, 
you  mentioned  rightly  that  probably  we 
should  be  getting  evidence  from  the 
people  who  administer  the  merit  awards, 
as  to  how  they  do  it,  and  we  will  be 
concerned  with  that,  of  course.  But  we 
are  also  very  much  concerned  to  know 
whether  the  existence  of  the  system,  and 
its  administration,  commends  itself  to  the 
whole  profession,  as  far  as  you  know? 
— -Except  for  minor  exceptions  I think 
it  does.  We  have  no  evidence  that  there 
is  any  widespread  disapproval. 

491.  We  have  heard  it  said  that  the 

merit  awards  are,  themselves,  adminis- 
tered by  people  who  hold  merit  awards. 
I am  not  meaning  that  in  any  unfair 
sense;  but  the  whole  question  of  merit 
awards  is  being  considered  by  senior 
people,  and  young  men  do  not  come  in. 
Can  you  tell  us  about  this? Inevit- 

ably, I think,  merit  awards  must  be 
considered  by  senior  people,  whether 
it  is  a recommendation  from  the  hospital, 
or  at  the  highest  possible  level,  but  there 
is  the  fullest  consideration  given  to  every 
individual.  Every  potential  candidate  is 


considered,  and  when  a man  becomes  a 
consultant  he  is  asked  to  furnish  to  the 
Merit  Awards  Committee  particulars  of 
his  career,  of  his  publications,  in  other 
words  of  anything  on  which  a merit 
award  could  -be  based,  and  to  keep  them 
up  to  date.  And  he  has  the  opportunity 
it  any  time  of  applying  and  asking  why 
he  has  not  been  given  one. 

492.  Chairman : I think.  Sir  Russell,  it 
would  be  very  useful  if  you  would  take 
further  steps  to  be  able  to  show  us  that 
it  is  the  view  of  the  profession  as  a whole 

that  the  system  is  a good  one. We 

speak,  as  you  have  heard.  Sir,  for  all  *he 
Colleges  and  Corporations,  and  the  Cen- 
tral Consultants  and  Specialists  Commit- 
lee,  and  it  is  the  view  of  all  those  bodies 
that  the  system  is  satisfactory,  and  it  is 
satisfactorily  worked. — Mr.  Sellors : I 
think  a great  deal  of  publicity  and  criti- 
cism has  come  from  wider  bodies  of  the 
profession  than  the  representative  body 
of  the  Association.  The  criticisms  have 
largely  come  from  other  branches  of  the 
profession  than  the  hospital  service  I 
think  that  some  general  practitioners  and 
public  health  people  have  criticised  the 
method  and  the  whole  system. 

493.  Sir  David  Hughes  Parry : They 
have  given  us  the  impression  that  the 
criticism  comes  from  the  lower  stages, 
rather  than  the  higher  stages,  of  the 

profession. Dr.  Hill : I think  an 

accurate  summary  of  this  position  would 
be  this,  that  the  overwhelming  view  of 
hospital  consultants  is  strongly  in  favour 
of  the  principle  of  merit  awards,  but  like 
any  collection  of  human  beings— and  I 
do'not  think  it  is  in  any  way  an  exaggera- 
tion— there  will  be  a small  percentage  of 
people  with  chips  on  their  shoulders, 
who  think  they  ought  to  have  a bigger 
merit  award  than  they  have  got,  or  if 
they  have  not  got  one,  they  ought  to  have 
one.  I do  not  think  I am  being  slander- 
ous if  I say  that  that  is  the  source  of 
the  main  opposition,  such  as  it  is.  But 
it  is  the  overwhelming  opinion  of  all  the 
the  constituent  bodies  of  the  Joint  Com- 
mittee that  the  merit  award  system  has 
justified  itself  by  nine  years’  trial,  and 
that  it  had  that  element  of  inspiration 
to  which  Sir  Russell  has  referred. 

494.  Professor  Jewkes : There  is  just 
one  other  point  -about  the  merit  awards, 
which  I think  it  would  be  useful  to  get 
help  on.  When  the  Spens  Report  on 
consultants  was  being  prepared,  they 
were  dealing  with  statistics  provided  by 
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Dr.  Bradford  Hill,  and  the  question  had 
arisen  as  to  how  they  defined  a con- 
sultant. Dr.  Bradford  Hill  had  employed 
a certain  definition,  and  as  a result  of 
that  he  found  there  were,  I think,  1,600 
consultants  in  1938,  and  when  the  Spens 
Committee  reported  they  assumed  they 
were  talking  about  1,600  consultants. 
There  are  now  over  7,000  consultants, 
and  the  merit  award  system  is,  in  fact, 
being  applied  to  a group  of  consultants 
nearly  five  times  more  numerous  than 
that  which,  I think,  the  Spens  Com- 
mittee thought  they  were  dealing  with. 
I do  not  understand  this  mystery.  I do 
not  understand  why  there  has  been  this 
increase  in  the  number  of  consultants 
or,  indeed,  whether  it  is  a right  and 
proper  thing  to  apply  merit  awards  to 
a much  larger  group  than  had  originally 
been  envisaged ; but  if,  in  the  second 
round  of  evidence,  you  have  any  com- 
ments on  that,  I would  be  grateful. 

We  would  be  glad  to  consider  it.  One 
partial  answer  is  that  the  object  of  the 
health  service  was  to  make  a consultant 
service  available  in  all  parts  of  the 
country,  and  that  involved,  necessarily, 
a very  considerable  expansion  in  the 
number  of  consultants.  But  one  could 
not  completely  answer  the  question, 
without  looking  up  precisely  what  Dr. 
Bradford  Hill's  definition  covered  in  the 
past. 

495.  Chairman : It  did  seem  to  us  on 
the  whole  that  certainly  there  were  more 
than  Spens  had  envisaged  ten  years  ago. 

1 think  that  must  be  so  and  of 

course,  not  only  is  it  a question  of  there 
being  more  consultants  to  provide  the 
service,  but  medicine  itself  has  extended 
and  differentiated  still  further  even  in  ten 
years. 

496.  That  leads  on  to  another  question 
that  puzzles  some  of  us  which  you  refer 
to  in  your  paragraph  44,  where  you  refer 
to  Danckwerts.  It  would  seem  that 
during  the  period,  and  consistently,  there 
has  been  a steady  increase  in  the  amount 
paid  out  under  the  National  Health 
Service  to  the  hospital  doctors,  at  a 
greater  rate  on  the  whole  than  that  paid 
out  to  the  general  practitioners.  Yet  it 
would  appear  that  the  general  prac- 
titioners had  a betterment  of  100  per 
cent,  and  the  consultants  in  the  hospital 
services  did  not  have  anything  like  as 
much  ; and  they  are  stiff  apparently  as 
favourably  placed  financially  in  relation 
to  the  other  doctors  as  the  general 
practitioners,  or  at  least  favourably 


enough  placed  to  make  that  branch  of 
the  service  seem  attractive.  If  you  had 
had  a Danckwerts  and  if  you  had  had 
a 100  per  cent,  betterment  on  every- 
thing, including  merit  awards,  it  would 
seem  that  nobody  would  remain  in 
general  practice  at  all  on  financial 
grounds.  That  is  the  sort  of  conclusion 
to  which  we  are  driven  by  the  figures. 
Could  you  clear  our  minds  at  all  on 
that?— — Dr.  Hill:  When  you  say 

“ hospitals  ” do1  you  mean  the  sum 
spent  in  salaries  for  consultants,  or  the 
hospital  medical  staffs  as  a whole? 

497.  I mean  primarily  the  consultants. 
It  is  in  fact  divided  for  one  year,  but 
not  for  the  whole  years  ; it  is  £36  million 
of  which  £22  million  nearly  was  for 
consultants  alone  for  the  year  1955-56, 
and  £8i  million  for  S.H.M.O.’s  and  so 
on.  Broadly  speaking,  taking  the  figures 
throughout  the  period,  there  is  a steady 

rise  year  by  year. Sir  Russell  Brain : 

I should  not  like  to  give  a final  answer 
on  that  without  having  time  to  consider 
it,  but  I think  one  answer  is  surely  that 
this  has  been  in  many  respects  an 
exceptional  time.  It  has  been  a time  of 
expansion,  the  expansion  of  the  health 
service,  of  hospital  facilities,  upgrading 
hospital  facilities,  the  creation  of  con- 
sultant appointments  in  hospitals  where 
they  did  not  exist  before;  all  that  has 
gone  on.  One  must  take  a long-term 
view,  because  what  we  are  concerned 
with  is  what  is  happening  now,  and 
already  we  have  evidence  that  the  senior 
registrars  and  registrars  are  not  coming 
forward  ; they  are  not  attracted  by  the 
present  state  of  affairs  sufficiently  to 
come  forward  in  the  way  they  did.  1 1 
think  we  have  been  passing  through  ten 
very  exceptional  years,  and  I would  like 
to  be  able  to  consider  the  various  factors 
in  some  detail  before  accepting  any 
generalisation  about  that. 

498.  I did  not  expect  an  answer 
immediately  to  that  question,  but  it  does 
seem  to  us  to  be  a bit  of  a mystery  that 
one  branch  of  the  service  had  a very 
much  larger  betterment  than  the  other 
given  to  it  as  a result  of  Danckwerts,  and 
that  in  fact  it  is  the  one  that  did  not 
get  such  a large  betterment  that  has  so 
far  continued  rather  to  attract  a growing 
proportion  of  the  total  number  of 
people  ; not  merely  part-timers  earning 
a good  deal  outside,  but  the  actual 
amount  paid  from  the  service. — : — We 
would  be  glad  to  consider  that,  but  even 
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that  would  be  'Only  on©  ground  for  a 
betterment ; there  might  be  other 
grounds  of  equity  which  were  unrelated 
to  the  attractiveness  of  the  service. 

499.  Sir  Hugh  Watson:  I do  not 
suppose  Sir  Russell  needs  any  help  in 
this  matter,  but  he  will  remember  that 
in  1954  he  himself  produced  a report  on 
the  very  matter  with  which  we  are 
dealing,  in  which  he  said:  “The  staff 
side  of  the  Whitley  Council  is  satisfied 
that  a settlement  as  achieved  does 
in  fact  restore  the  balance  between  con- 
sultant and  general  practitioner 
remuneration  which  was  upset  by  the 
Danckwerts  award.”  You  will  remember 

this  fairly  well? Yes  indeed  ; we 

stand  by  this  now. 

500.  You  went  into  the  whole  matter 
and  you  came  to  the  conclusion  at  the 
end  of  the  day  that  there  had  been  a sort 
of  balance  struck  between  the  two  sides 

of  the  profession? That  is  still  our 

view. 

501.  Professor  Jewkes:  It  was  on  that 
that  we  wanted  to  be  a little  clearer 
because  at  first  glance  at  the  figures  this 
is  what  happened.  The  Danckwerts 
award  gave  a 100  per  cent,  addition  to 
the  general  practitioner,  and  the  award 
in  favour  of  the  consultants — in  1954  I 
think  it  was — only  gave  you  a 30  or  40 
per  cent,  increase.  How  can  a 30  or  40 
per  cent,  increase  in  the  case  of  con- 
sultants maintain  your  balance  as  against 

the  general  practitioner? Mr. 

Sellors:  Going  to  the  negotiations  with 
the  Ministry  right  back  to  the  beginning 
of  the  service,  I think  the  evolution  of 
this  was  as  follows.  When  we  entered 
the  service  I think  it  was  agreed  generally 
that  the  general  practitioners  were  at  a 
considerable  disadvantage  in  comparison 
with  the  hospital  service,  and  they  went 
forward  on  the  Danckwerts  appeal  on 
the  basis  of  full  support  from  us  and 
from  every  branch  of  the  profession. 
But  Danckwerts,  although  it  was  100  per 
cent.,  was  reduced  to  some  extent  by  the 
great  increase  of  practitioners  who  had 
come  into  the  pool.  So,  whereas  the 
individual  general  practitioner  looked  as 
if  he  was  getting  a very  large  increase, 
it  was  actually  scaled  down  proportion- 
ately by  a certain  figure. 

502.  Chairman : Danckwerts  was 

doing  only  one  thing,  and  that  was  giving 
his  personal  interpretation  of  what  was 

known  as  betterment? And  that  had 

to  apply  to  the  general  practitioner  too. 

30696 
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— Dr.  Hill:  On  the  lines  of  what  Mr. 
Sellors  has  just  said,  Mr.  Justice 
Danckwerts  gave  that  adjudication,  but 
then  it  had  to  be  negotiated  as  part  of 
the  increased  payment  for  general  prac- 
titioners, and  the  general  practitioners 
agreed  with  the  Minister  that  they  would 
accept  the  Danckwerts  result,  associated 
with  a redistribution  of  panel  patients 
so  that  the  maximum  number  of  patients 
was  reduced  from  something  like  4,000 
per  list  to  3,500  or  something  like  that. 

It  meant  in  practice  the  increased  income 
the  general  practitioner  got  on  the 
average  was  very  much  less  than  100  per 
cent,  because  he  had  to  accept  his  smaller 
list.  It  came  down  I think  to  an  average 
increase  of  somewhat  less  than  70  per 
cent,  of  his  actual  income. 

503.  Professor  Jewkes : This  is  a point 
clearly  on  which  there  is  a difference  of 
opinion.  My  own  idea  on  this  at  the 
moment  would  be  that  under  the 
methods  of  payment  if  the  number  of 
general  practitioners  increases  then  the 
central  pool  increases.  So,  as  a result 
of  Danckwerts,  the  average  payment  to 
doctors  increased  by  100  per  cent.  ; 
although  of  course  certain  people  who 
had  lists  larger  than  those  which  would 
now  be  permitted  did  not  get  the  full 
advantage  of  it.  But  if  some  did  not  get 
the  full  advantage  others  must  have  got 
more  than  the  average.  On  the  average 
general  practitioners  went  up  100  per 
cent.,  whereas  consultants  have  only 
gone  up  30  or  40  per  cent.  This  seemed 
to  me  to  be  an  inequity  that  I would 
like  your  comments  on. — - Mr . Sellors: 
There  was  a difference  in  date  of  nego- 
tiation. The  general  practitioner  was 
at  1939,  and  the  hospital  staff  nego- 
tiated in  1948. — Dr.  Cameron:  I think 
there  was  a certain  amount  of  back 
deficit  due  to  the  general  practitioner 
which  was  not  due  to  us. — Dr.  Hill:  I 
think  the  other  point  that  helps  to 
straighten  this  out  is  this:  that  the  con- 
sultants obtained  quite  a distinct  better- 
ment factor  in  their  terms  of  service  in 
1949.  I think  the  actual  net  betterment 
was  something  like  11  per  cent,  if  you  do 
not  include  the  superannuation  contribu- 
tions from  the  employer ; if  you  do  in- 
clude that  it  was  about  20  per  cent. ; 
whereas  the  general  practitioner  was  on 
his  pre-NATiONAL  Health  Service  capi- 
tation fee  until  1951  at  the  time  of  the 
Danckwerts  award.  In  other  words,  we 
had  already  got  a bit  of  betterment 
before  the  Danckwerts  award. 
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504.  Chairman : You  got  betterment 
in  terms  of  a change  in  the  value  of 

money? Yes.  For  example,  Spens 

in  1949  recommended  the  basic  salary 
for  a consultant  of  £2,500,  and  in  1949 
we  got  £2,750.  We  got  that  element  of 
betterment.  That  is  the  maximum  basic 
salary  of  a whole-time  consultant  in 
1948. — Sir  Russell  Brain : I am  not  quite 
sure  whether  Sir  Hugh’s  point  was  to  ask 
us  why  we  did  not  get  more  in  1954? 

505.  Sir  Hugh  Watson:  No  Sir,  you 

answered  my  question  exactly  as  I 
thought  you  would ; namely,  that  as  a 
result  of  your  negotiations  in  1954  you 
pretty  well  came  to  the  conclusion  that 
you  had  put  consultants  and  general 
practitioners  on  a parity? Yes. 

506.  Maintaining  their  respective 

positions  financially? That  is  so  ; we 

have  accepted  that  position  still. 

507.  Professor  Jewkes : My  question 
is,  why  did  you  not  get  more  in  1954. 
If  you  take  the  Spens  suggested  pre-war 
figure  and  your  present  figure  for  con- 
sultants either  at  the  beginning  or  end 
of  the  scale,  clearly  it  has  gone  up,  I 
have  not  the  exact  figure  in  front  of 
me,  between  30  and  40  per  cent.  Every- 
body knows  general  prices  have  gone 
up  say  160  per  cent.  Under  these 
circumstances  it  is  a mystery  to  me  how 
you  can  feel  that  the  Spens  Report  in 

your  case  has  been  implemented?- 

We  do  not ; we  had  to  accept  what  we 
could  get ; we  were  at  a great  disadvan- 
tage. If  we  had  gone  in  with  the  general 
practitioners  to  Mr.  Justice  Danckwerts 
we  would  presumably  have  got  a 
similar  award,  but  we  did  not,  and  after 
that  the  government  announced  they  did 
not  propose  to  apply  the  Danckwerts 
award  to  us,  and  we  were  negotiating 
under  duress  in  fact. 

508.  Chairman : Despite  the  fact  that 
you  got  in  1954  a good  deal  less  than 
you  think  you  would  have  got  if  you 
had  had  an  exact  Danckwerts,  the 
balance  you  feel  has  been  restored.  To 
put  you  in  line  with  what  the  general 
practitioners  were  awarded  by  Mr. 
Justice  Danckwerts  you  did  not  need  as 
much  as  he  gave  them  ; otherwise,  if 
there  had  been  anything  from  Mr. 
Justice  Danckwerts,  you  would  have 

been  ahead  ? 1 think  we  would  have 

said,  taking  into  account  all  the  circum- 
stances at  the  time,  we  thought  the  wise 
thing  to  do  was  to  accept  that  sum  and 


to  stabilise  the  position  vis-a-vis  the 
general  practitioners  in  relation  to 
recruitment,  which  was  the  only  factor 
the  government  would  recognise  at  the 
time.  Taking  into  account  all  the  factors, 
we  thought  that  was  the  best  thing  to 
do  and  we  have  worked  on  that  basis 
ever  since. — Dr.  Cameron : I think  that 
point  should  be  emphasised.  It  was 
stated  to  us  at  the  time  that  the  govern- 
ment were  not  prepared  to  take  into 
consideration  other  factors,  and  they 
specified  betterment  and  rise  in  the  cost 
of  living.  It  was  as  it  would  affect 
recruitment,  and  we  appreciated  you 
could  only  get  a certain  amount  of  juice 
out  of  an  orange  ; I think  that  was  our 
attitude. 

509.  But,  despite  the  fact  that  you  only 
got  a certain  amount  of  juice  out  of  the 
government,  you  think  that  the  balance 
is  now  restored  between  the  two  sides 
of  the  profession,  if  I understand  you 
aright ; or  you  thought  so  in  1954?— — 
Sir  Russell  Brain:  We  have  accepted 
that  as  a basis  from  then  on. 

510.  And  you  still  do? Yes,  we 

still  do. 

511.  You  may  want  to  give  a little  bit 

more  thought  to  this  question? -No, 

no  ; that  is  the  foundation  of  our  second 
memorandum. 

512.  Professor  Jewkes : And,  if  in 

1950  the  consultants  had  been  discussed 
under  the  Danckwerts  award  and  the 
same  grant  of  100  per  cent,  increase  had 
been  given  to  consultants,  you  would 
have  thought  that  was  improperly  gener- 
ous, would  you? We  would  have 

thought  it  was  what  we  were  entitled 
to  under  Spens. 

513.  Sir  Hugh  Watson : May  I quote 

you  again,  Sir  Russell?  “Apart  from 
the  fact  that  a claim  of  this  magnitude 
would  be  totally  unacceptable,  the  effect 
would  be  again  to  upset  the  balance  of 
remuneration  between  the  two  parts  of 
the  profession 55  because  your  consultant 
already  got  £3,000  rising  automatically 
to  £5,000,  and  a consultant  holding  a 
top  merit  award  would  with  Danck- 
werts get  about  £10,000? -Yes,  I said 

taking  into  account  all  the  circumstances, 
and  clearly  our  relation  with  our  general 
practitioner  colleagues  was  one  of  the 
circumstances  which  had  not  been  con- 
sidered at  that  time.  I will  not  say  the 
past  has  not  influenced  us  in  what  we 
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are  going  to  put  to  you,  if  we  may, 
later  on. 

514.  Professor  Jewkes:  Since  we  have 
got  on  to  the  subject,  may  I ask  what 
is  wrong  with  the  payment  of  £10,000 
to  a consultant?  You  seem  to  suggest 
in  this  statement  that  is  being  read  now' 
that  £10,000  would  be  an  unthinkable 

sum,  and  I cannot  understand  why? 

That  was  said  some  little  time  ago,  and 
I would  rather  leave  it  until  the  Com- 
mission has  had  an  opportunity  of  read- 
ing what  we  have  to  say  about  merit 
awards  ; and  it  might  be  that  we  should 
wish  to  amend  that. 

515.  Sir  David  Hughes  Parry.  The 
question  of  income  tax  is  the  next 
matter,  and  you  raise  three  issues  in 
paragraphs  45,  46  and  47.  The  first  one 
is  a complaint  that  there  has  not  been  a 
generous  implementation  of  the  factor  of 
expenses  allowable  to  consultants,  and 
you  say  that  that  apparently  has  been 
narrowly  considered  and  the  matter  is 
still  sub  judice  in  the  Whitley  machine. 
In  paragraph  46  again,  you  deal  with 
the  whole-time  consultant  and  his  com- 
plaint as  to  not  being  allowed  legitimate 
expenses  free  of  tax  ; and  then  in  para- 
graph 47  you  deal  with  the  case  of  part- 
time  consultants,  many  of  whom  have 
now  been  shifted  from  one  schedule  to 
the  other  and,  although  they  have  won 
in  the  court  of  first  instance,  the  matter 
is  going  on  to  appeal.  Probably  you 
will  think  that  the  best  way  of  dealing 
with  that  is  to  give  us  a full  account 
later  of  the  whole  position  up  to  date. 
We  would  like  to  get  written  evidence 
on  that  matter  with  some  concrete 
examples  or  some  statistics  of  the  sums 
that  are  involved.  It  may  be  that  only 
small  sums  are  involved,  but  we  want 
to  go  into  that  quite  carefully.  Have 
you  any  comment  to  make?  We  do 
not  want  to  press  you ; these  are  tech- 
nical matters  in  connection  with  income 
tax,  and  if  you  are  not  prepared  it  would 
be  better  if  we  had  full  documented 

evidence  from  you  on  this  matter. 

The  second  memorandum  contains  a 
chapter  in  which  we  shall  discuss  that. 
We . have  received  from  Mr.  Fuller  a 
letter  suggesting  you  might  ask  us  about 
one  particular  part,  that  is  to  say,  the 
question  of  schedule  D and  E distinction 
in  the  case  of  part-time  consultants.  We 
have  a little  information  about  that. 


516.  What  we  want  is  as  much 
information,  as  much  concrete  evidence, 
as  you  possibly  can  supply  on  all  three 
points.  Until  this  matter  is  taken  up 
with  the  revenue  authorities  we  do  not 
know  what  sort  of  sums  are  involved ; 
it  may  be  only  £10  or  £50,  it  may  be 
£500.  Is  there  anything  you  would  like 
to  say  today,  or  would  you  rather  leave 

if? Mr.  Sellors:  I think  on  the 

general  principle  the  Commission  is  well 
aware  of  the  disadvantages  under  which 
the  full-timer  labours,  and  I presume  also 
the  difficulties  of  saying  very  much  about 
the  transfer  of  schedules  until  the  case 
has  been  decided  in  the  courts.  I think 
it  is  quite  clear  on  which  side  we  stand 
in  that  matter. 

517.  And  on  the  other  matter  vou  do 
not  know  yet  whether  it  has’  gone 

through  the  Whitley  machine? The 

other  matter  of  the  travelling  expenses? 

518.  Yes. No,  that  is  still  waiting 

to  go  through  the  Whitley  machine;  it 
has  been  under  discussion  for  some  time 
and  if  may  come  to  fruition  quite  soon. 

Sir  David  Hughes  Parry'.  I think, 
Chairman,  we  had  better  leave  those 
in  the  circumstances. 

Chairman:  Yes,  we  will  do  that. 

519.  Mr.  Watson:  As  Sir  David  said 
it  would  be  very  helpful  for  the  Com- 
mission to  know  just  how  the  absence 
of  these  things  hits  the  pocket  of  half 
a dozen  typical  part-timers  and  half  a 

dozen  typical  full-timers. Sir  Russell 

Brain : We  will  do  our  best  to  supply 
that.  — Mr.  Sellors:  Would  typical 

examples  satisfy  you? 

520.  Sir  David  Hughes  Parry : We  do 
not  want  extreme  cases.  The  next  point 
is  on  paragraph  59,  the  operation  of 
the  Whitley  Councils,  and  how  they  have 
not  quite  been  working  as  you  thought 
at  one  time  they  might  work.  Do  you 

wish  to  enlarge  upon  that? Sir 

Russell  Brain:  Here  again  I think  we 
would  rather  look  at  this  against  the 
general . background.  of  what  we  suggest 
in  relation  to  negotiating  machinery  and 
the  highest  level  determination  of 
remuneration.  It  does  come  very  much 
into  that,  and  we  have  a section  again 
in  the  next  memorandum  on  negotiating 
machinery  which  fully  discusses  the 
Whitley  machinery,  and  we  would  rather 
prefer  that  you  should  have  read  that 
before  we  discuss  what  is  one  facet  of 
the  question. 
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521.  Will  you  deal  also  with  the  matter 

which  you  refer  to  in  paragraph  65 — 
some  form  of  high-level  review  organisa- 
tion?  Yes,  we  have  made  specific 

proposals  about  that. 

522.  We  were  proposing  to  ask  you 

to  give  us  some  assistance  on  that. 

Yes,  we  have  in  our  second  memorandum 
dealt  fully  with  that,  and  with  the 
Whitley  machinery. 

523.  I think  we  ought  to  read  that 

before  asking  any  questions  on  it. 

I think  it  would  be  better,  yes. 

Chairman : That  leaves  on  one  side 
the  whole  of  the  last  section  of  your 
report  until  next  time. 

524.  Professor  Jewkes:  I have  just 
one  question  of  fact.  In  paragraph  23 
of  your  evidence  you  say : — 

“It  can  be  said,  however,  that  the 

volume  of  private  practice  as  a whole 

is  substantially  less  than  before  the 

service  came  in.  . . . ” 

This  seems  to  be  contradictory  to  some 
other  evidence  we  have  had,  and  I 
wonder  whether  you  could  provide  us 
with  any  concrete  information?  Does 
it  mean  that  there  is  less  private  practice 
for  consultants  now  than  before  1948? 
Yes,  that  is  our  belief. 

525.  One  of  the  points  we  would  be 

interested  in  is  what  has  happened  since 
1948.  Is  private  practice  on  the  increase? 
It  is  still  on  the  decrease? Yes,  I see. 

526.  I am  thinking  of  private  practice 

>y  consultants. Dr.  Cameron:  I 

t'ould  say  it  would  have  to  be  con- 
idered  in  the  light  of  the  specialty.  It 
j.as  not  decreased  to  any  great  extent 
in  certain  places  in  pure  medicine.  On 
the  other  hand  in  surgery,  obstetrics  and 
gynaecology,  and  especially  in  the  more 
narrow  branches  of  such  things,  I should 
say  there  has  been  a very  great  decline. 
—Sir  Russell  Brain : In  general  I think 
it  is  true  that  many  patients  now,  an 
increasing  number,  come  as  out-patients 
who  would  previously  have  gone  to 
private  consulting  rooms,  or,  having 
been  in  hospital,  subsequently  attend  as 
out-patients.  I am  sure  that  is  likely  to 
be  a growing  tendency  as  out-patient 
amenities,  appointment  systems  and  so 
on,  become  better  organised  and  more 
widespread. 

527.  And  this  is  despite  the  growth 

of  the  various  voluntary  insurance 
schemes? -Yes,  I think  probably  the 


voluntary  insurance  schemes  deal  more 
with  the  more  expensive  items  like 
hospital  treatment,  private  bed  treatment, 
operations  and  things.  I do  not  know 
how  much  difference  they  have  made  to 
the  level  of  the  ordinary  practice;  I 
think  we  would  have  to  get  evidence 
about  that ; we  could  get  evidence  in 
detail. 

528.  Any  evidence  you  could  give  us 

would  be  very  useful. Such  evidence 

as  to  what  provident  schemes  paid  out 
for  particular  purposes ; that  could  be 
obtained. 

529.  That  throws  a direct  light  on 

private  practice? On  one  aspect  of 

it,  yes. 

Professor  Jewkes : That  would  be  very 
useful. 

530.  Mr.  McIntosh : In  so  far  as  you 
do  represent  the  dental  consultants  as 
well,  would  you  say  that  the  scarcity 
of  consultant  posts  for  dentists,  which 
dentists  claim  is  the  case  and  which  you 
no  doubt  will  also,  appears  as  part  of 
the  general  scarcity,  or  are  there  special 

factors  obtaining  there? 1 doubt  if 

any  of  us  could  answer  that  without 
special  information. 

531.  Chairman : But  we  should  look  to 
you  on  your  next  visit  to  say  if  there  are 
special  points  with  regard  to  dentists? 

Yes,  if  we  might  have  notice  I think 

we  shall  be  very  glad  to  deal  with  that. 

532.  Since  they  asked  us  to  accept  your 
evidence  as  being  in  all  material  respects 

equally  applicable? Yes,  I think  we 

might  perhaps  bring  a dental  colleague 
with  us  on  a subsequent  occasion  to  deal 
with  these  points. 

533.  That  would  be  quite  acceptable  to 

us.  The  Spens  Reports  dealt  with  both, 
did  they  not? Yes. 

Mr.  McIntosh : There  was  a special 
Spens  Report. 

534.  Mr.  Gunlake:  May  I ask  one 
more  question  on  merit  awards ; it  is 
supplementary  to  Mr.  Watson’s  question. 
Mr.  Watson  asked  whether  in  your 
opinion  it  would  be  damaging  to  medi- 
cine if  the  whole  system  of  merit  awards 
were  terminated,  and  you  said  yes. 
Could  you  tell  us  why?  Would  you  say, 
for  instance,  it  would  be  severely  and 
gravely  damaging  to  medicine?  If  I may 
help  you,  would  it  diminish  recruitment 
to  the  medical  profession  as  a whole,  and 
the  consultant  branch  in  particular? 
Would  it  take  the  heart  out  of  progres- 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  JOINT  CONSULTANTS  COMMITTEE 


97 


sive  and  research  medicine?  Would  it 
affect  the  number  of  recruits  into  the 
health  service?  Could  you  elaborate 

your  answer? It  is  very  difficult  to 

answer  a hypothetical  question.  Clearly 
a lot  of  people  go  into  the  service  because 
they  like  it,  it  is  their  life,  and  they  would 
continue  to  go  into  the  service  even 
though  their  actual  remuneration  was 
somewhat  less  than  it  is  ; I think  we  must 
recognise  that,  and  that  applies  to  many 
doctors.  But  by  and  large  I would  have 
thought  if  you  diminished  the  financial 
attractiveness  of  a profession  in  competi- 
tion with  others — and  we  know  how  much 
competition  there  is  today  by  many  other 
spheres  for  the  kind  of  people  who  go 
into  medicine — I think  inevitably  the 
number  and  quality  of  recruits  will  fall ; 
I do  not  think  I could  put  it  more  pre- 
cisely than  that. 

535.  Mr.  Watson : Could  it  not  be 
done  by  increasing  the  salary  and  giving 
it  to  the  post  rather  than  to  the  man? 
- — Dr.  Cameron : It  means  scrambling 
for  the  post,  and  the  man  is  not  looking 
for  where  he  can  do  the  best  work  but 
where  his  best  advantage  is.  It  is  just 
as  in  the  army ; you  will  remember  how 
the  regular  officer  was  constantly  scan- 
ning the  Army  List  to  see  whether  it 
would  be  better  to  stay  in  the  clinical  line 
or  go  into  the  administrative  line.  You 
would  constantly  be  hearing  them  say — 
“ I hear  So-and-So  has  got  TB  ; he  will 
not  last  long  ”! — Sir  Russell  Brain:  One 
could-  say  quite  easily  that  a senior  con- 
sultant at  a certain  level  should  be  paid 
a certain  substantial  salary  higher  than 
the  others.  I think  it  is  hard  to  say  how 
you  could  ever  select  4 per  cent,  of  the 
posts  in  the  consultant  service  for  par- 
ticular recognition.  I think  that  is  quite 
impractical.  So  in  effect  if  you  spread 
the  merit  awards  on  some  basis  of 
seniority  what  you  would  be  saying  is 
that  no-one  in  medicine  could  compete 
with  certain  other  professions  or 
branches  of  industry  in  regard  to  top 
level  remuneration,  and  that  .1  think 
would  have  a bad  effect. 

536.  Is  there  not  a disadvantage  in 
applying  the  merit  award  to  the  man 
irespective  of  what  job  he  understakes? 
1 do  not  think  so ; I think  it  is  pos- 
sible with  all  the  available  information 
to  form  a very  sound  estimate  of  a man’s 
achievements. 

537.  Chairman : Could  you  say  in 

fact  from  your  knowledge  that  you  think 


there  is  a very  wide  difference  between 
the  people  who  get  the  merit  awards  and 
those  who  would  get  them  if  it  were 
done  on  a basis  of  responsibility  or 

seniority? 1 am  not  quite  sure  I 

follow  that. 

538.  The  present  system  does  not 
include  allocating  anything  to  the  post ; 
in  fact,  are  the  people  getting  the  top 
merit  awards  usually  to  be  found  in  the 

posts  of  greatest  responsibility? That 

is  a question  I would  rather  you  put  to 
the  people  responsible  for  the  allotment 
of  merit  awards,  because  naturally  none 
of  us  without  special  knowledge  could 
answer  it.  I think  personally  it  would 
be  better  if  someone  connected  with  the 
merit  awards  were  to  answer  that. 

539.  Someone  with  special  knowledge? 
Dr.  Hill : If  I may  make  two  com- 
ments upon  what  Mr.  Watson  says.  The 
whole  philosophy  of  the  merit  award  was 
that  it  was  meant  to  be  personal  to  the 
man,  and  it  was  specifically  designed — 
and  I know  Sir  Russell  can  confirm  this 
— so  that  a man  should  be  looked  at 
from  his  earliest  days  as  a consultant  to 
his  oldest  days.  If  he  turned  -out  to  be  a 
man  of  great  distinction  and  brilliance 
and  achievement  during  his  first  few 
years  as  a consultant  he  might  achieve, 
even  during  those  first  few  years,  the 
highest  merit  award.  The  whole  idea 
was  to  get  out  of  the  consultant  service 
any  dangerous  element  of  uniform 
mediocrity.  You  must  remember  it  is  not 
easy  to  differentiate  between  posts.  They 
really  carry  much  the  same  responsibility. 
Only  in  a few  specific  posts  in  the  con- 
sultant service  is  the  man  given  adminis- 
trative charge  of  the  department ; other- 
wise his  responsibilities  are  the  same 
everywhere.  There  is  already  practically 
a ten  year  span  between  his  beginning 
salary  and  his  maximum  basic  salary  to 
account  for  seniority,  and  we  have 
always  felt  that  is  quite  enough,  ten 
years  increase  steadily  for  seniority.  But 
the  merit  award  can  apply  from  his  very 
first  day  of  appointment  as  consultant 
to  his  last,  and  we  have  always  welcomed 
the  philosophy  of  it  as  attempting  to  pick 
out  individual  distinction  and  merit  by 
a committee  of  authoritative  persons.  It 
is  this  philosophy  that  we  welcome. 
We  dread  the  idea  of  a uniform 
mediocrity  in  which  the  remuneration  is 
solely  related  to  a post.  I should  add 
one  final  point;  .this  is  not  absolutely 
new.  You  will  find  if  you  look  up  what 
was  admitted  to  be  one  of  the  most  pro- 


printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


98 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


gressive  local  authority  services  before 
the  war,  namely  the  Middlesex  County 
Council  hospital  service.  They  had— it 
was  admittedly  fairly  modest — a definite 
merit  award  system ; a whole-time  con- 
sultant’s salary  might  be  at  any  time 
during  his  career  increased  by  £200  a 
year  for  personal  distinction— Dr. 

Cameron : One  other  point  I think  is 
that  the  merit  award  is  _ for  clinical 
merit.  The  responsibility,  clinical  respon- 
sibility, is  equal  for  all  consultants.  Any 
difference  as  regards  responsibility  and 
charge  is  an  administrative  responsibility, 
and  the  merit  award  is  not  for  adminis- 
trative work,  -it  is  solely  for  clinical'work. 

540.  There  is  one  other  question  on 

•this  that  I must  ask.  The  basis  of  the 
merit  award  was  the  Spens  recommenda- 
tion which  said — “A  method  of  differ- 
entiation involving  a selection  of  indi- 
viduals of  outstanding  professional 
ability  ”.  Those  are  I think  the  material 
words.  As  far  as  we  can  gather,  some- 
think  like  two-thirds  of  all  the  consul- 
tants are  therefore  regarded  as  of  out- 
standing ability? Mr.  Sellors:  No, 

Sir,  only  one-third. 

541.  One-third  at  any  one  time,  but 

during  the  course  of  their  career  some- 
thing like  two-thirds  of  them  come  to  be 
regarded  as  of  outstanding  ability.  It 
may  be  that  the  phraseology  is  wrong ; 
“ outstanding  ability  ” is  perhaps  inter- 
preting it  rather  widely? Sir  Russell 

Brain : I think  one  must  interpret  Spens’ 
words  in  terms  of  fractions  ; he  did  in 
fact  select  the  fractions.  That,  I take  it, 
must  indicate  what  he  has  in  mind. 

542.  I was  asking  whether  two-thirds 
of  all  the  consultants  are,  at  some  time 
in  their  career,  of  outstanding  ability? 
-May  I say  worthy  of  special  recog- 
nition in  varying  degree. 

Chairman:  It  is  in  recognition  of 
special  contributions  to  medicine,  excep- 
tional ability  or  outstanding  work — that 
is  how  it  is  summarised. 

543.  Sir  David  Hughes  Parry:  He  did 
suggest  the  fraction.  It  was  one-lhird 
of  1 ,800,  and  now  it  is  one-third  of  pre- 


sumably 7,000  and  although  it  is  a frac- 
tion still,  and  the  same  fraction,  it  does 
make  a difference,  does  it  not?  One- 
third  of  7,000  is  quite  different  from  one- 

third  of  1,800? It  is  a point  we  were 

going  to  look  into,  buit  unless  the  quality 
of  the  7,000  has  deteriorated  the  logic 
would  still  seem  to  apply. 

544.  You  have  been  complaining 
that  the  right  quality  has  not  been 
attracted.  It  could  very  well  be  that  you 
could  gat  1,800  really  top  class  persons, 
buit  dt  would  be  much  more  difficult  to 

get  7,000? 1 do  not  remember  saying 

that. 

545.  Chairman : I think  we  would  like 
you  to  give  a little  thought  to  this,  if 

you  would? We  should  be  very  glad 

to. 

546.  And  perhaps  you  might  care  -to 

look  at  ithe  wording  of  what  originally 
led  to  this? Yes. 

547.  Mr.  Gunlake:  Your  view,  as 
I understand  it,  would  be  broadly  this, 
that  a monetary  award  system  which  is 
keyed  to  posts  and  responsibility  might 
be  applicable  in  the  case  of  a hierarchy 
of  command  or  fixed  establishment ; but 
it  is  improper  for  the  development  of 
a science,  and  particularly  the  develop- 
ment of  a science  which  is  of  the  highest 
importance  in  the  interests  of  humanity? 
Yes,  and  one  in  which  the  cultiva- 
tion of  individuality  and  individual  talent 
is  of  such  importance. 

548.  Chairman : There  is  nothing  more 

you  want  to  say  at  -this  time? No 

thank  you.  Sir.  We  will  take  away  these 
points  you  have  raised. 

549.  Chairman : We  shall  look  forward 
to  receiving  your  further  evidence  shortly 
and  hearing  other  facts  a little  bit  later. 

Yes,  I think  it  would  be  best  if  we 

now  completed  our  second  memorandum 
and  sent  that  to  you  without  trying  to 
amend  it,  and  then  we  can  deal  with 
the  points  you  have  raised  today  in  a 
later  communication.  I think  that  would 
save  time. 

Chairman : Thank  you  very  much. 


( The  Witnesses  withdrew .) 
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Preliminary  Evidence  on  the  Remuneration  of  General  Practitioners  in  the  National 
Heath  Service  presented  to  The  Royal  Commission  on  Doctors’  and  Dentists’ 
Remuneration  by  the  Medical  Practitioners’  Union 


1.  The  Medical  Practitioners’  Union  is  a national  organisation  of  medical  men  and 
women.  It  was  established  in  1914  and  numbers  , among  its  members  some  4 000 
general  practitioners.  It  is  not  known  exactly  how  many  of  these  are  women  The 
Union  publishes  three  periodicals— (1)  The  “ MEDICAL  WORLD  ”,  The  Journal  of 
General  Practice,  which  is  ah  independent  periodical  concerned  with  clinical  and 
medico-literary  matters.  It  does  not  deal  with  medico-political  affairs  nor  does  it 
put  forward  the  views  of  the  Union  in  its  leader  section.  (2)  The  “ MEDICAL 
WORLD  NEWSLETTER  sent  out  every  month  to  25,000  general  practitioners 
and  assistants.  It  contains  articles  of  interest  to  general  practitioners-  written  from 
a number  of  viewpoints.  Its  leader  section  puts  forward  in  general  terms  the 
Union’s  views  on  medico-political  matters.  (3)  The  “M.P.U.  INTELLIGENCE” 

the  official  organ  of  the  Medical  Practitioners’  Union,  and.  sent  to  all  members 
of  the  Union.  It  appears  at  approximately  quarterly  intervals. 

2.  The  Union  proposes  to  offer  full  evidence  as  soon  as  possible  on  the  remunera- 
tion of  all  medical  men  and  women  employed  in  the  National  Health  Service.  This 
will  deal  with  the  amount  of  remuneration  which  the  Union  believes  they  should 
receive,  with  the  desirable  spread  of  incomes  and  with  the  relationship  between  the 
remuneration  of  doctors  working  in  the  hospitals  and  general  practitioners.  The 
Union  thinks,  however,  that  the  Royal  Commission  might  be  helped  by  a pre- 
liminary analysis  of  the  structure  of  general  practitioner  remuneration.  From  Shis 
analysis  certain  conclusions  emerge  as  to  the  scope  and  nature  of  the  problems 
involved.  The  Union  would  prefer  at  this  stage  to  suggest  to  the  Royal  Commission 
the  broad  lines  along  which  a balanced  structure  of  general  practitioner  remuneration 
might  be  formed  rather  than  to  present  detailed  proposals. 

Historical  Summary 

3.  Before  the  First  World  War  the  general  practitioner  depended  for  his  livelihood 
on  private  or  contract  fees.  The  poorer  members  of  society  often  looked  to  the 
out-patient  departments  of  the  hospitals  and  to  (he  dispensaries  for  treatment  because 
of  their  inability  to  find  the  money  to  pay  a doctor  privately.  The  1911  Government 
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introduced  the  National  Health  Insurance  Scheme  to  provide  the  breadwinners  of 
the  poorer  families  with  financial  help  in  adversity  and  with  the  services  of  a 
family  doctor.  The  capitation  system  of  payment  was  chosen  partly  tor  its  con- 
venience and  partly  because  it  was  thought  to  protect  the  doctor  .against  improper 
pressure  for  certificates.  During  the  two  decades  between  the  wars  this  insurance 
scheme  was  extended  to  cover  a wider  range  of  workers  but  their  dependents  still 
had  to  find  medical  fees  privately,  rely  on  the  charity  of  the  hospitals,  or  join  one 
of  the  many  privately  organised  insurance  schemes  set  up  to  finance  the  cost  of 
illness.  After  the  publication  of  .the  Beveridge  Report  m 1942  it  became  clear  that, 
whatever  government  was  returned  to  power,  a comprehensive  National  Health 
Scheme  would  be  introduced.  The  Labour  Government,  on  assuming  office  m 
1945  announced  its  intention  to  introduce  such  a service.  It  also  set  up  the  Spans 
Committee  on  General  Practitioner  Remuneration  to  consider  What  ought  to  be 
the  range  of  total  professional  income  of  a registered  medical  practitioner  in  any 
publicly  organised  service  of  general  practice. 


The  Spens  Committee 

4 It  is  interesting  to  note  in  retrospect  that  the  Spens  Committee  was  concerned 
with  ranges  of  income  but  not  with  methods  by  which  .these  ranges  could  be  assured. 

“ \ye  are  only  directly  concerned  with  what  remuneration  a,  general  practitioner 
ought  to  receive,  not  with  the  method  or  basis  of  his  payment. 

Nevertheless,  the  Committee  had  some  very  pertinent  comments  to  make  on  the 
difficulties  which  would  be  encountered  by  a government  that  tried  to  implement 
its  recommendations  as  to  the  range  of  income  solely  by  the  capitation  system  ot 
payment.  These  comments  are  contained  in  paragraph  14  of  the  Report.  H ad 
they  been  noted  more  closely  by  the  government  of  the  day  and  by  the  medical 
profession  and  the  suggestions  made  acted  on  more  fully,  many  of  the  existing 
anomalies  could  .have  been  avoided. 

5.  The  Spens  Committee  was  working  in  peculiarly  difficult  circumstances. 
Nothing  was  known  at  .the  time  either  as  to.  the  method  of  payment  which  would  be 
chosen  or  as  to  the  extent  to  which  the  new  service  would  be  used  by  the  public. 
Many  observers  thought  that  as  much  as  one-third  of  the  population  would  continue 
to  pay  their  doctors  privately.  Nor  could  the  problems  of  entry  into  practice  in  a. 
new  service  be  considered  by  the  Committee  not  .knowing  the  circumstances  of 
that  service.  Lastly,  the  Committee  could  have  no  pre-knowledge  of  the  social 
revolution  that  in  fact  was  to  take  place  in  the  succeeding  years.  They  were  asked 
to  look  back  to  a time  when  income  tax  was  5s.  Od.  in  the  £,  when  2,000,000  of 
the  population  were  unemployed,  when  the  welfare  services  were  by  modern, 
standards  rudimentary,  in  order  to  form  an  estimate  of  the  needs  of  a profession 
in  a world  whose  shape  and  climate  was  as  yet  unknown.  It  is  not  surprising  .thait 
the  results  of  their  enquiries  could  hardly  be  very  realistic. 

6.  The  Union  would  deprecate  any  attempt  to  base  the  remuneration  of  general 
practitioners  for  the  future  on  a comparison  with  a world  now  18  years  away.  The 
justification  for  proper  levels  and  methods  of  remuneration  derives  from  the  needs 
of  the  profession  and  the  society  of  to-day  and  not  from  the  social  structure  of  a 
past  age. 

Statements  by  the  Government 

7.  Nevertheless,  the  Union  would  fail  in  its  duty  to  its  .members  if  it  did  not 
remind  the  Royal  Commission  of  the  series  of  statements  which  ware  made  by  the 
ministers  at  the  time  of  the  passage  of  the  National  Health  Service  Bill  through 
Parliament.  These  were  reiterated  by  subsequent  ministers.  They  were  all  to  the 
effect  that  the  livelihood  of  the  medical  profession  would  not  be  allowed  to  suffer 
by  the  changed  circumstances  of  the  new  service.  The  Royal  Commission  will  be 
aware  of  many  of  these  statements,  which  have  frequently  been  quoted  (see 
Appendix  “ C ").  We  select  one  which  shows  clearly  the  intention  of  the  Govern- 
ment of  the  day.  These  are  the  words  of  Mr.  Aneurin  Bevan,  spoken  to  the  doctors 
shortly  before  the  Health  Service  came  into  operation : 
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The  Rl.  Hon.  Aneurin  Bevart.  July,  1948. 


Although  the  Spens  recommendations  are  not  mentioned,  the  meanin»  is  very 
clear.  The  Union  believes  that  after  nine  years’  experience  of  the  Health  Service 
it  can  be  said  categorically  'that  there  has  been  “ an  unfair  worsening  of  a doctor’s 
maternal  livelihood  ” and  that  “ a sense  of  real  professional  opportunity  ” is  still 
missing  from  the  Service  as  at  present  organised. 

Although  the  recommendations  of  the  Spens  Committee  are  only  one  of  the  many 
factors  the  Royal  Commission  will  consider  in  making  its  report,  they  must  remain 
very  relevant  to  any  study  of  general  practitioner  remuneration. 

Was  Spens  Implemented? 

8.  It  is  interesting  to  see  how  far  in  fact  the  Spens  recommendations  were  carried 
out.  Leaving  aside  for  the  moment  that  part  of  the  report  that  dealt  with  adjustments 
to  allow  for  changes  .in  the  value  of  money,  the  main  recommendations  are  set  out 
below  with  appropriate  comments. 

9.  The  Spens  Committee  made  seven  recommendations.  The  first  reads: 

"A  scheme  should  be  devised  which  would  ensure  that  between  40  and  50 
years  of  age  approximately  50  per  cent,  of  general  practitioners  receive  net 
incomes  of  £1,300  or  over,  and  which  will  also  secure,  so  far  as  practicable,  that 
between  40  and  50  years  of  age  approximately  three-quarters  receive  net  incomes 
of  over  £1,000,  that  approximately  one-quarter  receive  net  incomes  over  £1,600, 
that  slightly  less  than  10  per  cent,  receive  net  incomes  over  £2,000  and  that, 
in  a small  proportion,  of  cases,  it  is  possible  to  obtain  net  incomes  of  at  least 
£2,500.  By  net  income  we  mean  gross  income  less  such  professional  expenses 
as  are  allowed  by  the  Inland  Revenue  for  income  tax  purposes.  Here,  also,  as 
in  the  body  of  the  report,  we  are  expressing  our  recommendations  in  terms  of 
the  1939  value  of  money. 

Note  i—The  above  proposal  is  approximately  equivalent  to  the  augmentation 
of  net  incomes  in  1939  by  £200  in  the  case  of  incomes  between  £400  and  £1,200, 
and,  in  the  case  of  incomes  over  £1,200,  bv  £200  at  £1,200,  diminishing  pro- 
gressively to  nothing  at  £2,000. 

Note  it — We  say  nothing  about  reducing  the  high  percentage  of  incomes 
below  £700  since  this  would  follow  automatically  from  the  operation  of  these 
recommendations." 

10.  These  figures  are  adjusted  below  in  respect  of  the  betterment  factor  later 
applied  by  Mr.  Justice  Danckwerts  to  1951  and  succeeding  years. 


O.P.s  between  40-50  years 


Proposed  distribution 
Per  cent. 


Should  earn  net  Should  earn  net 

(1939  values)  (1951  values) 


7 

20 

24 

24 

16 

9 


Under  £700  Under  £1,400 

£700-£1,000  £1 ,400-£2,000 

£1,000-£1,300  £2,000-£2,600 

£1,300-£1,600  £2,600-£3,200 

£1,600-£2,000  £3,200-£4,000 

Over  £2,000  Over  £4,000 
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11.  Have  these  recommendations  been  carried  out?  It  is  extremely  difficult 
to  give  the  answer,  for  no  figures  are  available  which  give  the  incomes  either 
of  individual  practitioners  or  of  groups  of  practitioners.  It  is  possible,  however, 
from  certain  tables  published  by  the  Ministry  of  Health  to  form  some  estimate 
as  to  the  spread  of  incomes  which  has  in  fact  taken  place.  We  reproduce  in 
Appendix  “ A ” tables  based  on  the  Ministry's  figures.  The  method  of  com- 
putation is  explained  in  the  Appendix.  The  validity  of  the  conclusions  to  be 
drawn  depends  to  some  extent  on  certain  assumptions.  The  Union  recognises  that 
these  assumptions  are  only  approximately  true  and  the  conclusions  reached  should 
therefore  be  accepted  with  reserve.  Nevertheless,  it  is  unlikely  that  the  percentage 
distribution  of  income,  as  shown  for  all  general  practitioners  in  the  Health  Service, 
is  very  wide  of  the  mark.  It  appears  that  far  too  many  practitioners  (particularly 
urban  practitioners  in  single-handed  practice)  are  in  the  lowest  earning  group,  and 
that  there  are  too  few  practitioners  in  the  highest  earning  group.  The  Union 
believes  that  it  will  be  indispensable  for  the  Royal  Commission  to  obtain  accurate 
figures  on  the  present  spread  of  practice  incomes.  This  can  be  done  either  by  a 
questionnaire  to  a representative  sample  of  all  practitioners  or  by  collection  of 
information  from  bodies  which  provide  the  practitioners  with  their  incomes.  The 
Ministry  of  Health  is  in  a position  to  provide  the  Royal  Commission  with  a state- 
ment of  the  incomes  received  by  every  general  practitioner  from  Local  Executive 
Councils,  from  Local  Health  Authorities,  from  Hospital  Management  Committees 
and  from  other  Government  departments.  These  four  sources  produce  at  least 
97  per  cent,  of  the  total  income  which  general  practitioners  receive.  Such  information 
would  also  reveal  the  difference  in  the  spread  of  incomes  between  English  and 
Scottish  practitioners,  between  different  towns  and  between  different  types  of 
practice.  The  Union  strongly  recommends  that  this  information  should  be  collected 
and  published,  for  without  it  the  bodies  giving  evidence  and  the  Royal  Commission 
itself  will  be  without  the  data  on  which  any  firm  proposals  could  be  based. 

12.  The  second  recommendation  reads: 

“ Before  40  and  after  50,  practitioners  should  be  remunerated  at  the  rate 
applicable  between  40  and  50  to  the  burden  and  responsibilities,  of  practice  which 
they  are  in  fact  carrying ” 

13.  This  sentence  is  somewhat  vague,  but  it  appears  to  imply  that  increasing 
burdens  and  responsibilities  should  be  rewarded.  This  has  not  been  done.  No 
special  payment  is,  in  fact,  made  on  account  of  experience. 

14.  The  third  recommendation  reads : 

“ In  securing  the  above  results,  a method  of  differentiation  of  income  should  be 
chosen  whick  will  command  so  far  as  possible  the  confidence  of  the  profession.” 

15.  It  seems  doubtful  to  the  Union  whether  any  thought  was  given  to  “method 
of  differentiation  of  income”.  Neither  the  Ministry  nor  the  profession  appeared 
willing  to  examine  how  far  the  unmodified  capitation  system  of  payment  could 
achieve  the  spread  of  incomes  advocated  by  the  Spens  Committee. 

16.  The  fourth  recommendation  reads: 

“ The  difference  which  has  existed  between  the  incomes  of  rural  and  urban 
practitioners  should  be  reduced,  the  Highlands  and  Islands  Scheme  should  be 
applied  to  other  sparsely  populated  areas  and  the  remuneration  under  that 
scheme  should  be  increased  ” 

17.  The  rural  G.P.  was  found  to  earn  (in  1939)  £200  more  than  the  urban  GP 
(£400  in  1951  terms).  Has  this  difference  been  reduced?  Only  tables  of  generai 
practitioner  earnings  would  reveal  the  answer  to  this  question.  The  Highlands 
and  Islands  Scheme  has  not  been  applied  to  other  sparsely  populated  areas. 

18.  The  fifth  recommendation  reads: 

" Additional  remuneration  should  be  given  in  areas  which  prove  so  unattractive 
as  not  to  draw  an  adequate  supply  of  practitioners 
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19.  This  recommendation  has  been  applied  only  in  so  far  as  the  new  entrant  is 
concerned  (initial  practice  allowance)  and,  to  a very  limited  extent  bv  the  use 
of  inducement  payments. 

20.  The  sixth  recommendation  reads : 

" An  adjustment  in  the  method  of  payment  in  so  far  as  this  depends  on  capita- 
tion should  be  made  in  the  case  of  practices  involving  an  altogether  abnormal 
number  of  aged  people  and  chronic  invalids  ” 

21.  This  recommendation  has  never  been  implemented. 

22.  The  seventh  recommendation  reads : 

“ On  completion  of  resident  hospital  appointment  a recently  qualified  practitioner 
should  secure  an  initial  net  income  of  not  less  than  £500  p.a.,  as  an  assistant 
to  a doctor  in  general  practice  ” 

23.  No  steps  have  been  taken  to  ensure  that  this  recommendation  was  imple- 
mented so  far  as  assistants  are  concerned.  Trainee  G.P.s  receive  less  than  the  sum 
recommended  (adjusted  by  100  per  cent). 

24.  It  does  not  appear  that  any  serious  attempt  was  made  to  implement  the  Spens 
recommendations.  All  attention  was  focussed  on  the  net  earnings  of  the  “ average  ** 
G.P.  which  was  found  to  be  £938  by  Professor  Bradford  Hill  and  which  the  Spens 
Committee  said  should  have  been  £1,111  (in  1939  values). 

Could  Spens  Have  Been  Implemented? 

25.  Both  the  Ministry  of  Health  and  the  profession’s  representatives  seem  to  have 
assumed  that  it  was  impossible  to  carry  out  the  recommendations  of  the  Spens 
Committee  for  ensuring  the  proper  distribution  of  money  within  the  profession. 
It  was  agreed  that  a central  pool  should  be  created  which  would  provide  enough 
money  to  pay  the  “average”  practitioner  £1,111  plus  any  betterment  agreed  upon. 
In  1948  20  per  cent,  was  added  arbitrarily  as  a betterment  figure  by  the  Minister 
of  Health ; later  this  was  increased  by  Mr.  Justice  Danckwerts  to  85  per  cent  for 
1948  and  1949  and  to  100  per  cent,  for  1950  and  1951.  The  Spens  Committee  re- 
commendations were  therefore  implemented  up  to  1951  as  far  as  betterment  was 
concerned  but  in  few  other  respects. 

26.  The  M.P.U.  cannot  accept  that  the  gross  sum  provided  for  by  the  Spens 
calculations  should  be  distributed  among  practitioners  in  an  arbitrary  manner, 
merely  following  the  law  of  supply  and  demand.  Those  who  argue  that  there  is 
nothing  objectionable  in  this  method  must  consider  whether  the  results  have  brought 
a fair  measure  of  satisfaction  to  the  majority  of  general  practitioners  working  in 
the  Service.  All  our  evidence  goes  to  prove  that  it  has  not.  A few  doctors  are 
being  rewarded  at  relatively  high  rates  of  remuneration.  The  majority  are,  however, 
suffering  from  a sense  of  grievance  derived  not  only  from  insufficient  earnings  but 
from  a recognition  that  the  funds  available  are  being  distributed  in  an  inequitable 
manner.  We  believe  we  can  show  that  the  present  method  of  distributing  the 
gross  sum  available  is  not  in  the  best  interests  either  of  the  profession  itself  or  of 
the  Service. 

Anomalies  of  Distribution 
Calculating  the  Pool 

27.  The  firsts  major  anomaly  connected  with  distribution  of  moneys  arises  from 
the  method  of  calculating  the  Pool  itself.  To  do  this  all  sources  of  general 
practitioner  incomes  are  lumped  together  whether  they  derive  from  N.H.S.  sources 
or  not.  Without  going  into  detail,  the  object  is  solely  to  ensure  that  the  “ average  ” 
general  practitioner  receives  £2,222  p.a.*  We  have  calculated  how  this  affects  the 

average  ” practitioner.  The  only  assumption  we  have  made  for  this  purpose  is 
that  the  “average”  G.P.  has  a list  of  2,200  patients.  (The  average  for  England 
is  2,283  [1955]  and  if  Scotland  is  included  the  figure  is  around  2,200.) 

* All  the  figures  in  this  memorandum  and  in  appendices  are  based  on  earnings  prior  to  the 
recent  Interim  Award. 
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Analysis  of  the  Remuneration  of  the  “Average”  General  Practitioner  (7955) 

£ 


Capitation  fees  and  loading 

2,370 

Temporary  residents,  I.P.A. 

and  other  payments  from  the  Pool 

240 

Mileage  

95 

Maternity  Services 

134 

Drugs  

85 

Training  grants 

18 

Sight  testing  

4 

Hospital  Services 

68 

Local  Authority  Services 

30 

Government  Departments 

36 

Private  Practice 

95 

3,175 

Exchequer  superannuation  contributions  

162 

Total  Gross  Remuneration 

3,337 

Less  Expenses 

1,115 

£2,222 


28.  It  will  be  seen  from  this  that  the  “ average  ” practitioner  is  assumed  to  receive 
his  particular  share  of  all  the  different  sources  of  income  available.  The  first 
anomaly  revealed  by  this  calculation  is  the  impossibility  of  raising  any  particular 
fee  except  at  the  expense  of  the  capitation  fee  or  final  settlement  money.  The  effect 
of  this  arrangement  is  described  more  fully  later. 

Division  of  Expenses 

29.  The  second  anomaly  is  that  which  concerns  the  division  of  expenses  between 
practitioners.  The  expense  ratio  for  all  practitioners  is  ascertained  from  the  Income 
Tax  Authorities.  The  last  figure  available  is  33-4  per  cent.  This  percentage  is 
then  assumed  to  apply  to  every  practitioner.  It  is,  however,  well  known  that  the 
expense  ratio  varies  considerably  between  different  groups  of  practitioners  (single- 
handed,  partnerships ; rural,  urban,  semi-urban).  The  range  probably  lies  between 
50  per  cent,  and  25  per  cent.  Some  groups  of  doctors  are  therefore  receiving  too 
little  and  others  too  much  on  account  of  expenses. 

30.  The  present  method  of  distribution  of  expenses  is  also  against  the  public 
interest  since  the  individual  practitioner  is  given  a direct  incentive  to  keep  his 
expenses  as  low  as  possible  in  order  to  increase  his  net  income.  This  discourages 
the  employment  of  ancillary  staff  or  improvement  of  premises.  Thus  the  public  is 
the  loser  and  the  efficiency  of  the  Service  is  undermined. 

Variations  in  the  Work  Load 

31.  The  Spens  Committee  was  rightly  concerned  with  establishing  a proper  rela- 
tionship between  the  earnings  of  town  and  country  practitioners.  It  accepted  that 
certain  categories  of  patients,  such  as  the  elderly,  require  a greater  amount  of  medical 
care.  Surveys  which  have  been  carried  out  since  the  Service  began  (see  “ Good 
General  Practice”  by  Dr.  Stephen  Taylor)  have  shown  that  'the  problem  of  the 
elderly  patient  is  a small  one  compared  with  variations  of  morbidity  between  different 
areas.  It  has  been  shown,  for  instance,  that  the  average  patient  in  South  Wales 
receives  approximately  eight  items  of  service  per  annum  compared  with  the  three 
to  four  items  received  in  the  South  of  England.  The  average  for  the  whole  country 
is  probably  about  five  to  six  items.  It  seems  to  the  Union  highly  anomalous  that 
an  elaborate  system  of  differential  payments  should  be  devised  which  takes  no 
account  of  large  variations  in  work  load  revealed  in  these  surveys. 
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No  Recognition  of  Merit 

rate  ii r^Tv^fhf  P£,^X?  P^6  Sam? 

practitioner  service  is  provided  for  nor  any  rewafd  for  exceptional  servfcel  rendered! 


No  Recognition  of  Experience 

33.  Many  practitioners  also  feel  (bat  it  is  anomalous  that  a young  man  who  has 
been  fortunate  enough  to  succeed  to  a practice  vacancy  should  SeTve  the  same 
remunetataon  as  a middle-aged  or  older  practitioner  who  has  given  years  of  work 
and  has  accumulated  a store  of  knowledge  available  to  the  Service.  When  the  latta 
fncrvofe  slacken  off  as  a result  of  advancing  years  he  must  suffer  a reduction  £ 

income  In  most  other  professions  ways  are  found  for  rewarding  experience  and 

Tbese  are  **  a™»a»le  in  general  practice  mhe^HS  as  at 


Systems  of  Remuneration 

34'-JVe  haye  listed  above  the  main  anomalies  in  the  present  method  of  general 

llFionp-r  romnnwnt.iAn  onrf  cn.r*ia  , . , „ ° -1 


* r nruiu  auu.ua  »»  iu  me  present  mettKxi  ol  general 

practitioner  remuneration  and  some  of  the  evil  consequences  which  flow  from  these 
anomalies.  We  know  that  the  Royal  Commission  is  not  concerned  to  consider  In 
distribution.  Nevertheless  the  Union  would  maintain  that  an 
equitable  distribution  of  available  money  is  nearly  as  important  as  the  total  sum  of 
money  involved.  Unless  some  way  is  found  for  correcting  these  anomalies  the 
Union  is  convinced  that  dissatisfaction  will  continue  to  exist. 


35.  Tine  Union  would  now  wish  to  consider  in  broader  terms  the  whole  question 
ot  general  practitioner  remuneration  within  a public  service.  Any  system  of  payment 
should  satisfy  certain  basic  requirements.  It  should  encourage  doctors  to  give  the 
best  type  of  service  possible  to  their  patients.  It  should  also  encourage  the  right 
type  of  young  man  to  enter  general  practice,  provide  him  with  the  necessary 
incentives  for  good  work,  a measure  of  security  during  his  working  life  and  proper 
and  suitable  conditions  at  retirement.  y ^ 


NatLS ' B*£h  Service.^aCt0rS  pr“ent  orsWti<>n  o£  the  British 


df0Ct°rS  “ 5*.  "V  must  flnd  employment  in  the  National 
J ' f -f!W  °PP°rtumtles  of  alternative  whole-time  practice  exist  outside 
f£  v!rfu,ally  a monopoly  employer.  The  average  practitioner  depends 

tor  his  livelihood  mainly  on  his  earnings  from  the  Health  Service. 

{*)  It  must,  however  be  recognised  that  such  part-time  work  outside  general 
IZZZVZZ t0  b®  don®  faHs  principally  to  the  lot  of  G.P.s  in  the  N H S* 
it.S  n°  J?5?er  subsfan.tlaI.  number  of  doctors  available  to  do  such  work 
.PartJtu?le  ln  industrial  medicine,  insurance  examinations  local 
duS^on^eh^f  .mstitulao“s  and  tde  Various  medical  examination's  con- 

ducted on  behalf  of  ministries  must  be  done  by  general  practitioners  in  the  N.H.S. 

are^n^h^o^S^'11  f Carry-  '-011  Practice  from  premises  which  they  either  own  or 
m the  Process  of  acquiring.  Even  if  it  were  considered  feasible  to  provide 
State-owned  premises  the  transition  from  private  to  public  ownership  would  of 
a SlT%0ne'  ?°r  years  to  come>  therefore,  Ft  can  taZS  Zt  most 

o^Se  tteNH^l^fd ?eH'-OWnt  Prenmses.  This  (and  the  need  to  man  services 
outsiae  cue  JN.H.h.)  pre-determines  to  a large  extent  the  system  of  payment  -of  general 
practitioners  It  is  difficult  to  see  how  a salaried  service  or  ZsSal  b£?s 

Zri’f'fr11*  they  possess)  oould  be  aPPiied  to  a body  of  nZ  and 
Premises  and  fixing  their  own  hours  of  work.  Unless 
fh!?  ^ • s *«o  provide  a nation-wide  chain  of  health  centres  and 

the  medical  profession  is  willing  to  accept  employment  on  a full-time  salaried  or 

,of  payment  (or  » variant  of  it)  must  remain 
the  one  most  suitable  to  existing  circumstances. 

It  must  not  be  assumed  that  the  Union,  dn  saying  this,  wishes  to  premdse  the 
merits  of  a salaried  service  in  publicly  owned  premises 
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37.  Only  two  systems  of  payment,  therefore,  remain  to  be  considered. 

(a)  Payment  by  item  of  service,  or 

(b)  The  capitation  system  or  some  variant  of  it. 

The  Item-of-Service  Basis  of  Payment 

38.  In  countries  where  medical  services  are  financed  through  health  insurance 
schemes  general  practitioners  are  usually  paid  on  an  item-of -service  basis.  The  fees 
they  charge  are  either  determined  by  a set  scale  laid  down  by  the  State  or  are  left 
to  the  judgment  of  the  individual  doctors.  These  fees  are  then  recovered  from 
the  State  or  from  the  patient  direct.  In  some  instances  the  patient  pays  the  whole 
fee  and  recovers  some  part  of  it  from  the  State.  Usually,  only  those  patients  who 
participate  in  the  insurance  scheme  are  entitled  to  receive  benefit.  The  advantages 
of  such  a scheme  are  as  follow’s : 

(a)  The  doctor  has  a financial  inducement  to  attend  his  patient  frequently. 

(b)  The  doctor  has  no  incentive  to  refer  his  patient  unduly  often  to  hospitals 

because  by  doing  so  he  loses  the  fees  he  would  otherwise  collect.  The 
tendency,  therefore,  is  to  encourage  doctors  to  undertake  as  many  diagnostic 
and  therapeutic  procedures  as  possible  within  the  limits  of  their  training  and 
capacity. 

(c)  Under  such  a scheme  there  is  no  differentiation  between  a private  and  an 

insurance  patient  since  the  fee  charged  in  each  instance  is  the  same.  It  is 
only  the  re-imbursement  of  the  fee  by  the  State  which  differentiates  them. 

(d)  It  is  regarded  as  an  advantage  by  some  for  the  patient  to  be  able  to  select 
which  doctor  to  attend  on  any  occasion. 

The  disadvantages  of  the  item-of-service  basis  of  payment  are  as  follows:  — 

(a)  It  would  be  a very  complicated  scheme  to  administer  in  a country  where 
the  whole  population  is  at  risk.  In  this  country,  for  instance,  250-300 
million  separate  items  of  service  are  given  each  year.  The  paper  work 
entailed  in  accounting  for  each  of  these  items  would  be  enormous  and 
involve  the  employment  of  hosts  of  civil  servants. 

(b)  Any  such  scheme  would  require  the  doctors  themselves  to  keep  detailed  and 
accurate  records  of  every  single  item  of  service  given.  Not  only  would 
it  be  necessary  to  have  an  army  of  clerks  to  check  all  these  items  but  an 
inspectorate  would  have  to  be  set  up  to  ensure  that  all  the  items  were  in 
fact  rendered  by  the  doctors  concerned. 

(c)  The  very  advantage  of  encouraging  a doctor  to  undertake  as  many  diagnostic 

and  therapeutic  procedures  as  possible  carries  with  it  certain  dangers.  It 
is  clearly  open  to  abuse  in  that  it  may  encourage  the  doctors  to  undertake 
unnecessary  investigations  or  work  for  which  they  are  not  technically 
equipped. 

(d)  Payment  by  item-of-service  tends  to  encourage  patients  to  flit  from  doctor 
to  .doctor  and  thus  lose  the  advantage  of  continuity  of  care. 

It  does  not  seem  to  the  Union  that  an  item-of-service  basis  of  payment  is  suitable 
in  a comprehensive  medical  service  covering  every  member  of  the  community.  The 
Union  cannot  agree  with  a view  often  expressed  that  some  financial  barrier  should 
be  interposed  between  the  doctor  and  the  patient,  and  that  if  the  patient  had  to 
meet  some  part  of  the  cost  of  treatment  he  would  tend  to  use  the  Health  Service 
more  wisely.  The  medical  profession  has  for  years  maintained  that  patients  should 
be  encouraged  to  see  their  doctors  before  the  processes  of  disease  are  far  advanced. 
If  one  leaves  to  the  judgment  of  the  patient  the  right  moment  to  see  his  doctor  it 
is  inevitable  that  some  will  pay  the  doctor  unnecessary  visits.  But  this,  the  Union 
believes,  is  a small  price  to  pay  for  the  additional  benefits  to  (the  health  of  the 
community  that  result  from  early  visits.  In  any  case  the  proposal  that  a patient 
should  pay  some  part  of  the  cost  of  treatment  at  the  time  of  use  runs  counter  to 
the  original  conception  of  a comprehensive  National  Health  Service  supported  in 
general  terms  by  the  medical  profession  and  by  all  political  parties.  It  would  be 
a very  retrograde  step  to  depart  basically  from  this  concept. 
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The  Capitation  System 

39.  The  chief  advantages  of  the  capitation  system  are  as  follows: 

{a)  It  provides  a flexible  method  of  rewarding  doctors  proportionated  to  the 
number  of  patients  on  their  lists. 

(b)  It  provides  remuneration  for  continuing  care  of  a patient  by  his  own  doctor. 

(c)  There  is  no  direct  financial  element  in  the  relationship  between  the  patient 

and  his  doctor. 

There  are,  however,  some  disadvantages.  Among  these  are: 

(a)  It  offers  no  financial  incentive  to  the  doctor  to  give  .the  patient  the  fullest 
and  best  service  possible.  Indeed  it  may  encourage  unnecessary  reference 
of  patients  to  hospitals. 

(b)  It  encourages  a “ scramble  for  heads  ”■ — a competition  for  patients  which  is 
universally  deplored,  but  seems  inevitable  where  doctors  find  it  difficult  to 
achieve  a satisfactory  level  of  income. 

(c)  It  provides  no  simple  method  of  entry  into  practice  or  of  exchange  of 

practices. 

A Capitation  System  inevitable 

40.  It  will  be  seen  from  the  above  analysis  that  'the  Union  believes  that  the  only 
practical  method  of  remunerating  general  practitioners  in  the  British  National  Health 
Service  at  the  present  time  is  by  a system  of  capitation.  As  at  present  organised, 
this  system  has  been  open  to  attack — and  rightly  so,  for  it  contains  many  anomalies 
which  have  led  ito  frustration  and  a sense  of  injustice.  Since  the  capitation  system 
is  likely  to  be  with  us  for  many  years  to  come  it  seems  to  the  Union  that  it  is  worth 
taking  a great  deal  of  trouble  to  see  that  it  works  as  well  as  possible.  Many  of  the 
anomalies  associated  with  'the  system  are  not  inherent  in  it,  but  have  come  into  being 
because  of  .the  crude  manner  in  which  the  capitation  system  has  been  applied.  While 
admitting  that  no  possible  modifications  could  remove  all  the  anomalies  of  the 
capitation  system,  the  Union  holds  that  many  could  be  lessened,  if  not  entirely 
removed,  by  appropriate  adjustments.  In  the  succeeding  paragraphs  we  will  examine 
each  of  the  anomalies  set  out  above  and  suggest  methods  by  which  they  could  be 
eliminated. 

Calculating  the  Central  Pool 

41.  The  Union  would  wish  to  put  forward  a thesis  which  it  believes  fundamental 
to  any  consideration  of  general  practitioner  remuneration.  This  is  that  the  task  of 
caring  for  the  health  of  an  average  number  of  National  Health  Service  patients 
should  attract  a good  rate  of  pay  irrespective  of  any  other  work  undertaken.  If  a 

general  practitioner  has  on  ihis  list  2,200  patients  (approximately  the  average  number 
in  the  United  Kingdom)  and  is  providing  them  with  a 24-ho-ur  service  all  the  year 
round,  he  should  receive  appropriate  remuneration.  For  this  work  he  at  present 
receives  £2,370  gross.  If  his  expenses  are  reckoned  ait  33*4%  his  net  remuneration 
is  £1,580  a year.  His  rate  of  expenses,  in  fact,  is  likely  to  be  higher  and  is  more 
likely  to-  be  in  the  neighbourhood  of  £1,000  (42%),  leaving  him  only  £1,370  a year 
net.  The  Union  maintains  that  this  is  inadequate  remuneration  for  the  respon- 
sibilities undertaken. 

The  work  involved  in  running  an  average-sized  practice  must  be  examined  in 
rather  more  detail.  It  is  generally  agreed  that  five  (or  perhaps  six)  items  of  service 
per  patient  at  risk  is  the  average  for  the  country  as  a whole.  Our  “ average  ” prac- 
titioner therefore  has  to  give  11,000  items  of  service  a year  for  £1,370  net,  or 
approximately  2s.  6d.  per  item  of  service.  These  five  items  of  service  comprise 
approximately  31  surgery  attendances  and  11  visits.  The  average  net  award  can 
therefore  be  expressed  another  way.  The  doctor  receives  4s.  net  per  visit  and 
Is.  lOd.  per  surgery  attendance.  Similar  calculations  for  the  gross  remuneration 
give  an  average  figure  of  4s.  41d.  per  item  of  service  of  7s.  gross  per  visit  and 
3s.  3d.  .gross  per  surgery  attendance.* 

* In  calculating  the  above  figures  no  account  has  been  taken  of  the  amount  of  the  final  settle- 
ment because  of  its  variability.  If  added  it  would  increase  the  figures  by  five  to  ten  per  cent. 
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The  general  practitioner  responsible  for  his  own  capital  investment  and  for 
meeting  the  expenses  of  his  practice  can  be  properly  compared  with  any  other  private 
entrepreneur  undertaking  the  provision  of  services.  We  invite  the  Royal  Commission 
to  compare  the  general  practitioner’s  reward  with  the  fees  charged  by,  say,  a radio 
mechanic  or  a plumber.  We  believe  thait  comparisons  of  this  kind  will  indicate 
how  poorly  the  general  practitioner  solely  engaged  in  N.H.S.  practice  is  remunerated 
for  his  services. 

The  Doctor’s  Responsibilities 

42.  The  unique  circumstances  of  a general  practitioner’s  life  must  also  .be  taken 
into  consideration  in  assessing  his  proper  remuneration.  Without  wishing  in  any 
■way  to  exaggerate  his  difficulties,  the  Union  suggests  to  the  Royal  Commission  that 
the  following  points  ought  to  be  given  due  weight. 

(a)  The  nature  of  a general  practitioner’s  work,  although  interesting,  carries 

tremendous  responsibilities.  A wrong  diagnosis  may  cost  a life.  Medical 
science  is  not  an  exact  one  and  inevitably  errors  occur.  Knowing  this  the 
conscientious  doctor  is  ever  alive  to  the  possibility  of  error.  Yet  he  cannot 
foretell  when  such  problems  may  come  his  way.  His  life  is  one  of  constant 
anxiety. 

(b)  Due  to  the  nature  of  disease,  .the  calls  upon  a doctor’s  services  may  be  made 
at  any  time.  Consequently  his  life  is  irregular  and  his  household  often 
disorganised.  His  meals  are  late  'and  frequently  interrupted  by  fresh  calls. 
Unless  he  has  a deputy,  both  his  evenings  and  his  nights  may  be  disturbed. 
It  is  not  necessarily  the  volume  of  emergency  work  which  weighs  on  the 
general  practitioner  : it  is  the  ever-present  possibility  of  the  emergency. 

(c)  Many  practices  are  still  conducted  from  the  doctor’s  .own  residence.  His 
wife  and  family  are  a part  of  the  practice,  whether  they  like  at  or  not. 
The  telephone  must  be  answered  and  messages  taken.  If  the  doctor  is  out 
he  must  be  contacted.  Patients  like  to  chat  to  the  doctor’s  wife  and  tell 
her  of  their  difficulties.  These  are  perhaps  small  points,  but  added  up  and 
occurring  over  the  years  they  are  a constant  source  of  strain  to  the  doctor 
and  his  family.  The  service  rendered  by  the  doctor’s  wife  is  an  asset  to 
a practice  not  readily  computable  in  financial  terms. 

(d)  Unlike  the  solicitor,  the  architect  or  .other  professional  men  the  doctor  has 
\ usually  to  live  near  or  over  his  practice.  Since  most  of  the  population  live 

in  industrial  areas  (and  some  in  slums)  the  doctor  must  often  follow  suit. 
Few  members  of  other  professions  are  handicapped  in  this  way. 

(e)  Doctors  are  at  risk  through  contact  with  various  infections  and  contagious 
diseases.  There  is  no  compensation  paid  for  any  disability  or  loss  arising. 

The  Union  believes  -that  the  disadvantages  of  ia  general  practitioner’s  life  are 
very  real  and  only  partly  compensated  for  by  the  special  interest  of  his  occupation. 

N.H.S.  Work  a Full-time  Job 

43.  It  may  be  contended  that  the  calculations  involved  in  arriving  at  the  size  of 
the  central  pool  assume  that  the  practitioner,  in  fact,  receives  a considerable  amount 
of  income  from  other  sources.  This  is  sometimes  the  case,  but  the  Union  can  see 
no  reason  why  the  practitioner  who  is  concerned  solely  with  the  care  of  N.H.S. 
patients  should  be  underpaid  because  other  doctors  are  fortunate  enough  to  be 
able  to  supplement  their  incomes  from  outside  sources.  The  Union  therefore 
recommends  that  the  Royal  Commission  should,  as  a first  step,  decide  on  the  appro- 
priate reward  for  a practitioner  solely  engaged  in  the  care  of  N.H.S.  patients. 
Payment  for  other  medical  work  should  be  based  on  its  nature  and  amount  and 
separately  assessed. 

44.  The  present  method  of  calculating  the  central  pool  produces  another 
unfortunate  result.  To  determine  the  size  of  the  global  sum,  earnings  from  all 
sources  must  be  known.  In  the  case  of  Government  departments  it  is  reasonably 
easy  to  discover  die  amount.  The  trouble  has  arisen  over  private  practice  earnings, 
which  are  difficult  to  ascertain.  The  elaborate  procedure  at  present  followed  in 
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computing  the  global  sum  seems  to  the  Union  to  have  no  merit  aDart  from  the 
maintenance  of  the  Spens  formula.  It  has  one  grave  disadvantage  Since  the  Sobal 

hW?  ~ 1112  pr°^ujt  u°£  we  n“ml?er  of  practitioners  and  the  average  net  remunesra- 
tton  recommended  by  Mr.  Justice  Danckwerts  it  follows  that  any  increase  of  a 
,of  one  k?nd  ™“st  Iead  t0  a diminution  of  another.  Thus  there  is  no 
hTrl  h™^.111  rafmg  any  Parti^Iar  fee  (such  as  the  maternity  fee)  because 
that  results  only  in  a lesser  sum  to  be  distributed  in  the  final  settlement  This 
procedure  would  seem  to  the  Union  to  be  the  antithesis  of  good  smse  Should  it 
appear  to  the  Government  that  general  practitioners,  in  the  public  interest  should 

shouMTa^ls-h,d0tm0re  °f  " ParticUlar  of  WOTk  <**  » bo" dutfesfh 
should  be  possible  to  appropriate  more  money  for  this  purpose  and  to  reward 

initiative  of  the  kmd  desired  without  at  the  same  time  penalising  other  practitioners 

calln^/°o|t10nt0  Undar‘?ke  111686  dudeS'  111  futoe>  central  poo1!  should  be 
Iftl cd  8°leJy  ln  regard  to  payments  for  work  undertaken  in  the  care  of  N H S 
parents.  These  would  comprise  capitation  fees,  loading,  initial  practice  allowances' 
temporary  residents  fees,  mileage  and  a few  other  small  sums.  The  rate  of 
payment  made  to  the  general  practitioner  from  local  authority  and  ministerial 
sources  and  for  maternity  work  would  be  subject  to  direct  negotiation  between  the 
profession  and  the  appropriate  employer.  Such  a method  would  have  the  advantage 
of  enabling  individual  work  done  outside  general  practice  to  be  encouraged  if  it 
were  thought  desirable,  and  proper  rates  to  be  determined  without  affecting  the 
reward  received  for  general  practice  work  in  the  N.H.S.  It  would  also  maintain 
the  concept  of  a proper  rate  of  pay  for  the  number  of  practitioners  considered 
necessary  to  work  in  the  Health  Service. 


.^*e  R°Yal  Commission  will  note  that  no  mention  has  been  made  of  the  earnings 
from  private  practice.  These  could  be  entirely  neglected  if  the  central  pool  included 
only  payments  for  general  practice  work  in  the  N.H.S. 


The  Permissible  Size  of  Lists 

45.  The  Working  Party,  comprising  representatives  from  the  profession  and  from 
the  Ministry  of  Health,  unanimously  agreed  in  1952  that  the  then  permitted 
maximum  number  of  patients  allowed  to  a single-handed  practitioner  should  be 
reduced  from  4,000  to  3,500.  This  step  was  taken  not  only  because  4,000  patients 
was  considered  too  great  a number  for  most  practitioners  to  be  responsible  for,  but 
because  a reduction  in  the  permitted  maximum  would  indirectly  help  those  with 
the  smaller  sized  lists  and  achieve  a more  efficient  service.  The  Union  believes  that 
the  time  has  come  to  make  another  reduction.  The  permitted  maximum  allowed 
to  a single-handed  practitioner  should  be  reduced  over  three  years  by  stages  from 
3,500  to  3,000.  A gradual  reduction  would  allow  plenty  of  time  for  the  necessary 
adjustments  to  be  made  between  practices.  Doctors  would  be  attracted  into  those 
areas  where  the  average  list  is  at  present  very  high,  knowing  that  other  practitioners 
in  the  area  would  have  to  shed  a number  of  their  patients  during  the  next  few 
years.  The  Union  believes  that  such  a recommendation  would  meet  with  very 
wide  approval  in  the  profession. 

Dividing  the  Pool  for  Net  Remuneration 

46.  Throughout  this  preliminary  memorandum  the  Union  has  avoided  making 
any  recommendation  with  regard  to  actual  levels  of  remuneration.  We  have 
tried  to  look  at  the  problem  of  remuneration  as  a whole  and  to  discuss  the  principles 
involved  in  determining  the  future  structure  of  medical  remuneration  in  a State 
Service. 

We  have  recommended  that  N.H.S.  central  pool  income  should  be  considered 
separately  from  other  sources  and  that  net  remuneration  should  be  divorced  from 
expenses. 

We  are  left  therefore  with  the  “net”  central  pool.  Out  of  this  must  come 
capitation  fees  and  loading,  temporary  resident  fees,  initial  practice  allowances  and 
supplementary  annual  payments.  A relatively  small  sum  is  required  to  pay  out 
the  last  three  items  mentioned.  The  remainder  would  be  available  for  distribution 
30769  A 6 

Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


112 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


on  a capitation  basis.  Is  there  any  case  for  retaining  the  principle  of  loading  once 
the  practice  expenses  have  been  separately  paid  on  a realistic  basis?  The  Union 
believes  that  there  is.  Practice  work  does  not  vary  arithmetically  with  the  size  of 
the  list.  A doctor  with  3,000  patients  has  on  the  average  to  give  three  times  the 
number  of  items  of  service  given  by  a doctor  with  1,000  patients.  That  is  indisput- 
able. But  the  circumstances  are  very  different.  The  small-list  doctor  must  remain 
in  his  surgery  during  stated  hours,  irrespective  of  the  number  of  patients  attending. 
If  he  is  called  to  visit  10  patients  during  the  morning  he  cannot  postpone  his  visits 
until  other  patients  require  a visit  in  the  same  areas.  The  doctor  with  the  full  list, 
having  three  times  as  many  visits  to  make,  will  find  many  conveniently  placed.  He 
may  see  three  or  more  patients  in  one  street.  Certainly  he  does  not  cover  three 
times  the  distance  nor  take  three  times  as  long.  The  saving  in  costs  is  reflected  in 
a lower  expense  ratio ; the  saving  in  time  is  not.  The  Union  believes,  therefore, 
that  a loading  should  be  retained  to  compensate  the  doctor  with  the  smaller  list 
for  his  additional  work  per  patient.  The  size  of  the  loading  in  relation  to  the 
capitation  fee  and  its  appropriate  range  will  be  considered  in  later  evidence. 

The  Payment  of  Expenses 

47.  It  is  known  that  the  general  practitioner  uses  a third  of  his  gross  income 
to  pay  for  his  practice  expenses.  It  is  equally  known  that  this  figure  is  an  average 
one  and  the  amount  incurred  for  expenses  varies  widely  according  to  a number  of 
factors.  Some  small-list  practitioners  certainly  use  45-50  per  cent,  of  their  gross 
incomes  for  expenses,  while  others,  with  concentrated  urban  practices,  conveniently 
situated,  probably  use  only  one-quarter  of  their  gross  incomes.  Yet  all  practitioners 
are  paid  on  the  presumption  that  a third  of  their  gross  income  is  spent  in  this  way. 
The  present  method  of  distributing  money  for  expenses  is  clearly  inequitable.  It 
penalises  the  doctor  who  is  trying  to  build  up  a practice  from  small  beginnings  and 
helps  the  long  established  doctor  to  a quite  unwarranted  extent.  This  is  best 
illustrated  by  two  examples.  The  doctor  with  1,100  patients  and  a gross  income  of 
say  £1,650  and  with  an  expense  ratio  8 per  cent,  higher  than  the  average  allowed  loses 
£132  p.a.  Another  doctor  with  4,400  patients  and  a gross  income  of  say  £6,600 
and  with  an  expense  ratio  8 per  cent,  below  the  average,  gains  £528.  The  introduc- 
tion of  the  loading  by  the  Working  Party  went  some  way  to  correct  this  anomaly 
but  by  no  means  did  so  completely.  The  maximum  gain  given  to  any  practitioner 
by  loading  rather  than  increasing  the  capitation  fee  was  £200  (to  the  doctor  with 
1,500)  and  the  maximum  loss  incurred  by  a single-handed  practitioner  without  an 
assistant  (with  3,500  patients)  was  £200.  No  practitioners  with  lists  of  less  than  860 
and  more  than  2,600  gained  by  the  loading  system  as  compared  with  a flat  increase 
of  the  capitation  rate. 

Separation  of  Net  Remuneration  from  Expenses 

48.  The  Union  would  like  to  see  net  remuneration  divorced  entirely  from  expenses. 
It  believes  that  the  central  pool  should  become  a central  pool  for  net  remuneration, 
and  that  a second  pool  should  be  created  for  practice  expenses.  The  method  by 
which  the  practice  expenses  pool  would  be  divided  should  be  the  subject  of  close 
consideration. 

Dividing  Expenses 

49.  The  present  method  of  distributing  the.  £23  million,  which  the  practitioners  as 
a whole  now'  claim  for  expenses,  has  one  virtue — simplicity.  On  all  other  counts  it 
Ms.  The  expense  ratios  of  practices  of  different  sizes  and  types  vary  widely  from 
the  “ average  ” of  33-4  per  cent.  This  is  well  known,  yet  payments  are  made  on  the 
assumption  that  the  ratio  is  constant. 

Were  a separate  expenses  pool  to  be  created  it  could  be  distributed  according  to 
the  known  variations.  Even  if  the  rates  for  each  group  were  not  entirely  accurate 
or  up-to-date,,  they  would  approximate  to  the  actual  position  more  nearly  than  does 
the  present  distribution.  The  appropriate  expense  ratios  for  each  group  could  be 
ascertained  from  the  Inland  Revenue  authorities. 
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This  relatively  simple  modification,  however,  would  achieve  rough  justice  only 
as  between  different  groups.  It  would  not  provide  any  incentive  to  the  individual 
to  spend  money  on  the  improvement  of  conditions  of  his  practice.  The  only  way  to 
do  this  would  be  to  repay  the  doctor  his  actual  individual  expenses.  This  could  be 
done  by  asking  the  practitioner  to  produce  a certified  return  from  the  income  tax 
authorities  each  year  giving  the  amount  attributable  to  his  practice.  The  Union 
proposed  this  method  some  years  ago. 

The  direct  repayment  of  individual  expenses  is  undoubtedly  the  ideal  system.  A 
number  of  obstacles,  however,  would  have  to  be  overcome  before  such  a system 
would  be  feasible.  Practitioners  would  need  considerable  advances  against  practice 
expenses  before  their  actual  expenses  were  known.  A method  would  have  to  be 
found  to  determine  these  advances.  Another  difficulty  would  be  to  ensure  that  the 
total  paid  out  conformed  to  the  total  declared  by  all  practitioners  to  the  Inland 
Revenue  authorities. 

The  following  tentative  scheme  is  therefore  submitted  to  the  Royal  Commission 
for  its  consideration. 

(a)  The  total  expenses  for  all  practitioners  should  be  ascertained  from  the 

Inland  Revenue  for  the  last  year  available.  This  sum  (now  approximately 
£23,000,000)  would  form  the  Expenses  Pool. 

(b)  Accurate  expenses  ratios  for  each  group  would  be  made  known. 

(c)  An  expenses  advance  would  be  made  to  each  general  practitioner  according 

to  which  group  he  belonged.  The  advance,  however,  would  not  make 
up  the  whole  amount  available.  A percentage  would  be  retained  for 
individual  distribution. 

Example.  A single-handed  general  practitioner  with  1,000  patients  qualifies 
— say — for  ia  42  per  cent,  expense  ratio.  He  would  receive  an  advance 
of — say — 37  per  cent.  i.e.  5 per  cent.  less. 

(d)  At  the  end  of  the  financial  year  any  practitioner  who  had  incurred  more 

expenses  than  the  sum  advanced  to  him  would  he  entitled  to  submit  a claim 
to  his  local  medical  committee.  If  his  expenditure  was  considered  reason- 
able his  claim  would  he  allowed. 

(e)  The  claim  would  be  submitted  in  the  following  manner 

. '(i)  All  expenditure  as  shown  in  his  income  tax  return. 

(ii)  All  professional  revenue,  divided  into  three  categories. 

A.  Income  from  Local  Executive  Councils. 

B.  Income  for  salaried  or  sessional  appointments. 

C.  Income  from  all  other  sources. 

Example.  A.  £2,000 

B.  £300 

C.  £700  

£3,000 

Income  B is  not  eligible  for  expenses  and  must  be  excluded  from  the 
calculations.  Income  C is  non  N.H.S.  and  would  not  qualify  for  expense 
payments.  The  expenses  allowed  for  N.H.S.  purposes  therefore  would  be 
20/27  of  the  total  of  expenses  declared  to  the  Inland  Revenue. 

(J)  The  total  of  the  claims  allowed  would  be  declared  by  the  Local  Executive 
Councils  to  the  Ministry  of  Health  who  still  would  hold  the  undistributed 
part  of  the  Expenses  Pool — say — £3,000,000.  If  the  claims,  amounted  to 
£3-5  million  they  would  be  met  in  so  far  as  6/7  was  concerned.  Thus  the 
total  amount  paid  out  in  expenses  to  practitioners  would  never  exceed  the 
total  declared  to  the  Inland  Revenue.  Indeed  the  two  sums  should  be 
the  same. 
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The  Union  believes  that  a method  of  distributing  expenses  along  the  lines  described 
above  would  have  great  advantages.  Each  general  practitioner  would  know  that  his 
individual  circumstances  were  considered  carefully.  Doctors  would  be  encouraged 
to  undertake  justifiable  expenditure  on  their  practices.  There  would  be  little  oppor- 
tunity of  claiming  unnecessarily  large  expenses  for  there  would  be  a double  check — 
first  by  the  Inland  Revenue  (as  at  present)  and  second  by  the  local  committees. 
No  doctor  would  be  forced  to  submit  his  practice  accounts  to  scrutiny  by  a com- 
mittee ; he  could  accept  the  expense  ratio  advanced.  Lastly  there  would  be  a real 
incentive  to  improve  the  quality  of  the  service  given  to  the  public. 


Capital  Expenditure 

50.  In  most  businesses  invested  capital  not  only  yields  a return  but  is  finally 
recoverable  from  a possible  purchaser.  The  general  practitioner  is  in  rather  special 
circumstances  in  this  respect.  He  can,  of  course,  sell  his  motor-car  and  his  medical 
equipment  when  he  retires,  but,  unless  a medical  purchaser  is  found,  money  spent 
on  his  residence  or  his  separate  surgery  premises  is  not  so  easily  recoverable.  Indeed 
expenditure  on  alterations  of  residential  premises  or  surgery  services  may  actually 
diminish  the  value  of  the  property  from  a residential  point  of  view.  It  is  difficult 
to  see  how  this  could  be  corrected  or  allowed  for  in  any  system  of  remuneration. 
Nevertheless  the  Union  recognises  the  hardship  suffered  by  many  young  doctors  who 
have  to  raise  capital  to  start  in  a practice,  particularly  at  the  present  time  when 
credit  restrictions  are  so  severe.  It  is  hoped  that  the  Royal  Commission  will  take 
these  facts  into  account  when  assessing  the  appropriate  remuneration  of  general 
practitioners.  Established  doctors  are  also  penalised  by  their  inability  to  find  the 
capital  necessary  to  convert  premises  or  otherwise  improve  their  practices.  The 
Working  Party  in  1952  set  aside  a sum  of  £100,000  a year  to  give  interest-free  loans 
to  those  who  formed  group  practices  and  required  money  for  house  purchase,  building 
and  equipment.  The  Union  believes  that  a similar  but  much  larger  fund  should 
be  created,  to  give  interest-free  loans  to  all  practitioners  needing  them  for  bona  fide 
practice  purposes.  The  capital  for  this  purpose  should  be  provided  by  the  State  if 
only  to  encourage  the  improvement  of  the  standards  of  practice  for  the  country  The 
only  loss  incurred  by  the  State  would  be  the  cost  of  the  interest.  The  Union  hopes 
that  the  Royal  Commission  will  give  serious  consideration  to  this  proposal. 

Mileage  Payments 


51  As  far  as  the  differential  between  town  and  country  practitioners  is  concerned 
the  Union  recognises  the  extreme  difficulty  of  devising  a mileage  system  which  will 
please  all  practitioners  or  produce  an  equitable  distribution  as  between  town  and 
country  practitioners.  The  present  mileage  committee  has  been  sitting  for  the  past 
eight  years  and  has  not  yet  devised  a modified  system  acceptable  to  all.  We  can 
however,  see  no  prospect  of  the  Royal  Commission  finding  an  equitable  solution  to 
a short  time  and  we  suggest  that  the  mileage  committee  should  continue  its  work  in 
the  hope  that  some  acceptable  solution  will  eventually  emerge. 

That  committee  is,  of  course,  concerned  with  the  methods  of  distribution  of  the 
existing  mileage  fund.  It  is  not  concerned  with  the  differential  between  the  earnings 
of  urban  and  rural  practitioners. 


..J^e  Royal  Commission  will  wish  to  examine  the  present  position  in  regard  to 
d'fferentials.  Unfortunately,  no  accurate  figures  of  relative  earnings  are  available 
to  .he  Union  at  the  present  moment.  The  figures  contained  in  the  interim  report  of 
the  mileage  committee  would  seem  to  indicate  that  the  present  differential  is  too  great. 


Differential  Morbidity 


52.  We  have  drawn  attention  above  to  the  variable  work-load  carried  by  practi- 
tioners according  to  the  areas  of  country  in  which  they  live  and  the  rate  of  morbidity 
existing  m those  areas.  It  would  be  possible  in  theory  to  allocate  a higher  capitation 
rf “ISPL1?8*1  morbiditiy’  but  "e  afraid  that  such  adjustments 
" 0U!j  ue  extr?Se  y to  operate  equitably  in  practice.  Nor  do  rwe  think  that  it 

would  be  possible  to  devise  a differential  capitation  rate  for  different  claves  of  patient 

SpeL  ConmftteeP  ientS  ^ Wh°  ^ chronicalIy  sick’  as  suggested  by  the 
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Nevertheless  the  Union  would  wish  if  possible  to  find  some  solution  to  the  problem 
of  differential  morbidity— if  only  for  the  extreme  cases.  Perhaps  the  difficulties  of  a 
special  loading  of  capitation  for  areas  of  high  morbidity  have  been  overrated  Even 
if  it  were  not  possible  to  adjust  capitation  levels  to  work  load  in  every  area  of  the 
country,  areas  of  very  high  morbidity  might  be  held  to  qualify  for  a special  loading. 
The  Union  hopes  the  Royal  Commission  will  study  this  question. 


Recognition  of  Experience 


53.  Experience  in  the  N.H.S.  is  not  rewarded  except,  perhaps,  by  the  acquisition  of 
a greater  list  of  patients.  A middle-aged  single-handed  .practitioner  can  maintain  his 
income  only  iby  continuing  to  look  after  a number  of  patients  which  he  could  have 
coped  with  easily  when  younger  but  not  so  easily  after  the  age  of  50  The  Union 
suggests  that  it  would  be  possible  to  correct  this  anomaly  by  applying  a special 
capitation  rate  to  practitioners  between  the  ages  of  45  and  60.  This  special  rate 
might  vary  front  one  to  five  shillings  ,per  head  according  to  the  age  of  the  practitioner 
It  should  only  be  granted  on  the  first  2,000  .patients  on  a practitioner’s  list.  Thus  a 
practitioner  could  receive  an  additional  annual  sum  varying  between  £100  and  £500 
according  to  his  age.  The  special  loading  would  be  personal.  If  such  a system  were 
adapted  it  should  not  be  necessary  in  a partnership  practice  -to  maintain  wide 
differentials  as  between  the  partners’  shares. 


<•  ^ tb,eiieves, that  this  proposal  would  be  generally  welcomed  by  practi- 

Uoners  Even  those  who  would  not  immediately  receive  it  could  look  forward^ to  an 
easier  life  in  a few  years  time. 


Partnership  Agreements 

54.  Before  the  National  Health  Service  Act  an  established  practitioner  who  took  a 

ih^^oc^ill^hnu receive<f  at  once  a capital  sum  representing  the  share  of 
the  goodwill  bought  by  the  new  partner.  During  the  years  the  junior  partner 
gradually  acquired  a greater  share  of  the  practice  by  buying  more  oftoe goodwill 

Sn^fiMS<SSeqUe;nCe  tradltlonal  for  to  start  with  a small  share  of  theSpractice 
Smce  1948  the  senior  partner  can  derive  no  immediate  benefit  from  taking  apartner 

™ght’  *erefore’  t0  be  able  to  obtain  from  the  Minify®  of  Hea^h 
tbe  comPansatlon  m.°ne.y  appropriate  to  the  share  of  the  practice  he  has 
The  med>cal  organisations  have  pressed  this  point  for  many  years  but 
it  has  not  been  accepted  by  the  Treasury.  The  Union  would  state  again  that  i 
considers  compensation  money  should  be  made  available  for  this  purpose 

Since  the  new  entrant  to  a partnership  .brings  no  capital  with  him  he  is  in  a .poor 
position  to  bargain  with  the  established  partner  and  often  has  to  accept  conditions 
which  are  quite  inequitable  in  order  to  gain  a foothold  in  the  practice.  The  rules 
established  by  the  .Medical  Practices  Committee  as  a safeguard  against  a hidden  sale 
of  goodwill  are  not  necessarily  followed  in  drafting  .partnership  agreements.  We 
know  of  many  instances  of  junior  partners  receiving  permanently  a lesser  share  of 
the  practice  earnings  than  that  to  which  their  iwork  entitles  them.  The  Union  can 
^rfn»r.JUST??atl0n  tb?  variatlons  in  earnings  between  junior  and  senior 
partners.  It  is  usual  for  the  junior  partner  to  start  off  at  a share  of  a third  of  that 
Senl0amartofrA  111  a partnership  of  two  this  means  that  the  junior  man  is 
fr  °ni  4th  and  tbe1?em?r  three  4ths.  No  one  would  object  to  such  a provision 
if -.the  work  were  equitably  shared.  But  in  all  to.o  many  cases  the  junior  man  (who 
a, ” t™5s  be®?  an  assistant  in  the  practice  for  two  years)  does  far  more  than 
half  the  wo*  of  the  practice  and  has  to  wait  ten  years  or  more  -before  he  receives 
a Pfrdy  Sfato-  If  the  Union’s  suggestion  for  a length  of  service  payment  were 
accepted  it  should  not  -be  necessary  to  maintain  wide  disparities  between  practice 
shares.  The  junior  partner  should  never  receive  less  than  a half  share  of  any  other 
partner  and  parity  should  be  reached  in  not  more  than  seven  years  Partnership 
agreements  should  also  contain  a clause  -which  lays  down  dearly  the  approximate 
amount  of  work  to  be  done  by  each  partner. 

The  Union  attaches  the  .greatest  importance  to  these  recommendations  Nearlv 
two-thirds  of  all  the  doctors  in  the  Health  Service  are  now  in  partnership  An 
equitable  spread  of  income  amongst  general  practitioners  can  be  achieved  onlv  if 
close  attention  is  paid  -to  .partnership  agreements.  The  Union  cannot  accept  the  view 
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that  the  details  of  partnership  agreements  are  a private  matter  if  the  result  of  secrecy 
is  to  infringe  one  of  the  sections  of  the  National  Health  Service  Act.  Partnership 
agreements  should  have  to  conform  to  criteria  laid  down  centrally. 

Assistantship 

55.  Since  the  introduction  of  the  Health  Service  most  young  doctors  have  become 
principals  following  a period  of  .preliminary  assistantship.  This  seems  to  the  Union 
to  be  the  best  method  by  which  a young  man  can  enter  practice.  Although  there  will 
always  be  a place  for  the  single-handed  practitioner,  there  is  little  doubt  that  the 
future  of  general  practice  within  the  Health  Service  lies  with  the  partnership  and  with 
the  group  practice.  A small  number  of  doctors  will  succeed  to  practice  vacancies 
when  they  occur  and  an  even  smaller  number  will  establish  themselves  single-handed 
with  the  help  of  the  initial  practice  allowance.  The  common  method  will  inevitably 
be  by  assistantship.  For  this  reason  it  is  important  that  the  normal  method  of  entry 
to  practice  should  be  free  from  possibilities  of  abuse.  We  have  already  dealt  with 
the  difficult  question  of  the  assistant  who  becomes  a junior  partner.  We  must  now 
examine  in  detail  the  preliminary  period  of  assistantship  itself.  This  presents  little 
difficulty  when  the  principal  employing  the  assistant  has  a genuine  intention  of  taking 
his  assistant  (if  proved  suitable)  into  partnership  at  the  end  of  a reasonable  trial 
period — say  one  year.  Unfortunately  many  assistants  are  told  that  they  will  become 
partners  at  the  end  of  a trial  period  only  to  find  out  later  that  “ circumstances  have 
altered  ” and  there  is  no  possibility  of  their  being  admitted  to  the  partnership.  Over 
the  course  of  years  the  Union  has  had  to  deal  with  hundreds  of  these  cases  and  there 
are  a number  of  principals  who  have  been  known  to  employ  as  many  as  eight 
assistants  since  the  Health  Service  came  into  operation.  It  may  be  argued  that  the 
assistant  should  not  accept  such  posts  knowing  the  hazards  that  attach  to  them.  But 
it  must  be  remembered  that  this  is  now  the  normal  method  of  entry  into  practice.  The 
acceptance  of  a post  as  an  asssitant  often  involves  finding  living  accommodatin, 
making  arrangements  for  children  to  go  to  school  locally,  etc.  Assistants  should  be 
entitled  to  know  that  they  will  be  taken  on  as  partners,  providing  -they  do  their  work 
properly  and  are  acceptable  to  their  principals.  The  Royal  Commission  asks  in  its 
questionnaire  whether  it  would  be  practicable  for  the  profession  to  establish  a fixed 
scale  of  payment  for  assistants  in  general  practice.  The  Union  believes  this  would 
be  the  wrong  way  of  tackling  the  problem.  No  national  scale  could  easily  take 
into  account  the  variable  circumstances  in  different  parts  of  the  country.  Nor 
would  it  be  desirable  for  assistants  to  be  permanently  employed  even  at  a scale 
of  pay  recognised  to  be  equitable.  The  answer,  in  the  Union’s  opinion,  is  to  lay 
down  clearly  the  circumstances  which  justify  the  employment  of  an  assistant. 
The  Local  Executive  Councils  should  then  require  any  principal  employing  an 
assistant  to  justify  his  employment. 

Justification  for  Employment  of  an  Assistant 
56.  There  would  appear  to  be  three  grounds  on  which  a principal  could  reason- 
ably be  entitled  to  employ  an  assistant. 

(a)  A partnership  whose  combined  list  is  expanding  wishes  to  take  on  a new 
partner.  Here  the  doctors  concerned  must  be  given  the  opportunity  to  try 
out  a .number  of  assistants  in  order  to  select  a suitable  new  partner.  The 
Union  believes  that  a period  of  two  to  three  years  should  normally  be  quite 
sufficient  for  this  purpose  and  would  enable  three  or  four  assistants  to 
be  tried  out. 

( b ) Owing  to  illness  or  other  temporary  circumstances  a principal  or  partner- 
ship may  wish  to  employ  an  assistant  for  a strictly  limited  period  with 
no  prospect  of  partnership.  This  appears  to  the  Union  to  be  a reason- 
able ground  for  employing  an  assistant  temporarily  and  should  be 
allowed. 

(c)  The  third  case  really  comes  under  the  first  category  but  presents  special 

difficulties.  We  refer  to  the  single-handed  principal  who  has  built  up 
his  list  to  the  maximum  permitted  size  and  wishes  to  take  a partner. 
Unless  the  partnership  succeeds  in  building  a much  higher  combined  list 
the  principal  concerned  will  have  to  accept  a serious  drop  in  income  for 
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several  years.  First,  there  is  the  period  of  trial  during  which  the  principal 
employs  am  assistant.  Here  his  income  drop  will  be  the  amount  of  the 
assistant’s  salary  (less  income  tax  deductions).  When  he  eventually  decides  to 
take  the  assistant  into  partnership  he  will  gain  an  additional  loading,  so 
'that  the  cost  to  him  of  taking  a partner  will  amount  to  the  assistant’s 
share  less  the  loading. 

57.  The  Union  proposes  certain  modifications  in  the  present  arrangements  which 
would  meet  all  the  above  circumstances. 

( a ) The  employment  of  an  assistant  should  be  regarded  as  a temporary  measure 

which  should  require  justification  to  the  Local  Executive  Council.  Tn  all 
cases  the  period  of  assistantship  should  be  limited. 

(b)  The  Local  Executive  Council,  together  with  the  Local  Medical  Commit- 
tee, would  examine  each  request  for  permission  to  employ  an  assistant 
and  judge  it  on  its  merits.  _ The  normal  maximum  period  allowed  for 
running  a practice  with  an  assistant  would  be  three  years. 

(c)  Hitherto  all  principals  have  had  to  find  the  money  out  of  their  own  pockets 

to  pay  the  assistant.  It  is  true  that  a sum  of  between  £1£  m.  and  £2m.  is 
included  in  the  total  expenses  of  all  practitioners  on  account  of  the 
employment  of  assistants.  But  this  sum,  like  other  sums  under  the 
heading  of  expenses,  is  divided  up  between  all  practitioners  whether  they 
employ  assistants  or  not.  The  “ average  ” general  practitioner  with  a 
list  of  2,200  patients  receives  approximately  £95  per  annum  on 
account  of  the  employment  of  an  assistant  when,  in  fact 
he  has  never  employed  one.  The  single-handed  practitioner  with  a 
maximum  permitted  list  of  5,500  who  employs  an  assistant  receives  only 
£237  of  his  expenses  money  towards  the  employment  of  his  assistant. 
The  Union  believes  that  the  principal  who  is  genuinely  entitled  to  employ 
an  assistant  and  whose  need  to  do  so  is  recognised  by  the  Local  Executive 
Council  should  be  entitled  to  claim  the  entire  expenses  of  the  assistant 
for  the  permitted  period.  This  money  would  be  paid  out  of  the  expenses 
pool  as  described  above  and  distributed  only  to  those  practitioners  who 
actually  employ  assistants. 

The  argument  has  sometimes  been  put  forward  that  there  are  a small  number 
of  doctors  who  never  wish  to  become  principals  but  prefer  to  spend  their  lives 
as  salaried  assistants.  The  Executive  Councils  could  make  exceptions  to  the 
general  rule  in  those  cases,  where  they  were  convinced  of  a desire  to  retain  the 
assistant  status. 

The  Regulations 

The  Royal  Commission  will  be  aware  that  the  N.H.S.  regulations  have  recently  been 
altered  so  as  to  require  the  Local  Executive  Council,  in  conjunction  with  the  Local 
Medical  Committee,  to  review  at  intervals  the  right  to  employ  an  assistant.  This 
is  certainly  a move  in  the  right  direction.  (But  the  Union  would  still  wish  to  see  a 
time  limit  placed  on  the  right  of  any  principal  to  employ  a whole-time  assistant. 
As  the  regulations  now  stand  the  Executive  Council  can  withhold  the  right  to 
employ  an  assistant  or  limit  the  number  of  patients  allowed  solely  on  the  grounds 
that  the  principal  is  not  rendering  proper  service  to  those  on  his  list. 

Ex-Registrars 

The  position  of  the  ex-registrar  in  connection  with  assistantships  requires  special 
consideration.  The  Union  would  prefer  to  postpone  comments  on  this  subject 
until  it  gives  further  evidence. 

Part-Time  Assistants 

Nearly  all  principals  must  from  time  to  time  make  temporary  arrangements  for 
the  conduct  of  their  practice.  Locum  tenentes  are  normally  engaged  during  periods 
of  illness,  holidays,  etc.  It  sometimes  happens,  however,  that  a principal  wishes 
to  absent  himself  regularly  from  his  practice  for  certain  hours  during  the  week 
(he  may  attend  a hospital  clinic)  and  must  make  arrangements  for  these  periods. 
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He  normally  employs  a neighbouring  colleague  in  practice  or  a retired  doctor  as 
a part-time  assistant.  The  Union  wishes  to  make  a clear  distinction  between  part- 
time  and  whole-time  permanent  assistants.  There  is  a proper  place  for  the 
former,  but  none  for  the  latter. 

Entry  into  Practice 

58.  In  1956,  967  doctors  were  admitted  to  the  lists  of  Executive  Councils  in 
England  and  Wales.  The  manner  in  which  they  entered  practice  is  analysed 
below : 

349  admitted  as  partners  in  practices  where  they  were  previously  assistants. 

260  admitted  as  partners,  but  not  previously  assistants. 

100  formed  new  practices. 

97  succeeded  to  practice  vacancies. 

150  took  on  limited  lists. 

11  miscellaneous. 

967  TOTAL 


59.  Parliament  considered  that  it  was  inappropriate  for  National  Health  Service 
practices  to  be  bought  and  sold  as  they  were  before  the  Act  was  passed.  The 
decision  to  abolish  the  right  to  buy  and  sell  the  goodwill  of  practices  had  certain 
unexpected  consequences.  Entry  into  practice  has  in  many  ways  become  more 
difficult — not  less,  as  anticipated.  Before  the  Act  the  goodwill  of  a practice  was  a 
readily  saleable  commodity.  This  was  recognised  by  banks  and  insurance  com- 
panies. The  young  man  who  wished  to  enter  practice  seldom  had  much  difficulty 
in  borrowing  the  sums  necessary  to  buy  out  the  retiring  doctor.  It  is  true  that 
he  often  spent  many  years  of  his  working  life  carrying  a load  of  debt,  but  this 
was  eventually  paid  off  and  he  then  found  himself  in  possession  of  an  asset  which 
he  could  realise  on  his  retirement.  This  method  of  entry  into  practice  had  another 
advantage.  The  new  entrant  was  supplying  the  cash  which  the  remaining  partners 
in  the  practice  needed.  He  was  therefore  in  a strong  bargaining  position  to 
extract  an  equitable  practice  contract  from  them.  Now  the  newcomer  has  no 
such  asset.  He  urgently  needs  to  establish  himself  and  often  has  to  accept  con- 
ditions which  may  not  be  so  favourable. 

60.  There  are  three  ways  of  entering  practice.  These  are: 

(a)  By  succeeding  to  a practice  vacancy. 

(b)  By  setting  up  a new  practice  with  or  without  the  -help  of  an  initial  practice 
allowance. 

(c)  By  joining  an  established  partnership  from  scratch  or  after  a period  of 

assistantship. 


(a)  Succession  to  a Practice  Vacancy 

n-,C°-K?ar\tiv-ely  f?w  Practice  vacancies  occur  each  year.  In  1956  the  number  was 
97.  The  choice  of  a successor  is  an  extremely  difficult  problem.  In  the  south  of 
England  over  a hundred  applicants  may  -apply  for  a vacancy  (the  average  was  58) 
ana  even  in  the  industrial  north  the  number  is  seldom  under  thirty.  It  will  be  seen 
from  this  that  many  are  called  but  few  are  chosen.  The  Union  has  knowledge  of 
a large  number  of  cases  of  men  of  thirty  to  thirty-five  who  have  applied  over  and 
over  again  but  have  not  succeeded  in  obtaining  a vacancy.  Few  doctors  can  afford 
to  wait  for  years  to  be  chosen  for  one  of  these  vacancies.  In  the  meanwhile  thev 
must  work  as  assistants.  Few  .principals  employing  an  assistant  like  to  feel  that 
their  assistant  may  leave  them  at  any  moment  on  obtaining  a practice  vacancy. 

The  system  -of  filling  practice  vacancies  resembles  a lottery.  The  successful 
applicant  may  on  occasions  find  himself  inheriting  a practice  far  larger  than  he 
would  ever  have  contemplated.  (There  wa-s  recently  a case  where  an  assistant 
succeeded  to  the  list  of  5,500  patients  -from  his  principal  who  had  recently  died ) 
The  vast  majority  of  applicants  must  expect  -to  be  disappointed— not  once  or  twice 
but  many  times.  The  argument  in  favour  of  maintaining  the  present  system  is  tibfc 
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need  where  possible  to  maintain  an  established  practice  intact.  The  Union  can 
see  no  advantage  in  altering  the  workings  of  the  present  system  although  it  must  be 
recognised  that  succession  to  practice  vacancies  can  never  do  more  than  establish 
a minority  of  new  entrants  in  practice. 

( b ) Setting  up  Practice  on  One’s  Own 

Only  a few  doctors  in  each  year  (100  in  1956)  decide  to  set  up  practices  on  their 
own,  despite  -the  very  real  financial  assistance  given  by  the  initial  practice  allow- 
ances. This  is  at  first  sight  surprising,  but  the  reasons  are  not  far  to  seek.  Few 
young  doctors  can  find  the  necessary  capital  resources  to  establish  themselves. 
A 'house  and  motor-car  must  be  bought  and  the  necessary  furniture  and  equip- 
ment acquired  without  the  assured  income  needed  to  find  the  interest  and  capital 
repayment  charges.  This  position  is  especially  bad  at  the  present  time  when  the 
batiks  are  not  allowed  to  give  credit  unless  security  is  very  good.  The  help 
provided  by  the  initial  practice  allowance  is  very  necessary,  but  it  does  not  suffice 
to  meet  all  obligations  undertaken. 

(c)  Entering  a Partnership 

Most  doctors  now  enter  practice  by  joining  an  established  partnership  with  or 
without  a preliminary  period  of  assistantship.  In  1956  63  per  cent,  entered  this 
way.  The  advantages  are  clear.  Less  risk  of  failure  exists  since  the  practice  is 
already  established ; it  is  not  usually  necessary  to  acquire  and  equip  new  surgery 
premises  ; the  inexperienced  newcomer  has  the  benefit  of  his  partner’s  knowledge  to 
lean  on. 

The  Union  welcomes  the  trend  towards  partnership  practice.  To  facilitate 
entry  into  an  established  practice  it  recommends  that  the  period  of  preliminary 
assistantship  should  be  limited  and  the  terms  of  partnership  kept  under  review. 

Exchange  of  Practices 

61.  One  of  the  disabilities  connected  with  the  present  organisation  of  general 
practice  is  -the  difficulty  of  exchanging  practices.  Before  the  Act  came  into  operation 
it  was  common  for  doctors  to  exchange  practices.  An  elderly  practitioner  who  had 
spent  many  of  his  years  looking  after  a large  practice  would  be  willing  to  retire  to 
a small  practice  in  a seaside  resort,  while  a younger  man  anxious  to  acquire  a larger 
income  would  move  from  that  resort  to  an  industrial  area.  Since  1948  few  exchanges 
have  taken  place.  The  main  reason  is  that  the  abolition  of  the  right  to  buy  and  sell 
the  goodwill  of  a practice  has  meant  that  no  financial  adjustment  could  be  made 
to  'allow  for  the  income  differences  between  the  two  practices.  Because  of  this 
many  doctors  have  felt  immobilised  and  frustrated.  They  can  see  no  possibility  of 
leaving  their  present  places  of  practice. 

State  of  Mind  of  General  Practitioners 

62.  Hie  Royal  Commission  asks  whether  there  are  any  factors  other  than 
remuneration  which  are  affecting  the  contentment  of  general  practitioners.  Anyone 
who  has  had  anything  to  do  with  general  practitioners  since  the  introduction  of 
the  Health  Service  or  has  read  the  columns  of  the  medical  press  carefully  will 
recognise  two  recurrent  refrains  going  through  the  published  comments.  The  first 
concerns  those  members  of  the  public  who  abuse  the  benefits  of  a free  National 
Health  Service  either  by  visiting  the  doctor  unnecessarily  or  by  asking  for  home 
visits  when  they  are  not  really  needed.  The  second  concerns  the  system  of  remunera- 
tion by  capitation.  This,  it  is  claimed,  provides  no  incentive  to  the  good  general 
practitioner  to  give  his  patients  a better  service  nor  to  practise  higher  standards  of 
medioine. 

The  first  complaint  is  undoubtedly  justified  to  some  extent.  Before  the  intro- 
duction of  the  Service  there  was  a section  of  the  public  who  regarded  all  medical 
treatment  as  a luxury.  Now  they  are  entitled  to  it  free  of  charge  at  the  time  of 
use  and  there  are  some,  but  not  many,  who  abuse  this  right.  To  introduce  a general 
financial  deterrent  in  order  to  prevent  this  small  number  misusing  the  facilities 
now  offered  would  be  a grave  mistake.  Many  practitioners  have  already  succeeded 
in  seeing  that  abuses  are  reduced  to  a minimum.  We  believe  that  a process  of 
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education  by  the  practitioner  and  by  the  Ministry  of  Health  would  soon  result  in 
a much  more  reasonable  attitude  being  taken  by  this  small  (section  of  the  public. 
There  will  always  be  a tiny  minority  of  patients  who  will  act  unreasonably  and 
this  must  be  expected  under  any  system. 

The  second  ground  for  discontentment  is  much  more  difficult  to  solve.  The 
capitation  system  allows  for  recognition  of  merit  only  by  the  attraction  of  a larger 
list  of  patients.  Merit  is  difficult  to  assess  in  any  walk  of  life  but  in  medicine  it  is 
almost  impossible.  The  Union  is  convinced  that  general  practitioners  would  resist 
strongly  any  attempt  to  introduce  a system  of  merit  awards.  The  only  method 
we  need  contemplate  is  an  extension  of  item-of-service  payment.  Maternity  services 
are  paid  for  on  this  basis.  It  might  be  possible  to  extend  this  method  of  payment 
to  special  types  of  work  not  normally  undertaken  by  general  practitioners.  We  refer 
to  certain  minor  operations,  investigations  and  psyohiatric  treatment  more  elaborate 
than  that  usually  undertaken.  Although  theoretically  attractive,  this  proposal  would 
in  practice  be  very  difficult  to  apply.  Matters  would  probably  best  be  left  as 
they  are. 

The  capitation  system  of  payment,  like  all  other  systems,  has  its  defects.  The 
Union  believes  that  these  could  be  largely  mitigated  (though  not  entirely  removed)  by 
modifications  of  the  type  suggested  in  this  memorandum. 


Conclusions 

63.  The  Union  offers  this  preliminary  memorandum  on  the  remuneration  of  general 
practitioners  to  the  Royal  Commission. 

It  recommends  that  the  Royal  Commission  should : 

(a)  ascertain,  by  whatever  means  are  available  to  it,  the  present  distribution  of 
money  among  general  practitioners  ; 

(b)  examine  the  possibility  of  basing  the  future  remuneration  of  general  practi- 

tioners as  a group  on  the  work  done  in  N.H.S.  general  practice ; 

(c)  examine  the  possibility  of  separating  net  remuneration  from  expenses  and  of 

recommending  the  proper  net  reward  for  the  practitioner  who  is  solely 
engaged  in  caring  for  N.H.S.  patients  ; 

(d)  consider  how  best  expenses  should  be  paid  to  practitioners  ; 

(e)  consider  the  desirability  of  reducing  the  maximum  permitted  size  of  lists  ; 

if)  examine  the  desirability  of  settng  up  a Capital  Expendture  Loans  Fund  for  all 
practitioners ; 

(g)  examine  the  merits  of  special  loading  for  doctors  with  experience  ; 

(A)  examine  the  possibility  of  establishing  central  criteria  for  partnership 
agreements  and  of  registration  of  these  agreements  ; 

(i)  consider  the  Union’s  proposals  with  regard  to  the  employment  of  assistants. 

In  this  preliminary  memorandum  the  Medical  Practitioners’  Union  has  confined 
its  evidence  to  an  examination  of  the  present  structure  of  general  practitioner 
remuneration.  This  structure,  in  the  Union’s  opinion,  needs  radical  overhaul  in 
order  to  provide  a better  service  to  the  public  and  to  satisfy  the  best  interests  of 
the  medical  profession. 

When  more  facts  are  available  regarding  the  present  spread  of  incomes,  the 
Union  intends  to  put  forward  specific  proposals  for  the  amount  and  range  of 
general  practitioner  remuneration. 

It  also  intends  to  submit  full  evidence  concerning  the  remuneration  of  doctors 
employed  in  the  hospital  service. 
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APPENDIX  “A 


1.  The  Union  has  tried  to  ascertain  from  the  information  available  the  present 
spread  of  income  among  practitioners  in  order  to  compare  it  with  the  spread 
recommended  by  the  Spens  Committee. 


2.  No  figures  of  G.P.  earnings  have  been  published.  The  only  methods  available 
are ' (a)  to  use  the  Ministry  of  Health  figures  of  doctors  with  different-sized  lists  or 
(b)  to  ascertain  the  earnings  of  doctors  from  the  Inland  Revenue. 

3.  The  second  method  is  the  more  accurate.  Unfortunately  the  last  year  reviewed 
was  1952.  It  is  impossible  to  distinguish  between  sources  of  income  in  the  Inland 
Revenue  returns.  Unless  it  is  known  which  group  of  practitioners  earn  most  from 
private  practice  any  conclusions  derived  from  a study  of  these  figures  may  be  wrong. 

4.  The  Union  has  attempted  to  ascertain  the  spread  of  incomes  by  relating  income 
to  the  size  of  list.  This  was  done  by  means  of  Table  B of  Appendix  XVIII  of  the 
Ministry  of  Health  Report,  1955.  The  number  of  doctors  with  different-sized  lists 
was  ascertained  and  the  earnings  related  to  those  indicated  on  Graph  “ A ”.  The 
number  in  each  earning  range  was  compared  with  the  recommended  Spens  spread 
adjusted  by  100  per  cent,  (being  post-Danckwerts). 


5.  This  method  is  full  of  pitfalls  since  it  depends  on  the  validity  of  certain  assump- 
tions. These  are  as  follows : 

(a)  That  the  average  gross  earnings  of  £3,337  (l.e.,  £2,222  plus  expenses  at 
33-4  per  cent.)  was  the  sum  earned  by  the  G.P.  with  the  average  list  of 
2,200. 

(b)  That  the  average  of  any  range  lay  at  the  centre  point  (i.e.,  in  the  range  3,001 

3,600  all  the  doctors  concerned  were  assumed  to  have  a list  of  3,300). 

(c)  That  the  gross  earnings  from  all  sources  other  than  capitation,  loading  and 

superannuation  varied  arithmetically  with  the  size  of  list. 


6 It  is  clear  that  these  assumptions  are,  at  the  best,  only  approximately  true.  The 
first  assumption  is  true  in  so  far  as  it  relates  to  capitation  and  loadings  and  super- 
annuation grants  (76  per  cent.)  but  not  to  earnings  from  other  sources  (24  per  cent.). 
The  second  assumption  is  probably  sufficiently  correct  not  to  invalidate  grossly  any 
conclusions  reached.  The  third  assumption  is  obviously  untrue  as  far  as  individual 
doctors  are  concerned,  but  may  not  be  too  wide  of  the  mark  where  groups  are 
considered.  Substantial  earnings  from  private  sources  are  largely  confined  to  a small 
number  of  doctors.  One  might  expect  to  find  some  of  these  doctors  among  the 
small-list  group  which  would  distort  the  lower  end  of  the  graph. 


7.  The  Union  therefore  presents  this  table  of  earnings  with  reservations  as  to 
its  accuracy. 
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APPENDIX  “ B ” 

1.  Below  are  reproduced  two  tables  of  G.P.s’  earnings  from  the  recently  published 
1957  report  of  the  City  of  Glasgow  Executive  Council. 

The  following  shows  the  grouping  of  numbers  on  doctors’  lists : — 


Doctors  with  no  persons  on  list  9 

„ „ lists  of  1 — 100  105 

„ „ „ „ 101  — 500  86 

„ „ „ „ 501  — 1,000  64 

„ „ „„  1,001  — 1,500  75' 

„ „ „ „ 1,501  —2,000  89 

„ „ „ „ 2,001  — 2,500  86 

„ „ „ „ 2,501  — 3,000  59 

„ „ „ „ 3,001  — 3,500  52 

„ „ „ „ 3,501  — 4,000  24 

„ „ „ „ 4,001  — 4,500  23 

„ „ „ „ 4,501  — 5,000  9 

„ „ „ 5,001  — 5,500  2 


683 


The  following  table  shows  the  grouping  of  gross  remuneration  of  doctors  with 
Glasgow  reference  numbers : — 


No.  of  doctors  earning 


up  to 
from 


56/57 

55/56 

Nil  

2 

5 

£500  p.a.  

75 

90 

£501  — £1,000  p.a 

51 

49 

£1,001  — £1,500  p.a 

48 

55 

£1,501  — £2,000  p.a 

64 

62 

£2,001  — £2,500  p.a 

72 

78 

£2,501  — £3,000  p.a 

77 

74 

£3,001  — £3,500  p.a 

62 

59 

£3,501  — £4,000  p.a 

41 

41 

£4,001  — £4,500  p.a 

34 

28 

£4,501  — £5,000  p.a 

22 

22 

£5,001  — £5,500  p.a 

19 

10 

£5,501  — £6,000  p.a 

5 

1 

£6,000  — £6,500  p.a 

— 

1 

572 

575 

ing  earnings  with  the  size  of  list  in  the 

above  tables. 

conclusions  emerge  from  the  figures. 

It  appears  from  the  first  table  that  in  the  City  of  Glasgow  (including  apparently 
doctors  from  adjacent  areas  on  the  Glasgow  list)  339  doctors  had  lists  of  under  1,500 
and  344  had  larger  lists.  Approximately  half  the  Glasgow  doctors  _had,  therefore, 
incomes  from  L.E.C.  sources  of  £1,330  net  or  less  (see  Graph  B ) ; or,  if  only 
capitation  and  loading  are  considered,  £1,180. 
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If  the  second  table  is  considered,  we  calculate  that  more  than  half  the  Glasgow 
doctors  had  as  earnings,  on  the  average,  £1,260  (312  doctors  or  54-6  per  cent.) ; 260 
doctors  (45-4  per  cent.)  had  average  earnings  of  £3,900.  Both  figures  are  gross.  The 
net  figures  for  the  two  groups  are  £838  and  £2,596. 

3.  In  the  same  report  the  following  sentences  occur  : 

“ Having  regard  to  the  number  of  medical  practitioners  on  the  list , the  average 
paid  to  a practitioner  for  capitation  fees  and  loadings  amounted  to  £1,682  13s, 
(£1,661  12s.). 

“ The  average  payment  for  capitation  fees  and  loadings  to  practitioners  exclud- 
ing those  resident  outwith  the  City  amounted  to  £2,032  19s.  (£2,021  3s.). 

“The  Council  made  payment  on  the  31s?  December  of  a supplementary  sum 
notified  by  the  Department  of  Health  in  settlement  of  the  year  1954/55.  The 
sum  disbursed  to  the  practitioners  involved  was  £96,327  11s.  5d.  . . . 

“ The  average  payment  to  practitioners  for  capitation  and  loadings,  including 
the  supplementary  sum  mentioned  above,  and  excluding  practitioners  resident 
outwith  the  City,  amounted  to  £2,202  1 8s.  0 d.” 

Deducting  33-4  per  cent,  for  expenses,  the  average  net  remuneration  from  L.E.C. 
sources,  including  die  final  settlement,  is  £1,465. 

4.  Few  Executive  Councils  publish  figures  of  earnings.  The  Glasgow  figures,  unless 
substantially  modified  by  earnings  from  other  sources,  would  appear  to  suggest  that 
there  are  far  too  many  doctors  in  the  lower  earning  range. 

It  is  however  pointed  out  that  the  average  payments  to  practitioners  quoted  above 
excludes  payments  from  other  adjacent  local  Executive  Councils.  This  may  to  some 
extent  vitiate  the  conclusions  reached. 


APPENDIX  “C” 

The  Family  Doctor  and  the  Health  Service,  a pamphlet  recently  published  by  the 
Medical  Practitioners'  Union,  sets  out  the  history  of  the  dispute  over  doctors'  pay  and 
presents  it  in  a social  framework. 


Additional  Memorandum  of  Evidence  by  the  Medical  Practitioners’  Union 
Explanatory  Memorandum  on  the  Repayment  of  Expenses  of  General  Practitioners 

1.  The  Union  has  always  objected  to  the  present  method  of  paying  expenses 
to  general  practitioners  for  the  following  reasons : — 

(a)  It  is  inequitable  because  the  payments  made  are  not  related  to  the  actual 

expenses  incurred. 

(b)  It  discourages  the  practitioner  from  spending  money  on  the  employment 
of  ancillary  staff  and  the  improvement  of  hds  practice. 

(c)  Conversely  it  enables  those  practitioners  who  are  in  a position  to  run 

their  practices  cheaply  to  increase  their  net  incomes  at  .the  expense  of 
practitioners  who  are  less  fortunately  placed. 

2.  The  Union  has  suggested  three  schemes  for  dealing  with  this  problem.  The 
first  was  proposed  in  November,  1950,  and  made  the  following  suggestions  as  far 
as  expenses  were  concerned : — 

id)  That  all  practitioners  with  lists  of  less  than  1,000  patients  should  receive 
£600  per  annum  on  account  of  expenses  and  £25  per  annum  extra  for 
every  additional  250  patients  up  to  a maximum  of  3,000  patients. 

(b)  That  the  additional,  sums  incurred  on  account  of  expenses  by  all  prac- 
titioners taken  together  (as  ascertained  from  the  income  tax  authorities) 
should  be  added  to  the  capitation  fee. 
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(c)  That  practitioners  would  continue  to  receive  income  tax  relief  on  any 
legitimate  expenses  incurred. 

(d)  That  the  payments  mentioned  above  would  be  paid  automatically  in  the 
case  of  all  practitioners  with  over  1,000  patients,  but  that  established 
practitioners'  with  smaller  lists  would  have  to  justify  their  claim  to  an 
expense  allowance  to  a central  committee. 

Comment : 

These  proposals  were  designed  in  effect  to  give  a basic  salary  to  practitioners 
which  represented  approximately  the  level  of  their  expenses.  It  was  a very 
rough  and  ready  suggestion  and  did  not  substantially  correct  the  anomalies 
mentioned  above. 


3.  In  November,  1951,  the  Union  made  new  proposals  for  dealing  with  expenses. 

These  were  as  follows : — 

(a)  That  the  Central  Pool  should  -be  split  into  two  parts,  one  for  net  remunera- 

tion and  one  for  expenses. 

(b)  That  net  remuneration  should  (be  paid  as  heretofore  but  at  a reduced  level 

(i.e.  approximately  f of  the  existing  rate),  and  that  expenses  would  be 
repaid  on  the  basis  of  actual  expenses  incurred.  The  scheme  would  operate 
as  follows:  — 

i.  Each  iNjH.S.  practitioner  would  obtain  from  his  accountant  a 
statement  of  the  amount  of  his  gross  practice  receipts  from  (1)  Local 
Executive  Councils  .and  (2)  Private  Practice.  Other  sources  of  medical 
income  would  he  ignored  (Medical  Board  Insurance  Examinations,  etc.). 

ii.  Each  practitioner  would  submit  to  a Claims  Committee  of  the 
L.E.C.  -an  annual  statement  of  his  total  practice  expenses. 

iff.  He  would  be  repaid  that  proportion  of  his  claims  applicable  to 
NJ£J.S.  work. 


Example : 

Claim  for  practice  expenses 
Income  from  L.E.C. 

Income  -from  private  practice 
80  per  cent,  claim  repaid  ... 


£ 

950 

2,000 

500 

760 


iv.  For  income  tax  -purposes  the  amount  of  the  claim  allowed  for 
N.H.S.  purposes  (£760  in.  the  above  example)  would  be  declared  under 
Practice  receipts,  and  the  actual  expenses  incurred  (not  necessarily  the 
same  amount)  would  be  entered  as  at  present. 

v.  For  the  first  year  in  practice  an  approximation  of  expenses  would 
have  to  -be  allowed.  The  Medical  Practices  Committee,  acting  on  the 
•advice  of  the  Local  Executive  Councils,  must  decide  in  which  areas  new 
entrants  would  be  entitled  to  reimbursement  of  practice  expenses  under 
the  M.P.U.  scheme. 


vi.  Since  the  expenses  would  be  repaid  only  at  the  end  of  the  year 
or  later,  doctors  would  he  advanced  .their  expenses  up  to  90  per  cent, 
of  the  previous  year’s  claims  and  a final  adjustment  would  be  made  eacn 


year. 

vii.  Partners  would  submit  individual  claims  for  expenses.  The  sums 
received  would  constitute  practice  receipts  and  would  presumably  be 
pooled  and  redivided  according  to  the  partnership  agreement  m force. 

viii.  The  type  of  claims  form  which  might  be  used  is  -included  on 
Appendix  “A”. 


Comment: 

These  proposals  appeared  to  correct  all  the  anomalies  in  the  existing  system. 
Each  practitioner  would,  in  fact,  receive  back  from  the  G°vemmentthefiill 
amount  of  all  expenses  incurred.  There  was,  however,  one  -basic  objection  to 
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the  scheme ; it  appeared  to  encourage  doctors  to  spend  substantially  more 
than  they  were  spending  before.  In  so  far  as  the  majority  of  expenses  were 
concerned,  this  objection  was  not  valid  because  it  could  be  assumed  that 
practitioners,  advised  by  their  accountants,  were  already  claiming  their  full 
entitlement  of  expenses.  The  income  tax  authorities  would  not  be  likely  to 
accept  substantially  higher  expenses  for  the  same-sized  practice.  Nevertheless 
there  were  certain  categories  of  expenses  where  some  check  would  be  necessary 
and  it  was  proposed  for  these  items  that  prior  authorisation  would  have  to  be 
received  from  the  local  claims  committee.  The  Union  still  believes  that  these 
proposals  are  basically  sound  and  could  be  implemented  providing  the  proposed 
safeguards  were  introduced. 


4.  In  presenting  evidence  to  the  Royal  Commission  the  Council  of  the  Union 
tried  to  devise  a practical  scheme  which,  in  fact,  was  a compromise  between  the 
proposals  made  in  1951  and  the  present  method  of  repaying  practice  expenses.  The 
Secretary*  of  the  Royal  Commission  has  indicated  certain  difficulties  which  could  be 
foreseen  in  implementing  such  a scheme.  These  are  set  out  below,  with  the  Union’s 
comments. 

(a)  “It  would  surely  be  necessary  to  withhold  a much  higher  proportion  of 
the  “ normal  ” expenses  than  is  proposed  in  the  example  because  the  range 
of  expenses  would  presumably  vary  fairly  widely  even  within  the  groups.” 

The  Union  suggested  that  an  advance  should  he  made  to  each  practitioner 
according  to  the  category  of  practice  in  which  he  worked.  If,  for  instance,  the 
average  expense  ratio  for  single-handed  rural  practitioners  was  42  per  cent.,  it 
was  proposed  to  advance  up  to  37  per  cent,  to  any  practitioners  in  this  category. 
One  would,  in  effect,  be  retaining  about  12-15  per  cent,  of  the  expenses  pool  for 
later  distribution.  The  Union  agrees  that  the  sum  might  not  be  sufficient  to  meet 
the  subsequent  claims,  but  there  is  no  evidence  to  enable  a more  accurate  estimate 
to  be  made.  The  exact  amount  of  the  advance  is  not  material  to  the  basic  principles 
of  the  claim  proposed. 

(b)  “The  scheme  involves  possible  conflict  between  the  Inland  Revenue  and 
the  Executive  Council  in  that  expenditure  approved  for  Inland  Revenue 
may  not  'be  approved  for  the  Executive  Council.  The  criteria  to  be 
applied  by  each  are  not  defined.” 


The  Union  can  see  no  reason  for  conflict  between  the  Inland  Revenue  and  the 
Executive  Council.  It  does  not  appear  necessary  that  the  amount  of  the  diaims 
agreed  by  the  Inland  Revenue  should  necessarily  be  the  sum  repaid  to  the  individual 
practitioner.  Indeed,  if  such  conflict  is  considered  to  exist  any  practitioner  to-day 
who  actually  incurred  an  expenses  ratio  of  more  than  33-4  per  cent,  would  feel 
entitled  to  claim  that  the  Government  should  pay  him  the  balance.  There  are 
nany  instances  in  the  business  world  where  employees  are  paid  fixed  sums  annually 
:or  their  expenses.  If  the  actual  expenses  are  greater  they  claim  these  as  allowable 
ixpenses  from  the  income  tax  authorities.  Since  the  general  practitioner  is  a 
;elf-employed  person  under  contract  for  services  he  is  entitled  to  claim  from  the 
Inland  Revenue  that  those  expenses  properly  incurred  should  not  fee  subject  to  tax. 
The  obligation  of  the  Executive  Council  to  repay  a general  practitioner’s  expenses 
is  an  entirely  separate  matter  and  can  be  .treated  on  a different  basis. 

(c)  It  is  not  at  all  clear  where  the  Local  Medical  Committee  comes  into  the  .picture 
(though  they  are  brought  in  in  sub-paragraph  (d)).  Again  there  is  room  for 
conflict  between  them  and  the  Executive  Council.” 


Those  practitioners  who  consider  they  can  justify  a higher  rate  of  exoenses  than 
that  allowed  would  be  entitied  to  submit  a claim  to  the  taLW  TOs 
^™°sld,e^d  fay.a  l°mt  sub-committee  of  the  Local  Executive  Council 

eclated  Sl^mora"66'  11  * ^ **  WaS  “*  ca« 


(<D 


At  present  the  Inland  Revenue  allow  tax  relief  on  all  approved  professional 

SmWc  a u u ceme-  Pr°P°ses  the  practitioner  should  be 

whiS  I1dtbyt  HS.ltJi  Se-V1“  °n,ly  for  that  Pr°P°rtion  of  the  expenses 

which  relate  to  Health  Service  work.  These  are  normally  two  different 
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figures,  yet  m sub-paragraph  (f)  the  Union  say  ‘ Thus  the  total  amount 
paid  out  m expenses  to  practitioners  would  never  exceed  the  total  declared  to 
the  Inland  Revenue.  Indeed  the  two  sums  should  be  the  same.’  ” 

At  the  present  time  practitioners  in  submitting  their  accounts  to  the  Inland  Revenue 
are  not  called  upon  to  set  out  in  detail  the  sources  of  their  professional  incomes.  It 
would,  however,  be  necessary  to  do  this  in  future  so  that  the  income  from  the  Local 
E^cutive  Council  sources  could  be  separated  from  other  income.  It  would  be 
difficult  tor  the  practitioner,  in  making  his  income  tax  return,  to  apportion  his 
expenses  accurately  as  between  his  different  sources  of  income  and  it  would  be 
necessary  to  assume  that  the  expense  ratio  incurred  for  work  done  for  the  Local 
Executive  Council  was  the  same  as  for  other  types  of  work.  Were  all  accounts 
PrieP^rec^  on  this  basis  in  future  one  could  determine  the  global  expenses  figure 
which  applied  to  Local  Executive  Council  incomes  and  it  is  this  figure  to  which  we 
refer  in  paragraph  49  (/). 

5.  The  Union  wishes  to  state  that  it  is  not  concerned  in  detail  with  the  actual 
mechanics  of  any  scheme  for  repaying  practice  expenses.  In  any  case  these  mechanics 
• 4.  kavf  _|P  J5®  subject  of  a detailed  study  and  negotiations  between  the 
Ministry  oi  Health  and  the  profession.  It  is  concerned,  however,  with  establishing 
the  principle  that  the  repayment  of  practice  expenses  should  be  divorced  from  net. 
remuneration  and  that  expenses  should  be  repaid  on  a realistic  basis. 
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APPENDIX  “A” 

GENERAL  PRACTITIONER’S  EXPENSES  CLAIM 
Year  ending  April  4-th,  195  . 

* Household  Expenses: 

Rent  (as  net  annual  value)  

Rates  

Heating,  Lighting,  etc 

Domestic  Help  

Maintenance  Repairs  

Laundry  and  Dry  Cleaning  

Insurance  (fire,  burglary,  etc.)  

Proportion  allowed  by  Income  Tax  Authorities  on 
account  of  practice  

* Expenses  of  Branch  Surgeries  

* Telephone  

* Subsidiary  Help  (Gardeners,  Window  Cleaners,  etc.) 

* Postage  

* Stationery  

* Flowers,  periodicals  for  waiting-room,  etc 

* Replacement  and  repairs  of  surgical  equipment  

* Subscriptions  to  professional  associations  

* Books  and  current  medical  literature  

t Secretarial  help /receptionists  

i Redecorations  of  surgery  premises  

§ Car  expenses  (Mileage  .....)  

lj  Locums  

* Other  travelling  expenses  

* Accountancy  fees  

* Sundry  

* The  figures  included  under  these  headings  should  be  those  submitted  to  and 
accepted  by  the  Income  Tax  Authorities. 

t No  claim  will  be  allowed  under  this  heading  if  the  number  of  patients  on  your 
list  was  less  than  500  at  the  end  of  the  financial  year.  If  your  list  was  between  500 
and  1,500  you  may  claim  up  to  £150 ; if  over  1,500  up  to  £300. 

i Claims  submitted  under  this  head  must  be  accompanied  by  an  estimate  which 
has  been  accepted  by  the  Claims  Committee. 

§ The  mileage  undertaken  for  all  practice  purposes  (N.H.S.  and  private)  may 
be  included  here. 

||  Claims  under  this  heading  may  not  exceed  £120  (locums  expenses  for  six 
weeks). 

The  following  items  of  expense  may  be  allowed  for  income  tax  purposes  but 
are  not  subject  to  claim  here : 

Assistant’s  salary  Mortgage  payments 

Dispenser’s  salary  Bank  loans 

Nurses’  salary  Bank  charges 

Drugs 
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Notes  on  Claims 

Most  items  of  expenditure  would  be  repaid  on  the  same  basis  as  that  used  for 
income  tax  claims.  These  items  are  starred  cm  the  Claims  Form.  Some  items, 
however,  call  for  special  treatment  and  these  are  dealt  with  separately  below. 

Secretarial  Help  and  Receptionists 

A doctor  with  200  patients  could  hardly  claim  to  need  even  a part-time  secretary 
nor  could  one  with  4,000  justify  employing  two  whole-time  secretaries  Some 
rule  would  thus  have  to  be  laid  down  and  the  M.P.U.  tentatively  suggests  that 
doctors  with  lists  of  500-1,500  could  claim  up  to  £150  p.a.  for  a part-time  secretary 
and  doctors  with  over  1,500  patients  up  to  £300  p.a.  In  all  cases  it  would  be 
necessary  actually  to  employ  a secretary  before  a claim  could  be  submitted. 

Redecorations  of  Surgery  Premises 

The  State  could  not  be  expected  to  panel  the  doctor's  waiting-room  in  satin 
wood,  but  it  should  meet  all  reasonable  costs  of  redecoration.  This  could  either 
be  done  by  a special  allowance  every  few  years  or  preferably  by  the  submission 
and  approval  of  an  estimate  when  the  doctor  considers  it  necessary. 

Car  Expenses 

It  would  be  impossible  to  repay  car  expenses  on  the  basis  of  income  tax  figures ; 
some  doctors  run  big  expensive  cars  and  others  small  economical  ones.  Some 
way  must  therefore  be  devised  for  repaying  the  car  expenses  on  an  average  reason- 
able basis.  The  M.P.U.  suggests  that  a Central  Mileage  Committee  could 
determine  each  year  a mileage  rate  which  would  take  into  account  the  following 
elements : cost  of  petrol,  insurance  and  tax,  tyres,  and  average  amount  for  repairs 
and  depreciation.  The  claim  would  then  be  paid  on  a mileage  basis  and  should 
meet  fully  the  motoring  expenses  of  the  average  doctor.  The  doctor  who  bought 
a new  30  h.p.  car  would  not  have  all  his  motoring  expenses  repaid  (although  he 
would  continue  to  receive  the  usual  benefit  on  his  income  tax  claim):  the  doctor 
who  ran  an  8 h.p.  car  would  gain  financially.  Thus  there  would  be  some  induce- 
ment to  practise  reasonable  economy.  It  might  be  necessary  to  establish  a rather 
higher  mileage_  rate  for  specially  difficult  country  areas. 

The  present  mileage  payments  include  two  elements,  one  on  account  of  extra 
motoring  expenses  and  the  other  to  compensate  for  the  increased  time  required 
to  visit  patients.  The  M.P.U.  mileage  claim  would  allow  for  the  former  but  not 
for  the  latter.  The  mileage  payments  would  still  be  made  but  on  a reduced  scale. 

Locums 

For  the  first  time  the  Government  would  assume  the  obligation  to  provide 
holidays  with  pay  for  general  practitioners.  The  M.P.U.  has  no  hesitation  in 
saying  the  proper  holiday  period  is  six  weeks  a year,  as  is  already  allowed  for  a 
consultant.  A locum’s  fee  (at  say  £20  per  week)  could  therefore  be  claimed  for 
this  period. 


Note : — Also  included  in  the  Medical  Practitioners’  Union’s  written  evidence  was 
a copy  of  an  article  entitled  “The  Future  of  General  Practice”  which  was 
published  in  the  “Medical  World  Newsletter”  dated  September,  1955. 
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Examination  of  Witnesses. 

Dr.  B.  Cardew,  General  Secretary 
Dr.  A.  Elliott,  Vice-President 
Dr.  H.  C.  Faulkner 
Dr.  P.  Hopkins,  Hon.  Treasurer. 

Dr.  H.  Walden,  President 

on  behalf  of  the  Medical  Practitioners’  Union. 

Called  and  Examined 


550.  Chairman : I would  ask  you, 

please,  to  understand  that  having  had 
your  evidence  and  read  it  with  a great 
deal  of  interest  we  want  to  test  what  you 
say  as  to  facts  and  expressions  of 
opinion  thoroughly  because  if  we  do 
not  there  is  nobody  else  to  do  so.  I 
hope  I do  not  need  to  add  that  this 
does  not  imply  either  disbelief  or  any 
hostility,  nor  does  failure  to  pursue  any 
particular  point  that  you  make  neces- 
sarily imply  either  than  we  accept  it 
•or  that  we  consider  it  irrelevant. 

Any  member  of  the  Commission  will 
have  a chance  to  ask  you  questions. 
We  will  try  and  deal  with  your  evidence 
in  a series  of  topics.  We  have  for  con- 
venience given  the  task  of  sifting  the 
many  written  submissions  'that  we  have 
received  to  two  sub-committees  headed 
by  the  two  legal  members  of  the  Com- 
mission. and  in  this  particular  case  our 
northern  evidence  sub-committee  has 
taken  the  main  responsibility.  So  Sir 
Hugh  Watson  will  be  doing  most  of  the 
questioning,  but  within  each  topic,  after 
he  has  given  a start,  other  members 
will  be  asking  you  general  questions. 

Just  as  a beginning.  Dr.  Cardew,  I 
would  like  to  ask  some  questions  about 
the  status  and  membership,  the  repre- 
sentative character,  and  so  forth,  of  your 
Medical  Practitioners’  Union.  Could 
you  give  me  an  outline  of  the  total 
membership,  what  it  covers  and  what 

its  particular  characteristics  are? 

Dr.  Cardew : Yes.  The  Union  was 
founded  in  1914.  It  has  been  prin- 
cipally concerned  during  its  lifetime  with 
general  practice  rather  than  the  other 
fields  of  medicine.  Its  membership  is 
around  'the  5,000  mark.  We  have  never 
tried  to  ascertain  the  exact  membership 
and  split  it  up  into  categories  because 
when  any  doctor  joins  the  Union  we 
do  not  ask  him  precisely  what  work  he 
is  doing.  I would  guess  that  the  general 


practitioner  membership  is  rather  over 
4,000  but  I am  not  sure  and  I cannot 
put  it  more  accurately  'than  (that.  It 
is  a national  organisation  and  we  operate 
in  the  British  Isles  and  the  North  of 
Ireland.  We  have  a local  structure  of 
area  committees — there  are  seventeen 
area  committees — so  that  the  views  pre- 
sented today  are  not  solely  'the  views  of 
the  Council  but  were  submitted  to  the 
seventeen  area  committees.  All  the 
points  put  forward  were  brought  to  the 
notice  >of  -those  committees  and  were 
sent  back  'again  to  (the  Council  so  it  is 
not  just  a view  of  a few  odd  people 
\oentrally  placed.  ■ Although  wejare  a 
; -trade  union . we  are  a non-political  hade 
union.  We.  have  no  part  in  politics  and 
we  think  that  our  membership  is  roughly 
representative  of  a cross-section  of  the 
general  practitioner  side  of  the  medical 
profession.  I 'think  that,  Sir,  is  all  I 
can  think  of  immedi!ately  -that  is  relevant 
unless  any  of  my  colleagues  wish  to 
add  anything. 

551.  And  you  issue  various  publica- 
tions, do  you  not? We  publish  -the 

“ Medical  World  ” which  is  principally 
concerned  with  problems  of  general 
practice.  It  goes  not  only  to  our  mem- 
bership but  to  other  readers  outside,  and 
we  publish  the  “ Medical  World  News- 
letter ” which  goes  to  every  practitioner 
and  assistant  in  the  country  every  month. 
That  has  been  published  now  for  seven 
years.  In  that  way  we  try  to  put  for- 
ward our  views  to  the  profession  and  to 
give  the  opportunity  for  all  sorts  of 
points  of  view  to  be  expressed  in  'that 
Newsletter. 

552.  Gan  any  general  practitioner  who 

wishes  join  your  Union? Yes. 

553.  And  there  are  no  particular 
obstacles  in  the  way  of  high  entrance 

fees? No.  The  only  requirement  is 

that  they  should  be  a registered  medical 
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practitioner  and  pay  .the  normal  rate 
■which,  is  £3  3s.  Od.  per  year. 

554.  Sir  Hugh  Watson : In  paragraph 
2 of  your  evidence  you  tell  the  Com- 
mission that  you  propose  to  offer  full 
evidence  ias  soon  as  possible  on  the  re- 
muneration -of  all  medical  men  and 
women  employed  in  the  National  Health 
Service.  We  will  ibe  hearing  from  you 
further  dn  due  course  on  that  matter? 

-Yes,  Sir.  We  propose  to  offer 

evidence  on  the  hospital  side,  I hope  in 
the  next  six  weeks,  and  after  that  we 
shall  try  -to  unify  at  and  come  down  to 
concrete  instances  in  terms  of  money, 
which  you  will  notice  'have  been  avoided 
in  -this  document.  There  are  no  figures 
there. 

555.  You  propose  to  offer  concrete 
evidence  on  ttihe  hospital  side.  What 

about  the  general  practitioner  side? 

First  of  tall,  we  shall  deal  with  the 
hospital  side,  again  not  in  terms  of 
recommendations  of  levels  of  remunera- 
tion, and  then  we  shall  have  to  put  an 
a unified  document  finally  which  will 
make  concrete  proposals  in  regard  to 
actual  terms  of  money  on  both  sides 
of  the  Service. 

556.  You  have  given  us  several  in- 
teresting papers  but  the  (principal  one  is 
the  one  headed  “ Preliminary  Evidence  ” 
and  if  it  is  agreeable  to  you  I propose 
to  go  through  that  with  you.  Of  course, 
we  would  be  delighted  if  you  would  give 
any  further  supplementary  views  or  facts 
you  have  to  offer,  and  we  would  like 
to  ask  you  some  questions  about  it. 

We  were  interested  to  see  in  paragraph 
6 of  this  paper  on  this  question  of 
remuneration  that  you  say:  — 

“ The  Union  would  deprecate  any 
attempt  to  base  the  remuneration  of 
general  practitioners  for  the  future  on 
a comparison  with  ia  world  now  18 
years  away.” 

Does  that  mean  in  effect.  Dr.  Cardew, 
that  your  view  is  that  general  practitioner 
remuneration  now  should  not  be  based 
on  the  Spens  recommendations  plus  an 

appropriate  allowance? It  is  all  too 

easy,  Sir,  to  adhere  to  a formula  18  years 
old  and  say  that  that  is  the  appropriate 
answer.  We  rather  felt  that  the  fact  that 
this  Royal  Commission  had  been  set  up 
with  its  terms  of  reference  made  it  neces- 
sary to  depart  from  that  sole  adherence 
to  the  Spens  formula.  Although  it  is 


one  of  the  strong  arguments  that  has  to 
be  brought  in,  it  cannot  be  the  only  one. 
We  are  living  in  a different  world  today 
and  we  have  to  think  in  new  terms. 

557.  Professor  Jewkes:  How  does  your 
answer  link  up  with  paragraph  4 of  the 
document  where  you  suggest  that  if 
some  of  the  comments  made  by  the 
Spens  Committee  had  been  noted  more 
closely  by  the  government  of  the  day 
■many  of  the  existing  anomalies  could 
have  been  avoided?  In  paragraph  4 you 
are  rather  suggesting  that  a closer  adher- 
ence to  Spens  might  have  been  desirable 
but  paragraph  6 rather  suggests  we 
should  start  again  and  think  the  thing 
out  de  novo.  Can  you  comment  on 
that?  I do  not  think  there  is  any 
inconsistency  between  the  two.  After 
all,  the  Spens  Committee  was  set  up  at 
the  end  of  the  war  to  investigate  the 
levels  of  remuneration  and  the  spread  of 
remuneration.  As  we  subsequently 
analysed  those  recommendations  we  felt 
that  if  closer  attention  had  been  paid  at 
the  time  to  some  of  them  immediately 
after  that,  if  the  government  and  the 
profession  had  done  that,  then  a great 
many,  of  the  anomalies  which  we  think 
have  been  introduced  into  the  Service 
would  not  have  been  introduced.  I do 
not  think  that  is  incompatible  with  say- 
ing many  years  later  that  we  cannot  now 
return  right  the  way  back  to  Spens  and 
base  the' future  of  remuneration  and  dis- 
tribution solely  on  the  recommendations 
the  Committee  made  in  those  days. 

558.  Sir  Hugh  Watson : You  would 
agTee  that  Sir  Will  Spens  and  his  Com- 
mittee were  looking  into  an  unknown 

. future? Yes,  we  make  that  point. 

559.  But  you  are  prepared  to  let  by- 
gones be  bygones  and  start  afresh? 

Yes. 

560.  In  paragraph  7 you  quote  the 
well-known  statement  of  Mr.  Aneurin 
Bevan,  and  then  at  the  top  of  Page  5 
you  say:  — 

“ The  Union  believes  that  after  nine 
years’  experience  of  the  Health  Service 
it  can  be  said  categorically  that  there 
has  been  ‘ an  unfair  worsening  of  a 
doctor’s  material  livelihood  ’ . . . ” 

I take  it  that  means  in  comparison  with 
remuneration  now  current  in  other  pro- 
fessions?  Yes,  and  in  terms  of  our 

own  profession  in  the  past. 
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561.  I can  see  that  you  probably  have 
a good  deal  of  information  about  your 
own  profession  in  the  past  but  if  you  are 
comparing  your  present  remuneration 
with  that  of  other  professions  have  you 
in  fact  any  information  about  these  other 
professions?  This  was  a basic  Spens 

point. Yes,  it  was  a basic  Spens  point 

although  I do  not  know  how  they  made 
a judgment  because  I do  not  know  of 
any  actual  statistics. 

562.  As  you  know,  it  is  part  of  the 

work  of  the  present  Commission  to  con- 
sider how  the  levels  of  remuneration  of 
doctors  in  the  Health  Service  compare 
with  levels  of  remuneration  of  members 
of  other  professions. Yes. 

563.  And.  as  you  know,  a question- 

naire is  being  sent  out  to  all  the  other 
professions. Yes. 

564.  And  the  answers  that  have  been 
received  from  that  will  link  up  with  your 

remark  that  you  are  starting  afresh. 

I think  that  is  a very  relevant  fact  and 
I hope  those  figures  will  be  published. 

565.  They  will  indeed,  yes.  In  the 
same  paragraph  you  say  that  “ a sense  of 
real  professional  opportunity  ” is  still 
missing  from  the  Service.  You  are  using 

Mr.  Aneurin  Bevan’s  expression? 

Yes. 

566.  I do  not  know  that  this  is  neces- 
sarily concerned  solely  with  remunera- 
tion." Could  you  perhaps  tell  the  Com- 
mission exactly  what  you  mean  by  that? 

We  read  into  Mr.  Aneurin  Bevan’s 

words  not  only  that  the  medical  profes- 
sion would  be  well  looked  after  finan- 
cially but  that  there  would  be  new  vistas, 
new  opportunities  of  practising  better 
medicine  in  the  Service  and  we  feel,  due 
to  the  anomalies  of  distribution  which  we 
subsequently  go  into,  that  that  statement 
has  been  largely  negatived  by  subsequent 
developments.  I know  that  it  is  the  strong 
impression  of  all  my  colleagues  here, 
and  of  myself,  that  there  is  a general 
feeling  in  the  profession — I am  talking 
about  the  general  practitioner  side 
throughout  today — that  leaving  re- 
muneration aside  there  are  so  many 
features  of  the  Service  we  do  not  like, 
so  'sany  anomalies  in  it,  that  they  felt 
frustrated  regardless  of  their  particular 
earning  level. 

567.  So  that  really  the  content  of  that 
sentence  is  not  a matter  for  this  Royal 

Commission? 1 do  not  know  how  far 

you  mean  . . . 


568.  Our  terms  are  concerned  with 
remuneration,  which  is  wide  enough  in 

all  conscience! -Yes. — Dr.  Hopkins: 

This  phrase  means  to  us  really  the 
opportunity  of  obtaining  a high  standard 
of  practice  and  I do  not  feel  we  can 
divorce  the  standard  of  practice  from 
the  question  of  remuneration. 

569.  Chairman : I am  not  very  clear 
about  what  is  meant  by  those  answers. 
I do  not  know  whether  you  can  give  us 
an  example  of  the  kind  of  frustrations 

you  have  (in  mind,  can  you? Dr. 

Cardew:  I am  just  wondering  whether 
we  can  develop  this  point  as  it  is  very 
relevant,  but  there  are  a number  of 
stages  in  this  document,  particularly 
when  we  come  to  deal  with  expenses, 
when  these  arguments  will  be  developed 
best — if  we  are  given  the  opportunity — 
and  where  the  question  of  the  standard 
of  medicine  and  the  satisfaction  of  a 
doctor’s  life  are  seen  to  tie  up  closely 
with  the  question  of  remuneration.  We 
do  not  want  to  sidestep  this  question 
and  we  would  like  the  fullest  opportunity 
of  developing  it  but  we  think,  if  you 
would  not  mind,  we  would  rather  do  it 
at  that  later  stage. 

570.  Sir  Hugh  Watson:  Could  we 
have  some  clarification  of  the  meaning 
that  you  were  placing  on  these  words: 
“ . . . ‘ a sense  of  real  professional  oppor- 
tunity ’ is  still  missing.  . . .”?  ' Is  that  a 
criticism  of  the  Service  as  a whole  or 
just  the  frustration  of  the  doctor  him- 

self? Dr.  Faulkner:  I think  that  we 

will  be  able  to  give  examples  later  on, 
under  the  appropriate  headings,  of  the 
way  in  which  initiative  and  the  develop- 
ment of  general  practice  have  not  only 
not  been  encouraged  by  the  system  of 
remuneration  but  have  actually  been 
hampered  and  even  prevented.  We  our- 
selves, I think,  can  all  give  personal 
examples  of  this,  and,  certainly,  we  have 
knowledge  of  many  other  practitioners 
who  have  actually  been  unable  to  carry 
out  developments  in  line  with  modem 
advances,  developments  of  techniques 
which  have  actually  been  either  pre- 
vented or  severely  curtailed  by  the  pre- 
sent system  of  remuneration.  I do  not 
see  how  we  can  go  further  at  the  moment 
without  giving  you  actual  details  which 
surely  would  come  better  when  we  are 
discussing  the  expenses  and  the  precise 
points  we  want  to  raise. 

571.  Mrs.  Baxter : May  I ask  at  the 
same  time  when  these  answers  are  given 
to  us,  and  perhaps  you  will  bear  this  in 
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mind,  whether  the  sense  of  frustration  is 
due  principally  to  questions  of  remunera- 
tion or  to  the  fact  of  the  immense  expan- 
sion of  the  science  or  art  of  medicine 
that  has  taken  place  in  recent  years  ; and 
whether  the  frustration  is  due  to  the 
inability  of  doctors  to  move  as  fast  as 
they  would  like  in  keeping  up  with  all 
the  new  techniques?  This  seems  to  me 

to  be  very  relevant. Dr.  Cardew: 

We  would  very  much  like  to  go  into 
this  question  later,  if  we  may. 

572.  Chairman : We  will  leave  this 

general  point  now  but  if  we  find  in  the 
course  of  the  day  we  have  not  covered 
it  as  we  expect  then  we  will  come  back 
to  it  at  the  end. -Yes,  Sir. 

573.  Professor  Jewkes : Before  we 

leave  paragraph  6 can  I get  clear  in 
my  mind  the  meaning  of  this  phrase: 
“an  unfair  worsening  of  a doctor’s 
material  livelihood  ”?  I suppose  one  of 
the  things  the  Commission  ought  to  try 
and  do  is  compare  the  general  move- 
ment of  earnings  per  head  in  different 
professions,  say,  from  1938  to  1955.  Do 
you  know  of  any  information  that  would 
enable  us  to  make  that  comparison? 
— - — No,  Sir.  We  have  thought  about 
this  and  realised  the  extreme  difficulty 
there  always  is  in  getting  any  profession 
to  divulge  the  movement  of  its  earnings 
and  we  did  not  feel  competent  to  do 
this.  But  we  knew  that  the  Commission 
was  doing  this  work  and  actually  send- 
ing out  a questionnaire.  We  have  no 
particular  evidence  to  offer  on  this  that 
we  feel  would  be  of  value  to  this  Com- 
mission. 

574.  You  must  understand  the  ques- 
tionnaire that  we  are  sending  out  will 
be  confined  to  two  very  recent  years, 
but  my  question  was  directed  to  the 
possibility  of  comparing,  the  movement 
of  earnings  per  head  in  different  profes- 
sions. Up  to  now  we  have  no  guidance 
on  that  at  all,  and  I understand  that  you 

have  no  information  either? 1 am 

afraid  not,  Sir. 

575.  Sir  Hugh  Watson:  Your  para- 

graphs 8 to  24  deal  with  the  Spens  Re- 
port and  its  recommendations.  You  say 
generally  that  a very  considerable  num- 
ber of  the  specific  recommendations  of 
the  Spens  Report  have  not  in  fact  been 
implemented.  I think  we  will  leave  it 
at  that  for  the  moment. Yes. 

i576.  However,  can  you  tell  the  Com- 
mission this?  Why  in  your  view  is  that 
so,  bearing  in  mind  that  -the  present 


structure  of  remuneration  is  a matter  of 
agreement  between  the  Ministry  and  the 
B.M.A.?  It  has  all  been  negotiated, 
you  know,  with  the  B.M.A.  and  it  is  a 

matter  of  agreement. Yes,  Sir.  I 

think  the  answer  is  really  quite  clear. 
You  will  remember  there  was  an  agree- 
ment between  the  Ministry  and  the 
B.M.A.  but  it  came  at  the  end  of  a 
very  long  and  acrimonious  period  of  dis- 
pute. My  own  view  is,  although  I was 
not  associated  with  the  negotiations  at 
the  time; — we  are  now  part  of  the  official 
negotiating  machinery  but  at  that  time 
we  were  not.  . . . 

577.  . . . Your  Union  is  now  part  of 

the  negotiating  machinery? Yes. 

Both  Dr.  Faulkner  and  I have  been  for 
many  years  on  the  General  Medical  Ser- 
vices Committee  of  the  B.M.A.  which 
does  all  the  negotiating  on  behalf  of  the 
general  practitioners  and  the  B.M.A. 
altered  its  constitution  in  fact  so  as  to 
include  two  members  from  the  Medical 
Practitioners’  Union.  So  we  have  been 
closely  associated  with  it  in  recent  years 
but  were  not,  of  course,  in  1948.  I am 
quite  sure  that  at  the  end  of  this  period 
of  negotiation  and  difficulty  both  the , 
Government  and  the  profession  were 
only  too  anxious  to  arrive  at  a com- 
promise which  could  be  brought  into 
operation  very  soon,  and  I -think  any 
difficulties  on  interpretation  of  individual 
recommendations  were  conveniently 
forgotten. 

578.  I see.  Thank  you.  I am  now 

looking  at  paragraph  11  in  which  you 
deal  with  the  spread  of  incomes.  I 
gather  that  this  paragraph  has  really 
endeavoured  to  work  out  the  distribution 
of  general  practitioner  income  according 
to  the  size  of  lists.  You  point  out  that 
in  your  view  it  would  be  indispensable 
for  the  Royal  Commission  to>  obtain 
-accurate  figures  on  the  present  spread  of 
practice  incomes.  This  the  Royal  Com- 
mission are  going  to  do  and  we  hope 
it  will  result  from  the  questionnaire 
which  has  been  sent  out  and  which  you 
have  probably  seen.  You  will  agree  that 
the  Commission’s  questionnaire  will 
probably  give  better  information  about 
that  than  is  at  present  available  to  any- 
body, do  you? Yes,  providing  that 

the  doctors  co-operate. 

579.  Professor  Jewkes:  May  I ask  a 
question?  I would  like  to  understand 
what  your  attitude  is  on  paragraph  11. 
Am  I putting  it  right  when  I say  that 
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as  far  as  distribution  of  the  central  pool 
is  concerned  your  evidence  seems  to  sug- 
gest that  that  distribution  at  the  moment 
differs  from  the  one  recommended  by 
Spens? Y es. 

580.  Your  next  step  is  to  say  that  since 
it  departs  from  Spens  then  it  is  wrong. 
Is  this  a case  where  you  want  to  hold 
up  Spens  as  the  appropriate  standard? 
No,  Sir.  We  feel  that  no  investiga- 
tion into  remuneration  at  any  stage  is 
worth  anything  if  it  is  conducted  solely 
on  a global  basis.  You  might  devise  some 
system  of  remuneration  by  which  half 
the  people  have  £10,000  a year  and  the 
other  half  have  £1,000.  Clearly  that 
would  satisfy  only  half  the  profession. 
You  must  have  some  pattern  of  distribu- 
tion if  you  are  going  to  have  a satisfied 
profession,  and  what  we  have  tried  to 
show  is  that  no  attempt  has  been  made 
to  obtain  such  a pattern.  We  want  to 
go  no  further  than  that 

581.  There  is  a pattern  but  it  is  a 

pattern  which  differs  from  Spens? It 

is  a pattern  which  is  unknown  and 
derived  from  a lot  of  haphazard  factors. 

582.  Suppose  I said  that  I thought  the 
existing  distribution  was  preferable  to 
that  recommended  by  Spens,  what  would 

be  your  answer? 1 would  ask  you 

how  you  knew  what  the  existing  distri- 
bution was  because  no  one  else  does ! 

583. 1 am  assuming  the  distribution  you 
suggest  in  these  ingenious  tables  is 
the  correct  one.  Sooner  or  later  we  will 
get  the  correct  one,  but  suppose  in  fact 
we  do  finally  discover  that  the  existing 
distribution  differs  from  Spens  would  it 
be  your  view  that  we  ought  to  regard 
Spens  as  the  standard?  That  is  the  point 

that  I want  to  get  at. No,  Sir.  We  do 

not  regard  the  Spens  distribution  as 
sacrosanct  in  any  way.  But  clearly  there 
must  be  certain  principles  of  distribution 
within  a profession,  and  we  would  be 
prepared  to  give  evidence  on  that  if  so 
required.  What  we  do  maintain  is  that 
any  system  of  distribution  should  know 
what  it  is  attempting  to  do  and  try  to 
achieve  the  result  it  wants  to  achieve. 
What  we  are  saying  is  that  under  the 
present  system  you  have  a system  which 
does  not  enable  you  to  do  in  fact  what 
you  want  to  do — that  is  all. 

584.  Chairman : Do  you  say  that  it 
is  essential  that  when  you  have  a system 
you  should  be  able  to  know  whether  or 
not  it  is  carried  out? Indeed,  yes. 


585.  Sir  Hugh  Watson : We  shall  have 
occasion  to  come  back  to  the  table  which 
as  produced  in  paragraph  27,  and  a very 
useful  table  it  is.  In  paragraph  34  you 
pretty  well  suggest  that  the  Commission 
must  to  some  extent  enquire  into  methods 
of  distribution  if  it  is  to  do  the  job 

properly. You  are  jumping  all  the 

other  paragraphs,  are  you,  Sir? 

586.  Unless  you  want  to  refer  to  them. 

1 want  at  some  stage  to  develop  the 

argument  on  Which  we  set  the  greatest 
store  in  paragraph  28. 

587.  If  you  please  then. We  feel 

very  strongly  on  this  subject  that  this 
system  of  calculating  the  central  pool  is 
such  that  no  one  item  can  be  weighted 
in  the  public  interest  or  in  the  doctors’ 
interest  without  at  the  same  time  "lessen- 
ing the  pay  from  other  sources.  We  have 
had  one  very  good  example  of  this 
recently  which  I think  is  very  relevant 
to  this  argument.  You  will  know  that 
the  Ministry  decided  recently  to'  have  a 
great  polio  immunisation  campaign 
throughout  the  country.  General  prac- 
titioners are  going  to  be  able  to  take 
part  in  this — and  they  want  to — as  well 
as  the  local  authorities.  It  is  estimated — I 
am  not  prepared  to  give  figures,  I am 
not  sure  whether  the  figures  are  material 
— that  something  like  eight  million  of  the 
population  may  be  inoculated,  that  is, 
everyone  under  fifteen  and  expectant 
mothers.  I am  not  sure  how  many  items 
of  service  this  is  going  to  bring  about 
from  the  general  practitioners— -how 
many  extra  items  of  service — but  I would 
guess  it  would  be  somewhere  in  the 
neighbourhood  of  eight  to  ten  million 
because  there  are  two  injections  for  each 
child.  Each  doctor  will  receive  5s.,  not 
for  doing  the  injections  because  that  is 
part  of  his  contract,  but  for  notifying  the 
local  authority.  That  money  will  be  paid 
to  the  general  practitioners  but  it  will 
also  be  declared  by  the  local  authorities 
to  the  Government  as  a source  of  income 
paid  by  local  authorities  to  general  prac- 
titioners and  will  be  immediately 
removed  from  the  central  pool.  There- 
fore, this  fantastic  labour  which  is  now 
going  to  be  undertaken  by  the  general 
practitioners  of  the  country  is  going  to 
be  remunerated  at  exactly  nothing.  We 
think  this  is  an  extraordinary  anomaly 
and  I would  like  to  ask  two  of  my  col- 
leagues who  have  particular  experience 
in  this— they  have  started  these  inocu- 
lations— just  to  tell  you  briefly,  if  you  will 
allow  them,  something  of  the  work 
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entailed  in  these  inoculations.  May  I 
pursue  this  just  for  a few  minutes  because 
it  is  considered  to  be  relevant? 

588.  Yes. Dr.  Elliott : The  posi- 

tion is  that  the  parents  of  schoolchildren 
are  handed  forms  at  the  school  in  which 
they  are  asked  whether  they  wish  their 
children  to  he  immunised  and  whether 
they  wish  their  own  doctor  to  do  the 
immunisation.  In  my  area  most  of  the 
general  practitioners  have  agreed  to  do 
this  work  because  they  consider  this  is 
part  of  family  doctoring.  We  then 
receive  forms  from  the  Medical  Officer 
of  Health  giving  the  names  of  these 
people — 'blue  forms  for  boys  and  red 
forms  for  girls.  At  a certain-  time  and 
at  certain  intervals  as  the  vaccine  arrives 
we  receive  a bit  of  paper  from  our 
Medical  Officer  of  Health  to  say : “ Dear 
Doctor,  we  now  have  available  so  many 
c.cs.  of  this  vaccine  for  you  to  pick  up  ”. 

I then  have  to  go  along  and  pick  this 
stuff  up  and  it  -has  to  be  kept  at  a cer- 
tain temperature  and  is  stored  in  a 
refrigerator.  I then  have  to  get  my 
secretary  to  write  to  so  many  people 
who  have  got  cards  and  ask  the  mothers 
to  bring  their  children  along,  and  then 
half  the  time  some  of  them  do  not  turn 
up.  This  is  a terrific  administrative  job 
and  if  we  are  going  to  have  these  large 
numbers  of  people  coming  in,  it  is  really 
going  to  be  an  awful  job.  In  my  prac- 
tice I run  special  sessions  for  this,  and 
when  the  lymph  is  available  we  try  to 
do  20  at  a time.  But  there  are  large 
and  difficult  problems  connected  with  it 
because  I have  to  go  to  the  Public 
Health  Department,  collect  the  lymph, 
write  to  the  parents,  and  I have  got  to 
keep  the  vaccine  at  a certain  temperature 
in  a refrigerator.  Altogether,  it  is  a very 
difficult  job. — Dr.  Walden : In  my  par- 
ticular area  the  system  is  very  similar  ‘ 
but  there  is  just  one  technical  difference 
and  that  is  that  each  individual  boy  or 
girl  'by  name  and  address  is  told  that 
that  lymph  is  available  for  them  for  the 
inoculation.  We  have  to  go  and  col- 
lect it  and  we  have  to  bring  it  back  and 
put  it  in  a refrigerator.  The  -other  tech- 
nical point  is  that  it  is  sometimes  not 
available  in  individual  ampoules,  in  nine 
or  tenc.c.  ampoules,  and  if  you  arrange 
to  get  ten  children  to  come  along  and 
only  eight  arrive  you  are  going  to  have 
to  lose  the  other  two  c.c.  injection ; it 
must  be  discarded  and  you  have  to  apply 
again  for  those  two  other  people.  On 
each  occasion  y-ou  have  to  go  down  to 
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the  centre  and  this  has  created  a prob- 
much  so  that  they  have  estab- 
lished other  centres  than  those  in  the 
centre  of  the  city.  The  other  point  is 
that  of  offering  the  public  the  British 
or  the  American  vaccine  and  I can  fore- 
see very  soon  that  we  shall  be  told  that 
so  and  so  who  wants  British  vaccine 
cannot  have  it  and  that  they  must  have 
the  Salk  vaccine.  We  are  going  to  have 
that  trouble  with  the  parents  very  soon. 

Dr.  Cardew : If  I may  return  to  this ; 
we  do  not  want  to  belabour  this  point 
but  it  is  merely  an  example  c-f  the 
anomaly  of  the  pool  by  which  you  can 
require  the  profession  to  undertake  an 
enormous  extra  labour  which  they  are 
willing  to  undertake,  but  for  which  they 
get  precisely  and  exactly  nothing. 

589.  Mr.  G unlake : Are  you  contend- 
ing that  remuneration  should  be  entirely 
by  item  of  service  or  is  this  a highly 
specialised  matter  which  has  arisen  once 
and  once  only? — No.  What  we  have 
tried  to  maintain  in  this  document  is  that 
you  must  have  enough  flexibility  in 
your  'remuneration  so  as  to  encourage 
doctors  to  do  this  sort  of  work  in  your 
own  interest.  There  is  no  way  of  pro- 
viding encouragement  if  you  remunerate 
them  at  one  end  and  take  it  off  at  the 
other. 

590.  Chairman : We  are  on  the  general 
heading  of  distribution,  are  we  not,  from 
your  paragraph  27  onwards?  Do  I under- 
stand that  while  this  in  total  gives  a lot 
of  extra  work  for  which  there  is  no 
extra  remuneration,  this  work  is  paid 
for?  The  doctors  who  will  carry  out 
the  work  get  paid  something  extra  but 
doctors  who  may  be  in  an  area  where 
there  are  virtually  no  children  would, 
therefore,  get  less  than  if  this  work  had 
not  been  done? — Yes. 

591.  It  -is  related  directly  to  the 
amount  of  work  theoretically  to  be  done, 
is  it? — Yes.  It  is  a very  slight  re- 
distribution of  the  central  pool  which 
has  that  effect,  I agree,  but  nothing  is 
added  to  the  total  of  the  pool. 

592.  Sir  Hugh  Watson:  In  fact,  the 
doctor  who  does  the  work  will  get  the 

notification  fee? Yes,  but  let  us  take 

the  average  general  practitioner  who 
undertakes  “X”  inoculations  and 
receives  £100.  He  thinks  that  is  extra 
remuneration  but  in  fact  he  little  knows 
— he  does  not  realise — that  the  £100  is 
going  to  be  deducted  from  his  final 
settlement  money. 

A 11 
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593.  Chairman : He  ought  today  to 

know! I am  afraid  many  of  them 

do  not. 

594.  You  gave  this  as  an  example.  Is 
this  the  kind  of  thing  you  prefer?  That 
is  to  say,  that  payment  shall  be  related 
more  closely  to  the  work  performed  than 
purely  a capitation  fee  as  regards  the 
person  whether  it  involves  work  or  not? 

No,  Sir.  What  we  feel  as  a Union 

is  that  we  want  to  retain  the  capitation 
method  of  payment  and  we  want  to  get 
a proper  rate  of  capitation  for  the  job 
of  doing  all  the  normal  requirements  of 
general  practice.  But  outside  of  that  we 
want  to  treat  all  the  other  items  as  a 
separate  problem  of  remuneration  to  be 
settled  by  separate  negotiations. 

595.  Can  that  easily  be  defined — what 

is  outside? 1 think  so. 

596.  Professor  Jewkes : It  is,  of  course, 
defined  for  the  purpose  of  calculating 

the  central  pool. Yes.  There  is 

another  example  we  can  give.  If  the 
Cranbrook  Committee  in  its  wisdom, 
decide  to  announce  that  general  practi- 
tioners shall  be  paid  15  guineas  for  each 
confinement  instead  of  7 guineas,  which 
they  now  are,  there  may  be  some  rejoic- 
ing amongst  some  practitioners.  But 
their  colleagues  will  not  rejoice  when 
they  find  out  that  the  extra  money  will 
be  taken  off  the  other  end  of  the  scale 
for  capitation,  which  will  be  the  result. 

597.  Can  we  be  certain  how  this 
works?  Can  we  go  back  to  the  polio 
case?  If  enhanced  payments  are  made 
to  doctors  by  local  authorities  this  will 
mean  that  the  capitation  payments  of 
all  general  practitioners  will  be  reduced? 
Yes.  Sir. 

598.  They  will  all  in  that  sense  suffer. 

Those  who  get  large  payments  from  the 
local  authorities  for  the  performance  of 
these  polio  inoculations  may  in  fact 
receive  more  on  that  than  they  lose  on 
the  other? It  is  possible  yes. 

599.  So  that  those  people  who  are 
heavily  engaged  in  polio  vaccination  will 

perhaps  gain  something? It  is  quite 

possible,  yes. 

600.  Chairman:  Is  it  not  in  fact 

certain? No,  Sir.  it  is  not  certain 

because  it  has  got  to  be  considered  as 
proportional  to  the  size  of  the  list.  In 
other  words,  a man  with  3,000  patients 
on  his  list  would  have  to  do  three  times 
as  much  as  one  with  1,000  in  order  for 
him  to  gain  at  least  three  times  as  much. 


601.  Professor  Jewkes:  If  I may  carry 

on  with  that  point;  the  doctor  who 
would  have  a grievance  would  be  the 
doctor  who  was  not  doing  polio  vaccina- 
tions, since  his  capitation  fee  is  being 
reduced  although  the  work  he  is  doing 
remains  unchanged? — Dr.  Faulkner: 

There  are  general  practitioners  who  say 
they  have  a very  high  proportion  of  old 
people  on  their  lists,  and  a correspond- 
ingly low  proportion  of  children  in 
certain  parts  of  the  country— seaside 
towns,  and  so  on — and  it  might  well  be 
that  these  general  practitioners  have  very 
little  opportunity  of  doing  these  injec- 
tions. Or  the  local  authority  may  prefer 
to  make  other  arrangements — I believe 
this  is  permissive  for  the  local  authori- 
ties. It  is  an  example  of  a very  untidy 
method  and  a method  which  is  not 
understood  by  most  general  practitioners, 
and  which  can  operate  very  unfairly. 
This  happens  to  be  the  most  typical 
example  though  not  necessarily  the  very 
best  example.  But  we  hope  that  this 
will  illustrate  the  point  that  this  is  a 
very  anomalous  method  of  paying 
doctors  who  certainly  do  not  feel  they 
are  being  paid  fairly  and  adequately  for 
the  work  they  actually  undertake. 

602.  Chairman  : As  things  are  at 

present,  Dr.  Cardew,  there  is  not  very 
much  variation  from  one  area  to  another 
in  the  amount  of  the  total  of  the  central 
pool  that  comes  by  way  of  the  capitation 
fee?  It  would  not  vary  by  more  than  say 
2 or  3 per  cent.,  would  it,  as  a result  of 

these  things? Dr.  Cardew:  I have 

not  worked  it  out  but  I should  not  think 
it  would  vary  much,  no. — Dr.  Hopkins: 
May  I stress  one  point  which  may  not 
have  been  clear  to  you.  It  is  not  just 
a question  of  Dr.  A.  getting  more 
remuneration  because  he  does  inocula- 
tions for  polio  than  Dr.  B.  who  does 
not  do  inoculations,  but  Dr.  B.  in  fact 
would  be  getting  less  remuneration  for 
doing  the  .same  work  as  he  is  doing  all 
the  time. 

603.  I think  that  point  is  understood. 
There  is  the  central  pool  and  if  one 
gets  more  another  gets  less? — Dr. 
Faulkner : Could  I raise  one  more  point 
on  the  question  you  have  just  raised? 
I think  the  reasons  why  the  variations 
are  so  small  is  that  many  doctors  who 
are  giving  some  of  these  services  outside 
pure  general  practice  really  do  not  feel 
it  is  worth  making  a fuss  about  it.  For 
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example,  I receive  £30  a year  remunera- 
tion for  attending  eighty  old  ladies  twice 
a week.  Well,  this  scarcely  pays  for  the 
petrol  I use  but  I and  other  visiting 
medical  officers  feel  it  is  scarcely  worth 
while  going  through  lengthy  negotiations 
in  order  to  get  a fair  rate  of  remunera- 
tion for  that  particular  work,  if  this 
simply  means  an  adjustment  in  the 
central  pool.  I would  think  that  this 
has  held  back  many  people  from  press- 
ing this  type  of  claim. — Dr.  Hopkins : 
That  applies  to  other  items  of  service 
that  come  out  of  the  central  pool,  such 
as  when  one  is  asked  to  give  an  anaes- 
thetic for  a colleague.  There  is  a fee 
laid  down  but  it  is  not  worth  claiming 
because  this  merely  again  reduces  the 
capitation  fee. 

604.  This  figure  you  mentioned.  Dr. 
Faulkner,  of  £30  for  these  visits  to  the 
old  people’s  homes,  is  that  paid  from  the 

pool? Dr.  Faulkner : It  is  paid  by 

the  local  authority  but  in  the  same  way 
as  has  been  described  it  is  deducted 
globally.  It  is  pant  of  the  remuneration 
paid  out  but  I am  in  fact  paid  by  the 
local  authority  that  is  for  services  other 
than  the  pure  services  covered  by  the 

capitation  rate Dr.  Elliott:  I should 

like  to  mention  this  question  of 
the  maternity  services.  I know  this  is 
under  consideration  at  .the  moment  but 
every  year  at  the  meeting  of  the  B.M.A. 
there  is  a resolution  asking  that  the  rate 
for  looking  after  a woman  for  her  mid- 
wifery should  be  increased.  The  7 
guineas,  which  was  not  very  generous 
in  1948  for  the  doctor  who  conscien- 
tiously sees  his  patient  all  the  time  and 
who  may  be  called  out  in  the  middle 
of  the  night  to  do  a difficult  confinement 
is  absolutely  ridiculous  today.  But  on 
each  occasion  when  the  Secretary,  or  the 
Deputy  Secretary  of  the  B.M.A.,  record 
a motion  to  increase  the  fee  it  is  voted 
down,  in  response  to  the  400  delegates 
who  say  that  if  you  increase  this  money 
the  rest  who  do  not  do  midwifery  will 
get  less.  I just  make  that  point. 

605.  Professor  Jewkes:  It  is  because 
of  this  that  you  are  suggesting  that 
there  should  be  a divorce  between 
the  arrangements  for  determining  the 
capitation  fee  and  the  arrangements 

for  determining  other  payments? 

Dr.  Car  dew:  Yes.  Apart  from  any- 
thing else,  one  of  the  things  that  the 
Union  is  keenest  about  is  getting  a weld- 
ing between  general  practice  and  the 
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hospital  service  and  you  can  only  move 
in  this  sort  of  direction  if  you  can  offer 
some  sort  of  financial  reward  for  people 
to  come  back  into  the  hospital  service 
again.  You  cannot  do  it  under  this 
system.  We  want  to  have  it  divorced 
so  that  any  desirable  feature  that  could 
be  added  to  general  practice  can  be 
done  without  this  anomaly. 

606.  Chairman:  To  come  back  to 
what  Mr.  Gunlake  asked  some  time  ago, 
you  really  want  payment  for  items  of 

service? Yes.  We  have  nothing 

against  payment  for  items  of  service  and 
as  you  know  we  already  have  it  for 
midwifery.  But  we  would  not  be  in 
favour  of  returning  to  that  for  the  basis 
of  'the  whole  of  medicine. 

607.  Mr.  Gunlake : What  you  are 

suggesting  is  first  of  all  this  divorce 
between  the  bread  and  butter  work  of 
general  .practice  which  would  be  re- 
munerated by  capitation  and  then  other 
fields  of  special  service  which  would  be 
remunerated  on  a service  basis.  The  point 
I would  like  to  put  is  that  two  decisions 
would  have  to  be  made,  first,  as  to  what 
constituted  the  special  field  and, 
secondly,  the  basis  on  which  it  should  be 
remunerated.  How  would  those  arrange- 
ments be  negotiated? 1 do  not  think 

you  can  draw  the  antithesis.  You  cannot 
say  that  we  are  asking  for  everything  else 
to  be  remunerated  by  items  of  service. 
In  the  hospital  field  it  would  not  be  by 
items  of  service  but  by  a salary. 

608.  Chairman:  We  are  really  talking 
about  general  practitioners  .because  the 
hospital  field  is  not  within  the  central 

pool? -I  am  talking  about  the  general 

practitioner  working  in  a hospital  in 
answer  to  Mr.  Gunlake,  who  suggested 
that  was  an  item  of  service  basis.  What 
I say  is  if  a doctor  takes  a job  in  a 
hospital — Dr.  Hopkins  has  three  hospital 
jobs  and  he  is  paid  on  a salary  basis 
for  that,  not  on  an  item  of  service  basis 
but  on  a sessional  basis — his  remunera- 
tion would  have  to  be  settled  by  negotia- 
tion between  the  hospital  authorities  and 
the  medical  organisation. 

609.  Mr.  Gunlake : That  was  the  point 
I was  trying  to  envisage.  What  adminis- 
trative complications  might  arise  in  nego- 
tiating, for  example,  Dr.  Faulkner’s 

£30  a year? It  is  negotiated  now.  but 

the  point  is  that  it  is  not  negotiated  with 
any  great  heart  behind  it  because  it  is 
known  that  for  every  little  success  one 
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wins  in  regard  to  a sessional  payment, 
there  is  a deduction  from  the  pool. 

610.  Are  you  reasonably  satisfied  with 
the  field  of  services  which  are  at  the 
moment  recognised  as  being  outside  the 
capitation  field,  these  local  authority 
appointments,  and  so  on,  or  do  you  think 
that  field  would  become  enlarged  in  the 
course  of  time? 

611.  Chairman:  The  type  of  service, 

not  the  level  of  fees? Dr.  Faulkner : 

I think  the  answer  is,  briefly,  yes,  pro- 
viding there  is  a form  of  remuneration 
which  does  not  hamper  general  prac- 
titioners taking  on  other  work  for  which 
they  are  properly  qualified,  which  they 
have  time  to  do  and  which  they  wish  to 
do.  We  would  like  to  see  for  general 
practitioners  a method  of  payment  which 
gives  them  adequate  time,  adequate 
facilities  to  do  their  proper  work — 
which  I think  has  been  fairly  clearly 
defined  over  the  years  in  general  practice 
— and  allows  them  to  take  on  outside 
work  for  which  they  have  time,  energy, 
training  and  competence ; a method 
under  which  they  can  negotiate  quite 
independently  and  obtain  a proper  rate 
of  remuneration  and  whereby  they  can 
feel  they  are  not  fighting  for  their  own 
remuneration  at  the  expense  of  their 
colleagues ; a method  that  is  not  some 
very  complex  form  of  payment  which 
only  one  in  five  thousand  general  prac- 
titioners really  understands.  That  is 
what  we  have  in  mind. 

612.  Sir  Hugh  Watson : You  say  the 
normal  sphere  of  operation  for  general 
practitioners  is  clearly  defined.  Do  you 

mean  under  the  Act? 1 had  in  mind 

firstly  the  Act.  I think  most  general 
practitioners  know  what  their  duties  are 
under  the  Act,  and  while  there  are  many 
interests,  different  lines  of  country — for 
example.  Dr.  Hopkins  is  particularly 
interested  in  psychotherapy  and  Dr. 
Walden  does  a great  deal  of  obstetrics — 
I think  most  general  practitioners  are  in 
fair  agreement  with  what  general  medical 
services  mean.  But  there  are  other  jobs 
like  local  authority  work,  industrial  and 
occupational  health  appointments. 

613.  And  the  local  authority  work 

includes  poliomyelitis  immunisation? 

Yes,  preventive  medicine  which  at  .present 
does  not  come  under  the  normal  work  of 
the  general  practitioner.  There  are 
other  things,  Treasury  Medical  Officer 
examinations,  for  instance,  on  behalf  of 
the  Government  or  local  authorities ; 


work  of  that  kind  which  it  would  b& 
entirely  up  to  the  doctor  to  decide 
whether  he  took  on.  His  remuneration 
would  be  a matter  of  determination 
between  himself  and  the  employing 
authority,  whoever  it  might  be. 

614.  Outside  the  pool  altogether? - 

Yes,  outside  the  pool  altogether. 

615.  Mr.  Watson : And  outside  the 

Health  Service  altogether? -In  the 

case  of  occupational  health  it  might  be, 
but  most  of  these  things  are  inside  the 
Health  Service.  But  the  type  of  thing 
we  have  in  mind  is  perhaps  a private 
employer  who  might  well,  and  does 
employ  a doctor.  That  doctor’s  re- 
muneration also,  would  not  be  deducted 
from  the  pool,  although  at  the  moment 
it  is  deducted  under  the  heading  of 
private  practice. 

616.  As  a Union  do  you  accept  these 
two  principles  that  firstly  the  doctor 
within  the  Health  Service  should  aim  at' 
a proper  rate  of  remuneration  for 
working  within  the  Service  and  that  the 
rate  of  remuneration  should  be  at  such 
a level  as  would  give  him  all  the  neces- 
sary material  standards,  and  then 
secondly,  outside  the  Health  Service 
have  the  individual  opportunity  and  right 
to  enter  into  private  contracts  with 
private  employers  or  other  organisations? 

Do  the  Union  accept  that? Dr. 

Cardew:  Yes,  we  do. 

617.  Chairman : Dr.  Faulkner,  I may 
have  misunderstood  you  but  did  you  say 
that  if  you  take  on  extra  work  for  a 
private  employer  that  remuneration  is 

deducted  from  the  capitation  fee? 

Dr.  Faulkner:  Not  by  items,  Sir.  There 
is  a sum  agreed  between  the  profession 
and  the  Ministry  to  be  from  private 
practice  and  all  payments  of  this  kind, 
including  payments  from  employers, 
would  come  under  that  heading. 

618.  Sir  Hugh  Watson:  What  is  that 

sum? £2  million. 

619.  When  was  that  sum  fixed? 

Dr.  Cardew:  I do  not  think  we  ought 
to  pursue  this  subject.  We  have  no 
knowledge  as  to  private  practice.  Dr. 
Faulkner,  when  he  says  that  an  extra  fee 
obtained  from  private  practice  would 
immediately  be  added  on  to  the  £2 
million  . . —Dr.  Faulkner : I did  not 
say  that.  I said  it  was  included  in  the 
£2  million.  I would  not  like  to  pursue 
this  matter,  if  you  do  not  mind. 
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620.  Professor  Jewkes : I am  still 

worried  about  this  separation  of  the 
systems  of  negotiation.  Your  first  big 
suggestion  is  that  there  should  be  one 
system  of  negotiation  for  capitation 
fees  and  then  negotiations  should  be 

carried  out  for  the  other  items? 

Dr.  Cctrdew : Yes. 

621.  Quite  apart  from  the  details,  is 

this  a good  principle?  May  it  not  be 
that  under  the  arrangements  you  are 
suggesting  there  would  ha.ve  to  be  more 
negotiations,  separate  negotiations  for 
each  of  these  things,  which  might  mean 
there  were  more  points  of  possible  fric- 
tion and  disagreement  for  the  pro- 
fession?  1 do  not  think  so.  I think 

the  present  system  of  negotiations,  if 
you  can  call  them  negotiations — there 
have  not  been  any  negotiations  at  all, 
we  claim  there  has  been  an  edict  from 
the  Government — but  in  fact  they  really 
would  be  simple  negotiations  because 
they  would  be  merely  concerned  with, 
to  take  a simple  example,  a job  like 
attending  a clinic  in  the  afternoon.  I 
should  not  think  there  would  be  any 
great  complexity  or  difficulty  about 
that. — Dr.  Elliott:  At  the  moment  the 
Ministry  of  Health  lay  down  rates  for 
what  they  call  general  practitioner  out- 
patients sessions  and  this  is  agreed  with 
the  profession.  Also,  the  British  Medi- 
cal Association  lay  down  rates  which 
they  think  Industrial  Medical  Officers 
ought  to  be  paid,  and  they  refuse  to 
accept  advertisements  by  employers 
who  do  not  pay  those  rates.  Therefore, 
in  effect  there  are,  at  the  moment,  rates 
which  the  profession  ought  to  get  and 
all  we  are  saying  is  that  these  negotia- 
tions should  be  divorced  from  the 
central  pool.  For  example,  at  the 
moment,  the  Treasury  Medical  Officers 
are  mainly  general  practitioners.  Their 
rates  are  laid  down  ; there  is  negotiating 
machinery  on  behalf  of  these  doctors 
and  their  rates  are  agreed.  All  we  are 
saying  is  we  would  have  them  agreed  but 
they  would  not  have  anything  to  do 
with  the  central  pool  at  all. 

622.  Sir  Hugh  Watson : In  other 

words,  you  do  not  think  there  is  any 
difficulty  about  the  alimony  but  you 

want  to  get  the  divorce  first! Dr. 

Faulkner : Surely,  this  is  the  normal  and 
rational  way  of  looking  at  it.  Sir  Hugh 
Watson  has  re-stated  what  I said  rather 
more  clearly.  Surely,  he  would  be  very 
surprised  if  one  of  his  members  was  told 
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that  the  money  that  he  earned  playing 
in  a dance  band  in  the  evenings  would 
be  deducted  from  the  total  remuneration 
of  workers  in  the  country.  Surely,  this 
is  not  the  normal  way  in  which  people 
are  remunerated  for  their  spare-time 
occupation?  They  make  their  own 
arrangements  privately  without  reference 
to  a central  pool. 

623.  Chairman:  Do  I understand  that 
every  general  practitioner  is  in  theory 
employed  wholetime  in  the  National 

Health  Service? In  theory,  but  he  is 

also  permitted  to  carry  out  this  other 
work  when  he  has  presumably  pro- 
perly carried  out  his  duties  in  the 
National  Health  Service.  That  is  not 
the  point  at  issue.  It  is  the  method  of 
remuneration.— Dr.  Hopkins:  Could 

I enlarge  on  that  to  say  that  in  fact  the 
doctor  may  not  be  wholetime  employed 
by  the  National  Health  Service  but  he 
is  in  fact  continually  responsible  for  his 
patients  throughout  the  whole  day,  24 
hours  a day  7 days  a week. 

624.  Whether  they  are.  National 

Health  Service  or  private? Yes,  but 

the  point  I was  going  to  make  was  that 
the  fact  that  he  is  responsible  for  his 
patients  throughout  the  whole  24  hours 
of  the  day  does  not  necessarily  mean 
he  is  seeing  them  throughout  the  whole 
of  that  time.  He  would  have  time  to  do 
these  other  _ jobs  such  as  attending 
hospital  clinics,  and  so  on,  without 
depriving  his  patients  of  any  attention 
they  might  require. 

625.  Mr.  Watson:  Assuming  that  (a) 
you  were  able  to  negotiate  what  was 
considered  to  be  fair  rates  of  remunera- 
tion with  all  the  necessary  safeguards 
and  ( b ) the  general  practitioner  was 
allowed  to  work  outside  the  service  and 
make  his  own  contracts,  would  the 
Union  agree  to  the  abolition  of  the 

central  pool?- Dr.  Cardew:  No,  Sir, 

I do  not  think  we  would  because  you 
would  have  to  find  some  way  of  tying 
the  size  of  the  total  task  to  the  rate  for 
the  job,  and  the  size  of  the  total  task 
would  depend  on  the  number  of  doctors 
and  patients.  Somewhere  there  must  be 
brought  into  the  formula  a pool  of  some 
sort.  All  we  are  saying  is  that  we  think 
the  pool  ought  to  be  for  a more  limited 
purpose  and  that  there  ought  to  be  an 
area  for  negotiation  outside  that  limit. 

626.  Mrs.  Baxter  : Do  you  think  that 
the  negotiations  ought  to  be  more  or  less 
continuous?  When  you  are  trying  to 
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establish  a norm  for  what  is  inside  the 
general  rates,  that  is  to  say,  that  would 
be  covered  by  the  capitation  fee,  one 
would  expect  the  items  would  be  con- 
stantly changing  with  the  developments 
in  preventive  medicine,  is  that  not  so? 
For  instance,  you  have  been  telling  us 

about  the  polio  cases. In  fact,  the 

negotiations  are  continuous.  The  British 
Medical  Association  are  constantly  in 
contact  with  the  Ministry  over  the  area 
of  service,  the  duties  of  doctors  and  the 
payments  of  fees.  This  process  never 
stops,  it  is  going  on  year  in  and  year 
out  but  it  is  never  published  in  the 
papers. 

627.  And  this  seems  fairly  satis- 
factory?  1 think  it  is  admirable.  I 

think  it  works  very  well.  The  only  thing 
we  object  to  is  that  it  is  no  good  pur- 
suing negotiations  'for  additional  fees 
because  they  are  cut  at  the  other  end. 

628.  Sir  Hugh  Watson:  The  negotia- 

tions you  are  in  fact  speaking  of  do 
affect  the  pool? Yes,  all  of  them. 

629.  Professor  Jewkes : Mr.  Watson, 

raised  this  point  and  you  said  you  would 
need  a pool.  I do  not  understand  why 
you  would  need  a pool  if  you  introduced 
your  system.  Why  could  you  not  say 
that  the  capitation  fee  would  be  “ X ” 
shillings?  Why  do  you  need  to  keep  the 
pool  once  you  have  divorced  the  deter- 
mination of  these  different  items? 

Do  you  mean  you  could  fix  a net  reward 
for  looking  after  any  patient? 

630.  No,  keeping  the  capitation 
system.  I am  thinking  of  the  capita- 
tion side  now  and  what  I was  wonder- 
ing was — I have  just  said  the  capitation 
fee  would  be  “ X ” shillings — why  do 
you  need  to  keep  the  pool  under  your 
arrangements?  What  is  the  purpose 

served  by  it? Dr.  Walden : Expenses 

come  out  of  that  pool  and  have  to  be 
adjusted  at  the  end  of  the  year. — Dr. 
Cardew:  I would  like  to  think  about 
it  and  come  back  to  this  after  lunch. 

631.  Chairman : Could  you  tell  me, 
Dr.  Cardew,  disregarding  interim  adjust- 
ments since  the  Danckwerts  award  was 
implemented,  how  much  is  the  capitation 
fee  per  person,  including  the  final 

adjustment? 1 have  not  worked  it 

out.  It  would  be  quite  possible  to  do  it. 
The  final  settlement  is  quite  a sizeable 
sum  now,  I think.  I think  it  is  running 
at  £4-2  million  a year. 


632.  I am  asking  the  amount  of  the 
fee  per  person — 21  shillings,  or  whatever 
it  may  be — which  is  allowed  for 
expenses.  I would  be  interested  to  know 
if  it  has  varied  by  more  than  a few 

coppers. I do  not  know.  I would 

have  to  work  that  out. 

633.  Sir  Hugh  Watson : Is  it  not  a 

fact  that  it  went  from  17s.  to  17s.  6d. 
last  year? — Chairman : I mean  includ- 
ing the  final  settlement. It  is  divided 

amongst  the  profession  as  a final  settle- 
ment in  the  capitation  form. — Dr. 
Faulkner : The  first  payment  made  to  the 
doctors  is  simply  a payment  on  account. 

634.  Sir  Hugh  Watson : The  17s.  6d.? 

Yes.  They  know  the  final  settlement 

will  be  added  to  give  them  their  final 
capitation  fee  but  I do  not  think  many 
doctors  know  what  it  is. — Dr.  Hopkins : 
That  final  settlement  depends  essentially 
on  how  much  has  been  deducted  from 
the  pool  for  all  these  payments  we  have 
been  talking  about. 

635.  Chairman : That  is  what  I would 
like  to  find  out,  whether  there  has  been 
so  much  uniformity  in  the  total  amount 
deducted  for  these  other  things  that 
really  it  has  not  made  much  difference. 
It  varies  very  little  I should  think. 

636.  Professor  Jewkes:  You  have  not 
pressed  for  increases  in  payments  for 
maternity  services  because  it  would  not 
be  to  your  advantage — you  expect  this 

sort  of  rigidity,  do  you? Dr. 

Cardew:  Yes. 

637.  Could  I take  the  point  Dr. 
Walden  made  earlier?  As  I understand 
it,  you  do  not  need  the  central  pool 
because  of  the  expense  item,  because  the 
central  pool  is  really  a pool  of  net  pay- 
ments ; the  only  purpose  for  which  you 
need  the  pool  is  that  you  must  have 
something  from  which  you  deduct  pay- 
ments for  maternity  services  and  the 

like? Dr.  Walden : It  is  not  the 

entire  answer.  Previous  to  the 
fixing  of  the  17s.,  the  capitation  fee 
varied  from  city  to  city.  It  was  not  the 
same  in  two  cities.  It  varied  from  place 
to  place.  We  tried  to  remove  that 
anomaly  by  this  method  of  final  calcula- 
tion of  the  central  pool.  You  would 
still  have  to  have  some  form  of  pool 
when  you  have  claims  for  more  than  100 
per  cent,  of  the  population  in  an  area. 
I cannot  think  of  anything  more  at  the 
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moment.  There  would  still  have  to  be  a 
central  pool  of  a type  but  I cannot  just 
think  of  any  examples  at  the  moment. 

638.  I am  always  learning  something 

new  about  the  central  pool! Dr. 

Cardew : The  Government  might  assume 
an  obligation  to  pay  £1  for  every 
patient  in  England  regardless  of  inflation 
and  everything  else — but  I imagine  the 
Treasury  would  not  be  keen  on  that 
because  if  there  was  an  element  of 
inflation  it  would  in  fact  work  out  at 
more  than  £1. 

639.  Mr.  Watson : Is  it  a fair  assump- 
tion that  one  of  your  main  complaints 
against  the  pool  is,  taking  not  the 
theoretical  average  doctor  but  the  doctor 
as  a human  person,  that  those  who  have 
the  greatest  get  the  greatest  out  of  it, 
and  those  -that  have  the  least  get;  the 

least  out  of  it? 1 am  not  sure 

whether  this  particular  system  of  pay- 
ment does  influence  that. 

640.  Let  us  take  the  doctor  with 
£3,000  a year  from  all  sources  and  a 
doctor  wiitih  £2,000  a year  from  all 
sources.  Who  would  get  the  most  from 

the  central  pool? Under  the  present 

system,  of  course,  any  upward  variation 
would  help  the  largest  list  man. 

641.  It  would  help  the  man  with 

£3,000? Dr.  Walden : If  distributed 

on  a pure  capitation  and  loading  rate, 
yes. 

642.  Chairman : The  loading  is  an 
extra  complication  I think  we  can  take 
in  our  stride.  You  mentioned  inflation 
just  now,  'Dr.  Cardew,  I take  it  you 
mean  inflation  of  lists  and  nothing  to 

do  with  the  monetary  effect? Dr. 

Cardew:  I mean  inflation  of  lists — the 
difficulty  of  maintaining  up-to-date 
records. 

643.  Sir  Hugh  Watson : Am  I right  in 
thinking  that  the  17s.  capitation  fee  was 
in  fact  fixed  by  the  Working  Party 

following  the  Danckwerts  award? 

Dr.  Walden:  I think  it  was. — Dr.  Car- 
dew: It  is  a convenient  starting  point. 
It  is  not  a final  figure  because  you  must 
wait  to  hear  what  ithe  final  settlement 
is  before  you  know  what  the  final  rate 
will  be. — Dr.  Walden : It  sometimes 

takes  two  years  before  the  final  settle- 
ment is  paid  out. — Dr.  Cardew : It  was 
not  fixed  by  the  Working  Party.  All 
that  the  Working  Party  decided  was  that 
it  would  be  safe  under  the  Danckwerts 
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formula  to  pay  out  17s.  and  10s.  loading 
as  a start  because  then  they  would 
never  he  'likely  to  he  short  of  money  to 
meet  their  final  obligations  under  the 
Danckwerts  formula. 

644.  For  the  payment  of  a basic  capi- 
tation fee  of  17s. Yes,  knowing  it 

would  certainly  be  'higher  when  the  final 
settlement  was  made. 

645.  Chairman : The  capitation  fee  is 
not  that  which  is  a first  instalment  but 
is  the  total  amount  which  may,  as  you 

say,  take  two  years  to  calculate. 

Yes. 

646.  I suppose  you  feel  that  so  long 
as  such  a system  exists  only  enough 
should  be  held  back  for  the  final  settle- 
ment to  make  sure  there  is  enough  to 
spare,  but  that  you  should  have  the 
maximum  amount  .paid  out  as  you  went 

along? Yes.  We  have  for  a long 

time  been -pressing  this  point.  We  feel 
that  now  it  is  £4  million  a year  it  is  a 
very  large  sum  to  withhold  for  a long 
period  such  as  two  years. 

Sir  Hugh,  I think  there  was  a point 
that  you  were  going  to  take  up  with  Dr. 
Cardew? 

Sir  Hugh  Watson:  Yes,  there  was  one 
item  in  'paragraph  27  which  does  not 
affect  the  pool  at  all,  the  last  item  of 
your  .list,  private  practice,  which  is  put 
in  at  £95.  It  occurred  to  me  that  this 
average  doctor  might  happily  be  called 
“ Dr.  Watson.”  He  is  down  for  £95? 

647.  Chairman : That  £95  itself  I think, 

is  part  of  £2  million? Yes. 

648.  Sir  Hugh  Watson : That  is  “ Dr. 

Watson’s  ” share  of  £2  million? Yes. 

649.  That  figure  of  £2  million  was  the 
figure  taken  into  account  by  Mr.  Justice 
Danckwerts  when  he  made  his  adjudica- 
tion in  1 952  and  it  has  not  been  changed 
since.  Has  your  Union,  Dr.  Cardew, 
any  information  about  whether,  in  fact, 
the  earnings  of  doctors  in  private  prac- 
tice have  increased  since  1952,  or  not? 

1 can  honestly  say,  Sir — I have  talked 

to  many  doctors  about  this — it  is  quite 
impossible  to  answer  that  and  I mean 
that  in  every  true  sense  of  the  word. 
It  is  quite  impossible  to  ascertain  pre- 
cisely the  amount  of  private  practice  in 
the  country  or  its  distribution,  short  of 
making  an  enquiry  from  every  single 
doctor  in  the  country.  I have  asked 
hundreds  of  doctors  and  the  general 
impression  is  that  there  is  a small 

A 14 
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minority  of  doctors  who  still  have  quite 
a sizeable  private  practice,  in  certain 
small  areas  of  London,  certain  residential 
parts  of  provincial  cities,  certain  small 
areas  and  seaside  towns.  But  the  average 
doctor  one  knows  in  industrial  towns 
claims,  and  they  all  claimed  to  me  over 
and  over  again,  that  private  practice  is 
completely  nil. 

650.  I take  that  from  you,  of  course. 

I am  sure  that  is  so.  But  if  a doctor 
has  an  appreciable  private  practice — and 
private  practice  has  many  facets,  has  it 
not  . . .? Yes. 

651.  . . . he  is  at  liberty  to  meet  infla- 

tion of  money  by  increasing  his  fees 
according  to  the  capacity  of  his  patients 
to  pay? Yes. 

652.  And  it  is  possible,  is  it  not,  that 
the  £2  million  could  in  fact  have  been 

increased  very  considerably? It  is 

possible,  Sir.  My  own  view  is  that  the 
people  who  do  private  practice  have 
almost  certainly  put  their  fees  up  and 
to  that  extent  are  receiving  more  money. 
But  the  total  area  of  private  practice  is 
certainly  diminishing  because  all  the  time 
as  old  people  die  their  children  do  not 
go  on  to  the  private  list,  they  go  on 
the  National  Health  list,  so  the  area  is 
diminishing.  But  the  amount  is  probably 
increasing.  Whether  it  balances  exactly 
I cannot  say. 

653.  You  have,  of  course,  an  increasing 
number  of  the  population  now  who  are 
taking  advantage  of  the  various  provident 

schemes  that  are  available? Dr. 

Hopkins : These  are  only  for  hospital 
fees,  not  for  general  practitioner  fees. — 
Dr.  Cardew : I am  talking  only  about 
general  practice. 

654.  I beg  your  pardon.  I know 
myself,  for  instance  that  the  fees  paid  by 
Insurance  Companies  to  doctors  for  con- 
ducting medical  examinations  have,  in 
fact,  been  doubled  since  the  time  about 

which  we  were  talking. Dr.  Hopkins : 

Not  doubled. — Dr.  Cardew:  14  guineas 
to  2 guineas. — Dr.  Walden:  The  10s. 
fee  has  been  increased  to  15s. ; 15s.  to 
1 guinea  ; 14  guineas  had  been  increased 
to  2 guineas. 

655.  But  going  back  to  the  Spens  time 

it  was  a guinea  or  less? Dr. 

Hopkins:  No,  it  was  H guineas. 

656.  The  point  is  there  are  various 

ways  in  which  doctors  can  earn  fees  of 
that  sort  which  are  outwith  the  N.H.S. 
altogether? Dr.  Walden : A very 


small  amount,  Sir. — Dr.  Hopkins:  Since 
those  fees  have  gone  up  insurance  com- 
panies have  asked  for  far  fewer  examina- 
tions. 

657.  I am  not  talking  about  insurance 

examinations  only.  There  are  various 
ways  in  which  doctors  can  earn  fees  in 
private  practice  outside  the  N.H.S.  and 
it  is  possible  the  £2  million  has!  in- 
creased.  Dr.  Cardew:  It  is  certainly 

possible,  Sir,  but  I would  like  to  make 
just  one  point  that  even  if  it  could  be 
shown  that  it  had  increased,  it  would 
be  very  difficult  to  generalise,  in  terms  of 
all  general  practitioners.  You  may  get 
whole  areas,  whole  towns  where  the 
doctors  get  no  benefit  whatever  from 
■that  increase. 

658.  I am  quite  sure  of  that,  but  to 
take  you  up  on  that  previous  point,  the 
fact  that  their  colleagues  in  residential 
parts  of  London  earn  more  from  private 
practice  does  not  diminish  the  central 

pool? Only  if  there  were  a new 

agreed  total. 

659.  Precisely.  But  that  figure  has 

been  left  untouched  since  1952? Yes. 

660.  That  is  the  point. Y es,  I hope, 

Sir,  that  one  of  the  conclusions  of  this 
Commission  will  be  to  take  this  private 
practice  figure  outside  the  pool  whatever 
else  happens,  because  it  is  a perpetual 
source  of  difficulty.  As  far  as  I can 
see  there  is  no  answer  to  it  unless  you 
have  a detailed  elaborate  investigation 
every  year  with  every  doctor’s  earnings 
listed  and  there  would  never  be  agree- 
ment on  it. — Dr.  Hopkins:  In  any  case 
it  does  not  matter  how  much  any  one 
doctor  earns  from  private  practice.  It 
still  should  be  a principle  that  a doctor 
should  receive  a certain  rate  of  pay  for 
the  job  of  looking  after  a number  of 
National  Health  patients.  It  does  not 
matter  how  much  private  practice  he  has, 
he  should  still  get  the  right  rate  of  pay 
for  looking  after  a number  of  National 
Health  patients. 

661.  That  is  the  point  you  make  in 
paragraph  41,  and  I will  take  paragraph 
41  ;now.  If  we  take  " Dr.  Watson  ” 
again,  with  2,200  patients,  you  say  he 
gets  £2,370  from  the  pool.  You  then 
compare  him  with  a radio  mechanic  or  a 
plumber  which  is  hardly  appropriate,  is 

it,  Dr.  Cardew? Dr.  Cardew:  Only 

appropriate  in  that  his  rate  of  pay  for 
individual  items  does  not  seem  to  be 
very  remarkable.  We  thought  it  might 
strike  home  as  an  argument. 
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662.  I do  not  know.  In  this  paragraph 
first  of  all  you  propose  that  general  prac- 
titioners’ remuneration  should  take  no 
account  of  what  their  earnings  are  out- 
side the  Service.  That  is  your  first  point. 
Of  course,  you  have  already  agreed  that 
you  want  to  get  away  from  Spens  but 
that  was  a basic  conception  of  Spens 
that  the  whole  of  the  doctors’  remunera- 
tion should  be  looked  at,  was  it  not? 
You  say  you  want  to  get  away  from 

Spens  in  this  matter? We  do,  quite 

definitely,  Sir. 

663.  If  that  is  what  you  want  then 
we  do  not  need  to  bother  about  plumbers 
and  mechanics.  Really  the  point  is  that 
of  the  remuneration  of  doctors  who  do 
nothing  beyond  the  N.H.S.  job.  You 
know  he  receives  £2,370,  it  is  on  your 
table  in  paragraph  27,  and  then  you 
deal  with  expenses  which  on  a national 
average  are  33’4  per  cent.  You  say  his 
expenses  are  probably  higher  than  the 
difference  between  £2,370  and  £1,580 ; 

you  say  they  are  probably  £1,000? 

Yes,  if  he  were  doing  nothing  except 
this,  and  had  no  other  source  of  income. 

664.  If  he  had  no  other  source  of 
income  it  is  quite  open  to  him  to  increase 

his  panel,  is  it  not? Dr.  Walden : It 

is  extremely  difficult.  Practices  have  not 
varied  a great  deal  in  the  past  five  or 
seven  years.  Taking  all  in  all  they  vary 
very  little. 

665.  They  are  settling  down? Dr. 

Hopkins : Even  if  that  were  not  true,  I 
would  maintain  that  it  would  not  be  in 
the  public’s  interest  for  doctors  to  try 
to  increase  their  panel  above  the  average 
of  2,200.  I would  consider  that  a rea- 
sonable number  for  any  doctor  to  be 
expected  to  look  after  adequately 
throughout  the  year. 

666.  In  paragraph  45  you  suggest  a 

reduction  from  3,500  to  3,000. Dr. 

Walden'.  Yes,  Sir. 

667.  You  now  want  to  reduce  it  from 
3,000? — —Ultimately.  I feel  very 
strongly  that  the  number  should  be 
reduced  to  3,000 — a hundred  per  year. 
That  is  the  first  move. 

668.  I am  suggesting  to  you  that  a 
doctor  can  increase  his  panel,  if  you  like 
to  call  it  that,  above  2,200.  Doctor 
Hopkins  says  that  he  considers  2,200  the 
largest  number  a doctor  can  look  after. 
In  your  own  paragraph  45  you  want  to 

bring  it  down  to  3,000. Dr.  Cardew : 

There  is  no  discrepancy  here.  There  are 


two  points.  One  is  that  even  if  you 
agreed  in  theory  that  the  maximum  for 
It  ougbt  to  brought  down 

to  2,500  it  would  be  impossible  to  do  so 
because  there  are  areas  of  the  country 
where  the  average  number  of  patients  on 
al.st  is  somewhere  in  the  neighbourhood 
or  2,800.  Therefore  it  would  be  impossi- 
ble even  if  one  thought  it  desirable.  The 
other  point  is  this,  that  the  capacity  of 
doctors  to  undertake  work  varies  and 
also  the  speed  at  which  they  work.  I 
am  quite  sure  that  Dr.  Hopkins,  whose 
practice  I know  very  well,  and  with  the 
particular  type  of  approach  he  has  to 
people  and  the  amount  of  psychotherapy 
he  gives,  is  quite  right  to  say  he  could 
not  look  after  more  than  2,000  patients. 
But  I am  quite  sure  there  are  other 
doctors  who  feel  quite  clearly  that  they 
can  look  after  more  than  2,500,  perhaps 
as  many  as  3,000.  Dr.  Walden’s  average, 

I believe,  is  in  that  amount. — Dr. 
Walden:  Mine  is  3,000. 

669.  This  is  not  a thing  you  can  be 

dogmatic  about? Dr.  Cardew:  You 

cannot  be  dogmatic  but  obviously  one 
has  to  put  some  sort  of  limits  on  the 
amount  of  earning  power  otherwise  it 
is  grossly  against  the  public  interest.  You 
will  get  some  doctors  who  will  take  on 
many  more  patients  than  they  can  cater 
for. 

670.  Professor  Jewkes:  Would  you 
expect  a reduction  from  2,500  to  2,000 
would  involve  a need  for  more  general 

practitioners  in  Great  Britain? Dr. 

Walden:  Yes,  Sir.— Dr.  Cardew:  Not 
necessarily.— Dr.  Walden : I think  more 
general  practitioners  would  be  required. 

671.  The  point  I am  making  is  that 
some  lists  would  inevitably  be  smaller 
than  the  average.  Therefore  some  lists 
must  inevitably  be  larger  than  the 
average,  and  there  will  come  a point,  as 
you  admit,  with  the  reduced  maximum 
size  of  lists  where  you  will  have  to  say 
this  will  call  for  more  doctors.  You  are 
prepared  to  face  that  consequence  of  a 

reduction,  are  you? Dr.  Cardew : 

Yes,  Sir.  I do  not  know  whether  any- 
one knows  whether  the  previous  reduc- 
tion from  4,000  to  3,500  actually  brought 
about  an  increase  in  the  number  of 
doctors  in  the  Service.  We  know  there 
has  been  an  increase  but  whether  it  has 
been  due  to  the  reduction  in  lists  is  very 
unlikely.  In  any  case  it  would  not  have 
come  to  pass  yet  because  not  seven  years 
have  passed  since  the  Danckwerts  award- 
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I think  that  redistribution  has  taken 
place  within  the  profession  quite  straight- 
forwardly, without  the  actual  necessity 
of  introducing  many  new  doctors. 

672.  I was  just  wondering  whether  in 
view  of  the  fact  that  you  do  not  quite 
know  what  the  consequences  of  reducing 
the  maximum  size  of  list  would  be, 
whether  you  think  a reduction  in  two 
or  three  stages  and  not  with  such  a large 
drop  as  this  might  have  something  to 

commend  it? -We  did  recommend  a 

reduction  over  three  years  by  stages.  We 
are  very  concerned  with  this  problem. 

673.  Chairman : Do  you  consider  that 
a partnership  of  three  or  four  people 
can  do  a little  bit  more  than  that  number 
of  times  the  patients  that  a single-handed 

person  can  take  on? Dr.  Walden : I 

can  answer  that  from  a practical  point 
of  view.  I am  in  a firm  of  five  doctors 
— four  doctors  and  an  assistant — and 
there  is  no  doubt  whatsoever  that  the 
only  way  we  can  deal  with  this  large 
number  of  people  is  because  we  are,  if 
I may  put  it  myself,  an  efficient  working 
organisation,  a firm  of  doctors.  I still 
feel  that  in  spite  of  that,  the  numbers 
should  be  reduced  approximately  100 
a year  to  this  3,000  level. 

674.  But  the  point  is  that  you  say  a 
partnership  can  deal  with  rather  more? 

Dr.  Faulkner : I would  qualify  that, 

Sir.  There  is  a tendency  in  a partner- 
ship to  take  on  wider  responsibility.  You 
tend  to  follow  up  the  interests  of  one 
or  other  partners,  you  tend  to  do  more 
psychotherapy,  perhaps  some  minor 
surgery  and,  in  fact,  many  partnerships 
find  they  spend  just  as  much  time  on 
the  same  number  of  patients  as  they  did 
before.  But  they  spend  it  more 
efficiently  and  probably  save  the  hospital 
service  a good  deal  of  hospital  work.  I 
think  one  has  to  qualify  that  and  I 
would  not  therefore  say  that  if  it  was 
possible  to  change  the  structure  to  four- 
man  partnerships  throughout  it  would 
necessarily  greatly  affect  our  opinion  that 
lists  should  be  lower.  I think  we  would 
more  like  to  see  more  time  spent  on  the 
patients.  The  organisation  of  partner- 
ships should  lead  to  more  being  done  for 
the  patient  in  general  practice.  We 
would  like  to  see  all  that  can  be  done 
for  a patient  being  done  rather  than 
more  patients  getting  the  same  level  of 
care. 

675.  Mrs.  Baxter:  This  would  be  in 
the  patient’s  interest  really  rather  more 


than  in  the  doctor’s  interest? Dr. 

Walden : I think  so. — Dr.  Cardew : The 
two  cannot  be  separated,  Madam.  I 
mean  this  very  seriously  indeed.  We  feel 
that  you  cannot  separate  a doctor’s 
financial  interests  from  the  interests  of 
the  Service  and  the  patient.  The  doctor 
has  to  get  a certain  satisfaction  out  of 
his  life  and  it  is  only  in  succeeding  in 
helping  his  patients  through  good 
organisation  and  good  medicine  that,  he 
himself  gets  satisfaction.  So  the  two 
are  intimately  bound  up. 

676.  Sir  David  Hughes  Parry:  I take 
it  you  have  studied  the  Willink  Report. 
They  contemplate,  as  you  know,  an 
increase  in  the  number  of  doctors  by 
about  600  over  a period  of  15  years? 

We  feel  their  claims  were  unjustified 

and  that  the  same  type  of  reasoning  as 
they  put  forward  could,  with  equal  logic 
have  been  used  20  years  ago  to  hold  the 
number  of  doctors  at  the  then  much 
lower  level ; they  did  not  then  anticipate 
all  the  intangible  bettering  of  standards 
and  expansion  of  the  area  of  medicine 
which  is  inevitable  in  any  society.  We 
just  think  they  were  wrong. 

677.  Professor  Jewkes:  This  is  most 

important.  I wonder  if  we  could  invite 
the  Medical  Practitioners’  Union  to  give 
us  a reasoned  statement  on  the  Willink 
Report. In  writing,  Sir? 

Chairman:  Yes,  thank  you. 

678.  Mr.  Gunlake : If  you  anticipate  a 
reduction  in  the  size  of  the  list  to  some- 
thing of  the  order  of  2,000  or  a little 
more,  would  that  in  your  view  impair  to 
any  extent  the  freedom  of  choice  of 
doctor  by  patient  or  would  it,  to  any 
extent,  limit  the  degree  to  which  you  can 
reward  the  personal  ability  of  a general 

practitioner? 1 think  both  those 

points  are  to  some  extent  true,  Sir.  Every 
time  you  reduce  the  maximum  size  of 
list  you  are  to  some  extent  interfering 
with  the  freedom  of  choice  of  a patient. 
But  one  has  to  recognise  the  fact  that 
every  patient’s  choice  is  to  some  extent 
interfered  with  and  has  been  always. 
Where  I practised  medicine  in  the 
country.  West  Somerset,  there  were  only 
two  doctors  within  ten  miles.  Patients 
had  to  like  me  or  like  my  competitor ; 
there  was  no  one  else  to  like  or  on  whose 
list  they  could  go.  That  would  certainly 
apply  to  some  extent  every  time  you 
reduced  the  list.  But  there  is  another 
stage  we  are  recommending  and  this  is  a 
tendency  we  have  noted  for  doctors  to 
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get  together  in  groups,  in  co-operative 
practice.  Here  the  question  of  choice  for 
the  patient  is  not  quite  so  important  be- 
cause when  you  have  a group  of  four 
doctors  working  in  premises  together, 
while  you  may  be  on  the  list  of  one 
who  you  do  not  like  very  much,  you 
may  be  able  to  see  any  of  the  other  ones. 
In  a sense  it  is  not  quite  so  difficult 
a choice  for  the  patient  to  have  to  make. 
On  the  other  side,  there  is  that  difficulty 
that  Mr.  Gunlake  raised — the  question 
of  maintaining  the  highest  rewards,  the 
Spens  9 per  cent,  at  the  top  of  the  earn- 
ing scale.  If  you  are  going  to  reduce 
that  the  only  way  I can  see  you  can  do 
it  is  to  allow  doctors  to  take  on  a lot  of 
commitments  outside  the  Health  Service. 
Certain  doctors  could  do  so. 

679.  Chairman : But  that  is  not  the 

object  of  reducing  the  list? That  is 

not  the  object,  I agree,  but  some  doctors 
would  be  able  to  maintain  higher  rates 
by  taking  on,  if  they  had  enough  energy, 
other  fields  of  activity. 

680.  Mr.  Watson : What  is  the  main 
object  of  reducing  the  list  from  X to  X 

minus? -Dr.  Hopkins:  I would  say 

the  object  is  to  allow  the  doctor  to  have 
a reasonable  number  of  patients  on  his 
list,  which  means  he  would  be  able  to 
do  more  personally  for  them  rather  than 
having  to  send  a large  number  to  hos- 
pital.  Dr.  Cardew : And  have  a more 

satisfactory  life. 

681.  Just  as  a point,  does  that  not  con- 
flict with  the  aim  of  the  Union  for  free- 
dom outside  the  National  Health  Service 

to  take  on  private  patients? You  still 

have  that  freedom. 

682.  It  seems  to  me  that  the  first  thing, 

to  reduce  the  list,  however  meritorious  it 
may  be,  conflicts  with  the  second  object 
of  the  Union  to  have  freedom  outside 
the  Health  Service  to  take  on  private 
work. Dr.  Faulkner : We  want  ade- 

quate remuneration  for  reduced  lists. 

683.  I am  raising  the  question  of  the 

care  of  the  patient.  If  the  argument  is 
that  you  care  better  for  the  patient  under 
the  Health  Service  by  reducing  the  list, 
then  it  would  ipso  facto  follow  that  if 
the  doctor  would  then  enter  into  work 
outside  the  Health  Service,  the  argu- 
ment falls  to  the  ground. Dr. 

Hopkins:  It  does  not  necessarily  follow 
because  I could  see  the  possibility  of  a 
doctor  having  a full  list  referring  all 
those  requiring  anything  in  the  way  of 


treatment  to  hospitals ; he  would  still 
have  time  to  do  other  outside  work  if  he 
so  wished.  The  number  of  patients  you 
have  must  limit  the  amount  you  can  do 
for  each  of  them. 

684.  Chairman:  I think  you  have 
rather  indicated  already  that  there  are 
doctors  who  would  be  sure  to  exploit 
any  such  opportunities  just  as  there  are 

many  who  would  not? (Dr.  Cardew) : 

1 think  one  has  to  be  very  realistic  about 
this.  In  the  medical  profession  you  have 
all  sorts  and  kinds  of  practitioners.  They 
are  not  a uniform  bunch  of  people  all 
doing  their  work  in  exactly  the  same 
way.  You  have  different  levels  of  energy, 
different  levels  of  interest.  I know  doctors 
who,  quite  frankly  and  quite  honestly 
could  not  have  more  than  1,500  patients 
with  their  method  and  speed  of  work 
It  takes  them  all  their  time  to  look  after 
1,500.  I know  others  who  claim  to  look 
after  3,500  and  take  on  jobs  outside.  I 
do  not  know  whom  to  believe  on  these 
things  but  I am  quite  sure  the  capacities 
of  human  nature  are  very  variable  and  1 
think  one  has  to  make  some  allowance 
for  that.  You  do  not  want  to  reduce 
the  job  of  the  National  Health  Service 
doctor  to  completely  a dead  uniform 
pattern.  There  are  some  practices  where 
individuals  want  to  do  more  of  a certain 
sort  of  work  than  others.  Dr.  Hopkins 
is  keen  on  psychotherapy ; Dr.  Faulkner 
has  a whole  group  of  facets  developing  ; 
there  is  the  social  side  and  other  sides 
in  other  practices  where  you  have  a dif- 
ferent pattern.  You  do  not  want  to  lay 
down  a rigidity.  But  I think  you  must 
leave  an  opportunity  for  those  doctors 
who  do  want  to  do  work  outside,  leaving 
aside  pay  altogether. 

685.  Mr.  Watson:  Assuming  tb 

have  the  time  and  capacity? Yes. 

686.  Mrs.  Baxter:  Would  I be  right 
in  thinking  that  the  doctors’  difficulty  is 
at  least  in  part  due  to  the  fact  of  the 
increasing  health  education  of  their 
patients  ; that  the  patients  now  probably 
tend  to  take  up  more  of  the  doctors’  time 
because  they  wish  to  know  rather  more 
about  their  own  case  than  they  were 
ever  inclined  to  know  in  the  earlier 
years?  The  patient  is  likely  to  want  to 
take  up  increasingly  more  of  the  doctors’ 
time  as  he  or  she  learns  more  about  their 

human  body. 1 am  the  only  one  of 

the  doctors  here  who  is  not  in  general 
practice.  I will  leave  my  colleagues  to 
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answer  that  question  .—Dr.  Faulkner : I 
think  that  is  partly  true.  But  it  is  a vast 
subject  and  I do  not  know  if  you  want 
to  go  into  that  now.  It  really  amounts 
to  the  whole  influence  of  many  years  of 
health  education  which  goes  from  tele- 
vision to  the  w omen’s  magazines  in  this 
country.  This  is  the  sort  of  thing  that 
is  good  for  a three-hour  discussion  after 
dinner.  There  is  not  a short  answer  to 
it. 

687.  It  does  affect  the  question  _ of 
whether  the  members  of  the  Commission 
are  thinking  in  terms  of  the  steadily 
increasing  amount  of  time  a doctor 

spends  on  his  patient. 1 think  that 

is  partly  true,  but  on  the  other  hand  my 
own  impression,  which  may  not  be 
shared  by  my  colleagues  at  this  table,  is 
that  many  of  our  patients  are  very  much 
more  intelligent  about  minor  illness  and 
only  come  to  see  us  frequently  because 
of  the  demands  of  certification.  For 
example,  they  know  that  we  cannot 
effectively  treat  the  common  cold  and 
they  will  treat  themselves  and  then  come 
and  ask  us  for  a certificate  after  they 
have  been  off  two  days  and  that  kind  of 
thing.  I would  say  that  the  general 
attitude  of  the  working  class  mother  to- 
wards her  child  today  is  so  different 
from  when  I was  a student  20  years  ago 
that  there  are  less  demands  in  some 
respects  and  more  in  others.  It  is  very 
complex.  I think  Mrs.  Baxter  is  correct 
in  saying  that  the  total  effect  is  that  the 
patient  demands  more  from  his  doctor. 
I think  there  is  a greater  need  for 
psychotherapy,  probably  because  of  the 
pace  of  modern  life..  I think  we  should, 
as  Dr.  Hopkins  does,  give  much  more 
time  to  psychotherapy  than  most  of  us 
are  giving.  I think  if  we  could  have 
adequate  remuneration  for  a smaller  list 
many  of  us  would  very  usefully  occupy 
our  time  in  these  ways.  But  I think  this 
is  a very  complex  question  indeed.  There 
are  many  factors  and  I think  it  would 
be  a very  brave  man  who  would  say 
exactly  what  are  the  demands  patients 
are  going  to  make  of  their  general  prac- 
tioner  in  five  years’  time. 

Chairman : I think  this  will  be  a con- 
venient moment  to  adjourn. 

(The  proceedings  were  adjourned  for 
lunch.) 
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On  Resumption 

688.  Sir  Hugh  Watson : Do  you  want 
to  add  anything  to  what  we  were  saying 
before  lunch,  Dr.  Cardew,  or  shall  we 

proceed? (Dr.  Cardew) : On  the 

question  of  the  pool  perhaps  we  could 
just  add  one  point  to  the  answer  I gave 
to  Professor  Jewkes.  It  is  a very  diffi- 
cult question  whether  a pool  is  necessary. 
We  feel  a pool  may  be  necessary  from 
the  point  of  view  of  the  Treasury  so 
that  some  annual  commitment  is  known 
to  the  Government,  that  is  one  point  of 
it.  Of  course  the  original  method  of 
assessing  the  pool  was  based  on  the 
population  and  it  was  only  after  the 
Danckwerts  award  that  the  new  method 
was  introduced,  assessing  it  on  the  num- 
ber of  doctors.  The  original  method  of 
assessing  it  on  the  population  meant  in 
effect  that  as  the  rate  of  increase  of  doc- 
tors was  greater  than  the  increase  of  the 
rate  of  population  the  doctors  were 
gradually  losing  ground.  The  introduc- 
tion of  the  Danckwerts  principle  meant  of 
course  that  the  doctors  kept  their  ground 
because  it  was  based  on  the  number  of 
doctors  rather  than  the  number  of 
patients.  We  see  no  objection  to  this 
and,  in  fact,  we  would  like  to  adhere  to 
this  principle.  We  accept  the  proviso 
that  Mr.  Justice  Danckwerts  himself 
made  that  the  number  of  doctors  would 
have  to  be  reasonably  in  proportion  to 
the  population.  If  it  increased  wildly 
that  clearly  would  have  to  be  reassessed 
and  we  would  like  to  adhere  to  that 
principle.  If  the  Royal  Commission  did 
not  like  that  principle  and  wanted  to 
depart  from  it,  we  would  at  least  like 
the  principle  to  be  accepted  that  if  a 
rate  for  the  job  was,  so  to  speak,  laid 
down  by  the  Commission,  there  should 
be  a regular  method  of  review  which 
would  take  into  account  the  doctors’ work 
he  gives  to  the  patients  as  well  as  other 
factors.  In  other  words,  medioine  is  a 
changing  art  and  the  amount  of  work 
which  a doctor  has  to  give  to  his  patients 
is  likely  to  vary  as  the  years  go  by. 
So  we  would  like  that  to  be  one  of  the 
factors  to  be  constantly  kept  in  mind  in 
reassessing  the  amount.  I think  that  is 
all  I wanted  to  add,  Sir. 

689.  Professor  Jewkes:  Under  the 
present  arrangements,  since  the  central 
pool  varies  with  the  numbers  of  doctors, 
it  is  conceivable  that  the  number  of  doc- 
tors may  increase  more  rapidly  than  the 
population.  In  fact,  this  is  what  has  been 
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happening,  and  in  that  case  the  doctors 

get  the  same  money  for  less  work? 

Yes. 

690.  That  is  to  say,  the  number  of 
patients  per  doctor  decreases,  but  since 
the  central  pool  is  determined  by  refer- 
ence to  the  number  of  doctors,  no  doctor 
suffers.  You  want  to  keep  that  sort  of 

minor  premium  in  the  system? We 

think  it  is  justified  because  we  do 
not  think  that,  in  fact,  it  results 
in  less  work  per  doctor.  What  it 
really  means  is  that  it  gives  the  doctor 
a little  more  time  to  give  to  eaoh  patient. 
I think  we  can  show  that  ideally,  if  the 
finance  was  left  out  of  it  no  doctor  in 
his  senses  would  choose  to  look  after 
3,500  patients  ; if  he  was  going  to  give 
a full  service  he  would  probably  put  the 
number  at  something  like  1,500  or  1,800. 
In  fact,  there  is  a big  lag  to  be  caught 
up  with  on  the  side  of  medical  care.  In 
America  it  was  recently  asserted  that  the 
optimum  number  is  regarded  as  1,000 
patients  per  doctor.  I noticed  in  a re- 
port recently  published  by  the  Derbyshire 
Health  Centre  in  Manchester,  which  is 
one  financed  by  the  Rockefeller  and  Nuf- 
field foundations,  that  four  doctors  con- 
cerned there  said  they  considered  the 
optimum  number  of  patients  was  2,000. 
There  is  a lot  of  evidence  to  show  that 
doctors,  if  they  were  given,  the  oppor- 
tunity, would  look  after  less  patients.  It 
does  not  mean  they  would  do  less  work. 
It  means  the  amount  of  work  would  in- 
crease as  they  had  less  patients. 

691.  Sir  Hugh  Watson:  Perhaps  we 
should  dispose  of  one  or  two  relatively 
small  items.  I do  not  want  to  belittle 
them  in  any  way  but  they  are  relatively 
small.  One  of  the  matters  on  which  you 
lay  considerable  importance  is  what  you 
call  various  rates  of  morbidity.  You  men- 
tion it  in  nearly  all  the  papers  you  have 
put  before  us.  Would  you  like  to  say 

something  about  that? Unfortunately 

there  are  not  a great  many  facts  avail- 
able. But  those  that  are  available  show 
that  the  differences  of  workload  vary 
throughout  the  country — and  I believe 
that  the  National  Insurance  scheme 
claims  would  bear  this  out.  It  does  seem 
to  us  that  in  the  areas  of  high  morbidity 
which,  by  and  large,  are  the  areas  which 
are  unpopular  areas  for  doctors  to  go 
to,  usually  the  industrial  areas  in  the 
north,  the  doctors  have  apparently  to 
give  most  work  for  the  same  amount  and 
we  think  there  is  a case  for  establishing 
differential  payment,  if  it  could  be  done 


without  too  much  difficulty.  It  would 
mean,  of  course,  getting  accurate  figures 
of  morbidity  for  all  the  areas  of  the 
country. 

692.  Yes,  I think  the  view  of  the  Com- 
mission is  that  this  is  a matter  int-o  which 
they  could  not  delve,  but  they  wanted 
to  know  your  view  about  it.  You  men- 
tioned that  no  effect  has  been  given  to 
one  of  the  Spens  recommendations  about 
rewarding  experience  and  special  respon- 
sibilities in  the  G.P.  service.  Is  there 
no  method  other  than  that  to  be  derived 
from  successful  head  hunting?  Have  you 

any  solution  to  that  problem? No. 

Sir.  We  have  gone  into  this  at  enormous 
length  over  the  years  and  we  have  come 
to  the  conclusion  that  anything  proposed 
would  be  unpopular  with  doctors  them- 
selves. Any  method  of  assessing  merit 
would  give  rise  to  awful  internal  diffi- 
culties in  the  profession.  In  fact,  it  is 
clearly  nothing  to  do  with  degrees,  the 
quality  of  service  given,  and  it  would  be 
very  difficult  to  assess  which  doctor  was 
giving  a better  type  of  service.  We  like 
the  idea  of  rewarding  merit  and  en- 
couraging good  medicine  but  we  honestly 
do  not  see  any  way  it  could  be  done,  ex- 
cept in  the  one  instance  of  doing  it 
through  expenses.  That  is,  giving  the 
doctors  opportunities  of  practising  better 
medicine  and  assuming  those  who  have 
taken  those  opportunities  would  employ 
ancilliary  staff  and  give  more  time  to 
their  patients.  Doctors  will  get  a better 
reward  because  of  this  system  we  pro- 
pose, but  it  would  not  be  a system  of 
selection  on  individual  merit.  Rather,  it 
would  be  rewarding  them  by  giving  them 
the  opportunity  for  practising  good  medi- 
cine. 

693.  I think  you  will  agree  that  is  a 

little  off  the  point? It  is  a little  off 

the  point. 

694.  Chairman : By  saying  you  cannot 
see  a way  of  rewarding  merit  you  also 
cannot  see  a way  of  penalising  those  who 

really  skimp  their  work? Only  by  the 

way  we  suggest  of  expenses,  of  not  allow- 
ing them  to  take  on  large  numbers  of 
patients  while  keeping  low  expenses.  Of 
course  there  are  certain  basic  standards 
by  which  doctors  are  required  to  examine 
their  patients  and  do  a proper  job  under 
their  teams  of  iservice.  There  is  the 
normal  machinery  of  the  Act  to  help  deal 
with  those  doctors  who  do  not  do  their 
job  properly,  but  it  is  a fairly  blunt 
instrument. 
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695.  There  are  wide  variations  be- 
tween the  minimum,  the  critical  normal 
and  the  maximum  of  the  very  conscien- 
tious chap? Yes. 

696  For  instance,  on  maternity  cases 
which  you  mentioned  earlier.  Does  that 

apply  there? Dr.  Elliott:  Yes  .—Dr. 

Cardew:  We  would  like  to  make  the 

point  that  whereas  we  know  that  there 
is  this  wide  difference  we  do  not  think 
it  is  due  to  differences  of  goodwill,  so  to 
speak  in  the  profession — the  desire  to 
do  a ’good  job.  It  is  simply  that  the 
circumstances  over  the  years  have  been 
such  that  they  have  in  a way  forced  a 
low  standard  on  a certain  type  of  prac- 
titioner in  certain  circumstances,  whereas 
others  who,  whether  by  luck  or  by 
association  with  their  fellows,  have  been 
able  to  practise  medicine  in  good  cir- 
cumstances, have  kept  their  standard 
rising  automatically.  We  think  there  is 
a close  association  between  the  circum- 
stances of  the  practice  and  the  ability  to 
do  good  medicine. 

697.  Professor  Jewkes : Whilst  you  are 
on  the  question  of  merit  I noticed  in 
paragraph  62  that  you  say  the  M.P.U. 
are  strongly  opposed  to  the  idea  of  a 
system  of  merit  awards  for  general  prac- 
titioners. Would  you  care  to  enlarge  on 

that  and  explain  why? Simply  . for 

the  reason  that  we  do  not  think  it  is 
possible  by  any  measurement  we  can 
think  of  to  assess  individual  merit.  We 
think  it  would  give,  rise  to  appalling  in- 
ternal dissensions  in  the  profession  if 
you  had  local  committees  picking  out 
individual  practitioners  and  saying  that 
one  practitioner  should  have  £X  a year 
more.  We  do  not  think  that  any  com- 
mittee like  Lord  Moran’s  could  do  this 
job  for  general  practice. 

698.  Chairman : While  we  are  on  this 
point  do  you  regard  the  two  branches 
of  the  service,  that  is  to  say  the  general 
practice  and  consultancy,  broadly  speak- 
ing as  parallel  and  equal  in  status? 

Yes,  Sir. 

699.  That  is  what  I anticipated. 

Not  as  regards  remuneration? 

700.  No,  in  status. Yes. 

701.  A doctor  should  not  feel  that  he 
was  going  into  a higher  class  or  lower 
class  according  to  which  branch  he  went 

into? No.  In  fact,  we  regret  very 

much  that  the  present  circumstances  of 
general  practice  have  often  forced  an 
inferior  status  on  the  G.P.  in  the  sense 


that  he  has  not  good  diagnostic  aids 
freely  available.  If  he  has  a big  list  he  is 
forced  to  refer  too  many  cases  to  the 
hospitals.  So  he  does  become,  by  the 
circumstances  of  the  practice,  of  an  in- 
ferior calibre ; but  he  should  . not  be 
and  it  is  very  much  against  the  interests 
of  the  future  of  medicine  that  he  should 
in  any  sense  be  regarded  as  inferior. 

702.  And,  of  course.,  you  know  that 
on  the  hospital  side  with  the  system  of 
merit  awards  and  in  other  ways  there 
are  wide  variations  in  remuneration, 
wider  probably  than  on  the  G.P.  side? 
Yes. 

703.  Do  you  think  that  is  a good 

thing? We  are  going  to  give  evidence 

on  the  hospital  field.  There  are  a lot 
of  things  we  dislike  very  much  about 
the  present  system  of  remuneration,  or 
rather  the  levels  of  remuneration  in  the 
hospital  field.  We  are  going  to  give 
detailed  evidence  on  that,  and  on  merit 
awards.  We  are  going  to  have  a lot 
to  say.  We  did  not  anticipate  that  you 
would  want  to  hear  about  that  today. 

Chairman:  We  can  probably  get  that 
in  one  of  your  later  reports. 

704.  Sir  Hugh  Watson : Perhaps  we 

could  take  fairly  shortly  -the  paragraphs 
from  No.  34  onwards  in.  which  you  deal 
with  systems  of  remuneration.  As  I 
understand  it,  there  are  three  possible 
bases,  roughly  speaking.  There,  is  the 
item-of-service  basis ; there  is  the 
salaried  or  sessional  basis  and  there  is 
the  capitation  basis.  The  view  of  your 
Union,  as  I understand  it,  is  that  ulti- 
mately what  you  think  would  be  auto- 
matic, would  be  a sessional  payment 
basis  with  health  centres  but  that  while 
doctors  operate  from  their  own  cham- 
bers, so  to  speak,  it  is  not  practical  to 
do  that? Yes,  Sir. 

705.  And  accordingly  to  use  your  own 
expression  you  aim  at  moving  organi- 
cally and  gradually  towards  that.  You 
think  that  whatever  method  of  payment 
is  adopted  at  the  present  time  should 
be  such  as  can  be  adapted  to  fit  into  a 
sessional  payment  system  when  the  time 
comes.  In  other  words,  make  the  best 
of  the  capitation  system  meantime,  is 

that  right? Yes,  if  I could  add  one 

sentence  to  that.  We  think  that  as  'the 
level  of  'lists  becomes  nearer  to  the  aver- 
age, as  it  undoubtedly  will  have  to  over 
the  years,  so  this  tendency  to  think  in 
terms  of  competition  will  get  less  as  doc- 
tors work  together  in  groups — either  in 
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private  groups  or  in  health  centres — and 
the  opposition  to  a sessional  basis  will 
disappear.  We  make  no  bones  about 
the  fact,  however,  that  at  the  present 
moment  doctors  would  resent  very,  very 
strongly  indeed  the  imposition  of  a 
salaried  service.  There  is  no  question 
about  that  at  all.  We  speak  with  cer- 
tainty on  that,  on  behalf  of  our  own 
members. 

706.  In  spite  of  that  you  do  not  think 
that  'the  fact  that  you  are  paid  a fee  on 
a capitation  basis  just  now  is  in  any  way 

implying  that  you  .are  salaried? It  is 

not. 

707.  Chairman : May  I say  one  word 
on  the  salary  question?  We  have  had 
some  evidence  from  another  body,  as 
you  may  be  aware,  Dr.  Cardew,  which 
implied  that  the  younger  doctors  were 
far  less  universally  hostile  to  such  a 

change  than  the  older  ones. 1 think 

the  reason  for  this  is  quite  simple.  The 
difficulties  of  getting  into  a practice  are 
still  very  great,  as  you  have  probably 
already  had  evidence.  It  is  exceedingly 
difficult  for  the  surplus  doctors  in  the 
hospital  field — senior  registrars,  regis- 
trars— who  have  to  leave  that  field  to  get 
into  general  practice.  Naturally  those 
people  dislike  the  free-for-all  present 
method  because  they  see  no  security  or 
future  for  themselves.  Naturally  they 
would  welcome  the  security  of  a salaried 
basis.  How  many  of  them  would  give 
that  answer  five  years  after  they  were 
established  I do  not  know. 

708.  But  when  you  speak  to  the  effect 
that  doctors  as  a whole  are  dead  against 
a salaried  service  you  are  really  speak- 
ing on  the  whole  for  the  young  as  well 

as  the  older  ones? 1 would  speak  for 

the  ones  who  are  already  established  in 
general  practice. — Dr.  Faulkner : The 
majority. — Dr.  Cardew : A large 

majority. 

709.  Sir  Hugh  Watson : How  would  it 

make  it  easier  to  get  into  general  prac- 
tice if  people  were  paid  a salary? 

I imagine  it  is  always  difficult  to  visual- 
ise a system  which  is  utterly  remote 
from  the  present  system.  But  if  the 
State  undertook  complete  responsibility 
for  providing  general  medical  services 
for  the  nation,  including  the  premises, 
presumably  there  would  be  many  vacan- 
cies, as  there  are  in  the  hospital  field. 
A young  doctor  who  left  the  hospital 
and  decided  to  go  into  general  practice 


would  apply  to  go  into  a health  centre. 
But  that  is  very  remote  from  the  present. 

710.  Yes,  I think  we  might  perhaps 

not  pursue  that. I am  quite  willing 

not  to. 

711.  Professor  Jewkes : May  I ask  a 
question  on  the  word  ‘ competition  ’.  It 
seems  to  me  you  feel  that  competition 
among  doctors  is  a bad  thing.  May 
it  not  be  that  competition  which  takes 
the  form  of  all  doctors  trying  to  emu- 
late the  achievements  of  the  best  is  a 
good  thing,  as  is  competition  in  many 
other  fields?  Why  should  competition 

among  doctors  be  so  serious? 1 am 

sure  there  are  other  members  of  my 
delegation  who  would  like  to  reply  to 
this.  I would  just  like  to  say  that  we 
do  not  think  that  a system  of  trying 
to  get  the  largest  number  of  patients  on 
your  list  is  the  best  form  of  competition 
in  medicine.  Competition  by  all  means 
if  there  was  a way  of  devising  competi- 
tion for  giving  the  best  type  of  service, 
for  doing  the  best  type  of  research  work, 
but  not  competition  merely  to  collect 
a number  of  patients  on  your  list 
because  the  evidence  is  overwhelming 
that  the  public  is  very  poorly  placed  to 
assess  merit.  The  reason  which  takes 
patients  on  to  the  list  of  a doctor  I would 
have  said,  in  order  of  importance,  is 
the  conservative  nature  of  .the  patients, 
the  fact  that  for  years  his  family  have 
gone  to  a particular  house  and  they  just 
go  on  going  to  that  house  because  they 
have  always  done  so  and  it  takes,  an 
awful  lot  to  shift  them.  I know  -this 
from  when  I was  in  practice  in  Bristol 
after  the  war.  Patients  used  to  come 
and  see  me  from  five  miles  away  and  I 
remember  asking  one  of  my  patients  why 
did  he  come  to  see  me.  It  was  highly 
inconvenient  for  him.  I said : “ You  do 
not  know  me,  you  have  no  link  with 
me,  and  in  Bristol  we  have  moved 
houses  three  times  due  .to  the  bombing  ”. 
He  said : “ I have  always  been  to  this 
firm.”  It  was  a meaningless  answer  but 
it  was  a very  real  attitude.  There  are 
other  factors,  like  the  superficial  manners 
of  a doctor  ; in  one  case  they  will  appeal 
in  another  they  will  not.  It  is  nothing 
to  do  with  merit.  I do  not  know  whether 
my  colleagues  have  anything  to  add 
about  other  factors  which  they  know. 

712.  Sir  Hugh  Watson : It  was  sug- 

gested to  us  by  some  other  body  that 
one  potent  factor  that  directed  patients 
to  a doctor  was  the  Rolls  Royce. It 
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might  be  so  in  private  practice.  I have 
not  seen  many  in  general  practice. 

That  was  solemnly  suggested  to  us. 
Chairman : It  just  applied  to  con- 
sultants. 

713.  Professor  Jewkes : I thought 

that  where  a doctor’s  list  increased 
that  might  be  some  indication  of 
the  energetic  and  conscientious  fashion 
in  which  he  was  doing  his  work. 
But  you  do  not  think  there  is  any  link 

at  all? 1 generally  think  there  is  no 

link  at  all.  I have  heard  cases  of  new 
doctors  known  to  be  good  young  doc- 
tors, well  qualified,  who  have  established 
themselves  in  a new  area  near  an  estab- 
lished practice  where  the  standard  was 
not  too  good  and  I have  gathered  that 
the  shift  was  remarkably  little  from  the 
big  practice  to  the  new  practice.  There 
is  another  factor  and  that  is  geographical 
convenience.  It  is  almost  the  most 
important.  Patients  are  often  extremely 
lazy.  I know  doctors  who  have  said 
they  will  not  give  up  their  premises  and 
move  400  yards  away  because  they  know 
they  will  lose  a great  many  of  their 
patients  in  doing  so.  People  will  not  go 
that  little  extra  distance. — Dr.  Hopkins: 

I think  I can  add  from  my  personal 
experience.  Despite  my  efforts  to  keep 
my  list  to  less  than  half  the  allowed 
maximum — because  I find  I cannot  fulfil 
all  I want  to  do  for  patients  if  I have 
not  the  time — despite  these  efforts  my 
practice  has  increased  in  numbers  and  I 
find  the  more  patients  on  my  list  the  less 
time  I have  to  give  to  individual  patients. 
I consider  that  my  standard  of  service 
is  reduced  somewhat — and  my  practice  is 
less  than  half  of  the  allowed  maximum. 
I keep  it  at  this  figure  deliberately  so 
that  I can  give  patients  time  and  I might 
add  that  in  doing  this  I automatically 
limit  my  .income. — Dr.  Elliott:  The  other 
point  is  that  all  surveys  of  general  prac- 
tice, the  Nuffield  survey  and  the  B.M.A. 
Hadfield  survey,  showed  that  the  stan- 
dard of  practice  was  worse  in  industrial 
areas  where  the  average  number  on  the 
list,  on  the  whole,  was  the  greatest. 

714.  Chairman:  Which  documents  are 

those? Stephen  Taylor’s  book  on 

“ Good  General  Practice  ” and  the 
Hadfield  report  on  general  practice  which 
the  B.M.A.  published  in  the  British 
Medical  Journal. 

715.  Sir  Hugh  Watson:  Dr.  Cardew, 
in  paragraph  42  under  the  heading 
'‘The  Doctor’s  Responsibilities”  you 


detail  circumstances  with  which  the 
Royal  Commission  are  really  quite 
familiar.  You  would  admit,  of  course, 
that  other  professions  have  heavy  respon- 
sibilities cast  on  them  too? rDr : 

Cardew:  Oh,  yes.  We  think  the  one 
detailed  in  {a)  is  important. 

716.  The  last  sentence  of  (a)  is:  “His 
life  is  one  of  constant  anxiety  Is  that 
really  not  just  a little  bit  of  an  exag- 
geration perhaps?  A doctor  is  naturally 
anxious  about  his  patients.  I do  not 
suppose  I ever  had  a higher  regard  for 
anybody  than  my  family  doctor,  but  he 
had  his  game  of  golf.  His  life  was  not 

one  of  constant  anxiety. Dr. 

Faulkner:  If  I may  speak  on  this,  T 
think  it  is  the  continuing  responsibility 
that  is  the  different  factor.  A doctor 
may,  of  course,  appoint  a competent 
locum  to  look  after  his  patients  while 
he  plays  golf  but  there  are  many  patients 
who  will  not  be  satisfied  with  a deputy ; 
who,  rightly  or  wrongly,  believe  that  their 
own  individual  doctor  can  give  them 
something  that  nobody  else  can  give  and 
make  continuous  demands  on  him  and 
on  no  other  doctor  in  the  Health  Service. 
The  consultant  responsible  for  60  beds 
in  a hospital  has  his  registrars  and  so 
on  who  take  continual  responsibility  from 
him.  He  may,  of  course,  at  any  time 
of  the  day  or  night  take  decisions  of 
great  importance.  It  is  only  the  general 
practitioner,  I should  say,  who  has  the 
constant  anxiety.  I do  not  think  this  is 
too  strong.  At  this  moment  all  of  us 
here  have  continual  anxiety  for  our 
patients.  We  have  other  people  looking 
after  them  but  we  have  at  the  back  of 
our  minds  a feeling  of  responsibility  for 
a large  number  of  patients  which  we  can 
never  give  up  entirely.  I do  not  think 
this  is  an  exaggeration  at  all.  Sir. 

717.  Mr.  Gunlake : Does  it  in  your 
view  distinguish  your  profession  from 

other  professions? Dr.  Cardew:  I do 

not  know  of  any  other  profession  where 
a wrong  decision  could  have  such  im- 
portant consequences.  You  examine  a 
patient  in  the  morning  and  you  go  away. 
Throughout  the  day  you  are  wondering 
at  the  back  of  your  mind  if  you  have 
missed  anything  there.  If  iit  is  a wrong 
decision  it  may  have  very  important  con- 
sequences, which  I do  not  think  you 
would  find  many  professions  have. 

Sir  Hugh  Watson : I grant  you  the 
life  and  death  element  but  this  question 
applies  to  a high  degree  to  solicitors  and 
lawyers. 
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Sir  David  Hughes  Parry : And  to 
accountants. 

718.  Sir  Hugh  Watson : I constantly 
have  in  my  mind  “ Was  I .absolutely  right 
then  ”,  and  I do  not  know  for  five  years. 

The  consequences  of  any  wrong 

action  are  not  quite  the  same. 

719.  I gave  you  life  and  death. 

And  others,  even  injury  to  health  due 
to  wrong  diagnosis. 

Sir  Hugh  Watson : Enormous  financial 
worry  is  also  serious. 

720.  Sir  David  Hughes  Parry : There 

is  the  case  of  the  mining  engineer. 

Yes,  a mining  engineer  would  certainly 
be  more  comparable. 

721.  Even  a train  driver. Dr. 

Hopkins : But  these  people  are  not 
likely  to  be  called  on  at  any  hour  of 
the  night,  any  night  of  the  week,  to 
attend  a patient  who  has  collapsed  and 
has  some  acute  illness  come  upon  him. 

Chairman : I think  you  under-estimate 
the  extent  to  which  other  people  are 
called  out  at  any  time  of  the  day  or 
night. 

722.  Mr.  Watson : It  would  not  be  an 
exaggeration  to  claim  that  a mine 
manager  or  a mining  engineer  of  a big 
mine  has  (a)  more  constant  anxiety  than 
any  doctor  and  ( b ) is  called  out  of  bed 

more  than  any  two  doctors. Dr. 

Cardew : I hope  he  is  remunerated  on 
that  assumption. 

723.  Mr.  McIntosh : Is  there  not  here 
a confusion : it  is  the  effect  of  the 
anxiety  on  the  individual  entirely  and  I 
do  not  think  any  profession  can  claim 
any  particular  amount  of  anxiety.  I 
can  imagine  a person  who  has  quite  a 
light  responsibility  but  worries  about  it 
enormously.  That  ds  the  point,  surely? 

That  is  true. — Dr.  Elliott'.  There  is 

another  point  that  according  to  our 
terms  of  service  as  general  practitioners 
we  have  responsibility  for  our  patients 
all  the  time,  and  though  we  might  arrange 
various  deputy  arrangements  until  very 
recently  we  were  responsible  even  for 
the  wrong  doings  of  our  deputies.  I do 
not  think  there  is  any  other  section  of 
any  profession  , which  equals  our 
responsibility  for  24  hours  a day  and 
night  for  what  happens  to  our  patients. 
This  is  a terrific  cause  of  anxiety.  I 
do  not  think  we  should  enter  into  rela- 
tive merits  of  anxiety  of  different  people 
but  to  take  an  example,  iwe  have  had  a 
terrific  influenza  epidemic.  All  of  us 


general  practitioners  have  been  work- 
ing extremely  hard.  We  know  other 
people  work  hard  too.  On  top  of  the 
ordinary  influenza  we  got  the  complica- 
tion of  bronchial  pneumonia  which  was 
very  worrying.  The  hospitals  were  not 
able  to  deal  with  all  the  cases  and 
truthfully  I personally,  since  I have  been 
in  practice,  have  never  had  such  a pro- 
longed worrying  'time  than  during  the 
last  three  months.  I personally  felt  very 
bad  because  of  all  this  anxiety  I have 
had  in  the  last  three  months. 

724.  Chairman : ,1  think  again. 

Doctor,  that  you  do  not  quite  in  your 
profession  give  full  account  of  the 
extent  to  which  this  kind  of  situation 
arises  in  many  other  walks  of  life.  It 
is  not  an  unusual  phenomenon  but  we 
fully  appreciate  that  it  is  a factor  in  the 

doctor’s  life. Dr.  Cardew : We  did  not 

feel  we  were  called  upon  to  make  a 
relative  assessment.  We  felt  we  had  to 
put  the  thing  down  as  we  saw  it  and 
leave  it  to  your  judgment  to  make  the 
comparison. 

725.  Mr.  Gunlake : I wonder  if  with- 
out comparing  the  medical  profession 
with  others  I might  ask  the  question  in 
another  form.  The  anxiety  in  the 
medical  profession,  as  I see  it,  arises 
from  two  causes.  First  of  all,  a crisis, 
a collapsed  patient,  something  of  that 
kind  where  something  has  to  be  done 
very  rapidly.  ' There  is  also  the  long 
term  anxiety  of  a difficult  case  with 
complications  and  you  may  wonder  if 
you  have  made  a right  decision  and  so 
on.  Is  it  fair  to  say  that  in  that  -last 
type  of  case,  -life  is  not  quite  so  diffi- 
cult as  it  was,  say,  20,  30,  40  years  ago 
with  modern  therapeutic  methods  and 
with  easy  access  to  hospitalisation  ; that 
that  form  of  anxiety  is  less  than  it  was? 
— Dr.  Faulkner : It  is  true  to  say  that  the 
responsibility  has  changed.  While  we 
are  less  anxious,  say,  about  the  case 
of  acute  pneumonia  which  we  can  treat 
with  penicillin  . . . 

726.  I .was  going  to  ask  about  that. 

But  at  the  same  time  our  territory 

has  increased  'because  we  have  more 
seriously  dll  patients  at  home  in  general 
practice  than  we  (had  before  because 
antibiotics  generally  have  allowed  us  to 
retain  patients  in  -their  own  homes.  And, 
of  course,  .the  increase  of  other  facilities, 
the  domiciliary  visits  which  you  will 
know  about,  ithe  expansion  of  home 
nursing,  the  home  help,  and  direct  access 
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to  X-rays  have  all  tended  to  mean,  we 
have  more  seriously  ill  patients.  The 
range  of  cases  which  we  can  treat  in 
general  practice  has  increased  consider- 
ably, so  I think  that  would  offset  the 
actual  fact  that  we  have  more  in  our 
armamentaria  to  treat  these  serious 
types  of  illness. 

727.  Mr.  McIntosh-.  Would  you  say 
you  had  as  much  night  work  now  as 

you  had  before? 1 (think  perhaps  Dr. 

Walden  had  better  answer  that. — Dr. 
Walden : I do  not  think  night  work  has 
altered  very  much.  Perhaps  patients 
are  a little  more  considerate  in  ringing 
and  asking  for  visits  whereas  before  they 
would  have  liked  you  to  have  called.  I 
think  that  is  the  only  reduction  in  type 
of  night  work. 

728.  Chairman:  Partnerships  help  a 

bit? Partnerships  help  a great  deal, 

Sir. 

729.  Mrs.  Baxter:  In  fact,  what  you 
are  saying  is  something  quite  outside 
our  consideration  has  come  to  your  aid, 
namely  the  extension  of  the  telephone 

service? Not  only  the  extension  of 

the  telephone  service  but  the  education 
of  the  population. 

730.  But  many  more  people  now  can 

use  the  telephone  sensibly? Oh,  yes. 

731.  Sir  Hugh  Watson  : When  you  say 
education  of  the  people,  Dr.  Walden, 
the  doctor  must  play  a large  part  in 

that? He  plays  a very  large  part 

in  it. 

732.  We  have  had  evidence  that  the 

public  are  gradually  becoming  aware 
that  they  must  not  abuse  this  Health 
Service? Yes. 

733.  And  while  it  was,  in  fact,  natural 
that  they  should  all  rush  to  the  doctor 
when  it  was  first  introduced  that  is 
substantially  less  the  case  now  than  it 

was  at  the  outset? It  has  changed 

slightly. — Dr.  Cardew:  I do  not  know 
if  it  has.  You  have  two  influences  to 
bear.  One  is  the  one  you  mentioned, 
also  a great  deal  of  propaganda  from 
the  Ministry  and  from  the  medical  pro- 
fession that  the  patient  must  go  and 
see  the  doctor  earlier  Even  on  the 
television  there  has  been  a regular  adver- 
tisement in  the  last  few  months  “ Go 
and  see  your  doctor  ”. 

734.  That  would  be  in  the  surgery 

hours? “ Go  to  bed  and  call  the  doc- 

tor ” — a whole  range  of  advertisements 
has  said  that. — Dr.  Hopkins:  And  the 


patients  do. — Dr.  Cardew:  So  you  have 
influences  both  ways,  both  to  see  the 
doctor  earlier. — Dr.  Faulkner:  The 

figures  have  not  changed  in  our  know- 
ledge very  much. 

735.  Mr.  Watson : Would  it  be  fair  to 

say  that  the  number  of  consultants  now 
available  compared  with  20  years  ago 
and  the  demand  for  the  domiciliary  visit 
has  encouraged  the  general  practitioner 
to  hand  over  his  really  bad  cases  to  the 
hospital  consultant?  You  talk  about  con- 
stant anxiety? The  practice  now, 

wherever  possible,  is  to  keep  them  at 
home. 

736.  But  surely  you  bring  in  the  con- 
sultant, there  is  an  arrangement  for  that? 

Dr.  Cardew:  That  does  not  lessen 

the  work  for  the  G.P. 

737.  I am  not  saying  that.  Surely  it 
is  an  asset  to  the  ordinary  general  medi- 
cal practitioner  which  he  did  not  have 

twenty  years  ago? Certainly. — Dr. 

Faulkner:  But  the  proper  use  of  the 
domiciliary  consultant  service  is  to  try 
and  keep  your  patient  at  home,  getting 
advice  on  how  to  have  the  patient  at 
home.  So  twenty  years  ago  some  of  the 
cases  we  called  out  consultants  to  see 
we  would  have  had  to  send  to  hospital ; 
they  might  have  died  before  we  could 
get  them  to  hospital.  But  we  think  the 
service,  properly  used,  allows  us  to  keep 
more  patients  at  home  and  therefore 
although  the  consultant  shares  some  of 
the  responsibility  for  treatment,  in  fact 
we  have  a continuing  responsibility  for 
that  patient,  for  perhaps  three  or  four 
weeks,  whereas  previously  we  would 
have  sent  them  into  hospital.  I think 
that  also  works  both  ways. — Dr.  Hop- 
kins : It  does,  in  fact,  increase  the  work 
because  if  I have  a patient  with  pneu- 
monia I can  either  send  the  patient  into 
hospital  or  treat  at  home.  I get  the 
same  capitation  fee  either  way.  But  since 
I like  to  treat  my  own  patients  I keep 
them  at  home  where  I can.  I call  in  a 
consultant  certainly  for  his  guidance  but, 
in  fact,  it  increases  my  work  because 
I will  have  to  visit  that  patient  perhaps 
once  or  twice  a day  for  a week  or  ten 
days  whereas  otherwise  I could  have 
just  sent  him  into  hospital  and  com- 
pletely lost  contact  with  him.  In  fact, 
this  increases  the  amount  of  work  one 
does. 

738.  Sir  Hugh  Watson:  I think  the 
Commission  appreciate  to  the  full  the 
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responsibility  and  all  that  goes  with  it 
of  the  doctor’s  occupation  and  the 
honourable  respect  in  which  he  is  held 
in  the  community.  May  I turn  now  to 
the  question  which  you  find  so  difficult 
and  which  we  all  find  so  difficult?  It 
is  dealt  with  in  paragraph  47.  I am  not 
sure  whether  I am  encouraged  or  not 
by  the  last  sentence  in  the  memorandum 
which  you  submitted — the  additional 
memorandum  on  the  payment  of  ex- 
penses. In  the  last  paragraph  it  says : 

“The  Union  wishes  to  state  that  it 
is  not  concerned  in  detail  with  the 
actual  mechanics  of  any  scheme  for 
repaying  practice  expenses.  In  any 
case  these  mechanics  would  have  to 
be  the  subject  of  a detailed  study  and 
negotiations  between  the  Ministry  of 
Health  and  the  profession.  It  is  con- 
cerned, however,  with  establishing  the 
principle  that  the  repayment  of  prac- 
tice expenses  should  be  divorced  from 
net  remuneration  and  that  expenses 
should  be  repaid  on  a realistic  basis.” 
At  the  present  time,  as  we  know,  as  it 
was  put  to  my  learned  Friend,  it  is 
recognised  that  a doctor  in  earning  a fee 
of  two  guineas  spends  one  guinea,  so  he 
has,  in  fact,  three  guineas.  That  is  what 

it  works  out  at,  is  it  not? Dr. 

Cardew : Yes. 

739.  But  the  trouble  is  that  while  “ Dr. 
Watson”  incurs  the  expense  of  one 
guinea  he  is  an  entirely  mythical  and 
legendary  figure  and  Dr.  Cardew  who 
is  a public  spirited  and  generous  person 
spends  45  per  cent,  or  more ; Dr. 
Faulkner  would  be  much  more  careful, 
he  spends  26  per  cent. ; he  does  not 
employ  the  proper  ancillary  staff,  he 
keeps  his  surgery  in  a much  less  proper 
way.  We  have  certain  figures  of  these 
matters  which  you  have  probably  seen. 
They  are  contained  in  the  review  which 
was  prepared  by  the  Inland  Revenue  for 
the  years  1952  and  1953  and  I have  the 

one  for  1953.  Have  you  the  figures? 

I saw  them  at  the  time  but  I have  not 
looked  at  them  for  a very  long  time. 

740.  Of  course  we  deal  with  averages. 
Yes. 

741.  There  are  various  groups  begin- 
ning with  an  urban  single-handed  general 
practitioner  with  under  1,000  patients  and 
going  up  to  a partnership  with  four  or 
more  principals  in  the  country  and  the 
result  is  that  the  averages  vary  from  44 
down  to  29-5.  As  I understand  it  you 


maintain  that  the  fact  that  “ Dr. 
Watson  ” does  not  exist  is  an  encourage- 
ment to  many  doctors,  or  to  put  it  the 
other  way,  is  a deterrent  to  any  doctor 
from  spending  on  premises  and  so  on 
what  they  ought  to  spend  and  the 
people  who  spend  what  they  should 
spend  rather  hold  back?  You  have  pro- 
pounded various  alternative  schemes 
from  time  to  time.  You  had  the  1950 
scheme,  the  1951  scheme  and  then  the 
third  scheme.  You  have  dropped  the 
1950  scheme.  There  is  the  1951  scheme. 
You  still  feel  that  ought  to  be  explored 

further? We  would  prefer  the  1951 

scheme  of  all  the  schemes,  if  it  could 
be  operated. 

742.  In  your  note  you  say  you  do  not 
wish  to  go  into  the  mechanics  of  this 
case.  I am  sorry  to  have  spoken  so 
long  but  I am  very  puzzled  about  it. 

How  exactly  do  you  stand? Quite 

frankly  we  are  protecting  ourselves  with 
this.  We  do  not  feel  that  we  are  in  any 
position  to  work  out  a scheme  in  the 
utmost  detail  which  would  be  acceptable 
to  the  Inland  Revenue,  to  the  Ministry 
of  Health  and  to  the  medical  profession. 
All  we  can  hope  to  do  is  to  try  and 
devise  in  general,  but  in  as  detailed 
terms  as  possible,  solutions  to  this 
problem  and  we  have  explored  a num- 
ber of  avenues  which  I think  might  be 
helpful.  But  we  do  not  want  it  to  be 
said  that  because  some  little  flaw  could 
be  found  in  one  of  the  schemes  that  the 
whole  idea  should  be  thrown  aside.  We 
attach  the  greatest  possible  importance 
to  the  acceptance  of  the  principle  that 
the  present  method  of  dividing  expenses 
is  against  the  doctor’s  interests  and 
against  the  public  interest  and  should 
be  remedied. 

743.  I do  not  think  I need  to  go 
further  into  the  mechanics  of  this  thing. 
You  and  I both  know  perfectly  well  how 
it  works.  We  know  there  are  two 

different  things  involved.  One  is  the 
question  of  repayment  to  the  doctor  of 
what  are,  in  fact,  only  notional  expenses, 
and  the  other  is  the  ability  of  the  doctor 
either  by  himself  or  through  his 
accountant  to  recover  income  tax  on 
what  he  has,  in  fact,  spent.  That  is  the 

whole  problem? Yes.  At  the  present 

the  doctor  is  actually  discouraged  from 
spending  money.  There  is  no  question 
at  all  in  regard  to  his  ability  to  do  good 
medicine  or  give  good  service  to  the 
public  and  that  is  the  principle  we  want 
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»o  reverse.  A way  should  be  found  to 
encourage  the  doctor  to  undertake 
expenses  which  are  in  the  public  interest 
nnd  in  his  own  interest. 

744.  I know  that  the  difficulty  is  how 
to  bring  that  about.  The  Commission 
now  has  to  enquire  into  remuneration 
and  you  may  well  say  to  us  that  re- 
muneration means  good  remuneration 
and  therefore  the  way  in  which  expenses 

are  dealt  with  is  most  important? 

That  is  what  we  do  say. 

745.  Do  you  suggest  that  the  Com- 
mission should  take  it  as  a fact  that 
this  thing  does  operate  in  the  very  unfair 
way  that  you  suggest,  or  how  would 
you  propose  to  establish  it?--  --—Well, 
Sir,  we  have  a number  of  individual 
cases  which  we  can  bring  to  your  atten- 
tion, either  privately  or  however  you 
wish,  to  fortify  this  evidence,  because  it 
is  an  unassailable  fact  that  the  expenses 
of  practitioners  vary  very  widely.  Even 
the  published  figures  which  you  have 
quoted  show  that.  And  yet  they  are  all 
repaid  on  the  basis  of  33 "4  per  cent,  at 
the  present  time.  Even  some  groups 
are  apparently  favoured  as  against 
others,  but  we  would  not  accept  that 
those  groups  by  any  means  are  the 
representatives  of  the  individuals  within 
the  groups.  The  extremes  are  much 
wider  than  those  quoted  there. 

746.  The  Commission  have  been 
having  some  education  in  the  last  week 
and  it  is  suggested  to  us  that  it  would  be 
worth  while  to  go  deeper  into  this 
instead  of  having  averages ; that  we 
should  look  into  these  various  groups 
and  find  out  exactly  what  we  are  talking 

about. And  even  take  a random 

sample  of  certain  individuals. 

747.  Mr.  Watson : Take  the  case  of  a 
doctor  who  has  been  in  practice  for  a 
long  time  and  has  a well-established 
practice.  He  takes  in  a young  partner 
and  gives  him  one-third  of  his  practice. 
This  young  doctor  might  do  more  than 
half  the  work  in  the  practice  itself. 
How  would  this  expenses  principle  work 

in  that  case? 1 think  this  is  an 

entirely  different  question,  the  division 
of  net  remuneration  between  partners. 
How  the  expenses  would  vary  is 
incalculable.  It  would  depend  on  so 
many  things,  on  the  local  conditions,  the 
number  of  houses,  all  sorts  of  factors. 
But  the  general  principle  is,  I think, 
unassailable,  that  there  are  certain  areas 
of  the  country,  the  industrial  ends 


of  towns,  where  it  is  very  cheap  to  run  a 
practice,  where  traditionally  patients  do 
not  expect  a very  high  standard  of  ser- 
vice because  they  have  never  known  any- 
thing better,  where  a doctor  is  allowed 
to  run  a very  low  practice  from  his  sur- 
gery and  have  a very  low  expense  ratio 
indeed.  He  may  gain  as  much  as  £700 
or  £800  a year  because  his  expense  ratio 
is  low.  He  is  able  to  benefit  from  that. 
To  me  this  is  clearly  against  the  public 
interest,  that  a doctor  who  is  giving  a 
low  standard  of  service  should  have 
money  added  to  his  net  remuneration, 
whereas  a doctor  who-  is  going  out  of  his 
way  to  provide  a good  service  should 
lose. 

748.  Professor  Jewkes:  On  the  ques- 
tion of  principle — let  us  leave  on 
one  side  the  details — is  there  this  kind 
of  danger  in  connection  with  your 
scheme?  If  doctors  knew  that  their  ex- 
penses were  going  to  be  reimbursed  in 
full  might  they  not  spend  too  much  on 

their  surgeries? This  is  the  problem 

we  tried  to  face  in  the  1951  scheme.  We 
did  reckon  .that  doctors,  being  human, 
would  get  as  high  expenses  allowed  by 
the  tax  authorities  as  they  possibly 
could.  In  other  words,  their  accountants 
would  naturally  advise  them  as  to  what 
they  could  put  in  as  legitimate  expenses, 
and  of  course  every  doctor  will  try  for 
that  figure  to  be  as  high  as  it  can, 
because  he  does  not  pay  tax  on  it.  We 
do  not  think  there  is  much  danger  m in- 
creasing the  normal  items  of  expenditure 
because  the  Income  Tax  Inspector  has 
already  seen  that  they  do  not  indulge  in 
extravagances  dn  their  practices  which 
could  not  be  justified.  There  are  certain 
instances  where  that  would  not  apply,  I 
suppose  motor  car  expenses.  It  would 
be  difficult  for  an  Income  Tax  Inspector 
to  say  that  a doctor  was  not  entitled  to 
buy  a Rolls  Royce.  And  it  seemed  to  me 
it  would  clearly  be  against  the  public  in- 
terest to  encourage  the  doctors  to  do 
that.  So  certainly  in  these  items  we  have 
tried  to  devise  a protection  to  the  public, 
so  that  a reasonable  standard  should  be 
laid  down.  On  the  question  of  employ- 
ment of  a receptionist  for  example,  we 
think  it  would  be  possible  for  the  Minis- 
try to  say  “ We  think  that  a receptionist 
could  be  employed  for  a certain  size  of 
list — a whole-time  receptionist  ”,  and  the 
doctor  would  be  fully  rewarded  for  that. 
But  if  he  had  less  than  a certain  number 
he  would  only  be  entitled  to  employ  a 
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receptionist  'half-time.  That  is  for  re- 
payment in  full.  Of  course  if  he  wished 
it  he  could  still  employ  a whole-time 
receptionist  and  put  it  in  against  the 
income  tax.  In  other  words,  there  would 
be  a strict  limit  on  the  amount  repaid 
by  the  Ministry  which  would  necessitate 
a local  committee  to  do  some  investiga- 
tion. 

749.  I see.  You  would  contemplate  a 
local  committee  establishing,  say,  mini- 
mum standards,  and  those  minimum 
standards  would  automatically  be 

accepted  by  the  Inland  Revenue? 

Yes,  exactly. 

750.  If  you  do  not  have  that  arrange- 
ment do  you  not  run  into  the  difficulty 
that  you  have  tax  inspectors  deciding 
what  are  technical  matters  medically? 
— — That  is  so  now. 

751.  Yes,  they  do  now.  But  of  course 
the  problem  might  become  more  acute  if 
in  fact  you  were  being  reimbursed  100 
per  cent.,  because  naturally  most  doctors 
would  want  to  spend  more  under  those 
conditions  on  their  surgeries,  which  in 

fact  you  think  is  desirable? So  long 

as  it  is  done  within  the  area  of  public 
interest,  yes — within  reason. 

752.  Chairman : Which  is  to  be  defined 

how? It  would  have  to  be  defined  by 

a local  committee.  There  would  have 
to  be  a joint  committee  which  would 
have  to  justify  expenditure  on  practice 
premises.  In  other  words,  let  us  say, 
a local  practitioner  in  Birmingham 
would  say : “ It  is  three  years  since  I 
had  my  surgery  decorated”,  and  apply 
to  the  committee  and  put  an  estimate 
into  the  committee  for  doing  it.  The 
committee  might  say:  “No,  we  do  not 
think  it  is  justified.”  He  could  still  do 
it  and  get  the  income  tax  off  it  but  he 
would  not  necessarily  get  the  return  in 
full. 

753.  I think  the  Cohen  Committee 
suggested  that  not  enough  now  is  being 

spent  on  surgeries? 1 sat  on  that 

committee,  but  I forget  the  conclusion. 

754.  Professor  Jewkes : The  M.P.U. 

is  certainly  suggesting  it? Yes, 

certainly. 

755.  How  are  you  going  to  make 

sure  that  there  will  not  be  big  local 
variations? This  is  always  the  diffi- 

culty in  things  of  this  sort.  I imagine 
you  would  have  to  have  a central  com- 
mittee which  would  lay  down  guidance 


either  in  the  form  of!  an  instruction 
from  the  Ministry  to  the  local  Executive 
Councils  or  by  some  professional  body 
which  would  lay  down  some  agreed 
central  standards.  Then  you  would  have 
to  see  that  the  local  bodies  applied  those 
standards.  I suppose  it  is  inevitable  you 
would  still  get  some  local  variation,  but 
you  cannot  get  everything  perfect  in  life 
always. 

756.  You  must  not  think  I am  opposed 
to  your  scheme,  Dr.  Cardew,  but  once 
you  have  a national  scheme  With 
national  standards  administered  by  local 
bodies,  do  you  not  get  an  extraordin- 
arily rigid  system?  For  example,  is  it 
the  case  among  doctors,  as  it  is  among 
some  other  professions,  that  some  people 
like  working  with  a lot  of  equipment 
and  some  people  like  working  with  little 
equipment?  How  are  you  going  to  allow 

for  that  kind  of  difference? Dr. 

Faulkner : Surely  you  are  not  going  to 
get  any  scheme  that  completely  covers 
this  type  of  thing.  All  we  are  asking 
is  that  some  of  the  anomalies  in  the 
present  scheme  should  be  removed.  We 
envisage  certain  broad  divisions,  certain 
allocations,  a certain  number  of  reception- 
ists, a certain  number  of  secretaries, 
perhaps  a certain  number  of  other  ancil- 
lary staff  in  some  isolated  areas  would  be 
accepted.  There  would  be  certain 
standards  laid  down,  and  once  the  pre- 
liminary work  was  done  it  would  be 
administered  automatically.  And  then 
the  special  applications : if  a doctor  said : 

“ I want  to  do  minor  surgery  and  I am 
40  miles  from  the  nearest  hospital.  I 
therefore  need  a nurse.  I need  to  main- 
tain my  equipment  ”,  it  would  be  a 
special  case,  and  he  would  justify  it  to  his 
colleagues,  to  the  representatives  of  the 
local  medical  committee,  that  he  needed 
that  particular  thing.  In  addition  to  that 
there  would  be  a certain  number  of 
people  who  perhaps  could  not  justify 
their  desire  to  have  six  secretaries  instead 
of  two,  or  to  work  on  an  expense  ratio 
which  would  seem  to  their  colleagues  to 
be  fantastically  high.  They  would  still 
be  entitled  to  what  was  the  generally 
accepted  figure,  the  standard  laid  down, 
and  they  would  still  have  to  meet  any 
addition  from  their  own  pocket.  But  this 
does  not  detract  from  the  fact  that  this 
scheme  would  actually  encourage  genuine 
expenditure  in  providing  facilities  where 
better  medicine  could  be  done.  It  could 
not  make  better  medicine  be  done  but  we 
believe  it  could  materially  alter  the 
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circumstances  and  allow  better 
medicine  to  be  done. — Dr.  Cardew. 

I think  one  should  add  it  is 
equally  important  that  it  would  not 
allow  a doctor  who  grossly  underspent 
to  benefit  financially  from  underspend- 
ing. I think  that  is  just  as  important  as 
the  other  side.  The  doctor  who  spends 
£800  a year  less  than  he  receives  would 
no  longer  get  the  £800,  he  would  only 
get  the  lesser  sum. 

757.  Sir  Hugh  Watson : My  friend 

“ Dr.  Watson  ” pays  tax  on  £2,222.  It 
is  probable  that  you  do  not,  you  see.  You 
pay  tax  on  £3,333  less  what  you  spend  ; 
is  that  not  so? Yes. 

758.  He  pays  tax  on  £3,333  and  then 
he  has  got  to  go  to  the  Inspector  of  Taxes 
and  put  forward  his  claim  for  expenses, 
and  to  the  extent  that  he  cannot  support 
the  claim  for  expenses  he  has  to  pay 

income  tax. Yes.  I think  we  did  make 

this  point  clear  in  our  evidence,  that  the 
anomaly  to  which  we  have  drawn  atten- 
tion if  it  extends  over  an  area  like  that  is 
actually  reduced  at  each  end  because  the 
doctors  who  gain  by  the  operation  do 
not  gain  the  total  net  amount  because 
half  of  it  comes  off  tax ; and  the  ones 
who  lose  at  the  other  end  do  not  lose  the 
total  amount.  So  actually  the  anomaly 
is  not  as  wide  as  it  would  be  if  it  was 
not  for  the  tax  element. 

759.  On  this  question  of  having  all 
these  expenses  proved  by  a committee  of 
some  kind  or  another,  in  the  expenses 
claim  which  you  submitted  with  your 
second  memorandum  there  appear  to  me 
to  be  about  16  items  which  will  have  to 
go  before  such  a committee  which  could 
not  be  admitted  without  prior  approval. 
Sixteen,  are  there? 

760.  I think  so — domestic  help,  main- 
tenance repairs,  laundry  and  dry  clean- 
ing, expenses  of  branch  surgeries  . ■ . 
All  those  would  be  admitted.  Sir. 

761.  Would  they? Yes,  because  the 

figures  included  under  these  headings 
should  be  those  submitted  to  and 
accepted  by  the  income  tax  authorities. 

762.  And  in  your  view  they  would  be 

repaid  through  the  committee?  They 
would  be  taken  out  of  the  realm  of 
income  tax  altogether? No,  Sir,  no. 

763.  On  your  view,  as  I understand 
it,  the  doctor  will  be  paid  £2,222,  and 
he  will  be  repaid  his  legitimate  expenses? 

Yes,  out  of  this  central  expenses 

pool. 


764.  So  that  these  figures  will  still  have 
to  go  before  the  Inspector  of  Taxes? 

Oh,  yes,  because  in  submitting  his 

claim  for  payment  of  his  expenses  the 
first  requisite  step  is  to  submit  his  claim, 
his  approved  claim,  an  approved  and 
accepted  claim,  to  the  income  tax  autho- 
rities. 

765.  Chairman : Why? Because 

that  is  a preliminary  check  of  the  greatest 
value.  If  an  Inspector  will  not  accept 
a large  number  of  items  as  proper  to  the 
practice,  then  that  is  the  first  check, 
which  we  think  is  a very  valuable  one ; 
it  is  one  already  applied. 

766.  Sir  Hugh  Watson : I should  have 
thought,  Dr.  Cardew,  with  great  respect, 
that  if  the  local  medical  committee,  or 

• whatever  it  is  called,  went  with  their 
knowledge  and  certified  that  they  were 
prepared  to  advise  the  Ministry  to  repay 
to  the  doctors  certain  items,  then  that 
takes  it  out  of  his  income  tax  account 

altogether. Yes,  I see  the  point.  But 

it  does  mean  much  more  detailed  work 
by  the  committee. 

767.  I think  that  is  what  you  are  run- 
ning into. What  we  were  suggesting 

was  that  the  Income  Tax  authorities,  so 
to  speak,  acted  as  a guardian  of  the 
public  purse  already,  and  we  continue  to 
use  it  for  90  peir  cent,  of  the  scheme. 

It  is  the  basis  of  the  expenses  pool  now. 
The  £23  million  which  Is  repaid  to  the 
doctors  is  in  fact  this  item  approved  by 
the  income  tax  people. 

Sir  Hugh  Watson : That  may  be,  but 
I am  not  sure  that  you  follow  exactly 
the  logical  consequence  of  where  you 
are  going  in  this.  I think  you  are  going 
to  increase  the  amount  of  paper  work 
enormously. 

768.  Chairman-.  I think  you  are 
giving  the  Inland  Revenue  something 
which  has  never  been  its  job — assessing 
the  oost  and  justifiable  expenditure  on 
something  that  they  are  never  going  to 

touch. Sir,  they  already  accept  this 

obligation. 

769.  They  do  now,  because  it  is  now 
part  of  your  income.  You  return  a gross 
figure  now  and  you  try  and  establish 
that  some  portion  of  it  is  a legitimate 
expense  because  it  was  a necessary  busi- 
ness expense.  But  in  future  you  will  not 
be  doing  anything  of  the  kind.  You  will 
return  your  full  net  remuneration  and 
then  say:  “Will  you  please  act  as  a 
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certifying  authority  to  say  that  this  ex- 
penditure is  reasonable  when,  having  no 
effect  on  the  Inland  Revenue  at  all,  we 
will  then  send  in  a chit  for  repayment 
in  full.”  It  does  not  ever  touch  the 
Inland  Revenue. It  need  not 

770.  It  does  not.  It  will  not.  They 
have  nothing  to  do  with  it  on  that  basis. 

unless  I have  quite  misunderstood  it. 

I think  you  have  misunderstood  this, 
because  at  the  present  moment  the 
amount  of  the  £23  million  repaid  to 
general  practitioners — in  other  words, 
their  gross  remuneration — is  determined 
by  this  very  factor,  by  the  amount  which 
the  Income  Tax  Inspector  will  allow  on 
the  individual  case. 

771.  I understand  that  the  £23  million 
is  determined  on  a periodical  assessment 

of  the  average  percentage. Of  the 

actual  amount  returned  by  doctors  in 
expenses,  yes.  So  in  fact  the  amount  of 
this  sum  is  determined  by  multiplying 
up  the  individual  claims  allowed  by  the 
Income  Tax  Inspector. 

772.  Sir  Hugh  Watson : That  is  so  as 
it  happens  at  the  moment,  but  it  seems 
to  me  that  various  points  flow  from  that. 
In  the  first  place  we  have  been  told  that 
there  is  not  uniformity  throughout  the 
country  in  the  way  in  which  Inspectors 

of  Taxes  deal  with  these  claims. 1 

think  that  is  true. 

773.  Secondly,  if,  as  the  Chairman 
suggests,  your  system  were  adopted  and 
you  were  to  have  a committee  which 
approved  expenditure  of  doctors  and 
authorised  it  to  the  Ministry  for  repay- 
ment, that  would  take  it  out  of  the 
category  of  income  altogether,  and  it 
would  no  longer  come  under  the  juris- 
diction of  the  Inspector  of  Taxes,  be- 
cause the  doctor  would  get  his  £2,222 
and  he  would  also  get  in  due  course — 
mind  you,  it  would  take  some  time 
before  this  machinery  of  yours  would  be 
operative— his  repayment  of  expenses. 

7 That  is  exactly  what  happens  now,  is 

it  not,  at  the  present  time? 

774.  Yes,  but  now  the  average,  the 
normal,  doctor  is  assessed  for  income 
tax  on  £3,333  and  he  has  got  to  justify 
to  the  Inspector  of  Taxes  certain 
expenses. — If  I might  stop  you.  The 
only  way  the  figure  of  £3,333  is  known 
is  by  finding  out  what  the  £1,111  is— by 
finding  out  what  to  add  to  the  £2,222  to 
make  it  to  £3,333. 


775.  I agree,  but  then,  you  see,  to  that 

I answer  that  it  is  very  probable  that  if 
the  question  of  expenses  was  dealt  with 
on  a uniform  basis  by  committees  who 
knew  .their  subject  dn  more  detail  the 
doctors  might  even  oome  off  better  and 
certainly  they  would  gat  their  expenses 
repaid.  They  would  not  be  assessed  for 
tax  on  them  at  all.  At  present  they  are 
assessed  on  £1,111  less  what  they  can 
justify ; that  is  the  position? Yes. 

776.  Chairman : And  it  may  be  a 

good  deal  more  than  £1,111? Yes. 

111.  And  in  fact  often  is? Yes. 

778.  It  may  be  more? It  may  be 

more  or  it  may  be  less,  yes. 

779.  Professor  Jewkes:  Apart  from 

the  detail,  is  this  correct.  Dr.  Cardew, 
that  the  £23  million  we  have  been  dis- 
cussing is  the  actual  expenses  that  have 
been  allowed  to  doctors  as  a result  of 
the  Inland  Revenue  survey? Yes. 

780.  And  you  are  really  suggesting, 
leaving  the  detail  on  one  side,  that  in- 
stead of  distributing  that  £23  million  in 
a standard  percentage  to  each  doctor’s 
net  remuneration  you  would  like  to 
distribute  it  in  proportion  as  doctors  in- 
cur expenses? — Yes. 

781.  You  do  not  care  how  it  is  done 

as  long  as  the  use  is  more  rational? 

We  would  like  to  suggest  in  one  sen- 
tence that  you  repay  doctors’  actual 
expenses,  but  unfortunately  we  have  had 
to  try  and  find  safeguards  because  we 
knew  the  comeback  would  be  that  it 
would  be  an  encouragement  to  doctors 
to  spend  more. 

782.  But  you  are  rather  suggesting  in 
your  scheme  that  certain  sums  should  be 
passed  on  which  do  not  really  come  in 
the  form  of  income  and  therefore  not 
under  the  purview  of  the  Inland 

Revenue;  that  is  your  suggestion? 1 

am  sorry',  I did  not  understand  that  last 
question.  Sir.  What  sums  particularly? 

783.  In  so  far  as  you  have  a system 
by  which  certain  expenses  of  the 
doctor  are  completely  reimbursed  they 
do  not  count  'as  income  to  the  doctor 
at  any  stage  and  therefore  the  Inland 
Revenue  has  no  cognizance  of  them. 

That  is  our  difficulty  on  this  side. 

Dr.  Walden : The  intention  is  that  the 
£23  million  be  distributed  more 
equitably. 

784.  You  are  assuming,  Dr.  Cardew, 
that  that  figure  would  be  the  same — 
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£23  million? Dr.  Cardew : I think  to 

be  fair  it  would  be  larger. 

785.  Chairman:  I think.  Dr.  Cardew, 
at  least  it  could  not  be  a pre-determined 
sum.  You  cannot  have  600  Tax 
Inspectors  assessing  everybody  indivi- 
dually and  hoping  they  will  arrive 
exactly  at  the  pre-determined  total  of 

£23  million. There  might  be  a case 

of  leaving  the  Tax  Inspector  entirely 
out  of  this  if  one  could  actually  repay 
expenses  on  a local  basis. 

786.  Would  it  then  be  suggested  that 
you  had,  in  effect,  a whole-time  salaried 

service? 1 hope  not.  Sir.  This  is 

nothing  to  do  with  remuneration.  It  is 
solely  money  spent  on  behalf  of  the 
practice. 

787.  How  would  you  differentiate 
between  that  part  of  the  work  that  was 
outside  the  National  Health  Service — 
for  instance,  on  private  account,  which 
presumably  involves  a certain  amount  of 

expenditure? This  is  exceedingly 

difficult.  The  only  way  we  could  think 
of  is  to  assume,  which  I must  confess 
is  not  necessarily  justified,  that  the 
expense  ratio  for  the  private  part  of  the 
practice  is  the  same  as  the  expense  ratio 
for  the  public  part.  I do  not  think  you 
could  have  two  different  expense  ratio 
rates.  You  would  have  to  ask  a doctor 
to  declare  his  total  sources  of  revenue 
from  the  three  sources,  from  the  local 
Executive  Council,  from  private  practice, 
and  from  that  part  which  is  not 
susceptible  to  expenses  at  all — fixed 
appointments  in  hospital,  where  you 
would  not  normally  be  allowed  to  put 
in  for  expenses.  Then  you  would  have 
to  establish  the  ratio,  the  proportion 
which  applied  to  the  local  Executive 
Council,  and  repay  that  proportion  to 
expenses. 

788.  I feel  sure  that  this  is  a very 

difficult  subject  to  which  you  have  given 
thought  over  eight  years  now.  Any  more 
thought  you  can  give  to  it  might  be 
worthwhile. Y es. 

789.  Mr.  Gunlake:  Are  you  satisfied 
that  this  would  really  be  in  the  interests 
of  the  medical  profession?  Let  us  take 
an  example.  Take,  for  instance,  the 
carpet  in  the  doctor’s  consulting  room, 
assuming  that  he  has  one.  Under  the 
present  arrangement  if  it  is  replaced  I 
imagine  there  would  be  little  difficulty 
in  getting  a suitable  tax  allowance  from 
the  Inspector.  The  bill  for  the  carpet 
could  be  produced  to  the  Inspector  and 


would  probably  go  through  in  a reason- 
able way.  Under  the  kind  of  system 
you  have  in  mind,  as  far  as  I can  see, 
there  would  have  to  be  a Ministry 
circular  saying  that  a doctor  should  be 
allowed  to  have  a new  carpet  in  his 
consulting  room  not  more  frequently 
than,  say,  once  every  17  years.  That  kind 
of  arrangement  would  result,  would  it 

not? That  was  why  we  were  anxious 

to  keep  the  tax  man  as  the  break  where- 
ever  we  could,  rather  than  the  committee, 
because  you  take  pot  luck  as  to  whether 
the  tax  man  happens  to  be  a favourable 
one  or  not — as  Sir  Hugh  Watson  said, 
they  do  vary  in  different  parts  of  the 
country.  You  do  take  a chance.  With 
a committee  it  might  be  very  rigid,  I 
agree.  We  only  wanted  to  introduce 
the  committee  for  such  matters  as 
receptionists  and  a few  items  like  that, 
perhaps  three  or  four  items. 

That  is  why  I raised  this  question, 
because  the  discussion  appeared  to  be 
going  at  one  stage  rather  in  the  direction 
of  this  kind  of  thing  being  done  centrally 
and  being  taken  out  of  the  Inspector’s 
hands  on  the  grounds  that  it  would  no 
longer  be  a tax  matter.  I wondered 
where  that  would  lead  you. 

790.  Mr.  Watson:  In  studying  this 
complex  problem  have  you  come  across 
any  other  profession  that  has  this  con- 
cession you  are  seeking? — —I  do  not 
know  of  anyone  who  lives  under  this 
extraordinarily  anomalous  position. 

791.  It  is  only  applicable  to  your  pro- 
fession?  As  far  as  I know,  in  any 

business  or  other  enterprise  if  you  incur 
expenses  legitimately  in  doing  your  job 
you  get  repaid;  if  on  the  contrary  you 
do  not,  then  you  do  not  get  repaid,  but 
it  seems  to  work  in  the  opposite  direc- 
tion.— Dr.  Faulkner:  I believe  wardens 
of  approved  schools  used  to  be  paid  on 
this  basis  and  it  was  found  to  work  so 
unfortunately  that  the  scheme  was 
abandoned,  but  I have  been  unable  to 
find  anyone  else  in  any  kind  of  State 
service  who  is  paid  by  this  very  strange 
method. 

792.  Chairman:  May  I come  back  to 

the  time  when  you  were  self-employed 
people  earning  entirely  private  fees?  At 
that  time  you  presumably  established  a 
claim  for  expenses.  You  spent  what  you 
thought  was  right  and  all  you  got  back 
was  the  tax  on  it. Dr.  Cardew:  Yes. 

793.  Is  that  the  position  you  want  to 
find  yourselves  in  now,  as  though  you 
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were  fully  self-employed,  or  not? It 

is  a difficult  one  to  answer.  It  is  certainly 
not  the  position  we  want  to  get  to. 

794.  it  is  not? Do  you  mean  when 

a man  was  entirely  in  private  practice? 
Then  he  charged  whatever  fees  he  liked 
and  put  in  his  expenses,  and  he  spent 
on  his  practice  whatever  he  thought  was 
desirable  and  he  got  a tax  relief. 

795.  Presuming  it  was  reasonably 

spent? Yes.  That  is  the  position  we 

want  io  get  to,  namely  that  the  individual 
practice  should  get  tthe  benefit  of  what- 
ever they  spend. 

796.  For  tax  purposes? For  tax 

purposes.  It  is  difficult  to  make  the 
comparison  because  a private  doctor  be- 
fore the  Act  merely  put  up  his  fees  if 
he  wanted  to  get  more  money  to  pay  for 
his  improvements  to  his  practice,  but  we 
cannot  do  that ; we  cannot  touch  the 
total  level  of  fees. 

797.  In  those  days  the  fees  produced 

what  was  really  the  equivalent  of  the 
gross  income  before  expenses. Yes. 

798.  The  present  scheme  is  to  some 
extent  designed  to  produce  that,  is  it 
not?  You  are  given  an  average  amount 
of  expenses  on  top  of  the  net  amount 

to  produce  a gross  amount? Yes, 

that  is  quite  true. 

799.  And  ithen  you  spend  whatever 
you  choose  or  need  or  can  justify  and 
you  get  allowed  that  expenditure  back. 
Yes. 

800.  And  the  rest  comes  out  of  your 

own  pocket  from  the  gross  amount,  not 
the  net  amount. Y es. 

Chairman : Which  is  the  position  thait 
would  have  been  if  there  had  been  no 
scheme. 

801.  Sir  Hugh  Watson:  Except  only 

that  you  are  subject  to  an  average? 

"Which  is  the  very  part  we  are  objecting 
to. 

802.  I think  the  first  part  is  relevant 
to  the  point,  but  the  real  thing  that  hits 
you  is  that  you  are  deducting  the  ex- 
penses you  incurred  to  pay  somebody 
else? — —Exactly,  that  is  what  we  want 
to  coiTect.  If  we  can  find  a simple  way 
of  doing  that  we  shall  be  satisfied. 

803.  Professor  Jewkes : How  far  do 

you  think,  serious  as  this  anomaly  is,  it 
is  lessened  by  the  loading?  There  was 
always  some  idea  that  the  loading  would 
tend  to  settle  the  kind  of  difficulty  you 
have  in  mind. We  think  it  does  to 


some  extent.  As  we  pointed  out  the 
maximum  benefit  of  the  loading  is  £200 
a year  to  any  practitioner.  Even  if  you 
‘take  the}  case  wherej  he  benefits  most,  £200 
is  the  utmost ; whereas  we  can  show  you 
practice  figures  where  individuals  lose 
£700  or  £800  a year  due  to  this  anomaly 
of  expenses. 

804.  But  the  loading  is  in  the  right 

direction. Yes ; we  think  the  loading 

is  justified  on  the  net  remuneration  quite 
apart  from  expenses. — Dr.  Hopkins : But 
the  loading  does  not  prevent  the  anomaly 
of  .the  man  who  might  not  spend  any 
part  of  the  expenses  he  receives.  He 
receives  a proportion.  He  does  not 
employ  a secretary,  does  not  have  the 
ancillary  services  to  pay  out  of  this 
money.  So  he  is  in  pocket  by  that 
amount. 

805.  Mrs.  Baxter:  To  check  that 

would  be  one  very  definite  incentive? 
Yes. 

806.  Mr.  Gunlake:  Could  we  estab- 
lish the  magnitude  of  this?  The  argu- 
ment is  that  all  of  you  are  allowed  ex- 
penses on  a 33.4  per  cent,  basis.  If 
there  is  a bad  doctor  who  keeps  his 
surgery  in  a bad  condition  he  would 
spend  less  as  an  individual.  Now,  the 
lowest  expense  ratio  to  which  you  have 
referred  in  your  own  memorandum  on 
page  106  is  25  per  cent. ; so  that  particu- 
lar individual  to  whom  I am  referring 
would  be  spending  8-4  per  cent,  of  his 
gross  remuneration  less  than  perhaps 
he  should  be  if  he  were  an  average 
doctor.  Now,  .8-4  per  cent,  of 
£3,333  is  about  £280,  on  which  he 
would  be  taxed — and  surtaxed  at 
that  kind  of  level.  It  appears  to  me 
therefore  that  the  pitch  of  this  thing  as 
between  the  worst  kind  of  doctor  that 
you  yourself  envisaged  and  the  average 
doctor  is  of  the  order  of  £150  a year 

net. Dr.  Cardew:  If  you  put  it  that 

way  I would  agree,  but  unfortunately 
you  omitted  to  apply  this  example,  not 
to  the  doctor  with  2,200  patients  on 
his  list,  but  to  the  doctor  with  5,500 
patients  on  his  list  and  with  an  assistant 
at  one  end  of  the  scale,  and  at  the  other 
end  of  the  scale  a doctor  with  1,000 
patients,  where  £200  at  the  lower  end — 
the  wrong  side — would  make  all  the  dif- 
ference. At  the  top  end  it  may  be  not 
£150  a year  but  anything  up  to  £1,200 
less  the  tax  element. 

807.  You  did  mention  a figure  of  £700 

or  £800  earlier  on.  That  is  the  £1,200 
less  tax? Yes.  So  in  fact  you  may 
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get  a doctor  at  one  end  of  the  scale 
undeservedly  getting  £800  more  than  he 
needs,  or  more  than  he  deserves  ; and  at 
the  other  end  the  doctor  Who  is  desper- 
ately trying  to  do  a good  job  of  work 
being  penalised  for  doing  it. 

808.  Sir  Hugh  Watson : Actually,  the 

case  which  is  nearest  to  your  50  per 
cent,  on  the  figures  given  by  the  Inland 
Revenue  for  1953  is  the  case  of  a doctor 
having  over  3,000  patients  with  one  or 
more  assistants.  The  average  for  him  is 
44*39,  but  a good  deal  of  that  is  the 
salaries  of  his  assistants. 1 agree. 

809.  You  mentioned  a moment  ago 
the  maximum  loading  was  £200.  Is  that 

right?  Is  it  not  £500? He  receives 

£500  but  money  was  made  available  to 
create  a loading  pool  instead  of  being 
used  to  put  up  the  general  capitation 
rate,  and  you  will  find  there  is  a differ- 
ence of  the  maximum  of  £200  to  any 
one  doctor. 

810  Sir  David  Hughes  Parry.  Could 
we  put  it  this  way?  What  we  are  trying 
to  arrive  at  is  a scheme  which  involves 
three  or  four  allocations,  first  of  all  the 
payment  to  the  doctor  of  the  actual  ex- 
penses incurred  by  him.  That  should  be 
repaid  to  him  not  by  any  pool  at  all, 
and  that  should  not  be  liable  to  income 
tax,  but  would  be  determinable  by  the 
local  committee,  perhaps  controlled  or 
directed  or  advised  generally  centrally  ; 
and  it ‘should  be  accepted  presumably 
for  purposes  of  income  tax,  as  the  actual 
reasonable  sum  which  ought  to  have 
been  allowed  if  it  had  been  assessed? 
1 think  that  is  very  fair. 

811.  And  it  is  really  an  administrative 
problem  to  get  that  agreed  between  the 
Minister  of  Health  and  the  local  taxation 
officer  or  the  Inland  Revenue  authori- 
ties'?  if  I may  make  one  small  adden- 

dum to  that,  I do  not  think  in  law  it 
would  be  necessary  for  the  sum  agreed 
to  be  repaid  to  the  doctor  to  be  exactly 
the  same  as  the  actual  expenses  incurred 
because  one  knows  in  business  one  couid 
have  an  employee  to  whom  you  pay  £500 
a year  for  expenses  and  say : You  must 

justify  this  yourself  to  the  Income  Tax 
Inspector”.  The  Inspector  comes  over 
and  says ; “ What  were  your  expenses? 
You  receive  £500  which  you  claim  to  be 
tax  free  on  expenses,  and  he  has  to 
justify  that.  He  may  not  be  able  to 
justify  it  exactly.  So  that  is  the  analogy, 
I think,  where  you  have  an  employer 


paying  what  he  thinks  right  and  the 
employee  having  to  make  his  justinca- 
tion  to  the,  tax  authorities. 

812.  I can  imagine  the  Revenue  autho- 
rities saying  they  are  prepared  to  recog- 
nise this  provided  it  does  not  exceed  a 
particular  percentage  of  the  amount  that 
is  received  by  that  particular  doctor  from 
the  pool.  It  may  very  well  be  that  they 
would  put  on  a limit  of  that  nature? 

Yes. 

813.  Sir  Hugh  Watson : You  see, 

Doctor,  if  you  do  what  Sir  David  sug- 
gests, which  you  said  is  a very  fair 
summary,  you  are  then  really  putting 
the  doctor  in  a much  better  position,  not 
only  than  he  was  before  but  in  a much 
better  position  than  any  other  profession, 
because  not  only  are  you  saving  income 
tax  on  what  you  spend  but  you  are 
actually  been  repaid  what  you  spend. 
You  are  now.  Sir. 

814.  Only  notionally? Yes,  but  if 

the  £23  million  was  repaid  fairly  in 
actual  terms,  it  would  be  a complete  re- 
payment. 

815.  You  are  complaining  that  the 
incidence  of  it  is  unfair?  -Exactly 
the  distribution. 

816.  Yes,  its  distribution  and  therefore 
the  incidence  on  the  individual  doctor. 

The  principle  is  already  the  same. 

You  are  getting  back  exactly  what  you 
claim  if  you  are  the  exact  average. 

817.  Chairman'.  But,  Dr.  Cardew,  at 

the  present  time  every  individual  doctor 
has  some  advantage  in  trying  to  econo- 
mise, or  at  least  to  decide  on  the  merits 
or  otherwise  of  spending  this  money  to 
improve  his  practice  and  look  after  his 
patients  better.  If  he  is  able  to  econo- 
mise he  gains  -that  advantage,  does  he 
not? Yes. 

818.  Under  your  system  he  would 
have  no  conceivable  incentive  to  econo- 
mise because  presumably  if  he  spends 
money  improving  his  surgery  and  waiting 
rooms  he  is  just  improving  his  practice- 
potentialities  in  competition  with  other 
pec-pie,  and  he  will  do  that  without  any 

chance  of  it  costing  him  a penny. 

That  is  why  we  have  introduced  to  the 
Icommittee  the  concept  of  the  check, 
because  we  believe  the  first  operation  is 
against  the  public.  1 think  it  is  perhaps 
in  the  interests  of  the  Treasury  ; viewed 
from  the  service  angle  it  is  against  the 
interests  of  the  public.  In  other  words, 
to  give  an  inducement  to  the  doctor  to 
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run  his  practice  as  much  on  the  cheap  as 
possible  is  against  the  interest  of  the 
service,  we  think.  But  we  can  accept 
the  other  point  you  make,  that  you  could 
not  give  an  unlimited  inducement  to  the 
profession  to  spend. 

Sir  David  Hughes  Parry : You  want 
to  have  some  control  because  the  worst 
type  will  be  influenced  more  by  the 
economic  benefits  than  by  other  factors. 

819.  Chairman:  But,  Doctor,  to  run 
your  practice  properly  and  spend  a rea- 
sonable amount  of  money  on  it  is  likely 
to  lead  to  a better  list  of  patients,  to  a 
better  competitive  position  in  the  long 

run,  is  it  not? We  do  not  think, 

generally  speaking,  that  this  happens. 
In  industrial  areas  particularly,  patients 
come  anyway.  There  is  only  one  doc- 
tor who  is  close  by.  They  are  used  to 
going  there,  and  they  are  not  used  to 
a decent  standard  of  medicine.  So  we 
do  not  think  this  is  by  and  large  a very 
big  factor.  A doctor  who  has  set  up  and 
spent  £5,000  on  his  house  and  equipment 
is  not  going  to  get  a reward  from  an 
added  list  except  in  the  very  remote 
future.  But  I think  it  can  be  shown, 
and  I hope  the  Commission  will  read 
the  recent  report  by  the  Darbishire 
House  Centre,  where  they  show — and  I 
should  think  it  is  fairly  general — that 
the  benefits  of  good  medicine  practised 
in  a group  have  resulted  in  a referral 
rate  to  hospitals  two-thirds  of  the 
national  average.  Also,  curiously 
enough,  and  I cannot  explain  it,  the 
number  of  their  patients  per  thousand  in 
hospital  at  any  one  time  is  about  two- 
thirds  of  the  national  average.  It  would 
tend  to  look  as  if  when  you  have  a prac- 
tice and  can  do  good  work  and  have 
the  ancillary  help,  you  tend  to  save 
public  money. 

820.  There  would  be  less  hospital 

treatment  and  fewer  consultants? 

And  less  out-patient  attendances. — Dr. 
Faulkner:  I think,  in  answer  to  your 
original  point,  that  it  certainly  would 
be  possible  .to  show  an  actual  saving 
— obviously  this  is  guesswork.  There 
would  be  a tendency  for  a certain  num- 
ber of  doctors  who  are  at  present  spend- 
ing less  to  spend  more  on  equipment, 
but  in  all  the  groups  that  are  spending — 
not  the  health  centres  where  these  things 
are  provided  from  other  funds,  but  in 
all  the  group  practices — they  employ 
nurses,  receptionists,  and  in  our  own 
case,  for  example,  a physiotherapist,  out 


of  their  own  remuneration ; they  are 
quite  definitely  saving  the  funds  of  the 
Regional  Hospital  Board.  We  are  quite 
definitely  treating,  giving  physiotherapy 
to  cases  in  general  practice,  to  cases 
which  we  would  previously  have  sent  to 
hospital.  And  I am  quite  certain  that 
a practice  which  is  organised  along  these 
lines  not  only  deals  with  more  minor 
surgery,  with  more  psychotherapy, 
physiotherapy,  hospital  social  problems, 
almoming,  and  so  on,  but  also  tends  to 
keep  more  patients  at  home ; tends  not 
to  send  patients  to  hospital  as  often 
as  the  very  overworked,  single-handed 
practitioner— with  a large  list  in  most 
cases— simply  because  they  are  organ- 
ised, they  have  got  ancillary  staff,  they 
do  not  have  to  spend  their  time  on 
accountancy  and  the  hundred  and  one 
things  which  the  single-handed  prac- 
titioner with  inadequate  staff  has  to  do. 

I believe  one  could  show  by  a survey 
of  the  group  practices  of  these  centres 
an  actual  saving  in  all  of  them,  in  the 
same  way  as  suggested  by  the  figures 
from  Derbyshire  House— Dr.  Hopkins: 

I would  say,  apart  from  the  group  prac- 
tice, the  individual  practitioner  can  also 
give  this  standard  of  treatment  if  he 
keeps  his  list  low.  In  a survey  of  my 
own  practice  over  a period  of  three 
years  I estimated  the  number  of 
patients  I referred  to  hospital  was  a 
much  lower  figure  than  the  national 
average ; but  again  only  because  I pay 
out  of  my  own  pocket  a secretary  and 
a receptionist,  which  expenses  are  much 
more  than  I am  allowed  according  to  the 
number  on  my  list. 

821.  Would  you  regard  an  assistant 
as  an  expense  for  this  purpose?  Dr. 
Cardew : No,  Sir ; ithis  is  another  prob- 
lem. I think  this  really  should  be  le- 
garded  as  a separate  problem. 

822.  Sir  Hugh  Watson:  I think  the 
Chairman  means  in  regard  to  this  one 
question,  would  you  regard  the  assistant 

as  an  expense  for  this  purpose? Yes, 

Sir,  we  would  regard  it  as  an  expense 
if  allowed.  We  have  stated  that,  have 
we  not,  if  approved  by  the  committee. 
— Dr . Hopkins : If  the  number  of 

patients  make  it  reasonable.— Dr.  Car- 
dew:  For  a limited  period. 

823.  Mr.  Gunlake:  I think  at  one  stage 
you  said,  Doctor,  that  this  system  result- 
ing in  anomalies  as  between  one  man 
and  another  was  not  found  in  other  pro- 
fessions. I wonder  if  that  is  so.  Take, 
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for  instance,  the  architects,  some  of 
whom  receive  fees  on  a fixed  scale,  so 
that  all  architects  doing  that  kind  of 
work  would  be  getting  the  same  gross 
fees.  So  it  would  therefore  lie  within 
the  power  of  individual  architects  to 
take  more  money  home  in  the  pocket  by 
spending  less  on  their  own  premises.  Yet 
one  does  not  hear  of  complaints  that 
architects  keep  their  consulting  rooms 
in  bad  condition,  and  so  on.  The  same, 

I think,  would  be  true  of  other  pro- 
fessions. Are  these  complaints  of  bad 
surgeries  in  fact  confined  to  industrial 

surgeries  in  the  medical  profession? 

Dr.  Walden : I think  there  are  two  ques- 
tions there.  The  first  question  concerns 
the  architects  and  the  money  they  earn 
on  a fixed  rate.  Surely  it  is  only  a 
small  percentage  then,  not  one  hundred 
per  cent;  of  their  work.  And  the  answer 
to  the  question  about  the  industrial  prac- 
tice is — no,  they  are  not  the  only  ones. 
— Dr.  Faulkner:  Presumably  the  only 
architects  we  can  compare  are  those  em- 
ployed in  State  or  local  authority 
services. 

824.  I thought  the  suggestion  that  had 
been  made  was  that  members  of  other 
professions  could  in  fact  reimburse 
themselves  for  the  money  they  spent  by 
putting  up  their  fees.  I was  merely 
suggesting  that  in  certain  professions  and 
certain  fields  of  their  work  that  is  prob- 
ably not  true.  A certain  amount  of 

legal  work  is  done  on  fixed  scale. 

Dr.  Walden : A certain  amount,  but  not 
one  hundred  per  cent,  of  the  work,  or 
90  per  cent,  of  the  work. 

• 825.  Chairman : Well,  I think  we  have 
probably  come  to  the  end  of  this  section 
at  the  present  time.  Many  people  are 
very  dissatisfied  with  the  present  system. 
There  are  other  suggestions  as  well  as 
this  one  for  improvement.  I gather 
your  main  desire  is  to  get  rid  of  the 
great  disparity  between  the  allocation  of 
expenses  and  expense  allowances  and 
actual  expenditure. Dr.  Car  dew:  Yes. 

826.  And  you  would  like  to  see  some 
system  which  would  do  this? — —Yes, 
the  encouragement  of  better  working  of 
the  family  doctor  and  proper  expendi- 
ture. 

827.  Your  scheme  is  put  forward  not 

as  being  an  ideal  in  itself  so  much  as 
an  approach  to  try  and  get  rid  of  what 
you  think  is  a bad  scheme? Yes. 


828.  Sir  Hugh  Watson : And  of  your 

three  schemes  the  1951  scheme  is  the 
one  which  you  think  has  most  to  com- 
mend it? If  it  could  be  applied  I 

think  it  is  the  best  one,  yes. 

829.  In  paragraph  50  you  touch  on 
the  question  of  capital  expenditure,  and 
you  suggest  that  the  State  should 
encourage  the  improvement  of  standards 
by  making  interest-free  loans  for  the 
purchase  of  premises.  That  would  cost 
quite  a bit,  would  it  not,  at  present 

interest  rates? Yes,  it  would.— Dr; 

Hopkins:  But  in  return  of  course  the 
public  would  derive  a great  deal  of 
benefit. 

830.  Of  course  I know  this  is  one  step 
towards  your  goal  of  health  centres 
staffed  by  doctors  remunerated  on  a- 
sessional  basis.  You  are  all  building  up 
to  that,  are  you  not,  at  the  end  of  the 

day? Dr.  Car  dew : I do  not  think 

altogether.  I think  we  are  accepting  the- 
fact  that  the  only  way  you  will  get  an 
improvement  in  general  practice  during 
the  next  few  years  is  to  introduce 
proper  expenditure  on  the  improvement 
of  practice  and  premises,  and  we  do  not 
think  with  interest  rates  these  days  it  is- 
reasonable  to  expect  a doctor  launched 
from  hospital  into  general  practice  with- 
out any  assured  income  to  have  to  find 
these  large  sums.  The  principle  has 
been  accepted  for  group  practices' 
already,  and  has  not  resulted  in  an  over- 
whelming demand.  Dr.  Hugh  Faulkner 
is  on  the  committee  that  allocates  these 
funds  and  I believe  the  demands  are  dry-" 
ing  up. — Dr.  Faulkner:  Dropping 

rapidly.  Surely  in  answer  to  Sir  Hugh 
Watson’s  question,  some  people  would 
say  this  is  working  away  from  health: 
centres  provided  by  local  health  autho- 
rities and  was  providing  doctors  with 
capital  assets  and  interest  in  maintain- 
ing the  status  quo.  I do  not  think  one 
could  say  we  have  an  axe  to  grind  here. 
We  are  only  concerned  in  encouraging 
better  premises  in  general  practice  and 
widening  the  principle  of  the  Group 
Practice  Loan  Committee. 

831.  Chairman:  You  refer  to  a much 
larger  fund  than  £100,000.  Did  you 

deliberately  not  define  that? Dr. 

Cat  dew  : We  were  in  some  difficulty  here 
because  when  we  originally  proposed  this 
fund  for  the  encouragement  of  group 
practice — we  have  always  been  very 
much  in  favour  of  this — we  thought  a 
sum  like  £400,000  or  £500,000  a year 
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would  be  absorbed  by  this  need,  whereas 
in  fact  £100,000  appears  to  be  about 
meeting  the  need.  We  would  hate  to 
have  to  estimate  on  a much  wider  and 
more  difficult  field.  I do  not  know 
what  it  might  be,  half  a million  perhaps, 
or  it  might  be  a million — a capital  sum, 
that  is ; the  only  loss  would  be  the  loss 
of  interest. 

832.  And  that  would  not  be,  say,  £1 

million  a year  for  ever  and  ever? 

No. 

833.  Because  presumably  some  time 

some  would  be  able  to  repay  it? -Yes. 

— Dr.  Walden : In  the  present  group 
scheme  it  is  surprising,  after  the  initial 
impact,  how  soon  it  becomes  so  much 
lower. 

834.  Sir  Hugh  Watson : In  paragraph 
51,  Dr.  Cardew,  you  do  not  expect  any 
comforts  from  the  Royal  Commission  on 
the  question  of  mileage  payments?  That 
is  under  consideration  elsewhere,  and  I 
think  the  Commission  will  probably 
agree  to  leave  it  there. 

Differential  morbidity  we  have  dealt 
with. 

That  brings  us  to  paragraph  53 — recog- 
nition of  experience.  We  have  dealt 
with  recognition  of  merit  which  you  find 
very  difficult.  Now,  recognition  of 
experience,  you  suggest,  might  be  dealt 
with  by  a special  loading,  by  applying 
a special  capitation  rate  to  practitioners 

between  the  ages  of  45  and  60. Dr. 

Cardew : Yes. 

835.  Why  do  you  suggest  you  should 
do  that  to  gentlemen  who  simply  have 
continued  to  live  to  that  age  when  you 

are  not  able  to  assess  merits? 

Because  we  think  that  there  comes  a 
time  in  life — and  it  is  not  all  that  old, 
if  I remember  rightly,  45  to  60 — when 
you  want  to  slacken  off  a bit  and  are 
entitled  to  slacken  off  a bit  and  not  work 
to  the  same  pressure,  without  dropping 
your  income.  I think  in  most  profes- 
sions that  is  recognised.  In  partnerships 
it  is  recognised  by  the  senior  partner 
taking  a larger  share  and  doing  less 
work.  We  are  very  much  against  this 
arbitrary  division  in  partnerships  and  we 
think  this  could  partly  be  corrected  by 
allowing  a special  loading  for  length  of 
service. — Dr.  Faulkner : Also,  most 

people  grow  more  experienced  and  useful 
iii  general.  A general  practitioner  of 
60,  we  thought,  was  giving  a greater 
service  to  the  same  number  of  persons 


than  a young  man  just  appointed,  per- 
haps 30,  32  or  34,  which  at  the  moment 
is  not  recognised  at  all.  Some  recogni- 
tion was  felt  to  be  simply  a mark  of 
growing  experience  and  responsibility. 

836.  Mr  McIntosh : You  stop  at  60? 

Dr.  Cardew:  We  felt  it  was  very 

necessary  to  stop  at  some  point,  because 
you  do  not  want  to  subsidise  old  age, 
and  I believe  there  are  general  prac- 
titioners on  the  list  of  over  90. — Dr. 
Faulkner : N inety-four ! — Dr.  Cardew : 
And  you  certainly  would  not  want  to 
bribe  them  to  stay  on  indefinitely. 

837.  Chairman:  It  does  not  sound  as 

though  they  need  much  bribing. Dr. 

Hopkins:  But  in  any  case  the  doctor 
with,  say,  a constant  list  would  not  have 
any  increase  in  his  income  as  he  does 
get  more  experienced,  and  as  he  grows 
older,  whereas  in  most  professions  I 
think  it  is  true  that  there  is  an  increase 
in  remuneration  over  the  years.  But  this 
does  not  occur  in  general  practice  ex- 
cept by  increasing  the  numbers  on  the 
list. 

838.  Within,  a partnership  I suppose  it 

may  happen  to  some  extent. Possibly. 

839.  Is  that  right? Dr.  Cca-dew : It 

does  happen — indeed,  Sir,  sometimes  to 
quite  an  unwarranted  extent. 

840.  Well,  assume  for  the  moment 
that  it  is  completely  warranted.  At  what 
sort  of  age  would  you  normally  expect 
a partnership  to  stop  going  up  as  a 

proportion? Dr.  Walden:  At  60  I 

think  you  would  probably  want  to  do 
a little  less  work.  Is  that  what  you 
mean? 

841.  No.  You  might  start  with  a 
certain  percentage  of  the  partnership’s 
income  and  rise  eventually  to  a maxi- 
mum percentage  as  you  become  pretty 
senior.  Obviously  there  would  not  be 

a standardised  age  30  or  in  the  40s. 

I have  brought  the  figures  with  me  and 
would  like  to  quote  them  to  you  at 
some  time. — Dr.  Faulkner:  I would  say 
in  good  practices  parity  tends  to  be 
reached  quicker  than  used  to  be  the 
case.  The  recent  partnerships  I have 
heard  of  have  tended  to  three  to  five 
years ; so  I would  say  there  are  more 
practices  on  complete  parity  than  there 
used  to  be. 

842.  At  any  rate  you  feel  that  general 
practitioners  as  a whole  do  not  really 
increase  their  earnings  very  much  now 
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after,  say,  the  age  of  40? Dr. 

Cardew:  No,  they  slowly  drop. 

843.  You  think  that  on  the  whole  the 
profession  would  sooner  see  them,  sup- 
posing they  were  getting  the  same 
amount  of  money  throughout  their 
working  life,  getting  a little  hit  less 

earlier  on  and  more  later? We  sent 

a questionnaire  out  to  doctors  generally 
some  time  ago  and  we  were  surprised 
at  the  near  unanimity  that  they  would 
all  like  this  length  of  service  jayment 
which  would  come  later  in  their  lives, 
even  the  young  ones. 

844.  Was  that  questionnaire  you  sent 
out  to  your  members  on  this  basis  of 
something  coming  between  the  ages  of 

45  and  60? Yes,  almost  exactly  that. 

— Dr.  Elliott:  I would  like  to  remind 
you  that  this  principle  is  carried  out  m 
the  hospital  service;  there  are  incre- 
ments between  certain  years. 

845.  I think  the  last  of  those  incre- 
ments stops  before  the  age  of  about  40. 

I think  40  will  be  the  last.— Dr. 
Hopkins:  Then  one-third  of  the  con- 
sultants will  be  getting  the  merit  award, 
which  is  another  way  of  giving  an  in- 
crease  to  them. 

846.  Sir  Hugh  Watson:  Partnership 
agreements : now,  the  first  point  you 
make  there  is  that  you  reiterate  your 
claim  that  compensation  money  should 
be  made  available  to  practitioners  who 
are  now  no  longer  able  to  sell  their 
practices.  You  made  that  point,  as  you 
say  here,  in  the  past  frequently.  The 
Treasury  will  not  listen  to  it  and  you 
want  to  make  it  again. — Dr.  Cardew: 
We  feel  that  one  of  the  reasons  why  the 
senior  doctors  in  partnerships  are  often 
loath  to  part  with  the  greater  share 
of  their  practice  is  that,  unlike  the  past, 
they  do  not  get  any  reward  for  it  at  all. 
In  the  old  days  when  you  took  in  a 
junior  partner  you  said;  “I  am  going 
to  part  with  some  of  my  income  but 
I at  least  get  a capital  sum  paid  into  my 
account.”  Today  you  do  not  get  that 
situation  and  there  is  less  tendency  to 
look  kindly  on  a newcomer. 

847.  It  would  not  be  within,  your 
knowledge  that  most  senior  partners  in 
any  profesison  are  unwilling  to  part? 
1 suppose  that  is  so. 

848.  Chairman:  And  you  have  just 
said  there  is  a tendency  towards  reach- 
ing parity  more  quickly  on  the  whole. 
Dr.  Faulkner  said  in  good  practices. 


849.  Mr.  Watson:  Assuming  that  the 
Minister  accepted  the  scheme,  does  the 
Minister  have  any  authority  in  deter- 
mining who  the  doctors  should  be?  If 
the  Minister  is  asked  to  pay  this  out  of 
public  funds  does  the  Union  envisage 
the  Minister  having  any  authority  in 

the  matter? The  sum  is  already 

voted  by  Parliament.  It  is  sitting  in  a 
fund  and  it  is  just  a question  of  when 
that  amount  of  money  is  liberated.  We 
now  suggest  a portion  should  be  released 
to  the  individual  rather  earlier. 

850.  Mr.  Gunlake : I do  not  think  you 

make  it  clear  in  this  paragraph  whether 
you  are  thinking  of  an  appropriate  share 
of  £66  million  o-r  whether  that  should  be 
adjusted  ,to  allow  for  inflation.  That 
£66  million  was  determined  some  years 
ago,  was  it  not? Indeed,  yes. 

851.  You  have  said  nothing  on  it. 

No,  because  we  could  not  conceive  any 
circumstances  in  which  Parliament  would 
be  willing  to  reopen  the  matter  and  grant 
a larger  sum. 

852.  Professor  Jewkes : You  regard 

that  as  the  normal  form  of  robbery 
through  inflation  in  which  all  Govern- 
ments are  engaged? Yes. 

853.  Have  you  any  comments  to  make 

on  this  rate  of  interest? — —Yes,  we 
never  cease  to  bombard  the  Ministry  of 
Health  with  resolutions  annually  on  this 
matter,  as  I believe  do  other  medical 
organisations. — Dr.  Walden : It  would  be 
a real  practical  step  if  a senior  partner 
were  given  some  capital  compensation 
from  this  sum  of  money,  an  inducement 
to  take  in  a junior  partner. — Dr. 
Cardew : It  would  not  involve  very 

much  money  as  far  as  I can  see.  To 
start  with  it  is  usually  the  senior  man 
who  would  be  claiming  it,  and  if  he  has 
a claim  in  already  allowed  to  him  for 
£3,000  and  wants  to  part  with  one-third 
of  his  practice  to  a junior  man  it  would 
only  mean  £1,000  and  probably  giving 
it  to  him  a few  years  before  he  is  going 
to  retire  anyway.  It  would  not  involve 
a very  large  expenditure  of  money. 

Chairman:  I am  just  wondering  how 
this  comes  into  the  question  of  remunera- 
tion of  doctors. 

854.  Sir  Hugh  Watson : Now,  Doctor, 
in  the  last  two  paragraphs  of  54  you 
more  or  less  suggest  that  there  should  be 
some  control  of  partnership  agreements. 
That  is  really  what  you  are  striving  for? 
Yes. 
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855.  I doubt  if  that  is  a matter  which 
is  within  the  reference  of  this  Commis- 
sion, and  I suppose  it  is  a matter  which 
ought  to  be  taken  up,  if  possible,  by  the 

medical  associations. We  felt  it  was 

a matter  for  this  Commission  because  the 
spread  of  incomes  is  definitely  something 
which  concerns  the  Commission.  _ I 
believe  in  your  letters  to  us  the  points 
you  raised  on  the  question  of  spread  of 
income  were  some  of  the  things  to  be 
considered.  As  two-thirds  of  the  doctors 
are  in  partnership  at  the  present  moment 
it  seemed  (to  us  very  important  that  the 
spread  of  income  should  come  under 
consideration. 

856.  But  did  you  expect  that  the  Com- 
mission should  dictate  the  terms  of 

partnership? -What  we  were  hoping 

was  that  the  Commission  might  take  the 
view  that  if  it  laid  down  a spread  of 
income  for  the  medical  profession  for 
general  practice  it  might  well  then  say : 

“ This  can  only  be  achieved  if  the 
partnership  agreements  do  not  distort 
these  recommendations.”  I would  admit 
that  the  Commission  could  not  lay  down 
the  details  of  partnership.. 

857.  Chairman : I think  it  is  a fact  that 

under  the  present  arrangement  loadings 
can  be  calculated  in  whatever  way  is 
most  favourable  to  the  partnership  ; is 
that  not  right? Yes. 

858.  Sir  Hugh  Watson : Now,  the 

question  of  assistantship,  which  is  the 
next  item.  You  deal  with  this  in  para- 
graph 55,  56  and  57,  and  you  suggest  in 
56  three  grounds  on  which  a doctor 
could  reasonably  be  entitled  to  employ 
an  assistant.  Would  you  agree  that  a 
doctor  who  is  single-handed  should  be 

entitled  to-  employ  an.  assistant? Only 

as  a preliminary  to  partnership. 

859.  You  contemplate  that  all  assistant- 

ships  should  be  temporary? 'With  the 

one  exception  we  have  made,  the  very 
■rare  exception  of  the  odd  individual  who 
does  not  ever  want  to  be  a principal.  I 
do'  not  suppose  there  could  be  100  in 
the  country,  but  I think  it  is  right  to 
make  that  exception.  I think  there 
should  be  a limited  period  for  which  a 
man  should  be  allowed  to  employ  an 
assistant. 

860.  Are  you  telling  the  Commission 
that  the  number  of  people  who  turn  out 
for  one  reason  or  another  to  be  incapable 
of  carrying  on  the  practice  of  the  pro- 
fession is  negligible ; the  number  of 
people  who  qualify  but  subsequently  find 


they  really  are  unable  to  carry  out  the 
duties  of  their  profession  for  one  reason 
or  another — personality,  health,  or  what- 

have-you? It  is  left  entirely  to  the 

judgment  of  the  doctor  himself  to 
decide,  but  there  are  a very  few  people 
who  decide  right  the  way  from  the 
beginning  that  they  do  not  want  to  take 
the  responsibility  of  being  a principal  on 
the  list  and  want  for  the  whole  of  their 
lives  to  be  assistants ; there  is  a tiny 
number. — Dr.  Faulkner : We  certainly 
would  not  want  to  see  permanent 
assistantship  kept  only  for  the  reason 
that  a very  few  are  not  capable  of  being 
principals  in  general  practice.  That 
would  be  most  unfortunate. 

861.  One  knows  that  in  almost  every 
profession  there  are  persons  who  qualify, 
but  who  by  their  nature  are  not  fitted  to 
take  the  responsibility  of  carrying  on  on 

their  own  account. We  do  not  want 

to  see  such  people  in  general  practice  as 
permanent  assistants. 

862.  You  would  rather  have  them  out 

altogether. Yes. — Dr.  Hopkins : There 

may  be  other  reasons  for  persons  not 
wanting  to  take  on  the  responsibility, 
perhaps  the  young  married  woman  with 
only  a certain  amount  of  time  to  spare 
would  want  to-  remain  an  assistant. — Dr. 
Faulkner:  A part-time  assistant. — Dr. 
Hopkins:  A part-time  assistant,  yes. 

Therefore  she  would  not  want  to  become 
a principal. 

863.  Mrs.  Baxter : And  presumably  the 
man  who  has  a strong  outside  interest 

might  come  into  this  category. Y es. — 

Dr.  Faulkner : I think  they  are  very  small 
in  number  and  do  not  need  special  legis- 
lation ; they  should  just  be  allowed  for. 

864.  Sir  Hugh  Watson:  Apart  from 
very  special  circumstances  you  look  on 
assistants  only  as  temporary  and  then 
only  with  a view  to  becoming  partners? 
Dr.  Cardew:  Yes. 

865.  Chairman:  At  the  present  time 
the  single-handed  practitioner  who  takes 
on  an  assistant  can  have  an  extra  2,000 
on  which  therefore  he  will  get  the  full 
capitation  fee  including  expenses.  Under 
your  previous  expenses  system  he  would 
in  future  therefore  only  have  two-thirds 
available  from  which  to  pay  the  assistant, 
plus  such  expenses  as  the  assistant  could 

legitimately  claim. He  gets  the  full 

assistant  salary. 
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866.  Yes,  but  the  practitioner  will  re- 
ceive from  the  pool  only  two-thirds,  only 
the  net  instead  of  the  gross  amount.  He 
receives  the  gross  at  the  moment. — — 
That  is  correct,  but  presumably  he  will 
not  have  any  extra  expenses. 

867.  He  will  have  some  extra  expenses. 

Those  would  be  allowable  as  in  any 

normal  claim.  If  he  could  show  he 
needed  two  cars  because  he  was  employ- 
ing an  assistant  presumably  that  would 
be  allowed. 

868.  I think  you  might  want  to  work 
this  out,  but  I think  it  would  be  making 
it  more  difficult  to  employ  an  assistant. 

At  the  present  time  a doctor  who 

employs  an  assistant  has  to  find  the  assis- 
tant’s salary  out  of  his  gross  remunera- 
tion, which  means,  say,  £1,000  out  of  no 
extra  payment. 

869.  Sir  Hugh  Watson : He  gets  tax 

relief. Yes,  but  he  has  to  find  the 

money. 

870.  Chairman : £1 ,000  a year  out  of 

an  extra  gross  which  may  be  2,000  capi- 
tation fees. Yes,  but  then  you  are 

assuming  that  the  doctor  by  taking  on  an 
assistant  suddenly  acquires  an  extra 
2,000.  In  fact  the  next  month,  or  three 
months  later,  he  has  the  same  number, 
or  a few  extra,  and  he  actually  has  to 
pay  the  assistant  out  of  the  same 
remuneration. — -Dr.  IValden  : This  takes 
years  and  years.  Sir. 

871.  I was  really  going  by  your  para- 

graph 57  (c)  which  seemed  to  be  assum- 
ing that. Dr.  Cardew  : What  I assume 

is  that  even  if  he  has  the  full  5,500  he 
only  actually  receives  £237  from  file  ex- 
penses pool  on  account  of  paying  an 
assistant. 

872.  But  you  think  that  having  the  full 
5,500,  taking  that  very  example,  is  rare 
and  would  take  many  years  to  achieve. 
Yes,  and  in  any  case  it  would  dis- 
appear in  the  future  because  he  would 
not  be  allowed  to  employ  the  assistant 
for  more  than  a limited  period.  I think 
a true  analogy  is  that  of  a trainee  general 
practitioner  who  receives  Ms  salary  from 
the  State : and  in  the  case  of  a trainee 
the  principal  gets  a small  amount  for 
training  him.  Of  course  he  would  not  in 
tMs  instance,  but  the  analogy  is  very 
close  and  I think  the  application  would 
be  much  the  same. 

873.  Professor  Jewkes:  Have  you  any 

evidence  of  assistants  remaining  assis- 
tants for  long  periods? Yes,  very 

much  evidence. 


874.  Is  it  of  a statistical  kind?  I mean, 
could  you  show  that  assistants  take  much 
longer  to  get  into  practice  on  their  own, 
or  join  partnerships,  than  used  to  be  the 

case? We  would  not  like  to  imply 

in  anything  we  say  that  it  is  normal  for 
principals  to  abuse  assistantships,  but 
there  are  many  instances  we  have  met 
with  over  the  years  where  young  doctors 
who  are  desperate  to  get  into  practice 
have  been  offered  assistantships  with  a 
view  to  partnership.  They  have  installed 
themselves  in  a house  and  have  started 
working  there  and  at  the  end  of  the 
promised  time  when  they  were  told  they 
would  be  taken  in,  they  are  told  for  some 
reason  or  another  that  they  cannot  now 
be  taken  in.  What  are  they  to  do  at 
that  stage?  They  could  get  out  or  they 
could  hang  on  as  assistants.  They  have 
often  installed  themselves  and  have  their 
families  with  children  at  school,  and  it  is 
a tremendous  job  to  start  again ; so  the 
result  is  they  hang  on.  The  principal 
may  say : “ Perhaps  later.  If  the  Royal 
Commission  change  their  mind  we  might 
think  of  taking  you  in.” 

875.  Sir  David  Hughes  Parry  : Have 
you  further  evidence  that  .that  general 
practitioner,  when  the  assistant  goes, 
takes  up  another  one  and  carries  on  in 

the  same  way? -We  have  examples  of 

eight  or  nine  assistants  in  a row  being 
taken  on  since  the  Act  came  in. 

876.  How  do  you  suggest  the  Com- 
mission can  deal  with  that  sort  of  case? 

Our  proposal  is  that  there  should  be 

a strict  limit  to  the  time  during  which 
the  doctor  is  allowed  an  assistant,  and 
it  is  to  be  hoped  that  this  Committee 
would  undoubtedly  decide  against  allow- 
ing a doctor  to  employ  an  eighth  assist- 
ant on  the  grounds  that  the  doctor 
wanted  to  find  a partner. 

877.  Chairman : Do  you  consider  that 
assistants  in  fact  assist,  or  do  they  really 
take  full  charge,  as  it  were,  of  part  of 

the  list? (Dr.  Faulkner) : Both  really. 

— Dr.  Cardew : There  is  a wide  variation  ; 
there  are  practices  where  .assistants  do  a 
large  part  of  the  work  completely  un- 
supervised,  and  there  are  other  practices 
where  they  play  a subsidiary  role — there 
is  a wide  variation. 

878.  Sir  David  Hughes  Parry:  And 
do  you  think  there  are  people  who,  by 
their  mental  makeup,  would  always  be 
competent  purely  as  an  assistant,  in  a 
general  sense,  but  never  competent  in  the 
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full  sense  that  a general  practitioner 

needs  to  be? There  may  be  a small 

number,  but  in  general  practice  you 
would,  not  'be  'likely  to  find  very  many. 
A person  of  that  type  would  be  more 
likely  to  go  in  for  hospital  work,  where 
he  never  has  final  responsibility.  It  is 
not  the  same  responsibility  as  that  of  the 
general  practitioner  who  goes  to  the 
house  and  sees  the  patient  and  has  to 
take  full  responsibility.  In  the  hospital  or 
the  local  authority  clinic  the  doctor  has 
nearly  always  somebody  to  refer  to  : and 
I do  not  think  many  of  them  will  go 
into  general  practice. 

879.  So  you  do  not  think  there  is  any 
point  in  setting  up  assistants  as  a class? 
There  are  a very  small  number  per- 
haps who  would  tend  to  be  locums 
rather  than  temporary  assistants.  There 
are  a number  of  people  who  are  satis- 
factorily employed  over,  say,  six  months 
of  the  year  as  locums.  Some  of  them 
want  to  write  books  or  do  other  things, 
and — just  by  their  own  choice  and  not 
necessarily  because  of  any  character 
defect — they  prefer  to  be  locums  and 
work  very  hard  for  a few  months  rather 
than  assistants  who  are  working  hard  all 
the  time. 

880.  Sir  Hugh  Watson:  On  the  ques- 
tion of  the  abuse  of  assistants,  when  you 
and  I were  young  we  expected  to  work 
hard  and  did  not  mind  it ; and  I do  not 
suppose  that  most  young  doctors  would 
mind  that  today ; they  would  not  mind 
working  as  hard  as  their  principals,.  or 
perhaps  even  harder;  but  in  your  view 
I gather  there  are  a substantial  number 
of  cases  where  it  goes  further  than  that. 

(Dr.  Cardew ):  I think  there  is  a 

very  real  difference  there  between  the 
medical  profession  in  the  National 
Health  Service  and  any  other  profession, 
beoause  it  is  no  longer  a free  market. 
In  the  other  professions,  and  indeed  in 
the  medical  profession  before  the  Health 
Service,  there  was  a very  free  and  elastic 
market,  and  if  you  did  not  like  your 
relationship  you  could  go  to  another 
doctor  and  assess  quite  accurately 
whether  you  could  get  into  the  practice 
and  how  much  it  would  cost  you.  But 
today  no  money  can  change  hands  and 
therefore  the  whip  band  is  bound  to  be 
with  the  man  who  sits  in  the  saddle. 
The  young  man  has  little  to  offer  except 
his  skill.  So  it  is  all  weighted  one  way 
and  we  consider  there  is  a case  for 
reconsideration  and  redressing  the 


balance.  That  is  what  we  are  attempting 
to  do. 

881.  It  could  be  that  your  suggestions 
go  almost  to  the  other  extreme?— — I do 
not  think  so.  The  General  Medical 
Services  Committee  of  the  B.M.A.  has 
already  accepted  the  need  for  some  form 
check  up  and  got  the  regulations  altered 
last  year,  so  that  a local  committee  can 
review  the  permission  to  employ  an 
assistant  at  stated  intervals,  so  already 
the  need  is  recognised.  We  just  want  to 
make  quite  sure  that  this  anomaly  ceases, 
and  that  it  is  used  for  its  proper  purpose 
in  relation  to  general  practice. — (Dr. 
Elliott ):  Under  the  present  regulations, 
a doctor  does  not  automatically  get  an 
assistant.  He  has  to  apply  to  the 
Council,  who  can  turn  him  down- 
The  doctor  has  the  right  of  appeal, 
of  course ; but  there  already  exist, 
written  into  the  Act,  certain  regu- 
lations regarding  the  assistants.  And,  as 
Dr.  Cardew  has  said,  there  is  a review 
taking  place  all  over  the  country  at  the 
moment  as  regards  doctors  who  already 
have  assistants.  In  some  cases  the  local 
medical  committee  have  got  the  job,  and 
we  are  preceding  with  .that. 

882.  Professor  Jewkes:  This  is  what 
I had  in  mind — whether  the  existing 
machinery  was  not  satisfactory,  because 
if  there  is  this  machinery  which 
you  have  mentioned,  why  should  not  this 
have  applied  in  the  case  of  the  general 
practitioner  who  has  taken  on  eight  and 

nine  assistants? (Dr.  Cardew ):  First 

of  all,  it  has  only  just  come  into 
operation,  so  it  is  rather  difficult 
to  see  how  it  is  going  to  work 
out ; and  the  second  thing  is  that 
it  is  very  difficult  to  see  whether 
the  operation  of  this  particular  clause 
in  the  regulations  can  take  into  account 
anything  at  all  except  the  duty  of  the 
practitioner  to  look  after  the  patients  on 
his  list.  The  wording  of  the  regulation  is 
such  that  the  Committee  will  not,  I think, 
be  able  to  enquire  very  much  into  the 
working  of  the  practice  or  into  the  pre- 
vious habits  of  the  general  practitioner 
in  employing  assistants,  or  anything  else. 
I think  it  has  a limited  power,  due  to 
the  particular  wording  of  the  Act. 

883.  In  the  case  we  have  been  dis- 
cussing, where  a general  practitioner  has 
had  eight  assistants  one  after  the  other, 
would  not  this  fact  have  become  known 
in  the  profession  and  would  not  that 
particular  general  practitioner  have  found 
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it  difficult  ever  to  get  another  assistant? 

It  certainly  does  become  known, 

and  I believe  that  the  bodies  that  recom- 
mend young  practitioners  where  to  go 
are  well  aware  of  these  facts,  and  they 
tell  him  about  them.  But  of  course 
there  are  a large  number  of  young 
fellows  coming  out  of  the  hospitals  who 
are  told,  “ There  is  a good  opening 
here”,  and  they  go  and  see  the  man, 
and  it  is  not  until  they  get  installed  that 
this  happens. — Dr.  Elliott : I know  of 
two  doctors  who  have  advertised  for 
assistants,  and  when  they  advertise  for 
an  assistant  they  get  40  applicants — and 
they  have  hired  10  assistants  since  1948. 

884.  There  are  too  many  assistants,  is 

that  the  suggestion? Dr.  Cardew: 

There  are  too  few  openings  in  general 
practice. 

885.  Yes,  but  I thought  you  were  pro- 
posing to  set  up  machinery  to  make  it 
more  difficult  for  assistants  to  get  into 

jobs?1 No,  Sir ; what  we  are  doing 

by  our  proposal,  is  positively  bribing  the 
principal  to  employ  an  assistant  with  a 
view  to  partnership.  We  are  recom- 
mending that  new  money  should  be 
found  for  this  purpose.  We  go  to  the 
principal  and  say,  “ If  you  employ  an 
assistant  you  will  get  all  the  money 
back  from  the  State  for  a limited 
period  ”. 

886.  Cannot  we  look  at  it  the  other 
way,  and  say  that  under  your  arrange- 
ment the  general  practitioner,  who 
formerly  would  have  said,  “I  am  pre- 
pared to  take  on  an  assistant  as  long  as 
I do  not  feel  compelled  to  think  of  him 
as  a possible  partner  ”,  he  now  says,  “ I 
am  not  going  to  take  him  on  if  I have 
to  think  of  him  as  a prospective 
partner”.  Is  that  not  going  to  decrease 

the  number  of  openings? We  are  not 

looking  for  openings  as  assistants,  but 
as  principals. 

887.  I thought  you  said  there  was  a 

shortage  of  principals? Dr.  Elliott: 

No,  it  is  the  man  who  is  having  one 
assistant  after  another  who  causes  all 
the  difficulty  for  a young  man  trying 
to  get  himself  on.  For  instance,  there 
were  only  97  vacancies  in  1956,  and  we 
know  that  in  southern  England  a 
fantastic  number  of  people  applied  for 
the  vacancies — as  many  as  100.  Yet 
here  is  a practice  and  a practitioner  who 
keeps  on  having  one  assistant  after 
another  and  never  takes  these  men  into 
partnership. 


888.  But  if  he  takes  one  of  them  into 
partnership  then  he  ceases  to  be  able 
to  take  on  an  assistant  in  the  future. 
You  see,  if  in  fact  there  are  too  many 
assistants  one  can  see  abuse  easily 
making  its  appearance.  I was  just 
wondering  how  far  these  difficulties  went. 

Dr.  Cardew  : It  is  difficult  to  answer 

that,  because  the  people  who  apply  for 
these  jobs  may  be  already  in  jobs  as 
assistants,  and  perhaps  they  may  dislike 
their  present  terms  of  service  so  that 
they  put  in  an  application  for  another 
job  while  they  are  already  working.  So 
I do  not  think  one  can  assume  that  they 
are  all  floating  around,  as  it  were,  with- 
out jobs. 

889.  Mrs.  Baxter : The  same  man  may 

apply  for  more  than  one  job? Yes. 

Chairman : Are  there  any  other 

points? 

890.  Sir  Hugh  Watson:  The  only 
point  I wanted  to  ask  at  the  moment 
is  about  restricted  entry  into  general 
practice.  I think  the  Committee  are 
aware  of  the  difficulties  of  that,  but  I 
wondered  whether  you  wanted  to 

enlarge  upon  it? 1 think  that  in  our 

document  we  have  said  everything  we 
feel  we  need,  thank  you. 

891.  One  other  thing  I would  like  to 
ask:  under  60  (a)  you  say,  as  regards 
the  succession  to  a practice  vacancy— 
“The  argument  in  favour  of  maintain- 
ing the  present  system  is  the  need  where 
possible  to  maintain  an  established 

practice  intact  ”.  Why  is  that? It  is 

not  an  argument  that  personally  appeals 
to  me  very  much,  but  many  people 
have  said  that  it  is  important  to  keep 
the  doctor’s  practice  intact — you  have 
the  house  there  and  everything 
organised.  It  always  seems  to  me  to 
be  an  argument  not  having  much  sub- 
stance to  it,  but  it  is  one  which  is  always 
put  forward  on  this  subject  whenever 
it  is  debated.  We  see  no  purpose  at 
all  in  maintaining  a practice  intact. 
There  is  a great  deal  to  be  said  for 
letting  the  patients  choose  in  a free 
market  where  they  want  to  go,  but  we 
have  mentioned  this  argument  because  it 
is  one  which  is  always  quoted  whenever 
the  subject  comes  up. 

892.  Have  you  any  suggestions  for 
easing  the  difficulties  of  exchanging 

practices? I have  sat  on  a committee 

of  the  B.M.A.  for  three  years  on  this, 
and  we  have  done  everything  we  can 
on  it,  but  we  have  found  nothing  really 
satisfactory. 


The  proceedings  were  continued  in  camera. 
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Mr.  W.  A.  Fuller,  D.S.C.  (Secretary) 

Mr.  J.  B.  Hume  (Assistant  Secretary) 

Lord  Moran  of  Manton,  M.C.,  M.D.,  F.R.C.P.,  called  and  examined 


893.  Chairman:  Lord  Moran,  we  are 
very  much  obliged  to  you  for  coming 
earlier  than  had  originally  been  intended 
in  our  series  of  hearings  but  there  are 
many  points,  particularly  the  operation 
of  merit  awards,  about  which  we  would 
like  to  ask  you  and  we  will  of  course 
have  to  ask  you,  as  we  have  said  to  other 
witnesses,  many  fairly  searching  ques- 
tions because  if  we  do  not,  there  is 
nobody  else  to  do  so.  I need  scarcely 
say  that  this  does  not  imply  disbelief 
or  hostility  in  any  way,  and  any  mem- 
ber of  the  Commission  will  in  due  course 
be  asking  you  questions.  I am  afraid 
it  seems  rather  a formidable  collection 
to  deal  with  one  person  but  I am  sure 
you  are  used  to  that. 

Would  you  be  kind  enough  to  start, 
really  for  the  purposes  of  the  record 
since  most  of  us  know,  by  telling  us 
briefly  your  special  qualifications  and 
interests  in  this  matter  from  the  begin- 
ning, and  then  outline  the  origin  of  the 
system  of  merit  awards,  its  history  and 
background  and  the  methods  of  opera- 
tion? I think  I am  right  in  saying  you 
were  a member  of  the  Spens  Consultant 

and  Specialists  Committee? (Lord 

Moran):  Yes. 

894.  And  at  that  time  you  were  Presi- 
dent of  the  Royal  College  of  Physicians? 
From  1941  to  1950. 

895.  You  are  now  Chairman  of  the 

Awards  Committee? Yes. 

896.  Would  you  like  to  tell  us  in  your 

own  words? Do  you  want  me  to 

begin  about  Awards  or  about  the  other 
questions  the  Secretary  was  kind  enough 
to  tell  me  might  be  raised? 

897.  Take  it  as  you  wish  because  we 
shall  deal  with  all  these  things  in  turn. 
1 think  it  would  be  best  to  get  these 


other  things  out  of  the  way  and  then  go 
on  to  the  Awards — entirely  as  you  wish. 

The  first  question  that  the  Secretary 
said  might  be  raised  was  the  total  num- 
ber of  consultants  envisaged  by  the 
Spens  Report.  In  the  actual  Report  of 
Spens  there  was  no  figure  of  consultants 
at  all,  nor  did  they  really  envisage  any 
number  for  the  future.  The  only  figure 
appears  in  Appendix  2 which  is  1,620 
men  plus  74  women.  But  that  figure  was 
obtained  by  Bradford  Hill.  It  did  not 
purport  to  be  the  actual  number.  It 
was  really  designed  to  bring  out  the 
range  of  payment  over  as  many  people 
as  they  could  get  hold  of.  They  sent 
out  questionnaires,  and  of  those  ques- 
tionnaires sent  out  more  than  a quarter 
did  not  reply.  They  did  not  get  replies 
from  more  than  three  quarters. 

Secondly,  they  only  addressed  it  to 
half  or  part-timers  so  that  no  whole- 
timers  were  included  at  all.  As  you 
know,  this  applied  to  1938-1939  surveyed 
from  a distance  in  1947  and  in  the  mean- 
while a certain  number  practising  in 
1938  had  died  and  were  not  included, 
and  for  various  other  reasons  this  num- 
ber did  not  attempt  to  be  any  computa- 
tion but  there  was  an  estimate  at  that 
time  available,  prepared  for  the  BMA 
which  is  a totally  different  figure  alto- 
gether. The  only  point  I am  making 
at  the  moment  is  that  this  figure  of 
1,620  only  really  applies  to  usable  re- 
turns, that  is  returns  to  the  questionnaire 
which  could  be  used. 

I will  give  you  the  first  available 
figure.  The  first,  what  you  might  call 
official  figure  was  on  31st  December, 
1949,  and  in  succeeding  Decembers  to 
the  present  time  the  Ministry  of  Health 
has  drawn  up  a number  which  it  has 
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got  in  the  first  instance  from  the  Grading 
Committees,  and  then  later  by  adding  to 
it  the  appointments  as  they  were  made 
by  Appointments  Boards.  The  first 
figure — perhaps  you  have  these  figures ; 
do  not  let  me  take  your  time  if  you 
have. 


898  We  have  it  from  1951  actually. 
—The  first  figure— 4.957  doctors  and 
232  dentists,  giving  a total  of  5,189. 
That  is  for  31st  December,  1949.  Then 
in  1950  the  number  had  gone  up  to 
5 413  doctors  and  236  dentists,  giving 
y’549.  You  have  subsequent  figures  up 
to  the  present  one,  have  you? 

899.  I would  like  to  be  certain  it  is 

the  same  figure. 1951 — 5,648  doctors, 

237  dentists,  5,885  total. 


900  That  is  not  at  all  the  same  figure 

we  have  got* These  are  from  the 

Ministry  of  Health.  Then  1953— 6,154 
doctors,  252  dentists,  6,406  total.  3954 
—6  265  doctors,  248  dentists,  6,513  total. 
1955 — 6,400  doctors,  250  dentists,  total 
6 650.  1956 — 6,490  doctors,  249  dentists, 
6J39  total.  1957—6,604  doctors,  262 
dentists,  6,866  total. 


The  only  interesting  figure  I think  I 
can  add  to  that  was  that  produced  by 
the  Evidence  Committee — I do  not  know 
.whether  the  Commission  knows  what  the 
Evidence  Committee  was.  It  was  set 
up  in  January,  1947,  and  it  was  a com- 
bination of  two  committees ; the  first 
was  the  Consultant  Services  Committee 
set  up  in  September,  1943,  of  which  I 
was  the  Chairman,  and  the  Hospital  and 
Services  Sub-Committee  of  the  Negoti- 
ating Committee,  and  those  two  were 
strengthened  by  the  addition  of  people 
like  the  Public  Health  people  and,  I 
think,  whole-timers,  and  it  was  repre- 
sentative of  the  whole  profession  I think. 
A great  attempt  was  made  to  make  it 
representative  of  all  sections.  That 

Evidence  Committee  set  up  in  January. 
1947,  gave  evidence  to  Spens  and  then 
in  a supplementary  memorandum  dated 
12th  January,  1948,  it  said  that  by 
analysis  it  had  estimated  there  were  4,279 
doctors  engaged  in  private  practice,  plus 
553  municipal;  but  only  60  per  cent, 
.had  replied,  so  they  estimated  that 


* The  figures  quoted  by  Lord  Moran  are  in 
respect  of  England  and  Wales.  Those  quoted 
in  Appendix  A of  the  Health  Departments 
Factual  Memorandum  (Written  Evidence  Vol. 
I)  are  in  respect  of  England,  Wales  and 
Scotland.) 


roughly  a thousand  municipal  people 
had  to  be  added  to  the  figure  of  4,279 
which,  if  it  were  accepted,  would  make 
5,279  which  is  strikingly  similar  to  the 
5’, 189.  In  other  words  the  Ministry  of 
Health  at  the  end  of  December,  1949, 
came  to  the  same  conclusions  practically 
as  a professional  committee  has  done 
two  years  previously,  at  the  end  of  1947. 

I think  that  was  all  I want  to  say,  in 
case  there  are  any  questions  arising  on 
numbers. 

901.  I think  the  difference  in  numbers 
is  not  as  large  as  had  been  suggested  by 
those  who,  I think,  had  simply  worked 
on  the  figures  in  the  original  Report. 
Nevertheless  it  is  much  more  striking 
in  the  case  of  doctors,  for  instance,  than 
dentists.  It  is  30  per  cent.  Is  that  about 
what  had  been  anticipated  at  that  time? 
You  mean  what  was  really  antici- 
pated? It  is  a long  time  ago  and  I 
am  not  at  all  certain  about  my  facts,  but 
my  recollection  of  Spens  is  that  we  did 
not  really  concern  ourselves  with  num- 
bers, and  particularly  future  numbers, 
except  .that  there  was  an  impression  that 
the  service  would  enlarge ; and  as  the 
terms  were  that  for  every  three  new  con- 
sultants there  would  be  one  Award, 
therefore  it  was  anticipated  this  figure 
would  go  up  as  the  service  expanded. 

Now  as  regards  Merit  Awards  I ought 
perhaps  to  make  it  clear  to  the  Commis- 
sion that  I am  not  really  in  a position 
to  speak  .on  dental  matters  because  the 
Awards  Committee  has  a sub-committee 
with  Sir  Horace  Hamilton  in  the  chair, 
with  five  or  six  dentists,  and  that  issues 
every  year  a report  to  the  main  com- 
mittee, so  I am  not  conversant  really  with 
dental  details  in  the  way  I am  in  the 
medical  field. 

Chairman:  I think  we  would  sooner 
confine  ourselves  to  doctors,  not  dentists 
today.  We  may  just  ask  a question  or 
two  about  that  point,  but  I think  we  will 
come  to  dentists  when  we  meet  more 
dentists. 

902.  Sir  Hugh  Watson : You  have  the 
Spens  Report  with  you,  Lord  Moran? 
Yes. 

903.  On  page  22  there  is  an  appendix. 
It  brings  out  a total  of  1,620.  It  was 
suggested  to  us  by  one  body  giving 
evidence  that  the  Spens  Committee’s 
Reports  with  regard  to  consultants  were 
based  on  the  expectation  of  financial 
responsibility  by  the  State  which  would 
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accrue  from  1,620  consultants,  and  if  the 
Spens  Committee  had  realised  the  num- 
ber would  have  been  much  greater,  they 
might  not  have  made  that  report.  What 

would  you.  say  about  that  figure? 

That  is  SO'  far  from  being  true.  The 
Spens  were  in  possession  of  the  figures 
I have  just  given  you  from  the  Evidence 
Committee.  They  never  for  a second 
took  1,620.  They  never  dreamed  of  it. 
It  was  clear  no  whole-timer  was  included, 
and  not  only  .that,  but  a quarter  did  not 
answer. 

904.  Professor  Jewkes : Just  to  get  this 
point  quite  clear,  Lord  Moran ; the  only 
difficulty  that  arises  here  is  that  the  Spens 
Committee  in  its  reports  used  percentage 
figures.  It  recommended,  for  example, 
in  the  case  of  the  A Awards  that  they 
should  be  four,  per  cent.  If  they  had 
made  their  recommendations  in  terms 
of  . numbers  no  misunderstanding  could 
possibly  have  occurred,  but  I gather 
from  what  you  say  that  when  they  used 
the  -four  per  cent,  they  had  in  mind 
a much  larger  number  of  consultants 
than  Dr.  Bradford  Hill  had  collected 

information  from. As  far  as  numbers 

go,  I think  the  only  actual  statistical 
figure  they  had  was  this  figure  I 
referred  to,  by  the  Evidence  Committee, 
and  I do  not  remember  that  being 
stressed  particularly  at  the  time  though 
it  was  in  their  possession  and  read  to 
them. 

905.  If  in  fact  the  Spens  Committee 
had  made  its  recommendations  in  terms 
of  absolute  numbers,  they  would  prob- 
ably have  thought  of  four  per  cent,  of 
the  5,000 — they  would  probably  have 

worked  it  out  in  that  way? Roughly 

the  A Awards  are  200  odd  over  the  whole 
Kingdom.  I think  we  had  those  figures 
at  the  time.  In  other  words  the  per- 
centages were  an  actual  figure.  I am 
certain  of  that.  We  have  used  them  so 
often  since,  but  I think  it  is  roughly  the 
200  odd. 

906.  Of  course  it  is  a little  off  this 

particular  question,  but  the  new  figure 
you  have  mentioned,  the  figure  of  some- 
thing over  5,000  raises  this  other  matter, 
that  the  statistics  Dr.  Bradford  Hill  col- 
lected, of  the  earnings  of  consultants, 
were  definitely  based  on  a 1,600  or  1,700 
sample,  and  if  it  is  true  there  were  over 
5,000  consultants,  the  sample  was  much 
smaller  than  anybody  thought  at  the 
time. That  may  be  true.  I have 


not  been  into  Bradford  Hill’s  figures, 
but  were  they  confined  to  the  1,600? 

907.  Yes. Then  what  you  say 

would  be  true. 

908.  Chairman : None  of  the  whole- 

time consultants  or  specialists  at  that 
time  were  included? No. 

909.  But  were  they  thought  in  general 
terms  to  be  earning  about  the  same  sort 
of  incomes  as  those  who  were  in  private 

practice  at  that  time? It  is  difficult 

to  answer  that  offhand.  I suppose, 
generally  speaking,  the  half-timer’s 
income  is  probably  greater  than  the 
whole-timer’s,  I do  not  know.  I should 
think,  generally  speaking  it  is  true. 

910.  I am  meaning  that  the  decision 
as  to  the  remuneration  of  the  5,000  was 

based  on  the  1,600. Yes.  I thought 

the  point  you  were  really  making  was, 
was  there  any  fallacy,  that  this  was  only 
doctors,  part-timers  as  opposed  to  whole- 
timers.  I suppose,  as  far  as  there  was 
any  fallacy  it  would  be  slightly  against 
the  doctors  in  that  way,  would  it  not? 

I am  only  guessing.  It  is  not  of  any 
value,  what  I am  saying ; you  would 
have  to  review  all  these  various  people, 
would  you  not? 

911.  Sir  David  Hughes  Parry : The  full 

timers’  earnings  were  lower  than  the 
part-timers’? That  is  what  I imagine. 

912.  Chairman : In  that  case  surely  to 
base  the  future  on  the  earnings  of  part- 
timers,  it  was  probably  slightly  in 

favour? 1 should  not  think  there  is 

very  much  in  it  but  I would  have  to 
have  all  the  incomes. 

913.  Professor  Jewkes:  If  I may  just 
remind  you,  Lord  Moran,  of  the  Brad- 
ford Hill  inquiry  in  the  case  of  con- 
sultants : Dr.  Bradford  Hill,  after  getting 
his  1,600  replies,  reached  the  conclusion 
which  I am  quoting : 

“It  is  highly  probable  that  _ the 
required  income  returns  were  obtained 
from  slightly  less  than  three-quarters 
of  all  consultants  and  specialists  in 
practice  in  1930  to  1939  and  surviving 
to  1947.  This  is  a high  rate  of  return 
for  such  an  inquiry.” 

If  the  5,000  figure  is  anything  like 
correct,  it  was  not  a high  rate  of  return, 
unless  we  assume  for  some  reason  there 
was  a big  increase  in  consultants  between 

1938  and  1947. At  that  time  all  these 

Grading  Committees  were  going  on  and 
I have  not  the  least  idea  what  numbers 
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per  annum  they  were  turning  out.  This 
was  based  upon  grading  returns.  How 
they  were  distributed  all  over  the  years 
I could  not  tell  you. 

914.  Chairman : Can  you  tell  me,  Lord 
Moran,  was  there  at  that  time  a differ- 
ence between  consultants  and  specialists? 

No.  I think  I should  have  said  most 

consultants  call  themselves  consultants 
but  in  the  popular  Press  they  are  very 
often  called  specialists,  but  I do  not  think 
there  is  any  value  in  that. 

915.  The  Report  was  the  Report  of  the 
Departmental  Committee  on  the  Re- 
muneration of  Consultants  and 
Specialists,  but  there  was  no  difference? 

No.  I suppose  it  is  conceivable  that 

some  old  fashioned  people  might  say  that 
in  some  of  the  minor  specialties  they 
might  be  called  specialists,  but  there 
exists  in  my  mind  no  differentiation. 

916.  Professor  Jewkes : Is  it  possible 
that  quite  a number  of  people  who  after 
1948  were  graded  as  consultants  would 
not  have  been  so  regarded  in  1938?  I 
am  looking  for  some  explanation  for  the 
increase  in  the  number  of  consultants. 

1 think  the  explanation  was,  if  you 

go  back,  and  that  is  what  I take  it  you 
are  doing,  say  five  years  before  that, 
the  distribution  of  consultants  through- 
out the  country  was  extraordinary.  It 
was  accumulated  in  big  cities ; places 
like  Shrewsbury  and  that  sort  of  place 
would  have  practically  none.  Speaking 
of  Barrow-in-Furness,  where  I once  lived, 
in  my  time  there  was  not  a single  con- 
sultant there  at  all,  nor  in  my  time — 
my  father  being  a doctor  there— do  I 
ever  remember  a consultant  coming  in, 
except  for  one  occasion  for  a spinal 
tumour.  So  you  will  see  one  of  the 
chief  objects  of  the  Health  Act  was 
to  spread  the  consultants  so  that  they 
should  be  available  not  only  to  great 
cities  but  all  over  the  country.  There- 
fore what  you  say  must  be  true.  There 
was  a tremendous  leeway  to  make  up. 
When  the  Health  Act  came  in  and  they 
took  over  hospitals,  they  took  over  per- 
haps, people  who  would  not  have  been 
previously  considered  consultants.  Is 
that  the  answer? 

Professor  Jewkes:  Yes,  thank  you. 

917.  Chairman : Would  you  like  to 

pass  on? The  second  point  is  the 

historical  origin  of  the  Merit  Awards 
system.  There  were  two  purposes  for 
which  this  system  was  set  up.  The  first 


was  because  it  was  felt,  if  medicine  was 
to  compete  for  recruits  with  other  pro- 
fessions, what  they  called  a significant 
minority  should  be  able  to  aspire  to 
incomes  more  or  less  comparable  with 
other  professions.  In  that  connection  the 
Bradford  Hill  figures  were  used  and  they 
brought  out  these  facts ; that  11  per  cent, 
of  the  incomes  investigated  did  not 
exceed  £1,000  per  annum,  that  13  per 
cent,  did  not  exceed  £5,000,  17-9  per  cent, 
of  surgeons  and  17T  per  cent,  of 
gynaecologists  had  incomes  greater  than 
£5,000,  29-5  per  cent,  of  surgeons  and 
27-6  per  cent,  of  gynaecologists  had  in- 
comes greater  than  £4,000.  I think  the 
sole  object  of  that  was  to  prove  that  a 
very  appreciable  minority  of  the  con- 
sultants for  that  time  had  very  large 
incomes. 

Spens  thought  that  some  reduction  in 
these  was  justifiable  on  the  grounds  that 
in  a service  the  men  would  have  financial 
security  which  they  had  not  had  in  the 
past,  and  that  I think  was  absolutely 
true.  There  was  none  of  the  risk  of 
private  practice.  They  had  much  more 
security  and  so  they  made  this  reduction. 
At  the  end  they  said,  as  I have  said, 
a significant  minority  must  have  the 
opportunity  to  earn  incomes  comparable 
with  the  highest  which  can  be  got  in  other 
professions,  and  they  arrived  fairly 
arbitrarily  at  the  figure  of  £5,000.  The 
net  result  of  all  that  was  their  conclusion 
that  differentiation  dependent  upon  pro- 
fessional distinction  was  essential  to  any 
saisfactory  method  of  remuneration.  So 
all  I am  saying  under  the  first  heading 
was  that  they  felt,  to  compete  with  other 
professions,  there  must  be  a significant 
minority  able  to  earn  something  like  the 
same  thing. 

They  dealt,  as  you  know,  with  age. 

I need  not  go  into  that,  need  I?  The 
increments,  the  Commission  knows, 
were  arranged  so  that  if  a man  became 
a consultant  at  32,  he  went  on  incre- 
ments till  he  was  40,  but  beyond  that 
nothing  was  added  to  his  income  except 
the  Awards.  That,  I think,  is  already 
familiar  to  the  Commission. 

The  second  heading  was  to  provide  an 
incentive.  There  were  therefore  two 
things  in  the  minds  of  the  Spens  Com- 
mittee primarily  in  granting  these 
Awards.  One  was  that  a significant 
minority  should  be  able  to  compete,  with 
other  professions  for  the  best  recruits, 
and  the  second  was  that  there  should 
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be  an  incentive  provided.  What  is 
interesting,  I think,  looking  back  on 
it,  is  that  both  those  suggestions  did  not 
come  from  the  Spens  Committee  in  the 
first  instance,  but  came  from  the  Evi- 
dence Committee,  that  is  to  say  they 
came  from  the  body  of  the  profession 
and  not  from  an  isolated  committee. 
Firstly,  those  figures  I quoted  are  taken 
from  all  incomes  and  the  Evidence  Com- 
mittee came  to  the  conclusion  Spens 
adopted,  that  they  must  have  that  to 
compete.  Secondly — what  I am  going 

to  say  originated  with  the  Evidence 
Committee — their  memorandum  said 
that  length  of  service  should  not  be  the 
only  factor  in  determining  rising 
remuneration.  They  said  it  was  essen- 
tial to  maintain  an  incentive.  This  was 
taken  up  by  Spens  and  I remember  very 
well  that  the  lay  people  on  the  Spens 
Committee,  who  were  in  a majority, 
were  attracted  by  this  incentive.  They 
thought  it  might  apply  to  things  outside 
medicine  and  they  thought,  at  a time 
when  medicine  was  passing  over  from  a 
highly  competitive  individual  profession 
where  the  rewards  were  really  according 
to  individual  effort,  into  a service,  there 
might  be  a considerable  slackening  of 
effort.  That  was  the  feeling,  and  they 
thought  this  incentive  might  do  some- 
thing to  meet  that.  The  Spens  Report 
said  that  there  should  be  some  way  of 
picking  out  really  eminent  specialists  for 
extra  remuneration. 

Opinions  as  to  how  this  should  be 
done  at  that  time  varied.  For  instance 
the  Evidence  Committee  envisaged  that 
it  might  be  done  by  the  Appointments 
Committees  attached  to  regions  ; but  the 
Spens  Committee  saw  that  would  not 
work,  and  for  the  first  time  suggested  it 
should  be  done  by  a body  for  the  whole 
country,  or  some  outstanding  body  spon- 
sored by  the  Royal  Colleges.  So  all  I 
am  really  trying  to  say  up  to  date  is 
that  as  far  as  the  historical  origin  is 
concerned  there  are  two  things  which 
really  activated  us,  and  one  was  this 
question  of  recruiting  and  the  other  the 
question  of  incentive,  and  that  both 
really  came  from  the  profession  itself, 
from  the  great  body  of  the  profession 
as  represented  by  this  Evidence  Com- 
mittee. I do  not  think  I want  to  add 
to.  that  unless  any  member  of  the  Com- 
mission would  like  to  ask  questions. 

Chairman : I do  not  think  I have  any- 
thing to  ask  on  the  history,  Lord  Moran. 


Many  of  the  points  you  made  will  no 
doubt  come  up  for  discussion  later. 

918.  Sir  David  Hughes  Parry:  I 

thought  there  was  a hint  in  what 
you  said,  that  this  method  of  pay- 
ment was  put  forward,  in  the  first  in- 
stance at  least,  as  a transitional  method 
from  a competitive  profession  into  a 

more  secure  profession? If  I said 

that  I certainly  did  not  mean  to  convey 
that  impression.  There  was  no  thought 
like  that  in  Spens.  What  was  in  Spens’ 
mind  was  a strong  argument  for  using 
Merit  Awards  as  opposed  to  some  other 
incentive  arrangements,  not  any  question 
of  transition  at  all — that  was  not  in  their 
heads. 

919.  I thought  you  said  it  seemed  that 
the  profession  was  to  be  converted  from 
a highly  competitive  one  to  a more 

secure  one. Yes,  but  I only  said  that 

because  that  was  what  was  in  their  mind 
when  they  were  so  enthusiastic  about 
incentive.  But  they  did  not  think  this 
was  going  to  pass  over  in  a period  of 
five  years.  They  wanted  an  incentive 
•to  keep  men  going.  It  will  always  be 
necessary,  as  we  know,  in  the  combatant 
services.  I do  not  know  how  many 
committees  I have  sat  on  in  the  last 
years  connected  with  the  combatant 
services,  where  the  simple  question  is, 
how  can  we  keep  these  people  on  their 
toes,  these  people  being  the  members  of 
the  Royal  Army  Medical  Corps  and  so 
on,  and  this  was  always  the  same ; it 
was  not  a question  of  pay  but  of  getting 
sufficient  professional  opportunities,  and 
we  always  were  defeated  and  never  did 
find  a solution. 

920.  Chairman : When  you  say,  in  the 

mind  of  Spens,  you  mean  the  Spens 
Committee? Yes,  I do. 

921.  Of  which  Sir  Will  Spens  was 

Chairman? Yes. 

922.  But  nearly  all  the  Committee 
were  in  fact  members  of  the  Royal 
Colleges?  There  was  a considerable 

medical  body? We  were  in  a 

minority. 

923.  Five,  I think? 1 think  so.  I 

do  not  remember  exactly.  It  was  quite 
striking  to  a doctor  on  tlhat  Committee, 
that  up  to  the  appearance  of  the  Awards 
the  lay  people  were,  I would  say,  very 
critical  of  a great  deal  of  our  suggestions. 
In  fact  we  had  the  impression  they  were 
not  extremely  favourable,  but  on  the  pro- 
duction of  Awards,  which  came  from  the 
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Chair,  the  whole  thing  altered.  They 
were  really  in  favour  of  the  Awards  from 
the  first. 

As  far  as  I know,  and  I may  be  wrong 
in  this,  the  only  alternative  suggestion 
that  ever  came  before  any  committee 
that  I can  remember  was  not  then  called 
responsibility,  but  I think  was  called 
establishment,  if  I remember  rightly. 
That  is  to  say,  it  was  associated 
with  the  heads  of  the  hospital  and  that 
sort  of  thing.  It  is  very  much  the  same 
as  responsibility,  but  this  is  a new  word 
comparatively.  Both  the  Evidence  Com- 
mittee and  the  Spens  Committee  did 
discuss  alternatives  to  this  measure  but 
they  never  looked  with  favour  on  them 
and  I think  the  sort  of  arguments  as  far 
as  I can  reproduce  them  were  something 
like  this.  If  you  talk  of  responsibility 
payment,  I think  the  first  thing  yon  say 
is,  what  do  you  mean  by  a post  of 
responsibility?  As  I know  it,  when  I 
was  an  Assistant  Physician  at  St.  Mary’s, 
my  responsibilities  were  the  same  as  at 
any  subsequent  period  of  one’s  career 
because,  although  it  is  true  one  had  not 
anything  like  the  same  number  of  beds, 
one  had  out-patients,  which  I need  not 
say  to  any  doctor,  is  much  more 
difficult.  You  get  a stream  of  people 
coming  with  very  few  physical  signs  and 
it  is  a test,  whereas  if  you  have  the  case 
in  bed  you  can  take  your  time  and  there 
are  physical  signs  and  it  is  an  easier  line 
of  country,  so  I would  not  say  from  my 
experience — and  I think  everybody 
would  agree — that  you  can  really 
differentiate  responsibility  in  the  hospital. 
In  other  words  I would  say  that 
“ responsibility  ” means  the  same  as 
seniority  in  practice. 

I tried  to  find  exceptions  to  that.  First 
of  all  I went  through  medicine  and  sur- 
gery— clearly  the  senior  surgeon  and 
senior  physician.  Who  would  get  it  in 
the  eye  department — again  I can  only 
think,  the  senior  eye  man  with  perhaps 
three  men  on  the  staff  working  there,  the 
same  with  the  ear,  nose  and  throat 
department,  and  so  it  went  on.  Then 
I came  to  the  radiology  and  pathology 
departments.  There  I think  it  is  con- 
ceivable you  might  make  an  exception 
because  you  might  say  the  head  of  such 
a department  in  the  ordinary  course  of 
things  would  be  selected  by  election. 
They  would  not  necessarily  take  the 
second  in  command — they  might,  but 
not  necessarily.  But  even  if  that  were  an 
exception,  if  you  had  responsibility  pay- 


ments it  simply  means  that  automatically 
such  posts  would  get  them  whereas  now, 
under  the  Awards  system,  the  man  who 
is  head  of  a laboratory,  radiology  or 
pathology,  is  always  considered  very 
carefully  and  if  he  is  rejected  it  is  because 
the  evidence  is  against  him.  In  other 
words,  in  these  two«  exceptions,  if  you 
had  responsibility  payments  it  would  be 
automatic  whereas  under  the  present 
system  it  is  not  automatic. 

One  of  our  most  painful  jobs  has  been 
passing  over  senior  physicians  who  had 
been  put  on  years  and  years  ago  and 
do  not  really  make  the  grade  and  there- 
fore I suppose  another  thing  that  might 
occur  to  the  Commission  would  be  the 
question  of  the  Medical  Superintendent 
who,  I suppose,  under  such  a system 
would  come  up  for  consideration.  I 
remember  going  down  to  a region  in 
the  West  Country  and  the  regional  people 
made  certain  recommendations  and  we 
did  not  accept  them  and  they  were  very 
hurt  about  this,  and  I went  down  to 
interview  them  to  try  to  explain  matters. 
I said  that  what  I really  wanted  to  know 
was  how  this  man  differed  from  the 
hundreds  and  hundreds  of  medical  super- 
intendents all  over  the  country  in.  mental 
hospitals,  tuberculosis  sanatoria  and  so 
on : and  they  said — “ we  had  not  looked 
on  it  in  that  way,  he  does  not  differ  in 
any  way.”  You  could  not  possibly  give 
responsibility  payments  to  all  Medical 
Superintendents.  Some  drop  into  a 
routine;  some  are  very  good.  It  is 
obvious  the  whole  object  of  the 
Awards  Committee,  so  far  as  'that  branch 
is  concerned,  is  to  pick  out  the  people 
doing  a little  more  than  their  neighbours, 
and  not  just  ticking  over.  The  last  case 
where  I [think  you  could  make  an  excep- 
tion would  be  the  professors  of  medicine 
and  surgery.  Under  the  Award  system 
the  same  thing  happens — they  are  so  out- 
standing. I think  if  you  looked  through 
the  Professors,  all  teaching  medicine  and 
surgery  in  hospitals,  they  have  very  high 
Awards  now,  so  reviewing  what  I have 
said,  I do  not  .honestly  see  how  a case 
can  be  made  out  for  responsibility 
payments. 


At  the  various  hospitals  in  London 
you  are  either  retired  at  60  or  65,  pre- 
sumably because  your  powers  are  waning 
— that  is  the  assumption  anyway.  A 
senior  surgeon  would  be  rewarded  in 
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•this  way  just  at  the  time  that  the  guillo- 
tine was  closing  down  on  him  because 
of  inefficiency  due  to  age.  It  seems  to 
me  an  anomalous  thing.  I do  not  know 
at  what  average  age  a man  becomes  a 
senior  surgeon  but  generally  speaking  it 
is  quite  late  on  and  he  would  therefore 
be  receiving  a responsibility  payment  at 
a time  when  he  was  looking  forward  to 
retiring  from  the  staff  because  of  age. 
It  does  not  seem  to  me,  looking  at 
responsibility  payments,  just  as  an  argu- 
ment, .that  a case  can  be  made  out  for 
them,  because  I think  it  is  really  synony- 
mous with  seniority. 

Finally — what  is  the  history  of  this 
suggestion?  As  far  as  I know,  and  I 
may  be  wrong  in  this,  it  has  only  been 
brought  forward  by  the  British  Medical 
Association.  I do  not  think  I know  of  re- 
sponsibility payments  being  suggested, 
officially  at  any  rate,  anywhere  else.  The 
history  was  this : at  what  is  called  the 
representative  meeting  of  the  British 
Medical  Association  in  1956 — that  is,  the 
annual  meeting — the  following  resolution 
was  proposed  by  Mr.  Dunbar,  Glasgow : 

“ It  was  resolved  that  in  the  opinion 
of  this  meeting  ...” 

A representative  meeting  is  a tremen- 
dous meeting  of  I do  not  know  how 
many  people,  a sort  of  Albert  Hall 
performance. 

“ ...  the  Council  should  consider  the 
desirability  of  abolishing  the  Merit 
Awards  Scheme  for  members  of  hos- 
pital staffs,  unless  in  very  exceptional 
cases,  'and  of  replacing  it  by  a system 
allowing  for  responsibility  payments.” 

I was  rather  concerned  naturally  when  I 
saw  this,  but  I was  reassured  when  the 
British  Medical  Association  told  me  this 
was  passed  with  hardly  any  discussion, 
and  at  a meeting  nearly  all  general  prac- 
titioners, who  were  unfamiliar  with  the 
details.  The  subsequent  history  of  it,  I 
•think,  bears  that  out.  I was  asked  by 
the  Consultants  Committee  of  the 
B.M.A.,  of  which  I have  not  the  num- 
bers— I suppose  it  is  50  to  60,  perhaps 
more,  and  it  represents  all  their  consul- 
tants. I was  asked  by  them  to  address 
them  on  this  question  of  Merit  Awards, 
and  at  the  end  when  I had  left  they 
passed  unanimously  in  favour  of  it,  and 
the  Council  recorded  this : 

“That  Lord  Moran,  Chairman  of 
the  Awards  Committee,  attended  a 


meeting  of  the  Central  Consultants  and 
Specialists  Committee  and  explained 
the  method  of  selecting  consultants  for 
Awards  and  the  steps  taken  to  ensure 
their  equitable  distribution  through- 
out the  country  and  in  various 
specialties.  The  Committee  ‘has 
affirmed  its  confidence  in  Lord  Moran 
and  his  Advisory  Committee.” 

and  that  is  unanimous.  I talked  to  them 
for  about,  I think,  balf-an-hour  or  forty 
minutes  and  they  then  asked  very  search- 
ing questions  for  a long  time.  Then  I 
left  and  they  had  their  vote.  The 
Council  of  the  British  Medical  Associa- 
tion then  considered  the  resolution  after 
that  'had  been  done,  and  passed  this : 

“ The  Council  does  not  consider  it 
desirable,  however,  to  take  any  action 
which  would  result  in  the  abolition  of 
Distinction  Awards.” 
and  at  the  annual  meeting  of  the  B.M.A., 
July,  1957,  a year  after,  Mr.  Sellors 
moved  the  approval  of  the!  Council’s 
resolution,  and  that  was  carried.  I have 
gone  through  that  rigmarole  rather  to 
show  that  in  this  body  they  ‘have 
apparently  abandoned  the  responsibilities 
scheme  quite  definitely. 

924.  Sir  Hugh  Watson : You  are 

familiar.  Lord  Moran,  with  the  fact  that 
in  the  teaching  profession  a person  is 
given  responsibility  pay  when  he  is  the 
head  of  the  department,  or  headmaster 
of  a school.  I gather  from  what  you 
say,  in  your  view  there  is  no  comparison 
between  that  sort  of  responsibility  and 
the  sort  of  responsibility  which  is  here 

under  discussion. Would  it  not  be 

fairer  to  say  they  work  in  different  ways? 

I do  not  see  how  we  can  work  ours. 
I believe,  if  you  asked  anybody  who 
comes  before  you,  how  you  would  work 
responsibility  payment,  I think  he  would 
be  flummoxed. 

925.  Sir  David  Hughes  Party : May  I 
suggest  there  might  be  in  certain 
instances  a combination  of  both 
methods;  for  example  in  some  special- 
ties where  there  is  headship  of  a depart- 
ment that  might  be  regarded  as  a per- 
sonal responsibility  and  in  that  case  that 
might  be  rewarded  rather  in  that  way  than 

by  Merit  Award? Is  not  the  answer 

to  that,  if  I am  right  in  what  I have 
said  about  the  exceptions,  that  this  would 
only  apply  really  to  two  departments 
and  that  they  do  now  receive  Awards 
unless  the  evidence  is  against  them? 
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There  is  no  pathologist  who  is  head  of 
a department  in  a teaching  hospital  who 
is  not  very  carefully  considered  and  the 
same  applies  to  radiology,  and  if  it  is 
an  important  non-teaching  hospital  the 
same  is  true.  Really,  if  you  had  a dual 
system,  you  would  ask  two  things  ; what 
do  you  gain  and  what  do  you . lose? 
Immediately  you  begin  to  dilute  it  you 
are  losing  initiative.  The  man  will  go 
up  senior  without  any  effort  on  his  own 
part.  He  will  compete  for  this  headship 
of  the  radiology  and  pathology  depart- 
ment whether  there  is  any  inducement  or 
not.  It  is  absolutely  essential,  he  must 
do  so  for  his  career. 

926.  You  are  describing  an  incentive 
as  a purely  economic  incentive  — — -I 
think,  in  a Committee  like  this,  it  is 
pure  waste  of  time  to  talk  about  voca- 
tion because  we  are  concerned  with  what 
I call  the  hard  facts,  and  I personally 
think  that  a man  who  is  worth  his  salt 
— for  instance,  if  you  ask  me  the  highest 
expression  of  medical  practice  at  the 
present  time,  I should  say  a professor 
of  medicine  such  as  Pickering,  the  Regius 
Professor  at  the  present  time  at  Oxford. 
But  I do  not  think  you  gain  by  en- 
larging on  it.  People  who  believe  in 
vocation,  I am  sure,  are  people  who  do 
not  talk  about  it.  When  I hear  people 
talking  about  it  I always  get  very 
suspicious. 

927.  Chairman : Now  could  you  tell 
us  a little  about  the  scheme  as  it  works, 
as  it  is  administered,  and  perhaps  deal 
with  some  of  the  things  you  must  know 
cause  anxiety  amongst  many  doctors. 

It  is  a little  difficult  to  know  exactly 

where  to  begin  here  but  I think  the 
only  way  really  is  to  attempt  to  take 
you  round  the  country.  I will  try  to 
make  it  as  brief  as  I can.  If  you  find 
you  want  it  in  a different  way  I wish 
you  would  say  so. 

928.  Could  you  tell  us  as  a start 
exactly  who  administers  the  scheme  and 

how  that  body  is  appointed? The 

Committee  of  fifteen  administer  this 
scheme  and  they  are  appointed  by  the 
government  on  the  advice  of  the  Royal 
Colleges. 

929.  Do  the  Royal  Colleges  nominate 
the  precise  number  or  not?— — The 
Committee  is  composed  really  in  this 
way:  there  are  three  physicians,  three 
surgeons  and  two  gynaecologists  but  it 
is  always  understood  and  in  practice 


works,  that  one  of  the  surgeons  or 
physicians  is  in  a special  department— 
Dr.  Ingram  at  the  present  time  represents 
dermatology,  for  example,  but  the  three 
Royal  Colleges  are  responsible  for  these 
eight  people.  Then  a representative  of 
the  Vice-Chancellor’s— I presume, 
appointed  by  them — he  comes  to  us,  and 
then  a representative  from  the  Medical 
Research  Council.  That  is  ten.  There 
are  three  Scotsmen  appointed  by  their 
bodies— that  is  thirteen.  I am  an  extra 
as  Chairman— that  is  fourteen. 

930.  Professor  Jewkes:  And  a repre- 
sentative of  the  B.M.A.?  No.  I 
asked  Dr.  Hill,  who  was  then  Secretary 
of  the  B.M.A.,  whether  he  would  like 
to  take  part  in  .this  Awards  system,  and 
his  reply  was  that  the  organisation  of 
the  BJM.A.  was  not  adapted  to  it. 

931.  Chairman-.  I think  actually  on 
page  18  of  the  Ministy’s  memorandum 

it  says  fourteen. Perhaps  if  you  turn 

to  the  Report  of  the  Ministry  of  Health 
you  will  find,  I think,  there  are  fifteen. 

I have  left  out  Sir  Horace  Hamilton  who 
is  the  only  laymen  on  it  and  he  was  a 
Treasury  civil  servant  in  the  past,  he 
was  Permanent  Secretary  for  Scotland, 
and  he  is  the  only  layman. 

932.  If  I may  come  back  to  the  eight 
members  from  the  Colleges,  do  the  Col- 
leges say  these  are  our  eight  people  and 
the  government  accept  it  without  dis- 
cussion, or  do  the  Colleges  say  here  are 
twenty-four  people  of  which  you  are 
under  obligation  to  select  eight?  The 
government  have  the  final  power,  but 
I do  not  think,  speaking  from  memory, 
they  have  turned  down  any  suggestion. 
It  is  the  exact  number. 

933.  They  are  in  fact  nominations  of 

these  various  bodies? Yes,  that  is 

true. 

934.  You  say  there  are  one  or  two 

specialties  that  it  is  particularly  under- 
stood will  be  covered? Yes,  perhaps 

I could  explain.  Dr.  Aitken  represents 
the  Vice-Chancellors  at  the  present  time. 
He  is  Vice-Chancellor,  Birmingham.  Sir 
Horace  Hamilton  is  the  layman.  Of  the 
three  Presidents  of  the  Colleges:  Sir 
Russell  Brain,  Professor  Claye  and  Sir 
Harry  Platt,  at  that  time— he  is  no  longer 
President  but  has  been  succeeded  by  his 
successor.  Then  Professor  Dunlop,  Mr. 
Galbraith  and  Mr.  Graham  represent 
Scotland.  Dr.  Ingram  represents  der- 
matology, Dr.  McNair  and  Professor 
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Glaye  represents  obstetrics ; Professor 
Pickering  at  that  time  represented  the 
Medical  Research  Council — he  has  been 
succeeded  by  Professor  McMichael.  Dr. 
Sheldon  of  Wolverhampton  is  a non- 
teacher and  he  is  a physician.  Professor 
Windeyer  represents  radio-therapy,  so 
at  the  present  time  they  are  the  two 
specialties  represented. 

935.  May  I take  it  all  the  medical 
members  of  this  Committee  are  of  such 
outstanding  merit,  that  to  the  profession 
and  everybody  it  might  be  assumed  they 
might  be  among  the  Award  people,  if 

they  were  still  eligible  on  it? 1 think 

it  would  be  fair  to  say,  they  are  all  A’s. 

936.  They  cannot  have  receipt  of  the 

Award  after  a certain  age,  I believe. 

That  is  not  absolutely  accurate. 

937.  Sir  David  Hughes  Parry : They 

are  appointed  by  the  Ministry  for  what 
period?  Is  there  a term  for  them  to 
serve? Yes.  There  are  fifteen  mem- 

bers and  there  were  fourteen  till  just 
lately  and  there  has  been  thirty  alto- 
gether since  it  started  in  1949.  They  are 
appointed  for  three  years  on  what 
I think  the  Civil  Service  then  called  the 
rotational  system ; a group  for  a year, 
another  for  two  years,  another  for  three 
years.  It  is  apparently  the  way  they 
always  do  it,  so  a man  suddenly  dis- 
appears— I never  know  why. 

938.  Chairman : The  President  of  the 

Royal  College  of  Surgeons.  I gather,  had 
disappeared  and  been  replaced  simul- 
taneously with  the  ending  of  his  Presi- 
dency?  Sir  Harry  Platt.  He  might 

have  gone  on  there ; hut  we  regard  it  as 
desirable  the  President  should  be  oin, 
and  I have  always  asked  their  Colleges  if 
possible  to  send  .him  on. 

939.  So  the  President,  as  President,  is 

permanent? Only  by  my  request,  not 

•by  the  government. 

940.  You  have  been  Chairman  of  this 

Committee  since  the  beginning? Yes. 

941.  Are  you  also  appointed  for  three 

years? -No-,  I do  not  know  exactly 

•how  1 stand  but  it  is  certainly  not  a 
three  year  thing.  I think  I can  be  dis- 
missed arbitrarily  at  any  time.  In  other 
words,  these  people  are  on  for  three 
years,  but  I do  not  think  I have  any 
period. 

942.  You  do  not  come  up  for  re- 
consideration ? No. 

943.  Do  the  Committee  meet  often  as 
a Committee  fully  attended  and  do  they 


go  round  .the  country? The  Commit- 

tee meetings  have  varied ; in  the  first 
year  they  met,  I think,  18  times  because 
it  was  absolutely  new.  Now  they  really 
only  meet  officially  as  it  were  on  the 
two  days  when  they  are  drawing  up  their 
report,  but  that  does  not  really  give  you 
the  picture  of  what  they  are  doing.  They 
do  not  all  go  round  the  country ; that  is 
to  say,  Doctor  Sheldon  is  always  present 
at  the  Midlands,  Sir  Harry  at  Man- 
chester, Ingram  at  Leeds,  but  14  people 
do  not  go  around.  That  is  left  to  Sir 
Horace  Hamilton  and  myself.  You 
really  want  to  know  how  the  thing  is 
done,  do  yon  not? 

944.  Yes. 1 ought  to  explain  to  the 

Commission  how  vacancies  occur.  They 
occur  for  three  reasons:  one  because  a 
man  dies,  secondly  'because  he  retires 
under  an  age  limit,  and  thirdly— this  is 
the  most  prolific  source  in  the  past — be- 
cause for  every  three  new  consultants 
there  is  one  new  Award,  so  from  those 
three  sources  you  get  your  vacancies  each 
year.  I have  excluded  the  first  year  as 
being  abnormal  'because  there  were  so 
many,  but  for  the  subsequent  seven  years 
vacancies  averaged  238.  That  is  to  say, 
21  A’s,  72  B’s  and  145  C’s. 

945.  When  you  say  a vacancy,  Lord 
Moran,  and  'give  those  three  reasons,  a 
vacancy  never  occurs  because  somebody 
you  once  thought  outstanding  turns  out 

to  'be  not  so  outstanding  after  all? 

No.  I confess  I have  undertaken  some 
hazardous  experiences  in  my  time,  but 
not  that  one.  The  fallacies  are  so  enor- 
mous. Suppose  you  decided,  not  from 
his  conduct  or  anything  like  that,  but  a 
man’s  work  had  deteriorated,  you  find 
some  .reason  or  some  source  of  worry  or 
health  which  you  had  not  known  about, 
and  I think  it  is  quite  impracticable  to 
have  a sort  of  thing  where  a man  is 
turned  out  on  the  grounds  that  his  work 
had  suffered.  I do  not  think  it  is  a prac- 
tical proposition,  there  are  too  many 
fallacies. 

946.  Once  you  are  there  you  are  on 

the  list? That  is  true.  The  238  vacan- 

cies for  the  whole  Kingdom — that  figure 
is  always  provided  for  me  by  the  Minis- 
try. We  have  nothing  to  do  with  it.  We 
then  divide  that  into  half  for  the  pro- 
vinces and  half  for  London.  That  is 
largely  in  proportion  to  the  number  of 
consultants.  There  is  a slight  disparity. 
The  number  of  consultants  in  London 
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and  the  provinces  is  in  the  three  thou- 
sands, but  there  is  a slight  disjrarity,  but 
that  was  ‘held  to  be  offset  at  the  begin- 
ning and  has  not  been  altered  since  be- 
cause there  are  twelve  London  medical 
schools  with  very  large  staffs,  whereas 
in  the  provinces  there  are  ten,  of  which 
you  have  Oxford  and  Cambridge  and 
vou  would  not  compare  them  with  Birm- 
ingham or  Manchester,  because  they 
have  not  the  numbers.  So  we  start  really 
with  119  for  the  provinces.  'There  are 
ten  regions  and  we  divide  those  Ijy. 
This  has  to  be  done  according  to  tne 
number  of  consultants  in  each  region 
The  number  of  consultants  in  Oxford 
and  Cambridge  regions  are  nothing ; like 
the  same  as  Birmingham  and  Man- 
chester. It  is  done  for  us  by  the 
Ministry. 


947  The  Ministry  provides  the  num- 
ber of  those  in  the  provinces  as  a whole? 

What  I really  ask  the  Ministry  for  is 

the  "“38  figure,  and  then  halve  that,  and 
say  To  the  Ministry— will  you  work  out 
how  much  goes  to  Manchester  and  ho>w 
much  to  Cambridge,  according  to  the 
number  of  consultants. 


948.  So  there  is  a total,  and  in  any 
one  region  in  the  provinces  Merit  Awards 
ought  to  be  very  nearly  the  same? — — 
Yes.  I will  give  you  exact  figures  in 
a moment  if  you  like.  You  find  that 
you  have  a much  bigger  region  in  Man- 
chester and  Birmingham,  therefore  you 
will  find  there  is  a smaller  figure  in  Cam- 
bridge. though  not  very  striking.  Prob- 
ably’you  would  like  those  figures  for  the 
various  regions. 


949.  Sir  David  Hughes  Parry : To 
clear  one  point  about  Oxford  and  Cam- 
bridge Schools  of  Medicine,  they  have 
not  such  a large  number  because  they 

are  not  large  clinical  schools? Yes, 

there  is  nothing  comparable. 


the  highest,  that  is  because  of  the  num- 
ber of  Nuffield  Professors  with  very  big 
departments  and  so  Oxford  is  always  top 
proportionately. 

952  There  is  one  region  that  actually 

is  about  27-7. -If  you  got  that  for  a 

recent  year,  you  would  find,  it  vary  tor 
other  years.  The  answer  to  your  ques- 
tion is  that  merit  is  the  deciding  factor,, 
and  we  are  breaking  away  from  merit 
when  we  are  dividing  up  into  regions.  It 
cannot  be  done  any  other  way,  you  see. 

953.  That  was  what  I was  trying  to 
find  out.  What  is  done.  Lord  Moran, 
is  that  you  take  a half,  which  is  119,  and 
then  it  is  allocated  among  the  regions? 

Yes.  I see  exactly  your  point.  Can 

I make  it  clear  this  way  ? _ Because  it  is 
impossible  to  compare  with  Leeds  and 
Newcastle,  you  have  to  divide  it  up  in 
this  way,  but  when  we  have  the  Ministry 
figure  for  the  regions,  when  it  comes  in, 
if  we  cannot  get  the  people  with  the 
merit  required  just  for  the  moment,  we 
go  to  the  others,  so  the  regions  are  never 
quite  equal  mathematically  as  sent  by  the 
Ministry  ; but  if  you  take  it  over  a period 
of  eight  years  I do  -not  think  you  find 
any  unfairness  between  regions.  The 
figure  you  quoted — 27  or  28  per  cent. — 
when  the  Ministry  remind  me  of  that 
fact,  we  try  if  we  can  to  bring  that  more 
into  line.  In  other  words,  we  watch 
those  figures. 


954.  But  in  fact,  Lord  Moran,  that  par- 
ticular one — 28  and  a bit  in  1955,  and 
27  and  a bit  next  year — just  as  a per- 
centage that  particular  one  seems  to  have 

rather  decreased. 1 would  not  be  at 

all  surprised.  That  might  be  so.  It 
does  not  affect  the  principle  ; we  do  try 
to  keep  them  equal  as  far  as  we  can,  but 
merit  is  the  deciding  factor  and  this  is  a 
compromise  between,  a geographical 
distribution  which  is  simply  on  numbers, 
and  a distribution  which  is  on  merit,  and 
we  cannot  take  it  any  further  than  that. 


950.  They  are  really  pre-clinical 

schools? That  is  it. 

951.  Chairman’.  I do  not  know  that 
we  know  those  figures  at  the  moment 
but  we  have  some  figures  in  front  of 
us  which  I think  you  know.  Lord  Moran, 
which  do  not  .entirely  bear  that  out. 
The  percentage  in  each  region  is  not 

identical? No,  that  is  why  I offered 

just  now  to  read  them  to  you.  You  will 
find,  if  you  take  the  figures,  they  are  all 
in  the  thirties.  If  you  find  Oxford  is 


955.  Perhaps  you  will  go  on  -and  explain 
how,  having  allocated  as  it  were  to  each 
region  a certain  number  as  now,  how 

does  that  help? Supposing  you  take 

119,  and  just  for  the  moment  supposing 
we  assume  that  we  have  to  divide  it  up, 
a compromise  between  merit  and  the 
other,  it  really  conies  to  -this:  we  go  to 
a region  like  Newcastle  with  -one  A and 
four  B’s,  and  seven  C’s.  That  is  a hard 
fact.  If  you  multiply  that  you  find  it 
makes  up  the  number,  so  we  go  down 
to  a region  knowing  we  have  to  get 
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one  A four  B’s  and  seven  C’s.  That 
varies  to  a certain  extent.  For  instance 
this  year,  which  was  a small  year,  the 
figures  were:  Manchester — 1 A,  2 B’s, 
5 C’s  ; Liverpool — 2 B’s,  4 C’s  ; Sheffield 
— 1 A,  2 B’s,  4 C’s  ; Leeds — 1 B,  4 C’s ; 
Newcastle — 1 A,  2 B’s,  4 C’s ; Birming- 
ham— 1 A,  2 B’s,  6 C’s  ; Bristol — 1 A, 
2 B’s,  4 C’s;  Wales— 2 B’s,  3 C’s; 
Oxford — 1 B,  2 C’s  ; East  Anglia — 1 B, 
2 C’s.  That  figure  is  divided  by  the 
Ministry  amd  you  will  see — I do  not 
know  which  region  your  27  was. 

956.  Liverpool. In  this  point,  Liver- 

pool is  unique  in  having  practically  no 
region,  if  you  consider  Liverpool  and 
knock  out  Chester  and  Wrexham.  Com- 
pare that  for  a moment  with  Leeds  ; you 
have  got  the  whole  of  Bradford,  Halifax. 
Huddersfield,  an  enormous  number  in  the 
region — -and  so  you  have  got  really  no 
district.  I do  not  ■ think  you  will  ever 
bring  that  particular  region  up  to  the 
number  for  that  reason,  because  it  is 
almost  entirely  a teaching  hospital  one. 
In  other  words  I have  not  the  slightest 
hesitation  in  saying,  as  you  have  quoted 
Liverpool,  that  is  a correct  figure  because 
it  cannot  compete  with  places  like  Man- 
chester and  Birmingham  with  their 
regions. 

957.  Sir  Hugh  Watson : A small  ques- 

tion for  the  record ; what  about  Scot- 
land?  1 think  we  were  worried  about 

that.  When  it  came  out  originally  they 
were  under  our  Committee  and  I said 
there  ought  to  be  a permanent  Scots 
Committee  and  that  it  ought  to  be  really 
self-governing,  because  I said  that  if  we 
began  dabbling  in  the  Outer  Hebrides  we 
are  going  to  be  sunk.  In  effect  what 
happens  is  that  Committee  is  self-gov- 
erning and  reports  to  us  every  year,  and 
the  three  Scots  representatives  move  its 
recommendations— it  has  never  been 
turned  down.  They  do  their  Awards 
differently.  They  do  it  all  from  a central 
base.  They  do  not  do  it  by  going  round 
the  country. 

958.  They  are  not  included  in  the  238? 

No,  this  is  England,  and  Wales. 

There  are  no  Scots  figures  here. 

959.  Chairman : These  figures  as  to  the 
geographical  spread,  are  they  made 

known?  I am  not  clear  about  that. 

I should  think  the  answer  is  probably, 
no. 

960.  But  it  is  known  broadly  that  there 

is  an  attempt  to  get  a spread? Yes. 

961.  This  kind  of  information  is  what, 
roughly,  you  would  have  given  to  that 


meeting  which  you  described  as  the  Cen- 
tra;! Consultants  Committee,  of  the 

British  Medical  Association. Do  you 

mean  they  were  not  told  these  details? 

962.  No,  I meant  that  this  is  roughly 

What  you  did  tell  them. 1 spoke  with- 

out notes  so  I have  no  idea  really,  but 
I think  it  is.  There  is  not  any  mystery 
about  this  regional  business.  As  I say,  it 
is  the  only  compromise  we  come  to.  We 
try  and  keep  level.  We  would  like  if 
we  could  to  keep  all  the  figures  for  all 
the  regions  level  but  it  is  not  practicable. 
This  is  the  nearest  we  can  get  to  it  and 
now,  in  the  case  you  have  quoted,  I do 
not  think  we  shall  ever  get  Liverpool 
alongside  Manchester  simply  because  of 
the  size  of  the  district,  otherwise  I should 
have  thought,  generally  speaking,  it 
would  be  possible  to  do  it. 

963.  Professor  Jewkes : Could  I just 

ask  that  in  searching  for  a uniform  geo- 
graphical distribution  you  would  never 
attempt  to  impose  that  principle  so 
rigidly  that  you  had  to  put  on.  one  side 
the  merit  criteria? No. 

964.  Chairman : Is  one  of  the  reasons 
for  taking  geographical  distribution  at 
all  in  order  to  make  quite  sure  that 
consultants  have  an  incentive  to  be  in 

any  part  of  the  country? 1 think 

Spens  put  it  in  these  words: — “To  dis- 
perse these  awards  over  the  whole  coun- 
try ” — I think  they  used  words  something 
like  that. 

965.  I was  trying  to  get  at  the  reasons. 

The  reason  they  did  it  was  this — 

I am  not  at  all  certain  whether  at  this 
stage  it  would  not  be  well  to  read  to 
the  Committee  because  it  is  very  relevant 
to  what  you  are  speaking  about  now. 
We  regard  this  dispersal  of  the  awards 
over  the  country  as  probably  the  most 
important  single  thing  because  we  want, 
as  it  were,  to  upgrade  the  hospitals  to 
one  class,  not  to  several  classes.  It  was 
put  to  me  when  I was  President  and  the 
Ministry  asked  me  for  advice.  Should' 
a surgeon  at  Guy’s  be  paid  the  same  as 
a surgeon  at  a hospital  in  Barrow-in- 
Furness?  and  I said,  yes,  because  you 
cannot  get  a uniform  service  unless  you 
do  that,  but  there  was  some  opposition. 
If  you  are  going  to  pay  different  sums 
the  men  are  going  to  congregate  in  big- 
centres  and,  therefore,  it  is  very 
important. 

In  this  connection  I have  a letter  which 
came  to  me  this  morning  from  Dr. 
Sheldon  who  is  a very  well-known  figure: 
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in  the  Midlands.  He  gave  me  permission 
to  read  this  letter  to  you  when  I asked 
him:  — 

“ I see  that  you  are  to  give  evidence 
before  the  Royal  Commission,  and 
having  read  what  was  said  by  Sir 
Russell  Brain  and  others  in  this  week’s 
British  Medical  Journal  there  is  one 
further  point  which  I think  should  be 
stressed  about  the  value  of  the  merit 
awards  to  the  service. 

Under  the  merit  awards  system  a 
young  and  able  consultant  can  go  to 
a non-university  provincial  town  in 
the  certain  knowledge  that  in  that 
same  town  he  can  rise  to  the  maximum 
salary  available  in  the  service.  By 
this  process  a provincial  town  receives 
an  enormous  benefit  by  its  ability  to 
attract  the  services  of  the  best  con- 
sultants. I do  not  think  it  is  suffi- 
ciently appreciated  in  a large  city  like 
London  what  an  immense  amount  of 
comfort  is  derived  in  a provincial  town 
from  the  knowledge  that  its  citizens 
can  trust  its  consultants — who,  in  the 
course  of  time,  tend  to  become  house- 
hold names.  Any  system  which  would 
have  the  effect  of  taking  men  out  of 
one  town  into  another  in  order  to 
obtain  the  salary  they  deserve  would 
be  very  bad  for  the  town  and  would 
be  grossly  unfair.  Why  should  the 
residents  of  one  town,  knowing  that 
they  can  never  have  more  than  say 
an  average  E.N.T.  surgeon,  neverthe- 
less subscribe  through  their  taxes  to 
a state  of  affairs  in  which  by  virtue 
of  their  larger  size  other  towns  may 
always  be  enabled  to  have  a first-class 
one?  ”. 

The  writer  of  that  letter  is  a greatly 
respected  figure  in  medicine.  He  is  a 
non-teacher  and  this  is  testimony  from 
a non-teacher. 

I think  it  would  be  absolutely  dis- 
astrous if  we  interfered  in  any  way  in 
this  system  for  getting  a spread  of  con- 
sultants. I know  how  badly  it  stood 
before  the  Health  Act.  Nearly  all  the 
big  university  centres  were  the  places 
which  got  them  but  the  spread  has  been 
•quite  extraordinary  since. 

966.  I think  Spens  put  it  quite  clearly 
when  they  said : — 

“ . . . they  should  not  be  allowed  to 
gravitate  towards  a few  large  teaching 
hospital  centres ; and  we  wish  to  stress 
that  in  making  awards  as  between 


those  who  on  other  grounds  appear 
to  have  equal  claims  regard  should  be 
had  to  the  desirability  of  spreading 
such  awards  over  the  country  as  well 
as  over  different  branches  of  specialist 
practice  ”. 

Yes. 

967.  Mr.  Bonham-Carter : Is  it  true 

to  say  that  within  the  profession  men  do 
not  move  much  during  their  careers,  geo- 
graphically?  You  are  talking  only  of 

consultants,  are  you  not? 

968.  Yes,  I am  talking  of  consultants. 

Yes,  I think  it  would  be  true  that 

if  a man  gets  on  to  a hospital  he  is 
fixed  for  life— if  it  is  a big  hospital.  I 
think  that  is  true. 

969.  Therefore,  it  is  not  significant  to 
the  extent  that  it  would  interfere  with 

the  figures  over  the  years? It  has 

this  effect;  supposing  you  are  a first- 
class  man  at  Guy’s,  and  supposing  you 
do  not  get  on  at  Guy’s,  which  might 
easily  happen  because  of  the  timing  of 
the  vacancy,  well  then  you  have  every 
inducement  to  go  to  one  of  these  re- 
mote places  because  you  can  get  the 
maximum  salary  there.  Therefore,  you 
will  only  ask  yourself,  will  you  get  the 
kind  of  work  you  want,  will  the  material 
be  good  enough? 

970.  There  is  not  enough  of  it  in  the 
course  of  years  to  upset  the  regional 
distribution?  You  see,  a man  could  get 
an  award  in  one  region  and  then  move 

to  another,  could  he  not? Yes,  he 

does,  but  not  very  often.  He  does  carry 
his  award  with  him  certainly. 

971.  Normally,  do  you.  find  that  you 

fill  all  the  vacancies  each  year? -We 

try  to,  yes. 

972.  Chairman : There  is  one  point  I 

have  not  got  quite  dear.  I think  you 
said  that  there  are  about  the  same  num- 
ber of  consultants  in  London  and  in  the 
provinces  in  England  and  Wales  as  a 
whole? Y es. 

973.  But  there  were  rather  more  in  the 

big  teaching  hospitals  in  London  than 
in  the  provinces  and  that  a split,  there- 
fore, I gather,  of  giving  half  the  awards 
to  the  provinces  and  half  to  London 
was  in  a sense  slightly  unfair  for 
London,  or  have  I got  it  the  wrong  way 
round? 1 think  the  figure  in  the  pro- 

vinces is  slightly  higher  than  London— 
it  is  a matter  of  hundreds. 
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974.  The  total  number  in  the  pro- 
vinces, yes,  I see.  It  is  quite  appreciably 
high.— — Yes.  I confess  that  before  this 
Commission  was  set  up  I had  not  gone 
in  detail  through  the  figures.  When  we 
got  the  figures  I 'then  looked  at  it  and 
there  were  a great  many  other  factors 
which  I went  into,  the  density,  and  so 
on,  of  hospitals.  Whether  there  is  a 
slight  disparity,  I do  not  know,  but  it  is 
not  very  great. 

975.  But  there  was  rather  a higher 
proportion  that  might  come  to  London. 
1 think  it  might  very  well  be  so. 

976.  But  that  at  the  moment  is  not 

being  redressed  at  all? No,  it  has 

not  been  put  right.  In  fact,  I ’did  not 
know  about  it  until  a week  ago  when 
I saw  the  figures  and  d Was  rather 
surprised. 

977.  It  might  be  worth  considering. 
Yes. 

978.  Sir  David  Hughes  Parry : I want 

to  be  quite  clear  that  merit  is  the  ultimate 
criterion  of  the  award? Yes. 

979.  Not  the  geographical  distribu- 
tion?  Absolutely  .true,  yes. 

980.  You  were  talking  earlier  about 
the  difficulty  of  defining  the  post  of 
special  responsibility,  it  is  equally  diffi- 
cult to  define  merit  in  this  context,  is  it 

not? 1 am  often  asked  that  question 

and  I will  give  you  a direct  answer 
because  I think  it  is  a very  simple  one. 
If  you  are  a doctor  and  .there  is 
someone  either  in  the  eye  department, 
the  gynaecology  department  or  the  sur- 
gical department,  or  any  other,  if  you  are 
on  the  staff  of  the  hospital,  you  will  not 
have  the  slightest  doubt  who  you  will 
want  to  call  in  for  you  and  your  family. 
There  is  not  the  slightest  hesitation.  I 
have  not  seen  any  man  hesitate  when  his 
family  ^is  ill.  You  say  i “ Who  do  you 
want?  ” He  does  not  turn  round  and 
say : ‘ There  are  three  names  ”,  he  says : 

I want  so-and-so  ”,  and  that  is  precisely 
what  we  want  in  the  awards.  It  is  not 
a mystery  but  the  fundamental  thing 
about  this  is  that  we  feel  we  must  pick 
the  right  kind  of  people  to  advise  us. 

I do  not  have  views  at  all  as  to  whether 
X is  better  than  Y.  I sit  on  the  bench 
and  collect  the  evidence  for  the  com- 
mittee, and  'that  is  the  whole  business 
of  it  and  we  must  pick  the  right  people 
to  advise  it.  It  is  a rare  gift  this  pick- 
ing of  people,  as  everybody  knows,  and 
by  trial  and  error  we  have  the  people 


we  want,  but  there  is  still  room  for 
improvement.  That  will  always  go  on. 
. 981.  Chairman : Would  you  mind  get- 
ting on  to  that  part  next  and  having  in 
your  mind,  if  you  like,  any  one  region 
a region  that  is  going  to  get,  if  merit 

justifies  it,  say,  a total  of  20  awards 

It  comes  to  12—1,  4 and  7. 

982.  Twelve  awards  during  this  next 
year.  How  would  you  go  about  it  in 

the  districts,  in  the  regions? 1 would 

have  to  divide  them  up  first  of  all  into 
London  and  the  provinces  and  then  into 
teaching  hospital  and  non-teaching 
hospital.  We  keep  them  apart  because 
at  the  beginning  of  this  award  system 
the  feeling  was  such  that  one  of  them 
said  at  the  first  meeting  we  had,  that 
these  awards  were  designed  for  Guy’s 
and  St.  Bartholomew’s.  That  was  a way 
of  putting  it  that  they  did  not  think  they 
would  ever  go  outside  London  and  cer- 
tainly would  never  go  to  the  smaller 
hospitals.  It  has  been  our  main  object  on 
the  committee  to  prove  that  that  is  next 
so  and  in  fact  the  main  object  in  .travel- 
ling round  is  to  disseminate  these  awards 
m the  hospitals.  We  could  really  do  it 
all,  if  it  was  teaching  hospitals,  without 
travelling. 

What  we  do  is  go  to,  say,  Newcastle, 
and  there  we  need  one  A,  four  B’s  and 
seven  C’s.  There  is  not  any  difficulty 
about  the  A.  Whether  he  is  at  the  teach- 
ing hospital  or  whether  he  is  in  the 
region  he  will  be  so  outstanding  that  at 
the  very  most  there  will  not  be  more 
than  two  or  three  candidates  and  very 
rarely  that  number.  Nearly  always  when 
you  go — as  I will  tell  you  in  a moment 
we  have  separate  interviews,  with  people 
— when  you  ask  who  should  be  the  A, 
you  will  not  get  any  difference,  it  is 
more  or  less  known.  That  is  very  far 
from  true  of  the  C’s  but  it  is  true  of 
the  A’s.  Then  we  come  to  the  four 
B’s.  What  we  do  is  we  go  to  the  teach- 
ing hospital  and  we  have  two  methods  of 
investigation.  One ; we  have  separate 
interviews  of  about  half  an.  hour  each 
with  six,  seven  or  eight  people,  or  some 
number  of  that  kind  varying  in  different 
regions,  members  of  the  staff,  members 
chosen  by  ourselves,  not  by  them,  and 
always  chosen  really  by  trial  and  error 
because  we  have  found  they  deliver  the 
goods — they  tell  us  names  which  prove 
ultimately  to  be  sound. 

983.  And  the  “we”  you  are  referring 

to  at  this  time  is  who? Sir  Horace 
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Hamilton  and  myself,  with  Dr.  Ingram 
in  Leeds  and  Dr.  Sheldon  in  the  Mid- 
lands, as  I explained  earlier.  Perhaps  it 
would  help  if  I handed  to  you  copies 
of  what  I call  the  nominal  rolls.  ^ They 
contain  a list  of  A’s,  B’s  and  C’s,  and 
a list  of  “no  awards”,  and  they  are 
for  every  teaching  hospital  and  every 
region. 

984.  These  are  the  names  of  people 
whom  you  naturally  would  wish  us  to 

keep  in  confidence? Yes,  that  is  so. 

I would  like  you  to  see  them  (Files 
passed  to  the  Commission).  We  hand 
that  nominal  roll  to  these  people  who 
are  interviewing  us  both.  For  instance, 
suppose  you  are  interviewing  a professor 
of  surgery,  we  begin  on  surgery  and  say : 
“Will  you  go  through  the  people  with 
no  awards  and  pick  out  two  or  three 
whom  you  think  ought  to  have  a C,  and 
will  you  go  through  the  C’s  and  pick 
out  somebody  whom  you  think  ought 
to  have  a B ?”,  and  there  we  ask  for 
perhaps  two.  Every  single  person  we 
ask,  all  over  the  country — and  this  is 
terribly  important— goes  through  the 
whole  list.  He  is  not  just  given  ;a  list 
of  names  and  asked : “ Do  you  think  X 
is  better  than  Y?”  He  is  asked  to  go 
through  the  whole  list,  and  supposing  he 
goes  through  the  no  awards  we  would 
say  to  that  professor:  “Produce,  if  you 
can,  three  or  four  C’s,  and  then  go 
through  the  C’s  and  produce  the  B’s  ”. 
We  have  six  or  seven  people  working 
independently  going  through  the  list  like 
that.  Then  we  go  through  what  they 
have  evolved  and  you  will  find  if  we 
have  asked  them  for  three  B’s  that  there 
will  probably  be  two  that  are  common  to 
most  of  their  lists  and  one  may  be  a 
borderline  case.  Then  the  teaching 
hospital  elect  a committee  on  their  own 
which  I have  nothing  to  do  with  at  all. 
That  committee  consists  of  about  six 
people,  something  like  that,  and  that 
committee  produces  a list  of  names  for 
A,  B and  C.  We  then  compare  what 
the  committee  has  done  with  these 
people  whom  we  have  interviewed  and 
we  ask  the  committee  about  the  people 
brought  forward,  and  so  we  get  what 
is  the  secret  of  doing  this,  cross-sections 
of  opinion.  The  whole  object  is  to  get 
cross-sections  of  opinion.  When  we  have 
half  an  hour  with  that  man  it  does  not 
take  him  more  than  about  five  minutes 
or  ten  minutes  at  the  very  most  to  select 
his  people  and  we  spend  the  remaining 


twenty  minutes  asking  him  questions 
about  them  and  about  other  people  in 
that  list. 

Is  that  at  all  clear?  To  launch  this 
on  you  -in  this  way  is  rather  unfair  per- 
haps but  that  is  the  way  it  is  done. 
There  are  two  fundamental  ways  in  a 
medical  school,  separate  interviews  with 
at  least  six  different  people  independ- 
ently, lasting  about  half  an  hour  each, 
and  then  with  the  committee  elected  by 
themselves.  It  is  no  secret  that  I find 
the  interviews  enormously  more  helpful 
than  the  committees.  The  committees  do 
not  talk  as  freely  and  it  -is  not  really 
anything  like  as  helpful  but  they  like 
it  and  they  would  feel  if  they  had  not 
got  that  committee  that  they  were  not 
taking  part  in  the  thing  properly.  That 
is  the  procedure.  That  applies  prac- 
tically to  all  the  regions.  When  I say 
practically  I should  explain  that  in 
Oxford,  and  Cambridge  the  Regius  Pro- 
fessor of  Physic  has  a great  deal  to  do 
with  what  is  done.  In  the  Oxford  region 
we  make  separate  visits  to  Northampton 
and  Reading,  which  he  has  nothing  to  do 
with,  but  in  the  actual  medical  school  he 
has  a predominant  part  in  the  machinery, 
but  it  does  depend  on  the  man,  with  a 
non-clinician  it  is  not  as  easy.  If  you 
have  a man  like  Pickering,  he  makes  all 
the  enquiries  beforehand  and  knows  all 
about  it. 

The  only  exception  to  this  is  Man- 
chester which  has  a committee  which 
lasts  about  three  or  four  hours  and  we 
have  not  yet  introduced  the  full  system 
of  interviews  there,  but  I am  sure  it 
is  the  right  system. 

Supposing,  as  has  happened  this  year 
in  a certain  region,  one  of  those  recom- 
mended was  a thoracic  surgeon.  We 
then  ask  the  two  central  assessors  here 
what  they  think  of  this  man,  that  is  to 
say,  the  two  central  assessors  in  thoracic 
surgery.  Therefore,  on  that  particular 
man  we  would  have  the  check  of  the 
university  of  the  region  and  of  the  central 
specialty.  In  other  words,  we  are 
always  trying  to  get  additional  cross- 
checks. When  we  get  those  cross-checks, 
and  get  some  kind  of  agreement,  we 
know  we  are  right.  If  we  get  three  for 
him  and  three  against  him  we  feel  we 
have  to  go  further  and  get  more 
information. 

Do  you  want  me  to  go  into  that  in 
more  detail,  or  is  it  clear? 
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985.  Professor  Jewkes:  Would  it  be 
fair  to  say  that  in  trying  to  maintain 
the  same  standards  from  one  region  to 
another  that  your  presence  as  Chairman 
represents  one  of  your  functions  in  this 

system? 1 am  not  quite  certain  I 

understand. 

986.  How  can  you  be  satisfied  that  the 
same  standards  are  being  imposed  in  the 
different  regions  in  the  appointments  of 

A.,  B.  and  C.  awards? I think  that 

is  a very  interesting  question  because  it 
is  terribly  important.  Human  nature 
being  what  it  is  you  get  an  intelligent 
man  and  he  will  say  ‘ I do  not  think 
that  man  ought  to  have  an  award 
because  he  is  so  immersed  in  practice  he 
does  nothing  else,”  meaning  that  he  does 
no  research  or  writing  and  does  not 
even  attend  meetings  regularly  and  it 
is  a very  valid  reason  if  you  apply  it 
to  everybody.  But  if  you  take  some 
eminent  gentleman  in  London  who  is  run 
off  his  feet  with  an  enormous  practice 
and  probably  has  not  much  time  for 
attending  meetings,  and  though  he  has 
written  in  the  past  is  not  writing  now, 
it  would  be  quite  unfair  to  let  him  get 
away  and  mark  him  down  for  ever 
because  perhaps  he  is  doing  too  much 
practice  for  the  good  of  Ills  soul.  Is 
that  the  answer  you  were  looking  for? 

987.  I was  really  trying  to  find  out 
what  method  exists  of  establishing 
common  standards,  and  I was  suggesting 
that  perhaps  you  are  the  person  who 

operates  in  every  region? I think  it 

is  my  job  to  point  out  that  they  are 
applying  a rule  which  they  are  not  apply- 
ing elsewhere.  That  is  what  you  mean, 
is  it? 

988.  Yes. 1 do  that. 

989.  Chairman:  In  these  very  large 
regions  is  there  any  mechanism  for  mak- 
ing sure  that  the  places  in  the  more 
remote  parts  of  the  region  do  not  get 

overlooked? 1 was  explaining  it 

separately  under  -regions  and  teaching 
hospitals.  If  you  are  happy  about  -the 
teaching  hospitals  I will  go  on. 

990.  Sir  David  Hughes  Parry : Does 
the  committee  as  a whole  meet  after- 
wards when  there  has  been  a provisional 
determination  in  one  area?  Does  the 

whole  committee  review  the  list? 

Yes,  but  not  only  that,  supposing  I am 
bringing  names  before  that  committee 
that  you  are  talking  of,  I forward  to  the 
physicians  and  surgeons  beforehand  the 
details  and,  in  other  words,  I get  sec- 


tions of  the  committee  to  review  them 
before  they  come,  and  then  they  meet 
centrally. 

991.  And  the  whole  committee  meets 

as  a body? Yes. 

992.  Chairman:  When  you  said  cen- 
tral assessors  just  now,  I am  not  quite 

sure  I -know  what  they  are. 1 am 

coming  to  that.  Can  1 go  on  now  to  the 
regions? 

In  the  regions  which  we  have  to  do 
separately  there  would  be  an  absolute 
uproar  if  the  regions  thought  they  were 
being  done  by  the  teaching  hospital. 
This  is  a very  old  tale  and  everybody 
knows  it  but  I have  great  sympathy 
with  the  non-teaching  hospitals  because 
they  are  handicapped  in  many  ways. 
They  have  not  got  registrars  very  often 
or,  at  any  rate,  nothing  like  the  same 
laboratory  equipment,  and  the  conse- 
quence is  that  they  produce  papers  and 
attend  meetings  at  a very  great  disadvan- 
tage. It  is  absolutely  essential  to  bear 
that  in  mind  when  somebody  says  that  X. 
from  a teaching  hospital  is  better  than 
Y.  One  says : “Yes,  but  would  they 
be  so  if  the  circumstances  were 
reversed?  ” 

When  we  come  to  these  regions  we  do 
it  rather  differently.  We  again  interview 
people  if  we  can  separately,  because  that 
is  the  real  thing,  but  they  always  have 
a committee  of  their  own. 

In  Wales  the  representatives  for  places 
like  Newport,  Bangor  and  Swansea 
come  to  Cardiff  and  I see  them 
separately  for  about  half  an  hour  each, 
that  is  all,  and  they  bring  up  the  claims 
for  their  particular  part.  Generally, 
they  have  a committee  in,  say,  Rhyl  or 
Bangor,  whatever  it  is,  who  have  sent 
them  names,  but  the  individual  brings 
them  up  to  me.  We  discuss  those  at 
length  and  sometimes  then  the  committee 
meets  all  together,  but  the  best  way  is 
to  have  them  separately. 

When  we  go  to  Manchester  there  we 
had  a different  system  which  we  think 
is  a very  good  system  but  it  has  broken 
down.  There  used  to  be  three  regional 
people  who  were  a very  experienced 
surgeon,  a very  experienced  physician 
and  a gynaecologist,  who  had  been 
President  of  the  Royal  College  of  Ob- 
stetricians ; they  went  round  the  region. 
That  was  their  job  in  life  .as  they  had 
finished  with  practice.  They  were  in- 
valuable but,  unfortunately,  one  has  died 
and  the  other  two  have  retired  and  they 
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have  not  replaced  them.  I would  like 
to  see  that  in  every  region.  We  always 
have  a meeting  outside  the  teaching  hos- 
pital in  Manchester. 

I have  now  come  to  the  point  you 
raised ; when  we  go  to  Leeds  we  meet 
representatives  of  Hull,  York  and  Brad- 
ford, and  the  surrounding  places  like 
Halifax  and  Huddersfield,  and  see  them 
separately  and  see  them  together,  and 
there  again  I think  we  are  not  going 
to  miss  people  in  those  places  or  in  the 
immediate  vicinity.  Our  anxiety  is  not 
to  miss  people  in  say  Huddersfield  or 
some  of  the  places  just  outside  where 
there  are  enormous  centres  of  popula- 
tion and  our  anxiety  is  about  those 
places. 

If  we  go  to  the  West  Country  we 
always  go  to  Exeter,  Plymouth,  Bath 
and  Bristol,  and  our  anxiety  is  not  there 
at  all  because  having  been  seven  years 
to  that  part  of  the  country  we  get  to 
know  the  whole  geography  and  the 
climate  of  the  place.  Where  we  are 
afraid  is  in  missing  someone  for 
example  at  Barnstaple  or  Torbay — that 
is  the  difficulty.  It  is  never  the  A or  B 
but  always  the  C,  and  always  the  re- 
mote C’s.  It  is  not  the  young  able 
people,  I do  not  think  we  ever  miss 
them,  you  hear  all  about  them  on  every 
hand  and  we  are  on  the  lookout  for 
them,  it  is  not  the  younger  people  but 
the  man  of  SS,  the  man  of  whom  50 
per  cent,  would  say  he  is  a C and  50 
per  cent,  would  say  he  is  not,  and  there 
has  been  a dispute  about  it  and  he  is 
left  over,  and  now  the  anxiety  is,  is  he 
rightly  left  over,  and  that  is  the  whole 
problem  of  the  regions  in  the  provinces. 

I think  I had  better  run  through  the 
other  places  roughly.  When  we  come 
to  Newcastle  we  again  have  interviews 
with  these  regional  men  and  there,  in 
this  case,  they  are  not  picked  by  us. 
They  pick  themselves  and  Middles- 
brough and  Sunderland  and  all  these 
places  send  one  representative  each  and 
they  have  a meeting  and  then  I see  them 
individually. 

When  we  go  to  Birmingham  we 
always  go  to  Stoke  and  have  a meeting 
there,  and  there  we  see  the  advisers  in 
Stoke  before  the  meeting,  and  then  we 
go  on  to  Wolverhampton  and  have  a 
meeting  there.  We  always  have  a meet- 
ing at  Coventry.  For  several  years  we 
have  had  meetings  at  the  two  municipal 
hospitals  in  Birmingham  and  we  have 


had  meetings  at  other  places  like 
Stafford  but,  generally  speaking,  that  is 
our  rule  for  Birmingham. 

When  we  go  to  Oxford  we  go  to 
Reading  and  Northampton. 

When  we  go  to  the  Cambridge  region 
we  go  to  Cambridge,  Ipswich  and  Nor- 
wich. This  year,  a man  came  up  to 
the  Ipswich  meeting  and  said  he  would 
like  us  to  go  to  Peterborough.  He  did 
not  think  it  fair  that  we  should  always 
go  to  the  same  place.  When  we  have  a 
meeting  at  Ipswich  the  Senior  Adminis- 
trative Medical  Officer,  that  is  to  say, 
the  organiser  for  the  region,  is  asked  to 
summon  all  consultants  who  would  be 
available  for  this  meeting  in  the  area, 
therefore,  if  we  have  a meeting  at 
Ipswich  he  summons  them,  and  the 
people  at  Peterborough  felt  it  was  a 
hardship.  I said  that  we  would  go  next 
year.  The  same  thing  has  happened 
in  Tunbridge  Wells  and  they  have  asked 
for  a meeting.  I think  it  is  always  wise 
to  go  there,  we  cannot  go  everywhere 
but  1 think  it  is  wise  to  try  and  go. 

I have  covered  Bristol,  Birmingham, 
Manchester  and  Leeds.  When  we  go  to 
Sheffield  we  go  to  Nottingham,  Derby 
and  Leicester,  and  again  the  same  thing 
happens  as  I told  you.  Occasionally,  we 
go  to  Lincoln. 

I think  I have  been  through  all  the 
regions.  The  basis  of  our  plan  is  to  go 
to  different  centres  and  have  people 
summoned  for  a meeting.  Those  meet- 
ings have  nothing  to  do  with  the  selec- 
tion of  people.  At  Newcastle,  for  in- 
stance, we  have  as  many  as  250 — that  is 
abnormal  but  'that  is  what  happens. 
That,  incidentally,  did  not  happen  this 
year  because  we  had  to  scratch  it  and 
have  it  on  Sunday  instead,  but  gener- 
ally that  is  the  average  figure.  I give 
a talk  for  about  half  an  hour  always  on 
finance,  and  then  they  discuss  it — at 
Newcastle,  for  two  and  a half  horns. 
They  say  anything  they  think  and  bring 
up  any  criticisms  either  of  the  award 
system  or  finance  generally.  It  takes 
two  or  three  months  doing  this  but  we 
go  round  to  these  various  places.  Some- 
times we  have  meetings  at  places  like 
Truro  and  Carlisle  but  not  regularly. 

Is  What  I am  saying  quite  clear  or 
does  it  need  explaining? 

993.  I am  not  quite  clear  what  bearing 
the  250  people  have  on  the  choice  made? 
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1 think  -that  is  a very  rational  ques- 
tion. It  is  for  the  ventilation  of  griev- 
ances largely.  I think  it  is  very  import- 
ant to  bring  them  up  to  date  with  what 
is  being  done,  and  give  them  an  oppor- 
tunity to  say  whether  they  disagree  with 
anything  in  the  administration  or  any- 
thing they  can  think  of  which  could  be 
done.  There  is  no  doubt  that  in  this 
system  there  is  no1  perfection,  you  have 
to  go  on  trying  to  make  it  better.  We 
are  always  discarding  somebody  who 
does  not  help  very  much  and  electing 
somebody  else  in  hjs  place.  We  get 
numerous  suggestions  throughout  the 
year,  and  some  are  very  good,  and  they 
are  all  designed  (to  make  the  system 
work  better  but  I think  in  twenty  years 
we  would  still  be  trying  to  improve  it. 

994.  Sir  Hugh  Watson : Do  you  have 

meetings  all  over  the  country? Yes, 

all  over  the  place.  For  instance,  in  the 
West  Country  we  go  to  Plymouth,  Bath 
and  Exeter.  We  always  have  meetings 
at  Stoke,  Wolverhampton,  Coventry  and 
so  on,  every  .time,  but  we  have  only 
occasional  meetings  at  Carlisle  and 
Preston. 

995.  All  meetings  of  250  people? 

No,  nothing  like  that  number.  I am 
guessing  but  I would  say  the  usual  num- 
ber is  60.  Newcastle  is  abnormal  as 
■they  come  from  Carlisle  and  distant 
places. 

996.  Could  I ask  this  question  for  the 

record?  The  hie  which  you  have  been 
good  enough  to  hand  us  starts  off  with 
an  explanatory  note  and  the  first  note 
says:  “This  list  includes  all  consultants 
■(eligible  for  distinction  awards  in  the 
National  Health  .Service  ” May  we  take 
it  that  all  consultants  eligible  for  awards 
come  under  the  review  of  your  commit- 
tee?  Yes,  absolutely.  Would  it  be 

perhaps  more  fair  to  say  they  come 
under  the  review  of  people  advising  the 
committee,  would  that  not  be  fairer? 

997.  You  were  talking  of  Newcastle 
and  you  said  that  Middlesbrough  and 
Sunderland  were  represented.  What  sort 

of  people  are  they? Never  teaching 

hospital  people,  non-teaching,  that  is 
what  you  mean,  is  it  not? 

998.  I meant  have  they  got  A or  B 

awards? Yes.  The  Middlesbrough 

surgeon  happens  to  be  an  A,  but  as  a 
rule  they  are  generally  B’s. 

999.  Do  they  advise  you  about  the 

many  specialities  in  the  area? Yes.  I 


think  what  is  generally  done  is  this ; sup- 
posing we  take  Middlesbrough,  they  will 
have  a meeting,  there  are  six  or  seven 
people  and  they  have  always  got  a list, 
and  then  the  only  function  of  the  man 
who  attends  the  meeting  is  to  put  that 
to  _ me.  It  has  been  thrashed  out  at 
Middlesbrough  before,  you  see.  Is  that 
clear? 

1000.  Yes,  perfectly  clear.  May  I ask 
this  further  question?  In  your  opinion 
as  a result  of  the  various  steps  you  have 
taken  and  which  you  outlined  this  mom- 
ing,  is  the  system  by  which  this  matter  is 
administered  reasonably  well  known 

throughout  the  profession? 1 would 

say  that  the  answer  is,  yes,  because  we 
have  been  having  these  meetings  now 
for  seven  years  and  I would  have  thought 
that  the  . . . you  are  talking  now  of 
consultants,  are  you  not,  not  general 
practitioners? 

1001.  Consultants,  yes. 1 would 

have  thought  the  award  system  was  ex- 
tremely well  known  to  consultants.  After 
all,  they  are  a limited  body  of  7,000  and 
scattered  all  over  the  country,  and  we 
are  always  talking  about  this,  and  there 
is  no  remuneration  beyond  their  basic 
salary  except  this. 

1002.  Chairman : And  would  you  say 
it  is  known  to  other  people  in  that 
branch  of  the  profession,  by  registrars, 
and  so  on  who  might  eventually  become 

consultants? 1 do  not  know.  You 

must  remember  I am  prejudiced  very' 
much  in  favour  of  this  system. 

1003.  We  have  understood  that! — — 
But  making  allowances  for  that  I would 
say  that  if  you  abolish  the  awards  the 
effect  on  the  registrars  would  be  seen  at 
once.  It  is  the  only  thing  that  makes 
this  difference  as  far  as  material  things 
go  and  lifts  it  out  of  a basic  salary 
which  is  less  than  most  practitioners  make 
generally. 

1004.  One  thing  I am  not  quite  clear 

about  is  on  these  local  committees.  How 
many  people  in  any  one  town,  for 
instance,  Ipswich,  if  you  like,  within  the 
profession,  know  who  is  being  con- 
sidered?  The  issue  that  you  are  open- 

ing is  that  of  secrecy? 

1005.  I was  wondering  if  the  commit- 
tee when  they  advise,  know  the  names  of 

the  existing  participants? 1 think  it  is 

most  unfair  to  ask  anybody  to  advise 
without  having  a nominal  roll,  therefore, 
I always  ask  the  Senior  Administrative 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


188 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


Medical  Officer  to  forward  a nominal 
roll  to  these  people  and  ask  them  to 
return  it  at  once  when  they  have  done 
with  it,  but  that  is  not  always  done.  The 
secrecy  has  gone  so  far  that  these 
regional  people  are  very  reluctant  to  do 
it,  not  all  hut  some,  and  I have  had  the 
mortification  of  going  down  and  saying : 

“ What  do  you  think  of  my  list?  ”,  and 
they  say : “ I have  not  seen  it  I am 
trying  to  put  that  right  but  that  is  the 
answer  to  your  question. 

Chairman : Yes.  I am  not  opening  the 
whole  secrecy  question  but  just  on  that 
point. 

I think  we  have  a lot  more  questions  to 
put  to  you  but  I think  we  might  perhaps 
break  off  now.  We  will  resume  at  2.15 
p.m. 

(The  proceedings  were  adjourned  for 
lunch.) 

On  Resumption 

1006.  Chairman : I think  we  had 

finished  that  part  on  these  meetings  on 
selection.  You  had  been  describing  two 
quite  separate  kinds  of  meetings,  I think, 
one  of  which  was  the  general  meetings 
of  consultants,  which  are  really  public 
relations  more  than  anything  else,  and 
the  other  the  small  meetings  of  commit- 
tees provided  with  a good  deal  of  infor- 
mation who  advise  you  on  who  are  the 
proper  individuals  for  the  several  vacan- 
cies, is  that  right? Yes. 

1007.  And  on  the  whole  it  is  fairly 
uniform  but  not  in  detail  throughout  the 

country,  region  by  region. But  not 

in  London.  I have  not  done  London 
at  all  so  far. 

1008.  Perhaps  it  would  be  best  if 

you  did  London  next. The  system  in 

London  is  quite  different  really.  Inciden- 
tally, it  is  more  difficult  because  in  a 
region  in  the  provinces  almost  every- 
body knows  everybody  else.  In  London 
people  do  not  know  each  other  in  the 
way  they  do  in  the  provinces.  For 
example,  you  could  have  a meeting  at 
Whipps  Cross  with  90  consultants  and 
you  will  not  find  anybody  knows  any- 
body else,  and  that  sort  of  -thing,  whereas 
if  you  go  to  the  provinces  you  will  find 
they  know  each  other,  and  have  done  so 
for  years,  and  everybody  really  knows 
everybody  else’s  form. 

Coming  to  London  with  that  disadvan- 
tage you  have  to  divide  it  up  into  teach- 


ing hospitals  and  the  regions,  the  four 
Metropolitan  regions,  and  there  is  not 
any  difficulty  about  -the  teaching  hospi- 
tals. What  happens  there  is  that  there 
are  12  of  them  and  I write  every  year 
to  the  Chairman  of  the  Medical  Com- 
mittee, and  I ask  him  to  send  in  names 
from  that  teaching  hospital.  He,  or  his 
committee,  his  committee  being  the 
Medical  Committee,  elect  a small  com- 
mittee and  they  send  in  the  names  and  I 
then  see  representatives  of  that  hospital, 
generally  at  my  house,  who  explain  the 
merits  of  these  people  and  the  runners 
up,  I need  hardly  explain  to  yon  that  a 
teaching  hospital  is  a big  family  in  a 
way  and  everybody  kno-ws  everybody 
else.  They  have  been  there  for  many 
years  and  almost  down  to  the  lift  boy 
everybody  knows  everybody  else’s  form 
and  so  there  is  no  difficulty  really. 

In  the  regions  we  had  -one  A.,  four 
B.’s  and  seven  C.’s,  that  is  twelve,  twelve 
multiplied  by  ten  is  120  so,  roughly,  for 
the  sake  of  argument,  we  will  say  we 
have  120  awards  to  give  to  London. 
We  begin  in  a rather  arbitrary  way  of 
asking  the  teaching  hospital  to  send  in 
perhaps  one  A.,  one  or  two  B.’s  and 
three  or  four  C.’s  at  the  most,  that  sort 
of  thing,  you  see,  and  then  our  other 
sources  of  information  are,  firstly,  the 
three  Royal  Colleges.  The  Royal  College 
of  Physicians  sets  up  a committee  a con- 
siderable number  of  weeks  before  which 
prepares  a list  not  only  of  the  Fellows 
of  the  College  but  also  of  the  regions, 
that  is  to  say,  it  does  not  confine  itself 
to  teaching  hospitals  but  does  the  regions 
too.  They  have  learnt  by  experience 
that  if  they  appoint  a committee  of  men 
of  -the  seniority  of  the  President  they 
really  do  not  know  the  younger  people, 
and  at  the  College  of  Physicians  they 
have  got  into  the  way  of  electing  a man 
generally  in  the  early  forties  for  each 
of  the  four  regions.  Supposing  you  are 
doing  the  south-east,  it  would  be  a 
Guy’s  man  possibly,  somebody  who 
knows  -that  region,  and  he  is  appointed 
by  -this  small  committee  to  help,  and  the 
seniors  deal  with  the  A.’s  and  maybe 
the  B.’s,  but  generally  the  advice  about 
the  C.’s  is  given  by  the  younger  members. 

The  College  of  Physicians  send  that 
list  in  to  us  and  the  College  of  Surgeons 
do  the  same.  They  also  have  a com- 
mittee and  in  recent  years  they  have 
found  the  same  as  the  College  of  Physi- 
cians that  they  must  have  younger 
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people  advising  them  otherwise  the  C.’s 
become  really  unknown  to  them,  and 
they  do  that  for  us.  They  take  infinite 
trouble.  I have  a letter  from  the  Presi- 
dent consisting  of  five  sheets,  he  takes 
as  much  trouble  as  that  himself  about  it. 
They  send  in  that  list  and  the  Royal 
College  of  Obstetricians  and  Gynaecolo- 
gists have  another  committee  and  they 
send!  in  a list  also.  In  addition,  in 
gynaecology,  we  have  two  other  advisers 
so  that  we  rely  for  gynaecological  infor- 
mation not  only  on  the  College  but  on 
these  two  other  advisers  who  are  both 
A.’s,  of  course. 

The  Chairman  asked  me  a question 
this  morning  which  I do  not  think  I 
really  answered  properly  and  that  was 
about  the  assessors,  and  that  is  where 
they  come  in  here.  There  are  22,  I think 
it  is,  specialties ; there  is  general 
medicine ; diseases  of  the  chest ; mental 
health ; neurology ; paediatrics  ; radi- 
ology ; radio-therapy ; physical  medicine  ; 
pathology ; infectious  diseases ; derma- 
tology ; venereology ; ophthalmology  ; 
general  surgery ; anaesthetics ; neuro- 
surgery ; plastic  surgery ; thoracic 
surgery  ; orthopaedic  surgery  ; dentistry  ; 
oto-rhino-laryngology ; obstetrics  and 
gynaecology. 

1009.  They  are  the  ones  we  have  on 
page  90  but  the  oto-rhino-laryngology  is 
given  as  ear,  nose  and  throat  surgery. 

Yes.  With  regard  to  those  branches 

I have  already  dealt  with  general 
medicine  and  obstetrics,  and  general 
surgery,  and  what  we  do  is  get  two  or 
three  assessors  separately  to  advise  us  in 
each  branch.  For  example,  in  mental 
health  we  get  one  of  the  heads  of 
Maudsley,  or  somebody  like  that,  and 
somebody  who  will  be  on  the  teaching 
hospital  as  their  mental  hospital  teacher, 
a man  who  is  familiar  with  the  practice 
and  familiar  with  the  medical  superin- 
tendents of  these  mental  hospitals. 
Finally,  we  get  help  also  from  the  man 
in  this  special  branch  at  the  Ministry, 
so  we  have  three  separate  sources. 

I do  not  contend  for  a second  that 
doing  mental  health  recommendations  is 
anything  but  very  difficult.  It  is  very 
difficult  to  find  agreement  between  these 
people  practising  in  this  branch  and  by 
its  nature  it  is  difficult,  of  course,  to 
judge  and  assess.  But  with  those  reser- 
vations I think  on  the  whole  what  they 
try  to  do  is,  supposing  they  have  three 
or  four  people  to  be  recommended  in 


mental  health,  they  would  try  and  get 
one  man  of  the  medical  superintendent 
type,  a man  who  in  some  way  had  done 
something  which  the  average  medical 
superintendent  does  not  do  or  who  does 
it  a little  better  than  the  average,  and 
then  they  would  try  and  get  some  man 
more  in  the  academic  line,  a man  who 
has  written  something,  like  the  man  who 
got  an  A.  this  year,  who  has  a European 
reputation.  A third  would  go  to  some- 
one who  is  outstanding.  What  we  try 
and  do  is  get  opinions  from  all  three 
advisers  separately,  and  if  we  can  get 
one  name  as  has  been  this  year  sent  in 
by  all  three,  rather  than  separately,  we 
feel  quite  happy  about  it,  but  it  is  not 
an  easy  branch. 

When  you  come  to  neurology  it  is 
quite  simple.  It  is  a small  and  'highly 
specialised  branch. 

In  paediatrics  we  -have  two  separate 
assessors  who  independently  advise  us 
about  that  branch.  In  radiology  and 
radio-therapy  we  have  a man  on  the 
committee  who  is  the  head  of  the  radio- 
therapeutic  work  in  the  south,  and  he 
and  two  others  meet  every  year,  and  then 
they  meet  me  and  we  go  through  the 
whole  list  of  names.  It  takes  a long 
time  but  I think  it  is  the  only  way  to 
deal  with  a branch  like  that. 

Physical  medicine  is  a very  small 
branch  and  there  is  one  particularly  good 
adviser  and  it  does  not  present  any  great 
difficulties. 

Pathology  is  much  more  difficult.  We 
have  our  chief  adviser  and  several  others 
and  they  go  through  the  whole  list  of  the 
nominal  roll.  If  we  ask  them  for  a 
name  in  their  branch  of  an  obvious  A., 
and  perhaps  for  two  B.’s  and  two  C.’s 
they  try  and  provide  them.  The  diffi- 
culty in  this  branch  is  that  since  they 
have  not  got  out-patients,  or  .things  like 
that,  -they  are  rather  expected  to  write 
something  to  lift  them  out  of  the  ordin- 
ary rut  and  not  just  carry  out  routine 
pathological  duties,  so  it  (makes  it  a 
little  more  difficult  to  assess. 

In  the  case  of  infectious  diseases  this 
is  a very  small  branch  nowadays.  The 
number  of  infectious  diseases  is  half 
what  it  was  and  it  is  what  may  be  called 
a dying  industry.  The  same  applies  to 
venereology. 

In  ophthalmology  I think  there  our 
task  is  simple.  We  have  two  assessors 
and  what  makes  it  simple  is  that  it  is  a 
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rather  small  world,  a very  specialised 
world,  and  they  are  known  to  each  other. 
A great  number  have  gone  through 
Moorfields,  either  as  residents  or  in  some 
other  capacity,  and  I do  not  think  one 
ought  to  make  a lot  of  mistakes  under 
that  head.  On  the  contrary,  jn  anaes- 
thetics, we  are  faced  with  one  of  the 
difficulties  of  the  whole  thing  because 
at  the  appointed  day  a very  large  num- 
ber of  anaesthetists  were  taken  over  who 
had  been  general  practitioners.  At  the 
other  end  of  the  scale  there  are  some 
extremely  expert  people  who  invent  new 
anaesthetics  and  things  of  that  kind,  and 
the  standard  therefore  varies  a great  deal. 
The  difficulty  is  something  like  this ; if 
you  go  to  almost  any  surgeon  and  ask 
him  about  his  anaesthetist  he  gives  him 
such  a glowing  testimonial  you  would 
not  think  there  was  one  better  in  the 
land,  and  he  has  the  choice,  he  obviously 
would  not  have  him  if  he  did  not  think 
that,  so  you  are  faced  with  what  is 
almost  like  a testimonial.  There  is  no 
doubt  in  this  comparatively  small  branch 
that  they  are  extremely  expert.  The 
difference  between  what  it  was  20  years 
ago  and  now  is  very  striking,  and  be- 
coming more  so.  The  difficulty  is  that 
they  are  all  expert,  what  you  might  call 
craftsmen,  so  what  should  distinguish 
them?  If  they  wrote,  that  would  easily 
distinguish  them,  but  the  great  majority 
do  not  and,  therefore,  it  is  a difficulty. 
We  have  three  separate  advisers,  men 
who  are  at  the  head  of  this,  and  they 
go  through  the  list  very  carefully  but 
I never  feel  it  is  perfectly  done  at  the 
end  of  it  because  of  the  great  difficulty 
of  doing  it,  and  we  are  always  looking 
for  better  methods  of  doing  it.  In  the 
case  of  neuro-surgery,  plastic  surgery  and 
thoracic  surgery,  I think  that  if  there  is 
any  danger  it  is  because  we  give  too 
many  awards,  because  they  are  highly 
specialised  and  extremely  expert.  The 
men  at  the  head  are  awfully  good  and 
they  present  such  extremely  good  testi- 
monials about  their  people  that  it  all 
sounds  very  convincing,  and,  indeed, 
they  are  very  good,  but  whether  they 
get  an  undue  proportion  from  highly 
specialised  fields  . . . An  ordinary  surgeon 
goes  through  a very  severe  discipline,  but 
these  people  go  through  something  right 
on  the  top  of  that,  so  they  are  rather 
a class  apart. 

In  the  case  of  orthopaedic  surgery  I 
think  we  are  very  fortunate  because  I 
regard  our  adviser  on  that  side  as  more 


helpful  probably  than  any  other  in  any 
field. 

Dentistry,  I have  explained  I have 
nothing  to  do  with  that. 

Oto-rhino-laryngology ; what  I said 
about  -the  eye  department  applies  here  I 
'think. 

I think,  generally  speaking,  that  gives 
you  some  idea  of  how  we  try  to  do  the 
specialties.  So,  reviewing  the  situation 
in  London  it  comes  to  this,  that  we  have 
reports  from  each  of  the  12  Teaching 
Hospitals,  from  each  of  the  22  specialties, 
and  in  addition  to  that  we  have  the  3 
Royal  Colleges. 

We  do  not  have  any  doubts  at  all 
about  the  teaching  hospitals.  Our  doubts 
are  in  the  regions  and  you  will  notice 
that  this  guidance  that  I have  explained 
to  you  is  largely  central  guidance,  it  is 
the  guidance  of  a Royal  College,  or  the 
guidance  of  something  of  that  kind,  or 
■a  specialty,  and  we  have  still  got  the 
problem  of  these  very  large  regions,  the 
South-West  goes  down  to  Portsmouth, 
for  example,  and  where  people  know  so 
little  about  each  other. 

Some  years  ago  I divided  these  regions 
into  about  16  areas  each,  the  idea  being 
to  get  a more  intimate  knowledge  of  the 
people  working  in  that  particular  small 
area  but  it  did  not  work,  the  reason 
being  that  they  had  not  really  got  the 
standards  that  we  wanted,  they  did  not 
really  know  what  we  were  after  and  if 
the  man  does  not  know  what  standard 
you  are  after  you  cannot  just  tell  him, 
he  has  to  have  it  in  his  bones,  and  so 
it  did  not  really  work  as  well  as  I had 
hoped,  and  so  we  were  driven  back  to 
the  empirical  method  of  finding  good 
advisers  in  each  region  and  adding  to 
that  as  time  went  on. 

I never  feel  absolutely  happy  about 
the  London  regions  the  reason  being  the 
extreme  difficulty  of  getting  accurate  in- 
formation with  standards  in  their  mind 
of  the  more  scattered  places.  One  has 
always  got  the  anxiety  that  one  is  miss- 
ing somebody,  not  a young  man  of 
ability  but  more  the  man  of  the  middle 
fifties.  What  we  are  constantly  trying 
to  do  is  find  people  who  have  a gift 
for  this  sort  of  thing  in  the  regions  and 
using  them  to  do  that. 

I do  not  know  whether  this  is  clear. 
I do  not  suppose  at  this  hour  you  really 
want  much  more.  I have  brought  here 
all  these  files  which  represent  actually 
what  we  have  done  and  I can  give  you 
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examples,  but  I think  it  would  take  up 
so  much  of  your  time  that  if  you  are 
satisfied  about  the  details  it  would  be 
better  to  leave  it.  You  see,  the  sort  of 
thing  I had  in  mind  is  this ; why  do  we 
give  a B?  I expect  that  is  still  obscure 
to  many  of  you.  The  sort  of  thing  that 
happens  is  this ; we  go  down  to  Wales 
and  we  find  a man  there  who  is  a C 
and  though  he  is  not  n Card'®’  .5“* 
is  to  say,  not  attached  to  a teaching 
hospital,  he  comes  up  one  day  every  week 
and  works  in  the  pharmacology 
laboratory  there,  which  research  is  well 
spoken  of  by  people  well  competent  m 
that  field.  At  the  same  time,  he  is  doing 
a first-class  job  in  his  own  spot  and,  you 
see,  that  man  is  obviously  an  exception 
because  in  the  face  of  difficulties  ! he  is 
continually  trying  to  add  to  bis  know- 
ledge. In  perhaps  a somewhat  humble 
way  he  is  trying  to  add  to  knowledge, 
and,  1 think,  succeeding.  A man  like 
that  stands  out  but  the  difficulty  is  if  you 
do  not  find  people  like  that. 

Let  us  take  the  example  of  a thoracic 
surgeon,  and  for  several  years  we  have 
been  considering  him,  he  has  been  a 
borderline  case,  and  each  tmewe  have 
rejected  him  and  thought : WeU,  there 

he  is,  a competent  thoracic  surgeon  but 

when  cardiac  surgery  came  into  the  held 
the  man  in  the  same  region,  who  is  what 
■you  might  call  his  competitor  im- 
mediately came  up  to  his  own  medical 
school  and  spent  weeks  mastering  the 
technique  and  the  other  man  did  not  . 
In  other  words,  one  man  had  initiative 
and  the  other  had  not.  After  3 or  4 
years  we  had  given  the  other  man  B, 
and  we  felt  now  the  time  had  come 
whereby  that  man  by  his  own  work  in 
his  own  branch  deserved  a B,  because, 
after  all,  if  you  are  going  to  expect  all 
B’s  to  break  new  ground  you  would  not 
find  it  so  you  would  be  judging  them  by 
a standard  which  you  were  not  applying 
to  other  people. 


I can  go  on  for  the  rest  of  the  time 
doing  this  but  I think  it  would  tire  you. 
That  is  mote  or  less  the  method  by  which 
one  is  guided  in  that  thing  and  I can- 
not say  too  often  we  never  rely  on  one 
opinion  if  we  can  possibly  help  it.  The 
more  cross-opinions  we  have  the  better 
and,  if  it  is  possible,  as  many  as  six,  and 
if  those  are  given  independently  at  the 
end  of  it  you  have  some  sort  of  surety. 
I do  not  think  we  very  often  give  awards 
wrongly.  What  I think  is  the  danger 
is  of  not  giving  an  award  when  it  is 


due  ; that  is  to  say,  overlooking  some- 
body, and  I think  all  our  anxiety  is  really 
turned  towards  that  possibility. 

Unless  you  want  me  to  say  more  the 
last  thing  I should  like  to  say  is  that  we 
encourage  these  people,  if  they  want  to, 
to  appeal.  When  I went  to  that  meet- 
ing of  the  British  Medical  Association  I 
put  that  point  to  them  saying  that  if  they 
wished  to  appeal  we  would  go  into  it, 
and  we  had  22  appeals  last  year  which 
were  gone  into  which  are  here.  There 
is  a type  of  man  who  feels  that  when  a 
man  appeals,  that  is  to  say,  states  his 
own  case,  one  is  rather  prejudiced 
against  him,  but  I do  not  countenance 
that  at  all.  I understand  exactly  what 
they  feel.  When  a man  writes  in  and 
says  he  thinks  he  ought  to  have  a C 
award,  for  the  moment  it  grates  when 
he  says  why,  but  I do  not  believe  that 
is  the  right  way  to  look  at  it  and  we 
approach  these  appeals  ab  initio,  as  if 
at  the  beginning,  and  what  it  enables 
him  to  do  is  to  state  his  case  and  bring 
support  for  it  from  the  beginning. 
Generally  speaking,  not  very  much 
comes  of  it.  The  last  time  T think  there 
were  only  two  or  three  who  succeeded 
out  of  that  number,  but,  on  the  other 
hand,  there  were  two  or  three  who  were 
marked  to  come  up  next  year  for  re- 
consideration one  way  or  the  other.  Is 
there  anything  else  I can  help  on? 

1010.  Taking  that  last  point,  if  two  or 
three  succeeded  do  they  immediately  get 

an  award? Yes,  they  get  it,  they  are 

brought  up  at  the  meeting  in  December 
and  they  go  info  the  new  list. 

1011.  They  go  into  the  new  list? — — 
Yes.  We  submit  to  the  Minister  a list 
generally  during  the  last  days  of 
December. 

1012.  Did  .that  displace  two  or  three 
other  people  whom  you  had  previously 

decided  to  recommend? No,  it  did 

not.  We  had  places  for  four  vacancies 
and  they  were  not  really  necessary,  we 
kept  them  open. 

1013.  Still  on  .this  matter  of  the 

appeal,  do  the  profession  as  a whole 
know  that  at  a certain  date  these  recom- 
mendations are  going  to  be  made  and 
does  the  individual  know  he  has  been 
recommended  or  not  been  recom- 
mended?  You  mean  all  the  people 

throughout  England?  They  do  not  know 
when  they  are  recommended,  no. 
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1014.  What  happens  about  the 

appeal? What  happens  is  this,  when 

a man  finds  he  does  not  get  an  award 
he  sometimes  writes  in  to  me  and  says: 

“ Wihat  do  I do  ? ”,  and  then  I write 
back  to  him.  Alternatively,  he  sends  in 
a statement  and  I then  write  back  and 
say  I will  bring  it  before  the  Com- 
mittee. That  is  the  way  it  is  done.  Very 
often  we  have  quite  a big  correspond- 
ence and  here  (indicating)  is  a letter 
which  came  this  morning.  Here  is  a 
man  writing  about  an  anaesthetist  and 
he  is  presenting  the  facts  about  a single 
case.  That  happens  fairly  frequently, 
and  he  is  brought  up  again  when  that 
happens. 

1015.  He  is  writing  about  himself? 

No,  it  is  a surgeon  writing  about  an 

anaesthetist. 

1016.  But  that  surgeon  might  very 
well  know  that  he  had  recommended  an 
anaesthetist  and  he  may  have  been  one 
of  those  who  says  : “ I have  the  best 

anaesthetist  in  the  world  As  a 

matter  of  fact,  this  particular  member  is 
a member  of  the  Awards  Committee  and 
is  writing  about  a man  in  his  own  school 
whom  he  thought  had  been  overlooked. 
Those  are  the  circumstances. 

1017.  Mr.  Gunlake : I think  it  is 

common  ground  that  one  of  the  import- 
ant purposes  of  the  whole  merit  award 
system  is  a stimulation  to  cause  con- 
sultants to  become  better  consultants, 
and  in  the  phrase  you  used  just  now,  to 
add  to  human  knowledge? Yes. 

1018.  I think  you  also  mentioned  just 

now  that  in  certain  specialties  a man  was 
expected  to  have  done  original  writing 
or  original  research  in  order  to  be  con- 
sidered for  a merit  award.  Is  it 
thoroughly  understood  amongst  all  con- 
sultants what  motions  they  have  got  to 
go  through  to  be  considered  for  a merit 
award  in  all  the  various  specialties?  Do 
they  know  they  are  expected  to  do  cer- 
tain research  or  writing?  If  they  do  not 
it  seems  to  me  that  this  particular  pur- 
pose of  this  system  is  defeated. -I 

think  the  word  “ expected  ” that  I used  is 
too  strong  because  I do  not  think  we  can 
ever  expect  everyone  in  any  branch  to 
do  original  work ; original  work  is  so 
rare.  I think  it  would  be  truer  if  I said 
that  in  pathology,  which  was  the  in- 
stance I used,  that  on  the  whole  if  a 
man  wants  to  separate  himself  out  from 
his  fellows  it  is  not  as  easy  as  for  a 


surgeon  or  a physician,  and  if  he  has 
recourse  to  writing  he  is  much  more 
likely  to  do  it,  or  alternatively,  bring  up 
cases  to  a medical  meeting.  Your  ques- 
tion about  do  they  know,  when  a man 
joins  the  service  he  is  given  a form  to 
study,  his  obituary,  as  it  were,  and  that 
is  returned  and  filed.  It  has  been 
brought  out  recently  in  some  of  these 
meetings  that  that  should  be  repeated 
every  two  or  three  years  and  that  is  at 
present  under  consideration.  I do  not 
know  that  it  adds  as  much  as  they 
would  think  because  we  know  all  about 
the  man  except  recent  writings  and  that 
is  rather  fairly  easily  obtained.  I think 
it  would  be  unfair  if  it  went  out  that 
to  get  an  award  it  was  necessary  to  do 
original  work.  I do  not  think  that 
would  be  an  accurate  summary  of  the 
position. 

1019.  Chairman:  No.  In  fact,  what 
the  Spens  Committee  recommended  was 
a collection  of  individuals  for  exceptional 
awards  in  respect  of  outstanding  profes- 
sional ability,  that  is  really  what  they 
meant.  That  does  not  necessarily  mean 
work  outside  your  normal  job,  so  to 

speak. This  is  one  of  the  questions 

that  it  is  extremely  difficult  to  answer, 
but  I would  like  to  answer  it  in  this  way, 
that  when  a man  writes  a report  a good 
deal  depends  on  his  literary  talent  and 
I think  in  our  terms  of  reference  we 
use  the  words  “ professional  distinction  ” 
which  are  more  sober  and  accurate  words. 
I think  the  operative  words  in  our  terms 
of  reference  are  “professional  distinc- 
tion,” I am  speaking  from  memory,  but 
I believe  it  is  so — the  terms  of  reference 
of  the  Awards  Committee. 

1020.  Yes,  “for  professional  distinc- 
tion.”  1 think  that  is  probably  a more 

accurate  way  of  putting  it.  That  is  the 
first  point  I would  like  to  make,  in  other 
words,  that  we  are  not  responsible  really 
for  the  language  of  the  report.  Secondly, 
and  I think  this  is  very  important,  it 
would  appear  to  a fair-minded  person 
that  two-thirds  of  any  community  can- 
not be  in  the  words  you  used  “ outstand- 
ing ”,  I think  that  is  probably  true  but  I 
would  like  you  to  consider  this  point— 
again  I am  speaking  from  memory.  I 
think  there  are  87,000  people  on  the 
medical  register  at  the  same  time  that 
there  are  these  6,900  consultants.  Those 
6,900  have  separated  themselves  off  from 
the  other  87,000.  I think  it  is  perfectly 
fair  to  say  that  if  6,000  or  7,000  have 
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separated  themselves  from  a trig  number 
like  87,000  they  are  in  some  way  excep- 
tional. They  are  not  geniuses  but  a 
good  bit  above  the  average.  I would 
remind  you  that  our  terms  of  reference 
really  are  simply  to  say  whether  they 
come  into  the  upper  third.  Our  task  is 
to  say  whether  they  come  into  the  upper 
third  of  consultants.  If  you  _ put  the 
upper  third  on  professional  distinction 
I think  we  are  on  what  I call  sober 
ground.  I have  tried  to  deal  with  that 
outstanding  point. 

You  see,  there  is  a ladder  ; a man  goes 
to  a medical  school  and  does  his  first 
year,  his  second  year,  his  third  year,  or 
his  five  years  and  he  has  examinations 
and  opportunities  of  shining  above  his 
fellows.  In  the  old  days,  until  quite  re- 
cently, there  was  great  competition  for 
house  jobs.  Now  it  is  compulsory  but 
there  was  competition  and  that,  com- 
petition was  much  greater  for  registrars. 
The  point  I was  making  was  that  you 
have  a ladder  which  people  are  con- 
stantly falling  off  and  I would  think  that 
that  ladder,  I admit  .these  terms  are 
awfully  debatable,  but  it  .does  confer 
something  exceptional,  I think  they  are 
a little  out  of  the  ordinary.  If  he  be- 
comes a consultant  he  has.  got . to  the 
head  of  his  profession  and  if  it  is.  7,000 
out  of  87,000  I do  not  think  that  as  bad 
going. 

1021  'I  would  like  to  be  sure  about 
this  I think  the  87,000  includes  people 
overseas  and  a very  large  number  of  den- 
tists too. 1 am  speaking  from 

memory,  it  may  well  be  so,  but  af  they 
went  overseas  do  they  not  go  from 
medical  school? 


1022.  I think,  broadly  speaking,  the 
numbers  are  from  40,000  to  45,000.  I 
think  that  is  actually  the  number  o£ 
general  practitioners  and  of  the  hospital 

service. Is  it  not  true — I am  asking 

for  information  as  I really  do  not  know 

that  there  are  57,000  in  actual  practice, 

is  that  not  so?  However,  my  point  is 
independent  of  statistics.  My  point  is 
that  from  this  very  large  number  is 
thrown  up  this  figure  of  7,000. 

1013  It  has  heen  put  to  us  by  a good 
many  people  that  the  two  branches  of 
the  profession,  general  practice  and  con- 
sultancy. are  not  senior  or  junior  to  one 
another  -but  they  are  level,  do .you ^ agree 

with  that? I say  emphatically,  no. 

Could  anything  be  more  alsurd?  I was 
Dean  of  St.  Mary’s  Hospital  Medical 


School  for  25  years  and  all  the 
time  I was  on.  the  staff  we  had 
an  entry  of  about  80.  It  is  prob- 
ably more  accurate  to  say  by  the  end 
of  that  time  we  had  85,  and  earlier  it 
was  not  so  big.  All  the  people  of  out- 
standing merit,  with  few  exceptions, 
aimed  to  get  on  the  staff.  There  was 
no  other  aim  and  it  was  a ladder  off 
which  some  of  them  fell.  How  can  you 
sav  that  the  people  who  get  to  the  top 
of  the  ladder  are  the  same  as  the  people 
who  fall  off  it?  It  seems  to  me  so 
ludicrous. 

A certain  committee  was  set  up  with 
a well  known  consultant  in  the  chair  and 
it  published  this  sort  of  thing  as  .if  they 
were  two  branches  of  the  same  tree.  I 
do  not  want  to  say  anything  offensive  but 
it  is  quite  absurd.  Is  there  no  ladder. 

If  that  is  the  contention  what  are  they 
doing  then?  my  are  they  trying  to 
achieve  these  results?  It  is  quite 
ludicrous  to  my  mind  and  I do  not  think 
vou  will  find  a single  Dean  at  any  medi- 
cal school  who  will  give  you  contrary 
evidence. 

1024.  Do  not  a great  many  people  de- 
cide to  become  general  practitioners  very 

early  on  in  their  career? That  is  said 

in  recent  literature,  but  in  the  old  days 
I think  it  would  be  true  to  say,  I do  not 
know  what  the  percentage  was.  but  sup- 
posing half  got  house  jobs  if  mat  is 
true  they  were  deciding  fairly  early,  be- 
cause in  the  old  days  supposing  a man 
qualified  and  then  became  a house  sur- 
geon or  physician  he  would  then  have 
to  decide.  But  it  was  probably  decided 
before  then  because  he  would  perhaps 
go  in  for  a registrarship,  and  if  he  failed 
he  would  feel  there  was  nothing  left 
I suppose  something  like  hall  did  not 
get  house  jobs  and,  therefore,  were 
eliminated  straight  away.  I am  talking 
of  the  past  and  I think  that  is  true. 

1025.  I think  you  are  the  first  person 

who  has  suggested  to  us  that  general 
practitioners  are  a somewhat  interior 
branch. 1 would  not  have  done  it  ex- 

cept for  your  leading  question! 

1026.  You  told  us  that  the  7,000  con- 
sultants are  really  the  cream  of  the  pro- 
fession and  one-third  of  them  are  the 
ones  who  should  be  regarded  as  of 

distinction? Well,  you  see  what  is 

really  happening  is  we  are  doing  this 
in  public  and  I am  being  drawn  into  a 
series  of  statements  which  are  highly 
controversial  and  obnoxious  to  a very 
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large  number  of  my  profession,  which 
I do  not  exactly  relish,  but  since  I have 
said  it  I will  stick  to  it.  It  seems  to 
me  that  any  Dean  knows  that  there  are 
many  cases  of  hardship,  where  men  of 
outstanding  ability,  because  of  finance, 
because  of  marrying  very  young — I am 
talking  of  the  past — or  for  reasons  like 
that,  fall  off  the  ladder  which  they  are 
competent  by  nature  to  climb ; I think 
that  is  absolutely  true,  and  those  con- 
stituted the  exceptions,  and  I have  known 
how  many  there  are.  I do  not  know 
who  has  been  giving  evidence  to  you, 
but  if  you  call  Deans  I do  not  see  a 
Dean  giving  that  evidence  because  the 
position  is  so  self-evident. 

You  may  say  that  examinations  are 
an  unworthy  test.  But  if  you  say  these 
consultant  appointments  are  accurately 
made,  which  I suppose  they  are,  broadly 
speaking,  then  I do  not  see  there  is  any 
way  out  of  it.  They  may  be  climbing 
an  illusory  ladder,  but  they  are  climbing 
some  sort  of  ladder  and,  as  I understand 
the  contention,  if  you  are  going  to  say 
these  people  are  exactly  on  a par  this 
ladder  should  be  knocked  down  and  put 
into  cold  storage. 

1027.  Sir  David  Hughes  Parry : What 
you  are  saying  in  effect  is  that  “out- 
standing ” has  reference  to  the  whole  and 
not  merely  to  the  consultant  branch  of 

the  profession? No,  to  put  it 

accurately  I would  say  that  I did  not 
like  the  word  “ outstanding  ”.  I would 
have  thought  the  two  words  I much 
preferred  were  “ professional  distinc- 
tion ” in  our  terms  of  reference,  but 
if  I am  forced  to  defend  words  like  that 
I would  think  that  what  you  say  is  true 
in  this  sense,  that  you  cannot  say  it  is 
two-thirds  of  7,000  but  two-thirds  of  a 
body  who  have  risen  by  that  ladder  out 
of  a very  much  larger  number,  which 
number  is,  in  dispute.  Is  that  satis- 
factory? 

1028.  Sir  Hugh  Watson : The  General 
Practitioner  Committee  of  the  Spens 
Committee  expressed  the  view  that  it 
would  be  disastrous  to  the  profession 
and  the  public  if  general  practitioners 
were  recruited  only  from  the  less  able 

young  doctors. Yes,  I know  they  said 

that. 

1029.  It  could  be,  could  it  not,  that 

the  word  which  you  mentioned  this 
morning,  the  word  “ vocation  ” came  in 
here? You  mean  that  a man  would 


go  into  general  practice  rather  than  be- 
come a consultant  because  of  his  sense 
of  vocation? 

1030.  Yes. If  a man’s  vocation  was 

obviously  trying  to  help  the  community, 
would  he  not  have  more  opportunities 
as  a consultant?  I do  not  know  really, 
it  is  a debatable  point. 

1031.  I do  not  know.  He  is  the  chap 

with  whom  I come  in  contact. 1 think 

it  is  most  unfortunate  that  we  should 
get  into  the  way,  or  that  I should  get 
into  the  way  of  speaking  of  the  pro- 
fession almost  as  if  one  is  speaking  of 
rejects.  Perhaps  if  one,  had  time  to  think 
one  would  put  it  differently.  Substan- 
tially, what  I was  trying  to  point  out 
was  that  this  ladder  existed  with  cer- 
tain rewards,  and  in  any  literature  I have 
ever  read  they  always  speak  of  those 
exceptional  rewards,  and  in  the  Spens 
Committee  .report,  and  the  committee  be- 
fore it  representing  the  whole  profes- 
sion, they  speak  of  a significant  minority 
that  should  be  enabled  to  compete  with 
the  heads  of  other  professions.  It  was 
from  the  committee  representing  the 
whole  profession  that  this  was  taken  up 
and  agreed  by  Spens.  If  you  are  going 
to  accept  that  there  is  a significant 
minority,  if  you  are  going  to  plan  for 
them,  then  1 do  not  know  where  this 
argument  ends  because  it  seems  to  me 
that  is  proof,  that  is  what  we  are  talk- 
ing about,  that  there  is  a significant 
minority  and'  we  wish  there  to  be  such, 
at  any  rate,  Spens  do. 

1032.  They  recommended  adequate 

rewards  to  practitioners. Y es,  they  do. 

I suppose  it  would  be  perfectly  fair  to 
say  that  there  were  .two  Spens  Com- 
mittees, one  for  general  practitioners  and 
one  for  consultants,  so  I would  suppose 
you  would  not  expect  them  to  be 
absolutely  in  agreement,  in  fact,  it  was 
said  they  were  rather  antagonistic,  per- 
haps that  is  not  the  right  thing  to  say, 
but  they  were  not  completely  in 
harmony. 

1033.  Chairman:  They  say  in  effect 

they  must  be  given  the  opportunity  to 
earn  incomes  comparable  with  other 
professions. Y es. 

1034.  It  would  seem  that  in  fact  in 
some  of  the  specialties  more  than  a 
significant  minority,  during  the  course  of 
their  career,  quite  definitely  a majority, 
will  at  one  time  or  another  earn  a 

distinction  award. You  are  thinking 

of  things  like  thoracic  surgery? 
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1035.  No,  the  big  ones  like  general 

medicine.  Is  that  no-t  so? -This  is 

coming  back  to  the  statistical  thing, 
whether  it  is  two-thirds  or  half.  That 
is  what  it  comes  to.  It  has  been  worked 
out  statistically  and  I believe  it  comes 
to  between  one-half  and  two-thirds. 

1036.  I do  not  know  about  that  but  I 

think  it  is  certainly  over  one-half. 

Quite. 

1037.  What  you  think  is  that  over  one- 

half  of  any  one  branch  of  the  con- 
sultants should  be  . . . . 1 tried  to 

answer  that  a moment  ago.  I regarded 
this  7,000  not  as  half  but  a much  larger 
number.  That  is  my  answer  to  your 
question. 

1038.  Professor  Jewkes : I wonder  if 
I could  at  this  stage  ask  what  your  views 
are  about  the  possible  inclusion  of  other 
groups?  It  is  sometimes  suggested  that 
it  ought  to  be  extended  first  of  all  to 
administrators  pure  and  simple  and, 
secondly,  to  people  engaged  on  research 
but  not  really  engaged  in  clinical  work. 

What  are  your  views  about  that? 1 

do  not  know  that  my  views  are  worth 
having  on  the  administration  because  1 
do  not  think  I have  really  seen  enough 
of  it  to  talk  about  it.  That  is  a very 
separate  field.  We,  in  the  merit  awards, 
are  precluded  from  what  I call  giving 
marks  for  administration  and,  therefore, 
I do  not  know.  In  regard  to  research 
I am  in  full  sympathy  with  that.  I think 
any  addition  to  knowledge  is  the  highest 
work  anybody  can  do.  I would  have 
thought  so.  You  are  thinking  of  non- 
doctors,  are  you? 

1039.  Yes. 1 was  asked  to  go  to 

the  Isle  of  Man  to  plan  an  award  system 
and  others  whom  I think  are  appearing 
before  you  later  have  been  asked  to  go 
to  Northern  Ireland  for  the  same  pur- 
pose. This  system  is  spreading  and  it 
may  spread  to  the  other  groups  you  are 
thinking  of  which  I think  would  be  en- 
tirely to  the  good.  I do  not  know  the 
finance  of  it  but  really  that  is  a Vice- 
Chancellor’s  problem,  is  at  not? 

1040.  Chairman : Coming  back  to  the 
other  matters.  I think  there  is  one  ques- 
tion I am  not  quite  clear  on.  Normally, 
is  an  A.  award  given  from  those  already 
enjoying  a B.,  and  a B.  award  normally 
from  those  already  enjoying  a C.  award? 
Yes. 

1041.  So  that  makes  it  easier  to  take 

a proper  view  and  take  everything  into 
consideration? Yes.  I should  be 


distressed  if  in  the  course  of  these  ques- 
tions and  due  to  my  giving  quick 
answers  I am  reported  as  saying  that 
there  is  an  inferior  section  of  the  pro- 
fession. I have  spent  three-quarters  of 
my  life  as  a Dean  amongst  students.  I 
am  entirely  devoted  to  that  element,  and 
if  it  goes  out  that  I look  upon  the  general 
practitioner  as  an  inferior  animal  I shall 
be  extremely  distressed  and  it  would  be 
quite  inaccurate.  I made  these  remarks 
off  the  cuff,  as  it  were.  I do  say  there 
is  a ladder  but  I think  that  ladder  can 
be  maintained  without  making  derogatory 
comparisons.  I think  there  are  men  of 
great  ability  in  general  practice,  of 
course  there  are,  as  everyone  knows,  and 
in  the  North  of  England,  where  I was 
for  many  years,  the  level  of  general 
practice  is  very  high  indeed.  I just  want 
to  make  that  point  because  I do  not 
want  to  be  misunderstood. 

1042.  I was  hoping  you  would  feel 
something  like  that  because  it  is  very 
much  more  in  line  with  what  other 

people  have  said. 1 do  not  want  to 

retreat  for  a second,  because  of  fear 
of  consequences,  from  the  fact  .that  there 
is  a ladder.  I think  every  person  at 
medical  school  knows  that.  ‘Whether 
the  ladder  is  properly  administered  is 
entirely  a different  question.  That  is 
not  my  opinion.  Whether  these  registrars 
are  accurately  picked,  whether  house 
officers  are  accurately  picked,  whether 
examinations  are  good  that  is  entirely 
irrelevant  to  my  argument.  The  only 
thing  is  that  we  at  a medical  school  are 
always  looking  out  for  .the  boy  of 
promise.  I remember  distinctly  the  Dean 
in  my  time  asking  me  to  try  and  hang 
on  and  I said  I had  no  money  at  all : 

I remember  the  efforts  he  had  made  and 
he  must  have  done  that  to  lots  of  others, 
and  I think  that  is  what  is  done.  No 
doubt  in  the  past  there  were  far  more 
people  who  went  into  practice  because 
they  could  not  afford  to  hang  on,  as  it 
is  called. 

1043.  Professor  Jewkes:  Could  we  put 
the  question  in  another  way,  Mar.  Chair- 
man? It  is  clear  there  have  to  be  general 
practitioners  and  there  have  to  be  con- 
sultants. Would  you  have  said,  Lord 
Moran,  at  the  moment,  quite  apart  from 
the  levels,  that  the  relative  earnings  of 
the  two  groups  are  about  right  to  keep 
the  balance,  is  it  a healthy  one  for  the 

service  as  a whole? 1 do  not  want 

to  be  drawn  into  a lot  of  controversies 
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after  the  recent  experience,  but  I must 
tackle  this  question  because  it  is  a per- 
fectly plain  one.  I have  to  go  into  it  a 
little.  In  1954  two  years  had  elapsed 
since  the  Danckwerts  award.  I came 
to  the  conclusion  that  there  was  no 
longer  any  chance  of  the  consultants 
getting  an  award.  I expect  you  already 
know  that  the  procedure  was  this  : the 
general  practitioners  approached  the 
Colleges,  and  asked,  that  we  should 
not  bring  our  case  forward  until 
they  had  got  their  one  out  of  the  way. 

I am  certain  that  was  in  good  faith.  We 
took  that  advice  and  then  we  were  told 
by  the  Government,  never  having  had 
any  contact,  that  they  regarded  the 
Danckwerts  award  to  general  practi- 
tioners as  the  end  of  it  as  they  did  not 
know  that  the  consultants  were  going  to 
come  in  in  1954.  I went  to  the  Cabinet 
and  said  you  have  upset  completely  the 
balance  between  the  general  practitioners 
and  the  consultants.  I based  it  on  no 
other  argument  and  I said  I have  no 
political  influence  of  any  kind.  I thought 
you  might  consider  it  on  those  merits. 
They  took  a year  doing  so  with  sub- 
committees and  they  eventually  gave  us 
£3-5-  millions.  That  was  nothing  more  than 
salvage  from  the  mess  which  ought  to 
have  been  settled  at  the  same  time  as 
the  general  practitioners.  It  was  not 
settled  and  I salvaged  this.  We  were 
going  ahead  at  that  time  without  any 
details.  I simply  made  this  request. 
When  it  was  .granted  I went  to  Sir 
Russell  Brain  and  he  took  it  on  and 
made  it  official.  What  I want  to  make 
dear  is  that  we  had  no  backing,  we 
simply  put  the  case  and  I believe  they 
did  it  solely  on  the  basis  of  trying  to 
restore  the  differential  between  general 
practice  and  consultant  work  and  that  is 
the  award,  they  got  it  on  those  lines. 

I say  that  because  I believe  Sir  Russell 
Brain  in  his  evidence  very  generously 
covered  me  up.  I have  been  accused 
of  making  an  extremely  bad  bargain  and 
I think  there  is  substance  in  it.  The 
B.M.A.  said  it  was  the  most  undemo- 
cratic way  of  doing  it  and  I think  two 
yeais  had  elapsed  and  I was  under  criti- 
cism ; Sir  Russell  Brain,  to  whom  I have 
handed  it  over,  has  felt  he  must  more  or 
less  back  me  up  and  he  has  generously 
said  he  was  satisfied  with  the  relationship 
that  was  left.  Of  course  that  was  really 
generously  covering  me  because  nobody 
was  satisfied.  I do  not  know  the  rela- 


tionship between  general  practitioners 
and  consultants  financially.  I do  not 
think  anybody  knows.  All  we  can  say 
is  that  it  is  not  sufficient  at  the  medical 
schools  to  make  a man  want  to  go  on 
at  24  years  of  age ; perhaps  he  decides 
he  has  to  go  on  ten  or  fifteen  years  like 
that  on  a poor  salary  with  no  certainty 
of  advance  at  the  end  of  it,  that  nothing 
will  happen  and  no  retreat  if  he  fails 
and  that  is  a very  serious  state  of  affairs. 
Therefore  I think  there  should  be  a 
differential  and  I think  if  there  is  not 
you  will  not  get  recruits.  Incidentally 
the  recruits  to  senior  registrars  are  falling 
off,  and  I think  you  have  had  the  figures. 

1044.  Chairman:  Do  you  think  it 

satisfactory,  Lord  Moran,  that  unless, 
somebody  gets  a distinction  award  they 
should  reach  their  ceiling  at  40  which, 

I think,  ds  about  the  date  or  would  you 
think,  as  has  been  put  to  us  by  some- 
one else,  that  it  would  be  better  that 
there  was  a bit  of  progress  for  a longer 
period  even  if  it  meant  less  in  the  earlier 

stages? It  is  a difficult . question  to 

.answer.  I suppose  it  is  the  relative 
merits  of  seniority,  is  it  not?  Should  a 
man  be  paid  more  than  a basic  salary 
if  he  is  not  thought,  rightly  or  wrongly, 
to  be  of  exceptional  merit?  That  is 
really  the  question? 

1045.  It  is  put,  I think,  as  payment 
for  experience.  I think  it  is  a good  deal 
lof  the  {feeling  of  the  doctor  himself 
that  he  has  not  reached  the  end  at  the 
age  of  40.  Maybe  the  hope  of  the 
merit  award  covers  it.  well  enough. 
Have  you  ai  view  on  that  particular 

point? 1 think  you  are  looking  for 

efficiency  in  the  {profession  pure  and 
simple.  There  is  no  doubt  the  present 
arrangement  is  most  valuable.  I suppose 
it  ought  to  be  considered  is  it  any  hard- 
ship to  the  average  man  in  the  consultant 
ranks.  It  is  difficult  to  say.  I would 
not  have  thought  so  but  I am  not  strong 
upon  the  point  at  all.  I think  probably 
the  present  system  acts  as  an  incentive, 
rewards  either  one  half  or  two-thirds, 
whatever  the  figure  may  'be,  it  is  a very 
considerable  number,  and  gets  work  out 
of  men.  I .think  perhaps  it  may  be  agreed 
there  has  been,  not  only  in  medicine, 
but  elsewhere,  a certain  slacken- 
ing of  efforts  in  certain  aspects.  Medi- 
cine is  not  immune  from  that  either  and 
I think  these  things,  quite  apart  from  the 
fact  that  I am  in  favour  of  them,  demon- 
strably they  make  men  keener  and  if  it 
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applies  to  as  many  as  two-thirds  it  is 
a very  valuable  incentive  to  have  two- 
thirds  of  the  consultant  profession  what 
one  might  call  “ on  their  toes 

1046.  Would  you  think  it  does  apply 
to  two -thirds?  It  is  realised  an  the  pro- 
fession that  when  people  get  to  40  at 
•the  end  of  their  normal  ladder  that 
within  the  next  ten  years  the  chances 
are  about  two  to  one  that  they  will  get 
something  more  if  they  work  very  hard. 

try  very  hard? At  these  meetings  I 

am  always  saying  to  the  younger  people 
providing  a man  is  keen  and  intelligent 
in  his  lifetime  he  ought  to  have  a very 
good  chance  of  reward.  I believe  that 
to  be  true. 

1047.  In  his  lifetime  normally  means 
between  the  age  of  40  and  50,  probably 
most  of  them  are  between  those  ages 

who  get  to  the  ceiling? Quite  a 

number  get  it  at  53  and  54. 

1048.  Between  the  ages  of  40  and  55? 
Yes. 

1049.  There  is  one  thing  I do  not 
think  we  have  covered  very  thoroughly, 
it  is  difficult  to  do  so,  to  decide  what  are 
the  criteria  of  merit  or  distinction.  Per- 
haps it  is  difficult  to  define  any  closer 
what  are  the  criteria  accepted  by  the 

committee? 1 have  tried  to  put  it 

graphically  by  my  reference  that  if  a 
person  had  illness  in  their  family  and 
supposing  it  is  surgical,  I imagine  what 
one  wants  is  a surgeon  of  good  judg- 
ment. I ithink  that  'is  even  more  impor- 
tant than  technical  excellence.  If  you 
have  a man  of  excellent  technique  and 
good  judgment  you  have  gone  a long 
way  towards  getting  a safe  surgeon,  and 
I imagine  those  two  qualities  are  at  the 
back  of  anybody’s  mind  when  they  are 
adjudicating  upon  any  surgical  man. 

In  regard  to  medicine  where  technical 
dexterity  does  not  come  in  in  that  way  it 
is  very  difficult.  It  is  largely  a question 
of  wisdom  and  things  of  that  kind  and 
I would  have  thought  judgment  is  the 
supreme  quality  of  the  physician.  Of 
course,  I always  contend  I am  perfectly 
incapable  of  judging  myself  whether  a 
man  is  a first  class  ophthalmic  surgeon 
because  I cannot  tell  how  he  per- 
forms an  operation:  you  cannot  get 
near  enough  to  know  what  happens. 
It  is  one  of  the  problems  of  the 
world  which  as  one  of  the  real 
tests  and  there  again  it  is  diffi- 
cult, you  can  go  through  the  various 
branches  in  this  way  and  these  qualities. 


I think,  would  probably  occur  to  any 
doctor  picking  that  kind  of  man  for  his 
family. 

1050.  I do  not  suppose  you  can  ever 
have  anything  very  precise  or  complete 
on  this  in  most  of  the  specialties,  there 
must  be  a certain  intangibility,  but  the 
important  thing  is  that  the  profession 
itself  should  be  satisfied  that  justice  is 

done,  is  that  right? 1 think  that  is 

perfectly  true. 

1051.  Of  course,  the  profession  cannot 
know  if  justice  is  done  if  they  do  not 

know  who  is  getting  it? 1 think  what 

you  really  want  me  to  talk  about  is 
secrecy. 

1052.  May  we  take  one  or  two  ques- 
tions and  come  back  to  that  in  a 
moment.  I was  going  to  ask  you  to 
say  whether  in  round  terms  whole  time 
consultants  got  about  the  same  sort  and 
proportion  of  awards  as  part-timers? 

The  answer  to  that  is  the  committee 

have  not  the  slightest  idea  when  a case 
comes  bef  ore  them  whether  it  is  a whole- 
timer  or  part-timer.  The  only  exception 
is  a professor  of  surgery  who  is  well 
known.  If  the  man-  is  not  well  known 
we  have  not  the  slightest  notion,  we 
do  not  provide  it,  we  do  not  ithink  it 
should  be  provided  and  therefore  there 
are  no  exceptions  to  what  they  are  doing 
in  that  way.  If  it  may  be  true,  you  are 
rather  suggesting  that  the  whole-timers 
have  not  as  many. 

1053.  No,  I was  asking.  I do  not 

know. 1 do  not  know  either. 

1054.  As  a matter  of  fact  whether  it 

is  about  the  same  or  not? -I  do  not 

know  but  I would  have  thought  that 
probably — I am  speaking  very  roughly 
— the  majority  of  consultants  are  in 
private  practice.  I do  not  know  if  that 
is  so,  1 would  have  thought  so. 

1055.  The  majority  of  consultants  are, 

yes. If  that  is  so,  it  may  be  that  a 

great  many  of  the  leaders  are  in  part- 
time  practice.  I do  not  know  if  it  is 
true.  I am  just  suggesting  a line  of 
thought.  On  the  other  hand,  the  profes- 
sors of  surgery  and  medicine  who  are 
whole-timers  are  right  at  the  apex,  I do 
not  think  we  have  anything,  better  so  I 
think  you  would  have  to  divide  your 
whole-time  into  all  sorts  of  categories 
and  I have  not  any  evidence  statistically 
or  otherwise  to  answer  your  question. 

1056.  It  is  not  one  of  the  decisions 
that  you  can  take  into  account  at  all? 
No. 
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1057.  Then  if  I may  go  back  to  the 
question  that  Professor  Jewkes  was  ask- 
ing just  now,  has  there  ever  been  any 
request  or  suggestion  for  an  addition  to 

the  sums  given  as  merit  awards? 1 

have  been  approached  about  this  before 
and  my  answer  has  always  been  the 
same.  I would  have  said  that  any  com- 
mittee that  investigates  this  question, 
that  is  before  this  Commission  was 
appointed,  must  decide  firstly  whether 
they  think  it  is  beneficial  to  the  efficiency 
of  the  profession.  If  they  decided  yes 
they  will  no  doubt  want  it  to  remain 
as  effective  as  it  has  been  in  the  past, 
and  if  they  are  not  to  have  any  better- 
ment it  will  soon  not  be  so.  In  other 
words,  they  have  to  decide  if  this  addi- 
tion is  effective  to  the  profession,  if  they 
do  I am  sure  they  will  not  want  it  to 
peter  out  and  become  less  and  less 
effective. 

1058.  Just  following  up  from  that,  I 
would  like  to  ask  you  for  your  own 
view-.  In  the  light  of  your  experience 
would  you  feel  the  addition  of  the  three 

categories,  A,  B.  C has  been  right? 

Yes,  I think  so. 

1059.  And  the  whole  of  the  propor- 
tions which  are  1 : 4 : 7 1 think  you  said 
1 A,  4 B,  7 C,  has  been  about  right? 

That  is  very  difficult  to  answer.  I 

do  not  know  exactly  how  one  judges 
that.  I accept  that  as  a thing  that  works 
very  well. 

1060.  If  you  were  deciding  again  you 
would  probably  arrive  at  about  that? 

On  my  own  I would  not  suggest  any 

alteration  in  that. 

1061.  Equally  that  the  relative 
amounts  for  the  three  categories  which 
are  £500,  £1,500  and  £2,500  are  also 
about  the  right  stages,  would  you  think? 

An  answer  to  that  entirely  depends 

upon  whether  you  feel  that  the  import- 
ance of  getting  the  right  recruits  by  what 
you  might  call  some  plums  at  the  top 
should  outweigh  the  general  bait.  Some 
would  have  the  C’s  bigger  and  the  A’s 
smaller  but  I place  some  importance  to 
having  something  at  the  head  for  the 
materially  minded  to  be  rewarded  by,  I 
think  it  is  important. 

1062.  I was  asking  your  views  as 
to  whether  you  think  those  steps  are 

about  right? 1 think  so,  I would 

accept  that. 

1063.  Should  we  go  on  next  to  this 

question  of  secrecy? There  is  no 


doubt  at  all  that  this  question  of  secrecy 
is  the  stick  with  which  those  who  do  not 
like  the  awards  have  beaten  us.  I think 
it  would  be  fair  to  say  that  if  an  objec- 
tion is  raised  at  the  meetings  we  have 
over  the  country  it  is  'usually  about 
secrecy.  I think  that  is  fair,  and  that 
being  so  I think  it  has  to  be  considered 
very  carefully.  >We  do  not  as  a commit- 
tee mind  whether  it  is  secret  or  not.  I 
think  that  is  probably  fair,  but  in  the 
early  stages,  the  first  year,  we  had  meet- 
ings all  over  the  place,  we  invariably 
asked  their  views  on  this  subject.  At 
that  time  there  was  a very  large  majority 
in  favour  of  secrecy.  What  happened  at 
one  place  seemed  to  bear  this  out, 
because  for  some  reason  or  other  the 
award  became  known,  in  a comparatively 
small  place,  whereupon  some  members  of 
the  public  went  to  that  hospital  and  asked 
the  names  of  those  who  had  the  awards, 
and  when  they  were  asked  why  they  said 
it  was  because  they  wanted  to  go  to 
them.  That  is  surely  wrong.  It  is  not 
the  object  of  the  award  system  to  direct 
channels  of  practice.  Furthermore,  as 
you  know,  the  men  are  given  awards  for 
more  than  clinical  judgment.  These 
people  coming  into  this  hospital  might 
be  given  the  name  of  a C who  really  got 
it  for  research.  In  other  words,  the 
public  might  be  completely  misled.  I 
do  not  see  if  what  I am  saying  is  true 
how  it  would  be  easy  to  work  this 
system  if  the  public  are  really  going  to 
be  directed  by  it  in  their  preference,  and 
that  raises  the  question  can  you  let  it  be 
known  amongst  doctors,  which  I would 
personally  like  to  do,  without  the  public 
knowing  it.  That,  I believe,  is  quite  im- 
possible. It  gets  into  the  Medical  Journal, 
and  then  these  lay  people  search  every 
week  and  I have  suffered  bitterly  from 
this.  You  cannot  state  a thing — iwhat  I 
said  earlier  this  afternoon  will  be  every- 
where, I know.  Therefore  I think  what 
I am  saying  about  this  secrecy  is  valid, 

I think  that  is  the  first  point. 

The  awards  committee  listened  to  all 
this  evidence  and  they  went  into  it  very 
carefully.  They  decided  on  27th  January, 
1949  that  consideration  for  awards  should 
be  strictly  confidential  but  that  members 
were  at  liberty  to  discuss  questions  of 
procedure  with  the  Colleges  and  Cor- 
porations. 

It  is  rather  interesting  .that  the  Ministry 
had  a memorandum  on  it  which  said  the 
list  of  awards  was  marked  confidential 
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because  it  appeared  to  the  Minister  desir- 
able that  Boards  should  treat  it  as  in- 
formation not  to  be  disclosed  more  than 
is  essential  for  administrative  purposes. 
The  Board  will  no  doubt  feel  that  any 
general  application  of  the  news  might 
lead  to  misunderstanding  by  inducing 
patients  to  judge  the  quality  of  the 
medical  treatment  they  receive  by  the 
rate  of  remuneration  of  the  consultant. 
Such  an  inference  would  be  unjustified 
because  matters  other  than  clinical 
ability  would  direct  an  award  on 
occasions.  I think  they  adopted  the  same 
line.  It  is  always  difficult  to  answer  this 
question  about  secrecy  because  it  is 
generally  put  in  a rather  exaggerated 
form  and  the  experience  of  the  Com- 
mission on  these  points  is  probably  better 
than  mine.  I believe  'that  there  are 
examples  of  this  in  every  walk  of  life. 
Reports  on  officials  in  the  Government 
are  confidential  and  I think  the  only 
difference  that  can  be  found  anywhere 
is  that,  I believe,  they  can  demand  to  see 
them.  I believe  an  officer  can  demand 
to  see  his  special  secret  report.  Is  that 
so? 

1064.  Mr.  Bonham  Carter : He  must 

see  iit  officially. That  is  the 

difference  you  see.  I would  have  thought 
even  in  the  Civil  Service  such  things  are 
not  . unknown  and  there  may  be 
differences  quite  unknown  to  me  in  these 
reports  as  to  how  far  .they  are  seen  by 
anybody  except  the  person  concerned. 
I do  not  think  that  there  is  the  slightest 
objection'  to  the  man  himself  knowing 
these  'things.  Indeed,  I do  not  think 
there  is  any  objection  to  the  profession 
knowing,  but  I think  there  is  the  very 
greatest  objection  to  the  public  knowing, 
but  I do  not  know  how  you  can  let  the 
profession  know  without  something  leak- 
ing out  to  the  public. 

1065.  Chairman : You  did  say  earlier 

that  one  of  the  'best  criteria  really  for 
deciding  who  is  worthy  of  a merit  award 
is  to  say  who  is  the  person  to  whom  I 
would  go  if  there  were  illness  in  my 
family? Yes. 

1066.  That  is  the  public  estimation. 
Everybody  who  thinks  about  it  will 
think  that  a certain  person  is  more 
meritorious  than  the  rest.  If  that  is  so, 
if  it  were  known  that  that  particular 
person  Was  getting  a particular  award, 
it  would  only  be  saying  that  justice  was 

being  done? How  would  you  prevent 

the  public  going  to  these  hospitals  and 
blindly  accepting  the  award  system  as 


their  guide?  That  would  lead  to  such  a 
furore  among  the  non  awards,  you  can 
see  that.  Supposing  you  had  a town  of 
30,000  or  40,000  inhabitants  and  sud- 
denly one  hospital  in  the  place  began 
directing  practice  to  section  A to  the 
exclusion  of  section  B.  I think  that 
would  be  intolerable.  I may  be  wrong, 
but  it  seemed  to  me  very  likely  to 
happen. 

1067.  Mr.  Bonham  Carter : Lord 

Moran,  an  earlier  witness  on  this  point 
said  that  one  of  the  difficulties  was  that 
a senior  man  would  not  know  whether 
one  of  his  own  juniors  was  in  receipt 
of  an  award  and  he  complained  on  that 

score? 1 do  not  know.  Let  me  put 

it  this  way.  A certain  medical  school 
in  London  in  the  first  year  was  asked 
to  appoint  a committee  to  put  names 
to  the  awards  committee  in  respect  of 
their  staff  which  was  about  50.  By 
ballot  they  elected  three  people  and  they 
decided  that  the  names  of  those  three 
people  should  be  known  to  nobody  on 
the  staff  because  they  thought  it  would 
not  be  fair  that  those  three  people  should 
receive  all  the  onus  of  picking  these 
people.  If  you  transfer  that  surely  in 
giving  these  awards  with  the  least  amount 
of  friction,  if  you  have  to  give  it  to  a 
junior  and  pass  over  his  senior,  you  do 
not  want  everybody  to  know  that  and 
to  draw  attention  to  it.  It  is  sufficient 
punishment,  if  he  wants  punishment,  that 
he  does  not  get  the  award,  he  does  not 
want  criticism  with  it.  Do  you  not  feel 
that? 

1068.  Yes,  I see  your  point. That  is 

the  point.  I would  have  thought  that  the 
relative  amount  of  friction  has  been  very 
small  really  as  far  as  one  can  make  it. 
but  I am  sure  it  will  be  increased  if  we 
bring  these  things  more  into  the  light. 

1069.  Chairman : 'Hiere  are  several 
possible  sources  of  friction,  either  from 
secrecy  or  from  the  reverse,  some  of 
which  can  perhaps  be  removed.  For 
instance,  all  that  you  have  said  about 
geographical  spread  out  and  the  care 
that  is  taken  to  see  that  the  different 
parts  of  the  country  do  get,  provided 
there  is  the  merit  there,  an  equal  chance 
of  getting  an  award.  We  have  not  really 
covered  the  question  of  the  difference 
between  specialties.  We  have  not 
covered  either  the  question  of  whole  or 
part-time  consultants  on  which  there  may 
be  some  feeling  and  we,  none  of  us, 
know  the  answer.  Then  there  is  the 
question  of  three  or  four  people  in  the 
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same  specialty  each  thinking  they  are 
the  one  who  ought  to  get  it  and  if  they 
knew  who  had  it  there  might  be  in- 
creased friction  rather  than  reduced.  If 
it  were  known  how  many  people  in  each 
specialty  were  getting  awards  would  you 
think  that  would  act  as  a deterrent  at  all, 
or  as  a discouragement  in  some 
specialties?—- — I could  answer  that.  1 
think  you  did  get  some  particulars. 

1070.  We  had  some  particulars  but  we 
do  not  think  they  should  be  brought  up 

now. 1 should  think  probably  if  they 

were  made  available  to  the  Royal  Com- 
mission that  would  be  all  I wanted  to 
say  on  the  subject.  The  difficulty  on 
geographical  spread  is  nil.  We  ought  to 
be  able  to  get  that  as  far  as  the  merit 
allows  it.  The  difficulty  in  specialties  is 
not  nil.  I seem  to  be  spending  a very 
controversial  afternoon,  but  one  cannot 
pretend  that  the  discipline  of  a surgeon, 
which  is  very,  very  severe,  is  anything 
comparable  to  some  of  the  other  minor 
specialties.  It  will  be  different  in  15 
years’  time  when  the  discipline  in  regard 
to  anaesthetists  will  have  gone  through, 
it,  will  be  just  the  same  as  it  is  for  the 
surgeons.  They  have  laid  down  the  most 
exacting  regulations.  In  15  years’  time  it 
will  work  quite  well.  A senior  anaesthetist 
said  to  me : “ I entirely  understand  the 
position.  A very  large  number  who 
were  general  practitioners  came  into  the 
service  and  had  not  the  higher  degrees 
or  anything  -of  the  sort  and  they  naturally 
cannot  expect  really  to  do  as  well  as 
people  who  have  the  higher  degrees  and 
have  been  consulting  anaesthetists  all 
their  life  but  that  will  all  be  set  right  in 
time.”  In  other  words,  I am  saying  that 
if  you  take  the  specialties  you  will  find 
a certain  number  who  have  not  got  as 
many  awards  as  the  surgeons  but  that  in 
time  will  right  itself  and  that  applies  to 
what  the  dentists  said  to  us.  Again  I 
am  quoting  my  own  figures  and 
probably  I would  be  wiser  not  to,  the 
dentists  came  to  us  in  the  earlier  stages 
and  they  said  they  would  like  to  be  in 
on  this  merit  award  system.  A man  who 
spoke  to  me  said  that  they  did  not  feel 
that  they  were  going  to  play  a very  big 
part  at  first  but  they  wanted  to  be  in  on 
it  and  in  time  they  will.  I think  that  was 
an  extremely  rational  point  of  view. 
They  had  dentists  of  various  calibres, 
some  very  good  and  some  not  at  all 
good.  They  felt  they  might  not  get  many 
awards  at  first  but  they  wanted  to  be  in 


when  ffie  time  came.  I think  that  may 
apply  to  other  specialties. 

1071.  You  would  feel  there  was  a 
particular  advantage,  on  this  particular 
aspect,  an  secrecy  for  the  next  few  years, 

15  years  or  so? 1 would  go  as  far  as 

this:  when  I go  round  the  country  to 
these  meetings  which  are  not  entirely 
just  to  establish  good  relations,  I take 
the  opportunity  of  answering  any 
questions  and  if  I can  I always  get  the 
help  of  a man  like  a senior  anaesthetist 
who  is  a responsible  man  and  put  these 

. cases  to  him  telling  the  facts.  They  have 
been  extraordinarily  good  at  seeing  it. 
It  is  not  from  them  that  any  opposition 
comes  at  all.  If  you  took  the  men  in 
their  Faculty  and  they  gave  evidence  be- 
side me  they  would  endorse  what  I have 
said.  Such  criticism  as  comes  is  not 
from  that  part,  it  is  the  other  end  of  the 
tree. 

1072.  Sir  David  Hughes  Parry : I 

wonder  whether  I can  put  it  from 
another  angle.  It  is  very  important  that 
the  awards  system  should  have  the  con- 
fidence of  the  profession  and  generally 
of  the  public  and  in  seeking  that  result 
one  must  consider  three  aspects  of  it 
that  may  be  secret.  First  of  all,  the 
criteria  that  the  committee  has  ; secondly 
the  way  in  which  the  awards  are  made ; 
and  thirdly,  the  persons  who  ultimately 
get  the  awards.  I should  have  thought 
that  it  is  possible  in  the  first  instance  to 
make  known  the  criteria  fairly  generally 
without  undue  secrecy,  and  secondly, 
that  the  manner  in  which  the  awards  are 
made  might  be  made  public,  but  that  it 
may  be  desirable  to  keep  secret,  for  the 
time  being  at  any  rate,  the  names  of  the 
persons  who  actually  get  the  award.  I 
should  like  to  get  your  reactions  to  those 

three  different  problems. 1 would 

begin  by  saying  that  having  been  fifty 
years  a doctor  I have  never  seen  any- 
body or  talked  to  anybody  who  would 
not  have  said  that  if  the  Royal  Colleges 
and  the  British  Medical  Association 
were  in  agreement  on  a subject  they 
could  be  said  to  be  speaking  for  the  pro- 
fession. Since  this  Commission  was 
appointed  there  have  been  arising 
various  splinter  groups  who  might  be 
likened  to  the  Suez  rebels  in  the  House 
of  Commons,  but  they  do  not  cut  any 
ice  with  the  profession.  It  is  the  most 
astonishing  fact  when  I see  the  Press 
taking  them  seriously.  The  Royal 
Colleges  and  the  British  Medical  Asso- 
ciation have  stood  in  the  eyes  of  the 
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profession  for  the  profession.  If  you 
had  asked  me  to  believe  a year  ago  that 
a group  of  fifty  or  sixty-odd  consultants 
out  of  the  British  Medical  Association 
would  have  unanimously  passed  a thing 
in  favour  of  awards  I would  have 
thought  you  were  dreaming,  but  the  three 
Royal  Colleges  and  the  B.M.A.  unani- 
mously endorsed  this.  That  is,  I think, 
a very  surprising  event.  Surely  the  pro- 
fession and  the  public  will  trust  us  to 
be  sensible  enough  if  we  have  their  con- 
fidence now.  You  speak  as  if  it  is  in  the 
future  that  we  will  get  this  confidence. 
The  confidence  is  there.  As  I go  round 
to  these  meetings  I am  subjected  -to  a 
good  deal  of  heckling  and  we  have  often 
put  the  thing  to  the  vote,  and  there  have 
never  been  more  than  three  or  four 
against  it  anywhere  over  the  country.  It 
may  be  that  some  people  did  not  bother 
to  vote  and  so  on  but  there  is  not  the 
opposition  in  numbers  that  is  represented 
at  all.  I think  this  is  a thing  that  wants 
stressing  because  we  have  spent  seven 
years  trying  to  answer  objections  and 
questions  and  going  round  seeing  the 
most  difficult  problems.  I think  you  will 
find  if  you  go  to  responsible  people  any- 
where in  the  profession  that  they  will 
speak  of  the  success  of  -this.  I believe 
they  will.  I do  not  think  the  attitude  is 
just  of  my  being  seized  of  the  im- 
portance of  the  award  system. 

We  are  always  answering  the  question 
about  criteria  when  we  go  round  the 
country.  We  do  therefore  constantly 
put  that  before  the  profession  and  we 
have  great  difficulty  in  making  it  precise. 
I think  a lawyer  would  make  a hash  of 
what  we  are  saying  because  it  is  not 
very  precise  at  all.  But  it  is  the  best 
that  can  be  done  and  I think  they  are 
satisfied  at  the  end ; I do  not  think  we 
could  put  it  to  bigger  audiences  than  the 
profession.  I do  not  think  it  could  be 
done.  It  is  hard  enough  to  do  it  to  the 
profession.  What  would  happen  to  the 
public  I do  not  know. 

The  other  question  was  that  you  really 
wanted  the  criteria  made  public  and  the 
way  the  awards  are  made.  At  almost 
every  meeting  we  tell  them  how  the 
awards  are  made.  At  every  meeting  for 
practically  six  or  seven  years.  They 
must  hate  the  sight  of  me  when  I get  up 
and  say  this  so  we  cannot  say  it  is  not 
known  . in  the  -profession.  Every 
member  of  the  profession,  and  also  the 
S.A.M.O.,  has  an  opportunity  of  going. 
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If  he  does  not  go  it  is  his  funeral.  The 
whole  profession  is  summoned  at  one 
time  or  other  to  these  meetings,  very 
often  held  every  year,  and  they  get  this 
jammed  down  their  throats ; they  get  the 
opportunity  of  saying  it  is  not  so.  1 
do  not  know  if  it  is  convincing  but  it 
is  the  best  I can  do. 

1073.  Chairman : Could  you  say  about 
how  many  meetings  of  this  kind  you  at- 
tend in  a year,  perhaps  30  or  40  or  even 
more?  You  mentioned  Newcastle  one 

and  Leeds  was  three. 1 should  say  30, 

I am  just  guessing. 

1074.  So  it  probably  means — again  in 

round  terms — 1,000  or  so  people  a year 
at  least  who  have  come  to  these  meet- 
ings?  Yes,  about  250  go  to  the  New- 

castle one. 

1075.  But  you  said  that  was  an  excep- 
tion?  Yes,  that  is  true. 

1076.  But  it  is  over  a thousand,  quite 

a lot? Yes. 

1077.  Would  that  be  only  consultants 

or  would  it  include  registrars? 

S.H.M.Os.  are  always  appealing  to  be 
present  and  I do  not  interfere.  They 
generally  are,  because  it  is  the  local 
people  who  organise  it. 

1078.  Sir  Hugh  Watson : Could  we 
take  it,  Lord  Moran,  that  all  the  con- 
sultants and  a good  many  potential  con- 
sultants throughout  the  country  have  the 
opportunity  at  one  -time  or  the  other  of 

attending  these  meetings? Yes,  they 

all  have  the  opportunity.  I suppose 
there  may  be  some  areas  which  perhaps 
do  not  have  the  opportunity.  The  in- 
structions are  to  summons  those  who  are 
geographically  available.  It  is  quite  con- 
ceivable that  some  areas  may  get  missed, 
but  not  many. 

1079.  Chairman : Would  you  say  from 
your  experience  that  knowledge  of  the 
scheme,  its  methods  and  administration 
and  so  forth  is  spreading,  that  on  the 
whole  people  within  the  profession  know 
better  than  (they  did  three  years  ago? 

1 think  a man  like  Sir  Horace 

Hamilton  could  probably  give  you  a 
more  detailed  view.  He  goes  round  and 
he  is  trained  to  observe  these  things. 
I think  he  would  say  there  had  been  a 
very  considerable  move  that  way  only 
perhaps  in  the  last  year.  I think  you 
might  say  in  -the  last  year  and  a half 
there  has  been  considerable  med-ical  un- 
rest which  perhaps  shows  itself  a little  in 
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the  meetings.  I think  there  has  been 
a more  critical  atmosphere  because  of 
the  genuine  uncertainty.  I think  that  is 
probably  an  accurate  way  of  answering 
it. 


Mr.  Chairman,  I do  not  know  what 
time  is  available.  I would  rather  like 
to  bring  up  one  or  two  things.  It  is 
very  brief  but  I am  tremendously  in- 
terested in  two  things,  one  is  the  machin- 
ery for  reviewing  remuneration  and  the 
other  is  the  registrar  problem. 


1080.  May  I just  make  sure  that  no 
one  has  any  questions  on  the  merit 
award  system.  We  are  very  much 
obliged  to  you  for  covering  such  a very 
wide  range  today.  Perhaps  you  would 

kindly  deal  with  your  points  now? 

What  I feel  about  this  arbitration  is  that 
if  we  are  going  to  have  these  sorts  of 
annual  scraps  in  public  it  will  destroy 
any  sort  of  confidence  in  the  profession 
altogether,  whether  we  are  right  or 
whether  we  are  wrong.  Ten  months  ago 
l wrote  to  “ The  Times  ” suggesting  that 
we  should  have  some  reform  of  the 
arbitration  machinery.  I did  so  partly 
because  I did  not  want  this  to  appear 
in  public  every  year  and  partly  because 
the  Whitley  Council  has  lost  the  con- 
fidence of  the  profession.  J am  not  asso- 
ciated with,  it  and  I cannot  say  rightly 
or  wrongly  but  it  has  happened  It 
seems  to  me  that  the  Whitley  Council 
have  both  the  staff  side  and  the  other 
side  and  they  have  to  agree  before  they 
can  go  to  arbitration.  They  never  do 
agree  an  any  substantial  problem.  The 
reason  is  that  the  Ministry,  just  like  the 
Russians,  exercises  the  veto  and  the 
result  as  that  ffiere  is  very  great  discon- 
tent  with  .the  Whatley  Council  machinery 
which  incidentally  does  not  affect  .the 
general  practitioners.  What  I had  in 
mand  was  what  had  been  done  for  the 
UvU  Service,  which  is  on  pages  90/91 
of  the  Civil  Service  Royal  Commission 
Keport  and  I am  sure  you  all  know  it. 

It  is  a committee  of  five  members  ap- 
pomted  by  the  Prime  Minister  who 
would  keep  under  constant  review  not 
sitting  constantly,  the  remuneration  of 
the  profession.  I am  not  competent  to 
do  any  of  the  details  or  anything  like 
that  but  I went  to  the  Ministry  at  this 
tune  and  to  my  surprise  they  told  me 
this  had  not  been  brought  up  at  all  at 
that  time.  That  was  disconcerting  be- 
came I believe  if  we  got  any  solution 
without  permanent  machinery  the  cost  of 


living  would  go  up  and  we  would  be 
right  back  into  trouble.  I do  not  mind 
what  machinery  is  put  up  but  I think 
we  must  make  an  attempt  and,  if  the 
general  practitioners  will  join  us  in  this 
I am  sure  the  consultants  will  want  it. 
I have  nothing  more  to  say  about  this 
particular  problem.  It  is  really  to  put 
it  before  you  as  one  of  the  great 
urgencies  of  our  needs. 

1081.  Would  you  suggest  that  if  some- 
thing on  the  Priestley  Civil  Service  line 
were  possible  for  the  hospital  service 
and  the  G.P.s  for  the  main  problems 
something  like  the  Whitley  Council 
machinery  would  still  be  quite  suitable 
to  go  on  and  deal  with  all  the  more 
or  less  day-to-day  problems  that  arise'' 

From  the  little  I know  about  it  I 

am  sure  you  are  right.  I do  not  think 
you  can  ask  a body,  at  any  rate  with 
people  such  as  Sir  Oliver  Franks  on  it, 
to  go  into  minor  things.  We  have  to’ 
have  a central  committee  for  the  im- 
portant recommendations  and  minor 
things  may  have  to  be  dealt  with  by 
other  machinery. 

1082.  Of  course  you  realise  that  the 

committee  dealing  with  the  Civil  Service 
question  is  only  advisory,  that  is  to 
say  that  the  Government  has  not  aban- 
doned its  own  power  to  say  no? 1 

realise  perfectly.  My  only  hope  is  that 
if  you  get  such  an  official  body  the  Gov- 
ernment might  be  sympathetic.  I realise 
that  you  cannot  have  anything  except 
advisory  machinery. 

1083.  Now  would  you  like  to  con- 
tinue with  your  other  point? 1 am 

very  bothered  about  the  senior  registrar 
problem  because  of  its  importance  and 
because  I do  not  think  you  can  be  dog- 
matic about  if.  It  is  very  difficult  to 
know  but  the  problem  that  is  worrying 
me  is  this : we  have  in  the  senior  regis- 
lrar ...  Ptoblein,  with  which  you  are 
familiar  no  doubt,  something  which  is 
extremely  injurious  to  recruiting,  much 
more  so  than  people  realise,  and  at  the 
same  time  is  causing  personal  hardships 
of  such  a nature  that  I would  like  to 
bring  it  home  to  you  in  this  way.  When 
I went  round  to  these  meetings  this  time 
where  we  exclusively  confined  ourselves 
to  finance  what  nearly  everyone  raised 
concerned  a man’s  finances ; to  my 
great,  astonishment  at  every  single 
meeting  without  any  exception  the  only 
thing  they  seemed  interested  in  was  this 
senior  registrar  problem.  As  that  did 
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not  affect  them  personally  I think  the 
unanimity  was  extremely  surprising. 
You  are  getting  men  of  39  going  up  year 
after  year  for  these  jobs  with  consider- 
able background,  all  with  high  degrees 
and  with  experience  and  with  no  hope. 

I want  you  to  look  at  it  for  the  moment 
from  the  recruiting  point  of  view.  Sup- 
posing you  place  yourself  in  the  position 
of  a man  leaving  school  at  18,  qualifying 
in  the  minimum  time  of  five  years,  that 
is  23  years  of  age,  then  doing  his  year’s 
compulsory  job— age  24.  I do  not  know 
whether  it  is  fair  to  put  in  .two  years  for 
National  Service  as  (that  is  going  out,  but 
the  man  is  at  24  plus  because  if  he  fails 
his  exams,  he  sits  again.  Then  he  is 
faced  with  the  question  is  he  going  to 
specialise  or  not.  He  is  a man  with  a 
wife  and  two  children — everybody  seems 
to  have  a wife  and  two  children  in  all 
these  arguments — and  he  has  to  say  to 
his  wife  this  thing:  she  says  to  him: 

“ Well,  what  are  the  chances?  ” 
Quoting  the  words  of  the  Royal  College 
of  Physicians  Report  it  is  now,  more 
often  than  not,  not  the  exception  but 
the  rule  that  seven,  ten,  fifteen  and  even 
twenty  years  are  spent  in  training  and 
at  the  end  of  that  time  he  has — in  their 
words  again — no  assured  future.  In 
other  words  because  of  the  disparity 
of  the  new  consultant  jobs  as  com- 
pared with  all  these  large  numbers  of 
registrars,  the  chances  are  that  he  is 
quite  likely  not  to  get  one  at  the  end 
and  if  he  fails  he  has  no  line  of  retreat 
because,  again  they  say  in  their  own 
words,  that  his  chance  of  getting  into 
practice  is  almost  negligible,  the  general 
practitioners  for  some  reason  or  other 
do  not  want  highly  qualified  men.  In 
the  old  days  I remember  a man  failing 
to  get  on  his  London  school:  he  had 
all  the  degrees  and  he  went  into  prac- 
tice with  three  others  and  he  was  an 
asset,  doing  all  the  medicine  of  the  firm 
and  he  got  on  the  local  hospital.  But 
now  they  cannot  get  on  the  local  hos- 
pital, they  are  no  longer  an  asset  and 
so  he  has  no  line  of  retreat.  When  I 
think  of  what  this  man  said  to  his  wife, 
that  it  may  be  ten,  fifteen  or  twenty 
years,  and  he  is  now  24,  and  that  at  the 
end  nothing  may  happen  and  if  nothing 
happens  there  is  no  line  of  retreat.  I 
think  these  are  very  solid  facts,  they 
are  very  forbidding  facts.  If  that  is 
all  true  he  says  to  himself:  “ Well,  what 
is  to  be  done?  ” Unless  that  is  altered 
it  is  not  going  to  be  very  long  before 


the  consequences  are  felt.  The  number 
of  people  applying  for  the  post  of  regis- 
trar is  falling  quickly  already  and  in  one 
London  medical  school  it  has  fallen  in 
five  years  from  twenty  to  ten,  and  at 
another  non-teaching  hospital  it  has  also 
gone  down  about  the  same  proportion. 

That  is  the  first  thing  about  which  I 
am  worried.  The  fact  is  that  you  have 
these  men  going  round  on  this  period  of 
training.  I do  not  know  how  it  is  in 
all  the  other  callings  but  it  is  surely  an 
anomaly  that  a man  should  be  39  or  40 
and  still  a trainee.  It  seems  to  me 
contrary  to  reason  and  I cannot  believe 
it  is  right.  Although  I am  certain  the 
Ministry  has  not  the  slightest  influence 
on  appointments,  still  they  can  be  criti- 
cised, and  are  criticised,  because  it  is  tc 
their  advantage  financially  to  employ 
this  highly  skilled  labour  at  under  con- 
sultant pay  for  year  after  year,  the 
period  being  decided  by  the  said  Minis- 
try until  they  appoint  new  people. 

1084.  Professor  Jewkes : I find  it  very 
difficult  to  understand  this  point.  Lord 
Moran.  If  one  were  to  say  that  there  is 
a shortage  of  consultants  on  its  own 
merits  that  would  be  one  thing  that  we 
would  have  to  take  into  account,  but  if 
one  were  to  say  you  ought  to  create 
more  consultants  simply  in  order  to  pro- 
vide consulting  employment  for  senior 
registrars  that  is  quite  a different  point? 
1 see  that. 

* 1085.  Which  point  are  you  trying  to 
make? Both. 

1086.  That  there  is  an  absolute  short- 
age of  consultants? 1 do  not  think 

anybody  who  was  at  all  informed  would 
admit  that  consultants  are  sufficient  in 
number ; one  knows  that  senior 
registrars  are  all  over  the  place  doing 
major  surgery  without  supervision,  in 
many  areas  without  any  consultant 
surgeons.  What  was  your  second  point? 

1087.  That  if  you  can  provide  more 
consultants  then  you  hope  to  solve  the 
senior  registrar  problem. 

1087a.  Chairman : The  second  point 
was  whether  you  want  to  create  con- 
sultants who  are  not  wanted  because 
there  are  senior  registrars  going  begging 

1 do  not  (think  the  country  would 

tolerate  making  consultants  like  that  but 
I would  just  like  to  make  it  clear  how 
this  situation  arose.  During  the  war 
years  when  demobilisation  came  in  the 
Government  said,  I think  quite  rightly, 
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these  men  have  spent  three  years  with 
the  battalion  or  regiment  or  ship,  they 
cannot  go  into  practice  unless  they  have 
refresher  courses  and  so  they  subsidised 
them  and  for  one  or  two  years  they  were 
paid  by  the  Government.  What 
happened?  They  all  went  up  for  higher 
degrees.  I think  I am  right  in  saying 
that  in  one  year  we  had  2,000  people  at 
the  Royal  College  of  Physicians  going  up 
for  the  membership  examination.  In  the 
old  days  you  went  up  once,  twice  and 
then  you  gave  up.  These  people  went 
up  four  and  five  times  and  so  you  got  a 
tremendous  pool  of  consultants  ignoring 
the  laws  of  supply  and  demand.  The 
Government  was  responsible  for  that.  I 
do  not  blame  them.  I do  not  think  they 
could  do  anything  else.  But  surely, 
having  created  a temporary  abundance 
one  would  see  that  it  could  not  go  on  for 
ever.  After  all  that  is  doing  harm  to 
recruiting,  not  only  in  regard  to 
registrars  but  recruiting  to  the  profes- 
sion. Surely  if  consultants  are  to  be 
made,  as  I think  we  agree  they  should 
be,  it  would  pay  them  to  make  an 
S.H.M.O.  a junior  consultant.  It  would 
not  be  a big  sum  and  they  would  get 
people  who  are  worth  it.  They  would 
have  solved  problems  that  arose  from 
none  of  their  wishes  and  they  could 
start  afresh.  I do  not  believe  that 
financially  a consultant  has  many  advan- 
tages. I say  that  because  I am  thinking 
of  some  of  the  places  that  I see  as  I 
go  round,  but  there  are  places  which  are 
very  efficient  and  very  good  and  they 
cannot  get  registrars  at  all.  The  pro- 
fession has  worked  itself  up  tremend- 
ously over  this.  I do  not  think  I am 
exaggerating,  using  language  like  that. 
In  going  all  over  the  place  I find  it  is 
universal  right  through  the  country.  If 
that  can  be  solved  we  can  start  afresh 
and  then  we  shall  see  if  we  cannot  get 
in  for  example  the  pathology  lab.  a man 
going  into  it  without  high  degrees,  with- 
out much  experience,  he  is  not  a con- 
sultant and  nobody  looks  on  him  as 
such  ; he  remains  a pair  of  hands.  But 
the  whole  difficulty  in  the  N.H.S.  is 
that  they  have  mixed  up  two  people, 
the  man  who  is  a consultant  both  by 
degrees,  experience  and  ability,  and  the 
man  who  never  will  be  a consultant 
because  he  is  just  a pair  of  hands.  They 
have  got  the  two  confused.  That  is  lead- 
ing the  S.H.M.O.s  to  be  a terribly  un- 
happy class.  They  do  not  share  in 


awards,  they  do  not  see  any  future  for 
themselves.  In  every  way  they  are  dis- 
contented. 

I was  originally  present  at  the  Minis- 
try committee  when  this  question  came 
up  and  it  went  round  (the  table.  They 
all  said  this  is  necessary.  They  were  all 
thinking  of  a pair  of  hands.  When  it 
came  to  me  I said : “I  am  sure  you  are 
right  but  have  you  thought  where  it  is 
leading?  It  is  leading  to  a large  num- 
ber of  people  doing  consultant’s  work 
at  sub-consultant  pay  and  it  will  lead 
to  all  sorts  of  unpleasantness.”  We  were 
told  that  it  was  a temporary  measure, 
there  are  2,600  of  them.  There  are  888 
new  consultants  now,  there  has  been  a 
great  expansion  in  psychiatry,  and  in 
radiology.  I think  I am  quite  accurate 
in  saying  that.  This  figure  of  888 
is  since  1951.  My  figures  for  surgery 
and  medicine  are  not  from  1951  but  from 
1949  and  tberle  are  61  new  appoint- 
ments. We  had  56  'in  obstetrics  and 
about  the  same  number,  that  is  eight . a 
year,  for  these  very  important  branches. 
These  are  all  Ministry  figures.  I think 
that  means  that  is  where  the  crux  is,  in 
medicine  and  surgery.  It  does  not  mean 
to  say  that  there  have  been  a large  num- 
ber of  consultants  made,  there  have  been 
very  few  made  but  an  immense  number 
of  registrars.  I would  pray  the  Minister 
to'  settle  the  problem.  It  is  causing  dis- 
content out  of  proportion  to  its  real 
worth.  These  people  feel  they  have  no 
future  and  they  have  nothing  for  which 
to  work.  That  is  the  problem  but  the 
remedy  seems  to  me  to  cut  the  losses 
and  to  do  this.  Get  this  out  of  the  way 
at  negligible  cost  and  put  our  minds  to 
solving  what  is  very  important. 

You  will  find  staff  people  in  some 
places  having  to  do  house  surgeon’s 
work  and  many  . have  not  got  English 
house  surgeons  at  all.  There  is  nothing 
in  between.  They  have  to  do  all  the 
chores.  It  is  not  a working  proposition. 

I do  not  know  whether  you  would 
like  to  ask  me  any  questions? 

1088.  Chairman:  I .think  we  would. 
There  are  two  discontents  I think  with 
the  senior  registrars,  one  is  the  question 
of  money,  the  other  is  the  question  of 
security,  the  fact  that  they  have  no 

security  from  year  to  year? 1 am 

sure  the  security  is  the  thing  which  is 
worrying  them. 
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1089.  That  is  really  the  point,  that 
provided  that  they  can  have  some  pro- 
mise of  tenure  a great  deal  of  the  worry 

will  go? 1 am  afraid  your  argument 

is  leading  to  this.  Do  not  create  a state 
where  there  is  confusion  whether  a man 
should  be  a consultant  or  not  because 
there  is  dilution  of  labour.  It  has  gone 
through  England  so  many  times.  If  you 
introduce  a class  of  junior  consultant 
you  are  going  to  interfere  with  the  whole 
of  the  recruiting  of  consulting  medicine. 
If  you  are  going  to  have  a junior  class 
for  those  who  do  the  job  of  a consultant 
the  Treasury  is  going  to  be  on  their 
tails.  They  would  be  inhuman  if  they 
did  not  submit  to  some  sort  of  pressure 
to  make  too  many  junior  appointments. 

1090.  May  I ask  what  kind  of  security 
you  would  think  ought  to  be  given  to 
the  senior  registrar  who  has  not  the  full 

consultant  qualifications? He  never 

will  have  them? 

1091.  Yes. 1 thought  I had  tried  to 

answer  that.  I know  you  have  to  do  it 
in  two  steps.  You  have  first  of  all  to 
get  the  profession’s  confidence  in  this 
way.  They  are  terribly  suspicious  that 
they  are  going  to  use  this  labour  as  they 
have.  Get  that  set  right  and  then  I am 
afraid  that  man  wiM  have  to  go  back 
to  being  a pair  of  hands  in  a peripheral 
hospital.  It  is  a good  job  but  he  will 
never  be  confused  with  a consultant. 
You  must  not  call  him  registrar  or  any- 
thing confused  with  registrar.  Whatever 
you  call  him  you  have  to  make  him  a 
class  apart. 

1092.  May  I ask  what  you  thought  he 

should  be  called? 1 would  prefer  to 

call  him  X. 

1093.  You  feel  that  the  main  trouble 

is  security? Yes,  I do.  But  not 

security  at  the  price  of  discontent. 

1094.  In  particular  you  do  not  want  to 

see  a great  number  of  consultants  created 
as  a means  of  getting  over  this?- No. 

1095.  You  say  that  there  may  be  some 

who  never  will  be  of  fully  qualified  con- 
sultant ability  but  they  have  got  to  go 
somewhere  else? Yes. 

1096.  I am  asking  df  you  have  an  idea 

to  give  us  as  to  what? 1 do  not  think 

it  is  the  right  order.  I would  say  solve 
this  problem  and  then  let  us  put  our 
heads,  together,  one,  46  think  out  the 
thing ; two,  the  duties  that  this  man  is 
going  to  do  ; and  three,  his  area  of  work. 
I think  you  would  find  that  would  mean 


everywhere  because  they  are  wanting 
them  everywhere,  what  I call  the  peri- 
pheral hospitals  which  are  very  under- 
staffed. I do  not  think  you  will  get  it 
until  you  get  this  other  out  of  the  way 
then  I think  the  three  things  will  be 
done. 

1097.  Is  it  not  so  that  there  is  a 
tremendous  queue  which  you  get  in  the 
registrar  and  senior  registrar  jobs,  at  some 
of  these  very  well  known  teaching 
hospitals  where  you  may  have  the  benefit 
of  working  with  the  greatest  teachers,  be 
right  on  the  ladder,  and  in  the  limelight, 
while  at  the  same  time  there  is  probably 

greater  security  on  the  periphery? 

The  answer  to  your  question  is  this: 
there  is,  as  you  know,  a very  partial 
arrangement  between  teaching  hospitals 
and  the  peripheral  ones  and  the  man 
does  a year  there  and  perhaps  a year 
elsewhere.  It  is  quite  wrong  that  the 
teaching  hospitals  should  not  play  their 
part  'in  solving  a problem  that  is  as 
important  as  this.  I will  not  be  popular 
but  the  teaching  hospitals  must  play  their 
part.  They  must  part  with  the  registrars. 
A man  wants  to  settle.  He  is  so  anxious 
about  the  future,  he  thinks  that  if  he 
stays  at  the  teaching  hospital  he  will  not 
miss  a chance  of  advancement  and  he 
will  not  go  so  you  have  them  all  congre- 
gating there.  You  cannct  compel  the  man 
to  go  but  you  can  put  pressure  on  the 
teaching  hospitals  to  do  something  of 
this  sort.  I think  that  is  the  answer  to 
the  question.  It  could  be  done  quite 
easily.  It  is  a question  of  trust  really. 
If  the  registrar  felt  that  he  does  very 
good  work  in  this  place,  if  he  went  out- 
side to  another  hospital  he  would  not 
have  quite  as  good  supervision  but  he 
will  get  more  responsibility  and  better 
material,  I think  if  he  were  told  he  would 
stand  just  as  good  a chance  he  would 
do  it.  If  everybody  did  it  there  would 
be  no  disadvantage.  He  is  afraid  now 
that  if  he  went  there  are  other  people 
who  Would  stay  and  get  his  job. 

1098.  That  seems  to  play  a very  large 

part  in  the  problem? 1 feel  strongly 

about  this  thing.  I hate  overstating  any 
case  but  I do  not  think  you  can  over- 
state this,  problem  from  the  point  of  view 
of  the  consultants,  they  feel  it  so  acutely. 
I do  not  see  how  we  are  to  settle  it 
except  in  .that  way.  The  real  trouble  is 
that  the  profession  as  a whole  have  asked 
the  Ministry  for  a survey  of  the  hospitals 
to  find  out  what  hospital  work  is  being 
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done  by  S.H.M.O.s,  the  senior  registrars 
who  are  doing  consultant  work,  that  is 
what  they  want  the  survey  to  investigate. 
So  far  they  have  not  been  able  to  get 
sanction  for  it  from  the  Ministry.  I 
feel  it  will  come.  When  they  get  that 
survey,  then  I think  we  are  a long  way 
towards  getting  these  people  made  con- 
sultants, and  then  we  come  on  to  the 
really  knotty  problem  you  have  raised. 

1099.  Assuming  it  is  a knotty  problem, 
it  has  been  tentatively  suggested  at  any 
rate  that  perhaps  these  people,  whom  we 
will  call  senior  registrars  for  the  moment, 
should  have  a suitable  remuneration 
which  overlaps  that  of  the  consultant. 
The  consultant  would,  by  the  end,  after 
eight  annual  rises,  quite  apart  from 
distinction  awards,  obviously  be  higher 
than  the  registrar  but  the  registrar,  who 
would  be  in  the  forties,  might  well  when 
he  reaches  his  ceiling  be  still  ahead  of  the 
consultant  who  is  in  his  early  thirties 
but  who  is  without  a merit  award.  What 

would  you  think  of  that? 1 think  the 

answer  to  your  question  is  this : I would 
not  be  opposed  to  paying  these  people 
very  well  because  I think  there  is  a 
danger  of  them  feeling  that  they  are 
rather  in  a blind  alley  with  nothing  lead- 
ing out  of  it.  I think  this  would  be 
settled  much  better  if  it  came  not  from 
me  but  from  bodies  like  the  consultants’ 
body  of  the  B.M.A.  and  the  Colleges 
who  have  worked  intimately  on  this. 
You  must  not  pay  them  so  that  you 
are  going  to  work  up  this  thing  again 
with  S.H.M.O.s  all  over  the  place  so  that 
they  regard  themselves  as  consultants.  If 
we  are  going  on  that  way,  we  cannot 
make  any  progress.  What  they  are  paid 
would  be  best  got  from  these  committees 
who  can  say  what  can  safely  be  done 
without  putting  into  their  minds  that 
they  are  really  consultants  in  a few 
months’  time.  I .think  that  is  the 
problem. 

1100.  What  I think  was  suggested  is 
that  age  for  age,  up  to  a certain  age  there 
would  be  a sort  of  reducing  differential 
between  full-time  salary  of  a consultant 
and  full-time  salary  of  a permanent 
registrar?- — Exactly. 

1101.  You  have  no  particular  views  on 

that? ■'No.  I do  not  think  I am  au 

fait  over  that  detail.  I have  not  worked 
oh  it.  I think  there  are  a lot  of  people 
who  have  who  might  help  you  quite  a 
lot.  The  problem  is  exciting  all  this  old 


suspicion.  We  must  get  rid  of  that,  that 
the  Ministry  are  using  people  to  do  con- 
sultant work  who  are  not  consultants. 
I do  not  think  it  is  the  Ministry  at  all 
but  this  suspicion  is  widespread  and 
poisoning  relations. 

Chairman : We  shall  in  due  course  be 
having  the  Ministry  in  front  of  us  and  1 
hope  we  will  be  able  to  give  them  an 
opportunity  of  saying  to  what  extent  they 
are  using  sweated  labour  or  not. 

1102.  Mrs.  Baxter : Am  I right  in 

thinking  that  you  regard  the  crux  of  the 
matter  as  being  the  proper  employment 
of  a good  half  of  these  senior  registrars 
who  are  stuck? Yes. 

1103.  But  provided  they  are  given  a 
title  and  status  which  is  their  due  from 
ability,  the  other  side,  the  chap  who  will 
never  be  much  good,  could  safely  be 

left? Precisely.  That  is  precisely 

what  I do  feel. 

1104.  Chairman : If  you  think  there  is 
a shortage  of  consultants  in,  say, 
surgery,  if  you  like,  is  it  in  any  one  part 
of  the  country  or  is  it  all  over?  Is  it 

large  or  little? 1 do  not  think  I have 

the  material  to  answer  that  statistically. 

1105.  Professor  Jewkes:  I was  just 
going  to  raise  much  the  same  point.  The 
Commission  is  really  in  great  difficulties 
here  because  if  the  medical  profession 
came  out  flat  and  said  there  are  too  few 
consultants,  as  you  yourself  said,  this 
simplifies  the  problem.  If  there  are  too 
few  consultants  let  us  have  more  and  this 
would  help  to  solve  the  senior  registrar 
problem.  But  the  medical  profession 
dees  not  speak  with  one  voice  about  that. 
Let  me  give  you.  an  illustration.  Recently 
we  had  the  Willink  Report  produced  and 
my  reading  is  that  they  do  not  express 
any  anxiety  about  numbers,  and  indeed, 
in  some  of  the  other  evidence  that  has 
been  put  to  us,  there  is  no  anxiety  about 
numbers  as  you  yourself  have  presented 
it-— Do  you  mean  numbers  of  the 
profession? 

1106.  Yes. 1 think  the  Willink  Re- 

port was  primarily  concerned  with  the 
entry  into  medical  schools. 

1107.  That  was  a cautiously  worded 
document  but  my  own  feeling  was  that 
they  were  not  really  saying  there  ought 
to  be  more  consultants.  Until'  you  are 
prepared  to  admit  that  there  ought  to  be 
more  consultants  on  its  merits  then  you 
leave  yourself  open  to  the  argument  that 
if  there  are  too  many  senior  registrars 
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as  everybody  believes,  the  right  answer 
is  to  cut  down  on  registrars  and  that  will 
solve  the  problem.  There  are  some 
people  who  say  is  not  this  the  right  way 

to  restore  the  balance? 1 would  have 

thought  the  answer  to  that  is  that  in  1951 
they  slashed  the  registrars.  I do  not 
know  about  the  morality  of  all  this: 
they  led  people  up  the  garden  path. 
They  spent  the  best  years  of  their  life 
there.  They  are  well  qualified  as  far  as 
degrees  go  and  they  can  neither  get  in 
general  practice  nor  consultant  practice. 
As  a matter  of  fact,  I think  the  Willink 
Committee  concentrated  on  the  free  entry 
into  medical  school  and  I would  not 
have  thought  myself  that  it  was  at  all 
competent  to  deal  with  purely  pro- 
fessional questions.  That  is  a very 
different  matter  you  are  now  raising,  the 
question  of  the  supply  of  consultants.  It 
is  very  difficult  for  anybody  to  say  how 
many  consultants  are  needed  statistically. 
All  you  can  say  when  you  go  to  places 
and  find  there  is  no  surgeon  at  all  or 
when  you  find  major  surgery  of  the  most 
important  kind  being  done  by  the  senior 
registrar  without  anybody  supervising  at 
all  you  begin  to  wonder. 

1108.  Chairman:  Your  only  solution 
would  be  to  cut  down  the  number  of 
senior  registrars  by  permitting  those  to 
be  consultants  who  are  doing  consultant 

work? That  is  humane  and  just  and 

I do  not  think  it  is  a very  expensive  way. 

1109.  Professor  Jewkes : That  is  an 

example  of  being  able  to  kill  two  birds 
with  one  stone? Yes. 

1110.  Chairman : Lord  Moran,  there 
is  one  point  that  you  have  not  touched 
on  yet  in  the  notes  we  sent  you.  I do 
not  want  to  keep  you  too  long  although 
I should  imagine  it  would  be  difficult  to 
tire  you.  We  asked  for  comments  on 
the  remuneration  of  part-time  and  whole- 
time consultants  and  whether  it  is  un- 
duly biased  against  whole-timers.  Do 
you  know  that  we  have  had  evidence 
from  the  Whole-time  Consultants  Asso- 
ciation that  implied  very  much  that  it 
was.  On  two  cases,  partly  on  taxation 
questions  on  which  I do  not  think  we 
need  to  go  with  you  because  those  are 
questions  of  fact,  and  also'  very  much  on 
•the  question  of  weighting.  The  nine  and 
a half  pay  for  nine  part-time  sessions. 
Evidence  was  given  that  where  people 
could  they  became  pant-time  or  nine- 
elevenths  part-time  if  they  could  which 
seemed  to  lend  some  substance  to  what 
the  whole-timers  were  submitting.  Have 


you  any  views  that  you  would  wish  to 

put  to  us  on  this? What  is  the  direct 

question? 

1111.  Do  you  think  that  the  present 
system  of  remuneration  and  particularly 
the  system  of  weighting  is  biased  against 
whole-timers  or  in  favour  of  part-timers? 

1 do  not  think  I am  competent  to 

say.  I was  very  sympathetic  to  the 
whole-timer  because  I thought  the  in- 
come tax  people  were  definitely  differ- 
entiating against  them.  But  I have  never 
won  a battle  with  the  income  tax  yet  and 
I never  hope  to.  I think  we  did  them  an 
ill  turn  because  in  trying  to  help  the 
whole-timer  we  also  drew  the  attention 
of  the  income  tax  people  to  the  part- 
timer.  I was  not  in  on  this  but  I think 
that  was  entirely  unintentional.  Without 
benefiting  the  whole-timer  at  all  they 
began  trying  to  put  the  part-timer  on 
another  schedule  and  I do  not  think  we 
are  going  to  get  any  change  from  the 
Income  Tax  Commissioners.  Supposing 
they  were  equally  treated  for  taxation 
do  they  feed  they  have  a grievance 
beyond  that? 

1112.  Yes. They  do? 

1113.  The  other  point  mentioned  was 

this  question  of  treating  nine  sessions  as 
nine-and-a-half,  paying  for  nine-and-a- 
half.  I am  wondering  if  you  have  any 
views  about  that? No,  1 have  not. 

1114.  And  I think  I am  right  in  say- 
ing that  somebody  who  is  employed  part- 
time  gets  the  same  proportion  of  the 

merit  award? That  is  true.  I do  not 

want  to  go  into  this  whole-time  thing, 
but  the  whole  question  of  whole-time 
and  part-time  I think  is  terribly  difficult 
to  decide.  On  the  one  hand  the  ex- 
perience that  has  always  impressed  me 
most  is  that  of  the  Indian  medical  where 
men  were  allowed  to  practise.  It  was 
an  extraordinarily  efficient  service  which 
was  never  duplicated  elsewhere.  The 
Royal  Commission  Report  of  1913  on  the 
University  of  London  is  a tremendous 
document  for  the  whole-timer.  If  you 
balance  those  two  things  together  you 
have  got  something.  I do  not  know 
whether  you  want  to  stop,  but  there  is 
one  thing  I wanted  to  say.  This  Royal 
Commission  in  1913  was  very  excep- 
tional in  one  way:  it  had  Morant,  Milner 
and  Haldane  all  on  it.  As  expected,  it 
was  quite  a classic  document.  The  theme 
of  their  thing  was  that  the  occupants  of 
Harlev  Street,  Wigmore  Street  and 
Wimpole  Street  spent  so  much  lime  in 
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the  pursuit  of  gain  they  forgot  the  pur- 
suit of  knowledge.  That  is  their  thesis ; 
I am  not  saying  whether  it  is  right  or 
wrong.  As  a result  in  1919  they  pro- 
duced the  eight  professors  at  £2,000  a 
year.  All  this  may  seem  irrelevant — it 
will  be  clear  in  a second,  and  I am  sure 
Sir  David  will  not  mind  my  saying  a 
word  about  Vice  Chancellors  at  this 
juncture  because  X am  concerned  really 
with  the  criticism  of  the  awards.  What 
happened  with  this  report  was  they 
created  these  people — I am  now  speaking 
of  1919 — the  Vice  Chancellors  felt  quite 
rightly  that  it  was  very  nice  for  medicine 
but  not  at  all  nice  for  engineering,  agri- 
culture and  the  other  faculties.  There 
were  strong  representations  which  the 
Government  of  the  day  and  succeeding 
governments  have  not  taken  notice  of. 
When  the  awards  came  in  the  Vice 
Chancellors  and  their  personal  repre- 
sentatives, without  waiting  to  see  whether 
they  were  in  or  not,  launched  this  thing. 

1 am  not  making  a controversial  point. 
The  opposition  to  the  Awards  Committee 
was  clearly  historical  on  the  grounds  of 
different  awards  to  different  faculties.  It 
was  nothing  to  do  with  the  medical 
awards  at  all.  It  was  a very  valid  point 
and  if  I had  been  a Vice  Chancellor  I 
should  have  done  exactly  the  same  thing 
myself.  AH  I am  pointing  out  is  the 
continuity  of  the  thing  that  began  in 
1919,  whereas  the  awards  did  not  come 
in  until  1939 — twenty  years  later — a very 
important  point.  The  opposition  has 
come  from  three  sources.  There  is 
nothing  to  complain  of  in  individual 
criticism.  It  has  occurred.  You  are 
putting  a very  high  test  on  a man  of 
58  if  he  sees  himself  passed  over  for  a 
man  of  38.  It  requires  a real  generosity 
of  mind  judicially  to  say  “ this  is  a good 
system  ” in  those  circumstances,  and  I 
think  the  profession  has  come  well  out 
of  it.  I am  surprised  how  well  they 
have  come  out  of  it,  so  I have  nothing  to 
say.  Where  they  had  correspondence  in 
the  medical  journals,  fostered  by  the 

( The  witness 


there  were  only  seven  letters  and 
four  of  those  branched  off  into  what  the 
surgeon  and  the  anaesthetist  should  get. 
One  would  think  that  if  the  whole  pro- 
fession was  surging  with  indignation  that 
correspondence  would  not  have  been 
like  that.  Further  than  that,  there  were 
votes  at  meeting  after  meeting  in  1949 
and  1950  without  eliciting  any  of  this 
opposition,  so  if  1 put  the  opposition 
under  three  headings — individual,  British 
Medical  Association  and  the  Vice  Chan- 
cellors— I think  that  is  a fair  way  of 
summarising  it.  The  B.M.A.  opposition 
has  been  confined  really  to  general 
practitioners  and  has  been  reversed  at  a 
meeting — a great  representative  meeting 
— and  by  the  Council,  and  if  you  are 
pursuing,  Sir  David,  that  there  is  a 
historical  element  in  this,  I would  rather 
like  to  end  by  saying  this  opposition  is 
not  quite  as  strong  as  has  sometimes  been 
said. 

1115.  Chairman : Thank  you  very 

much.  I think  I can  assure  you  that  this 
Royal  Commission  is  engaged  in  the  pur- 
suit of  knowledge.  I do  not  know  that 
I have  any  more  questions  I want  to 
ask  you  at  this  moment.  We  may  per- 
haps at  some  later  date  like  to  take  the 
opportunity  of  having  a further  talk  with 
you  and  it  might  be  that  we  shall  want 
it  in  private  if  we  wish  to  go  into  indi- 
vidual details  that  it  is  unwise  to  disclose 
in  public — but  I do  not  know.  Have 
any  of  my  colleagues  any  further 
questions? 

Professor  Jewkes : No  questions,  Mr. 
Chairman,  but  if  Lord  Moran  would 
be  prepared  to  reveal  to  us  the  secret  of 
his  powers  of  endurance  we  would  all 

be  very  grateful. 1 am  extremely 

grateful  to  you  for  listening.  You  must 
see,  of  course,  that  I am  an  enthusiast 
and  they  are  always  boring.  If  I can 
help  at  any  time,  Mr.  Chairman,  of 
course  I shall  be  delighted  to  do  so. 

Chairman : Thank  you  very  much  for 
coming  and  giving  us  so  long. 

withdrew .) 
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I.  INTRODUCTION 


(1)  The  British  Medical  Association 

1 . The  British  Medical  Association  is  a voluntary  organization  of  over  71 ,000  members, 
all  registered  medical  practitioners  engaged  in  various  forms  of  practice  at  home  and 
overseas.  It  therefore  speaks  with  authority  for  all  branches  of  the  profession. 

2.  The  Council  of  the  Association  has  of  course  obtained  the  views  of  those  Standing 
Committees— the  Central  Consultants  and  Specialists  Committee  and  the  General  Medical 
Services  Committee — which  have  special  responsibilities  in  the  fields  of  hospital  and 
general  practice. 

3.  The  Central  Consultants  and  Specialists  Committee  is  a Standing  Committee  of 
the  Council.  It  is  in  addition  the  central  body  of  a comprehensive  organization  repre- 
sentative of  all  consultants  and  hospital  medical  staffs.  It  consists  of  representatives  of 
Committees  set  up  in  each  of  the  hospital  regions,  which  in  their  turn  represent  the  senior 
medical  staff — consultants  and  senior  hospital  medical  officers — of  the  teaching  and  non- 
teaching  hospitals  in  the  region.  It  also  includes  representatives  of  registrars  and  of 
certain  specialist  groups,  e.g.,  in  anaesthetics,  orthopaedics,  radiology,  etc.  Thus  this 
nation-wide  organization  represents  some  18,000  members  of  hospital  medical  staffs 
working  in  the  National  Health  Service. 

4.  The  General  Medical  Services  Committee  is  likewise  a Standing  Committee  of  the 
Council,  and  is  also  the  Executive  of  the  Annual  Conference  of  Representatives  of  Local 
Medical  Committees,  which  considers  matters  affecting  all  practitioners — whether 
members  of  the  Association  or  not — providing  general  medical  services  under  Part  IV  of 
the  National  Health  Service  Acts.  In  this  way  the  General  Medical  Services  Committee 
represents  some  23,000  principals  and  assistants  engaged  in  National  Health  Service 
general  practice  in  the  United  Kingdom. 

5.  The  constitution  of  these  two  Standing  Committees  of  the  Council  places  the 
Association  in  a unique  position  and  enables  it  to  speak  with  particular  authority  on 
behalf  of  all  members  of  hospital  medical  staffs  and  all  general  practitioners  on  the 
matters  now  under  review  by  the  Royal  Commission. 


(2)  Preliminary  Statement  of  the  Association’s  Views 

6.  The  Royal  Commission  has  on  more  than  one  occasion  expressed  its  intention  to 
proceed  with  its  task  as  speedily  as  possible,  and  the  Council  is  therefore  anxious  that  a 
preliminary  statement  of  the  Association’s  views  on  the  general  issues  involved  should  be 
submitted  to  the  Commission  with  the  least  possible  delay. 

7.  In  the  main,  this  preliminary  statement  outlines  the  history  of  the  profession’s 
negotiations  with  the  Government;  sets  out  the  basis  and  amount  of  the  present 
remuneration  claim,  and  describes  the  training,  duties,  and  responsibilities  of  doctors 
who  are  engaged  in  hospital  and  general  practice  under  the  National  Health  Service. 


8.  The  Commission  will  no  doubt  subsequently  require  evidence  on  more  detailed 
matters  within  its  terms  of  reference,  and  it  is  the  Council  s intention  to  submit  further 
memoranda  on  a number  of  subjects  not  covered  by  this  preliminary  statement  These 
will  include  more  detailed  evidence,  for  example,  upon  the  position  of  junior  hospital 
staff  senior  hospital  medical  officers  and  registrars,  medical  superintendents,  adminis- 
trative medical  staff  of  Regional  Hospital  Boards,  ophthalmic  medical  practitioners 
medical  officers  in  the  Public  Health  Service,  and  university  teaching  staff  The  Council 
will  also  make  known  its  views  on  that  part  of  the  Commission  s remit  which  deals  with 
arrangements  to  keep  remuneration  under  review.  Memoranda  on  these  and  other 
matters  will  be  submitted  by  the  Council  with  the  least  possible  delay. 


(3)  The  Government’s  Obligation  to  the  Profession 

0 The  historv  of  the  remuneration  dispute  and  the  events  which  led  to  the  appointment 
of  the  Royal  Commission  are  fully  set  out  in  later  sections  and  in  the  various  appendices 
to  this  memorandum,  but  the  Council  wishes  to  place  on  record  m this  introductory 
section  that  in  deciding  to  give  evidence  before  the  Royal  Commission  the  profession 
doelZ  without  prejudice  to  its  rights  to  press  for  the  fulfilment  of  the  Government  s clear 
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moral  obligation  to  honour  the  promises  made  to  the  profession  when  it  entered  the  National 
Health  Service  on  the  appointed  day. 

10.  The  Council  does  not  believe  that  any  useful  purpose  would  be  served  by  indulging 
in  recriminations,  however  justified,  over  the  tactless  and  highhanded  manner  in  which 
the  Government  has  dealt  with  the  profession’s  claim.  Whatever  its  legal  position  may 
be,  the  profession’s  moral  rights  are  unassailable  and  the  Council  cannot  but  contrast  the 
treatment  so  far  meted  out  to  the  medical  profession  with  the  alacrity  shown  by  the 
Government  in  recent  years  in  meeting  its  obligations  to  many  other  sections  of  the 
communitv— particularly  those  who  are  in  a position  to  bring  pressure  to  bear  in  support 
of  their  claims.  The  nature  and  traditions  of  medicine  are  such  that  the  profession  is 
reluctant  to  resort  to  measures  used  in  other  spheres  in  support  of  remuneration  claims, 
and  there  can  be  little  doubt  that  this  fact  has  influenced  the  attitude  adopted  towards  it. 
Against  this  background,  notwithstanding  its  decision  to  give  evidence  to  the  Royal 
Commission,  the  Council  must  make  its  own  attitude  to  the  Government’s  definite 
obligations  quite  clear. 

(4)  The  Royal  Commission’s  Terms  of  Reference 

11.  The  Council  wishes  to  draw  attention  to  the  developments  which  have  taken  place 
since  the  Royal  Commission  was  appointed  on  February  28,  1957,  with  the  following 
terms  of  reference: 

“ To  consider: 

“ (a)  How  the  levels  of  professional  remuneration  from  all  sources  now  received 
by  doctors  and  dentists  taking  any  part  in  the  National  Health  Service 
compare  with  the  remuneration  received  by  members  of  other  professions, 
by  other  members  of  the  medical  and  dental  professions,  and  by  people 
engaged  in  connected  occupations; 

“ (b)  What,  in  the  light  of  the  foregoing,  should  be  the  proper  current  levels  of 
remuneration  of  such  doctors  and  dentists  by  the  National  Health  Service; 

“(c)  Whether,  and  if  so  what,  arrangements  should  be  made  to  keep  that 
remuneration  under  review; 

“ And  to  make  recommendations.” 

12.  Firstly,  the  Commission  itself  made  the  following  public  statement  on  April  12, 
1957: 

“ In  view  of  doubts  cast  on  the  interpretation  of  the  terms  of  reference,  the  Royal 
Commission  have  given  urgent  consideration  to  this  matter,  and  think  it  may  be 
convenient  if  they  announce  publicly  how  they  have  decided  to  proceed.  They  have 
shown  this  statement  to  the  sponsoring  Ministers,  and  they  understand  that  it  is 
wholly  consistent  with  the  intentions  formed  by  the  Government  when  advising  the 
appointment  of  the  Royal  Commission. 

“ 1.  The  Spens  Reports  and  the  Danckwerts  Award  will  be  studied  by  the 
Commission,  and  also  the  Reports  of  any  other  Commissions  and  Com- 
mittees in  so  far  as  they  are  relevant  to  the  circumstances  of  the  medical 
and  dental  professions  and  to  the  relationship  of  those  professions  to  the 
community  as  a whole. 

“ 2.  The  Commission  will  bear  in  mind  the  need  for  maintaining  a proper  level 
of  recruitment  to  the  medical  and  dental  professions  in  competition  with 
other  callings,  and  will  consider  evidence  as  to  conditions  imposed  by  the 
nature  of  the  work. 

“ 3.  The  phrase  ‘ other  professions  ’ will  be  interpreted  widely  so  as  not  to 
exclude,  for  example,  science  and  other  graduates  in  industry  at  all  levels. 

“ 4.  The  Commission  are  not  asked  to  recommend  remuneration  for  doctors 
and  dentists  employed  by  local  authorities;  but  these  doctors  and  dentists 
are  among  the  ‘ other  members  of  the  medical  and  dental  professions  ’ on 
whose  remuneration  evidence  will  be  received  for  purposes  of  comparison. 

“ 5.  ‘ Other  connected  occupations  ’ cover  a wide  range  of  persons,  including 
on  the  one  hand  hospital  administrators,  and  on  the  other,  nurses  and 
medical  auxiliaries,  whose  remuneration  will  be  considered  with  special 
reference  to  differentials, 
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6.  The  Commission  will  in  the  light  of  all  this  and  any  other  relevant  evidence 
recommend  such  ‘ current  levels  of  remuneration  ’ as  appear  to  the 
Commission  to  be  justified. 

“7.  The  Commission’s  duty  to  recommend  current  levels  of  remuneration  calls 
for . recommendations  covering,  for  example,  average  incomes  and  the 
desirable  spread  between  extremes;  but  it  does  not  call  for  the  construction 
of  detailed  schemes  of  distribution. 

“ 8.  After  consideration  of  the  desirable  current  levels  of  remuneration  for 
doctors  and  dentists,  the  Commission  will  consider  whether,  and  if  so 
what,  arrangements  should  be  made  to  keep  that  remuneration  under 
review. 

“ In  a separate  notice  the  Royal  Commission  are  asking  all  interested  persons  or 
organizations  to  offer  evidence.  Preliminary  enquiries  have  shown  that  the  pre- 
paration of  this  evidence  will  take  some  of  the  bodies  concerned  considerable  time. 
The  Commission  are  anxious  to  complete  their  task  with  the  utmost  speed  consistent 
with  thorough  examination  of  all  the  relevant  issues,  and  hope  that  all  written 
evidence  and  submissions  to  the  Commission  will  be  in  their  hands  within  the  next 
three  months.” 

Secondly,  on  April  23,  1957,  the  Chairman  of  the  Commission  offered  the  following 
additional  statement: 

“ That  part  of  the  Royal  Commission’s  task  that  consists  of  considering  what  should 
be  the  proper  current  levels  of  remuneration  cf  Doctors  and  Dentist?  will  include 
hearing  submissions  from  those  professions  as  to  the  remuneration  which  the>  are 
now  claiming.” 

Thirdly,  the  following  exchange  of  letters  took  place  as  the  result  of  an  interview 
between  the  Chairman  of  Council  of  the  Association  and  the  Minister  of  Health  on 
April  26: 

“ Dear  Mr.  Yosper, 

“ Dr.  Wand  asks  me  to  say  that  he  will  be  extremely  grateful  if  you  can  find  it 
possible  to  send  him  a letter  by  hand  to-day,  addressed  to  B.M.A.  House,  to  confirm 
the  assurance  you  gave  him  yesterday  afternoon,  which  I understand  was  in  the 
following  terms: 

“ ‘ Following  the  Report  of  the  Royal  Commission  there  will  be  full  consultation 
with  the  profession  before  implementation  of  any  of  its  findings,  such  consultation 
to  include  any  other  matters  relevant  to  the  Report  or  to  the  present  dispute, 
“Dr  Wand  would  be  grateful  also  if  you  could  now  assure  him  that  the  terms  of 
the  Public  Statement  issued  by  the  Royal  Commission  will  be  regarded  as  prevailing 
over  the  Terms  of  Reference  as  originally  drafted. 

“ Finally,  Dr.  Wand  would  greatly  appreciate  any  observations  you  be  able 
to  offer  as  a result  of  your  further  consideration  of  the  position  of  the  Public  Health 
medical  officers  in  relation  to  the  Royal  Commission.” 


“ Dear  Dr.  Wand, 

“ I was  glad  of  the  opportunity  of  a long  talk  with  you  yesterday  and  I hope  you 
feel— as  I do— that  it  is  that  kind  of  informal  and  personal  discussion  which  does 
most  to  clear  away  misunderstandings.  . 

“ First  let  me  confirm  what  I said  to  you  when  I assured  you  that  following  he 
report  of’ the  Royal  Commission,  there  will  he  full  consultation  with  the  professitm 
before  implementation  of  any  of  its  findings  and  that  such  consultation  could  o 
include  any  matters  relevant  to  the  report  or  the  present  dispute. 

“ Second  you  seemed  to  fear  some  inconsistency  between  the  terms  of  reference 
of  the  Commission  and  the  public  statements  issued  by  its  Chainnam  I car L^amly 
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17th  April  on  this,  but  let  me  repeat  that  I am  sure  that  any  settlement  for  others, 
following  the  Commission’s  report,  could  not  fail  to  be  taken  into  account  in 
considering  the  position  of  these  officers  and  any  claim  through  the  normal  machinery 
would  of  necessity  be  considered  in  the  light  of  the  report  and  of  any  settlement 
subsequent  to  it. 

“ I do  hope  that  these  remarks,  and  our  talk  yesterday,  will  help  to  rid  us  of 
unnecessary'  apprehensions.” 

13.  The  Council  still  maintains  that  the  dispute  on  remuneration  ought  to  have  been 
settled  by  the  accepted  methods  of  negotiation  and  arbitration.  This  is  by  no  means  the 
first  occasion  upon  which  the  Government  and  the  profession  have  been  in  dispute  on 
levels  of  remuneration  from  public  sources.  Since  the  inception  of  the  National  Health 
Insurance  scheme  in  1 9 1 1 , there  have  been  repeated  disagreements  on  levels  of  remunera- 
tion, and  in  1946  the  first  of  the  two  Spens  Committees  was  set  up  to  determine  what 
should  be  the  proper  remuneration  of  general  practitioners  in  a nationally  organized 
service.  The  Spens  Committee  corroborated  the  profession’s  view  that  for  National 
Insurance  patients  general  practitioners  had  been  seriously  underpaid  for  very  many 
years,  and  in  point  of  fact  this  underpayment  has  never  been  made  good.  In  1952  the 
Danckwerts  Adjudication  endorsed  the  profession’s  claim  for  a substantial  increase  in 
remuneration  to  implement  the  Spens  recommendations,  and  in  this  instance  made  the 
proper  adjustment  for  the  underpaid  years  of  the  new  comprehensive  Service.  As  will  be 
shown  later  a similar  disagreement  occurred  after  the  publication  of  the  Spens  Report 
for  hospital  medical  staffs  in  1948  and  also  before  certain  adjustments  were  made  in  1954. 

14.  In  the  case  of  the  present  claim,  however,  the  Government  refused  either  to 
negotiate  or  refer  the  matter  to  arbitration,  and  the  Council  therefore  takes  the  view  that 
the  dispute  can  only  be  satisfactorily  resolved  by  the  Commission  if  its  recommendations 
are  determined  in  the  light  of  all  that  has  happened  in  the  past,  particularly  the  Govern- 
ment’s promises  to  the  profession  following  the  publication  of  the  Spens  Reports.  This 
view  would  seem  to  be  supported  by  the  Commission’s  interpretation  of  its  remit  as 
set  out  above. 


15.  Later  sections  of  this  memorandum  set  out  in  detail  the  circumstances  in  which  the 
profession  agreed  to  take  part  in  the  National  Health  Service. 

16.  It  must,  however,  be  stressed  that  a proper  implementation  of  the  Spens  Reports  is 
fundamental  to  the  Association’s  case.  It  was  the  Government’s  decision  to  set  up  the 
Spens  Committees.  The  profession  warmly  supported  this  decision  and  accepted  the 
principles  and  recommendations  of  the  two  Reports,  has  continued  to  stand  by  them,  and 
sees  no  reason  to  depart  from  them.  Nor  must  it  be  overlooked  that  in  the  case  of  general 
practitioners  the  Permanent  Secretary  to  the  Ministry  of  Health  in  a letter  addressed 
to  the  Association  on  May  2,  1950,  stated: 

“ 7116  Minister  agrees  that  the  Spens  Report  remains  the  basis  of  the  remuneration 
ot  general  medical  practitioners  until  such  time  as  after  the  usual  consultations  some 
other  basis  is  substituted.” 


This  statement  makes  it  clear  that  until  some  other  basis  is  agreed  with  the  profession 
the  Spens  principles  must  stand. 

Ijjdefd  the  principles  laid  down  by  the  two  Spens  Reports  were  a sheet  anchor  for 
the  profession  in  the  difficult  transition  from  private  to  public  practice  inasmuch  as — after 
stam°sr”Unf  remW7th7  de‘en?inet!  wbat  should  be  the  proper  “ social  and  economic 
Nafionst  hSue  J111”1  P.ro,f?s?‘on1  the  community  as  a whole.  Had  there  been  no 
National  Health  Service  individual  members  of  the  profession  would  have  kept  their 

tbe  nomalpractice  still  open  to  other  self-employed  persons, 
cWi  Jes  Mr,”8  and  pr!£P  t0  meet  the  altered  circumstances  brought  about  by 

te^oSwe  a n m0?ey'  Th?  ce?a!nty  that  this  method  of  adjustment  would  not 
be  possible  in  a public  service  was  clearly  m the  minds  of  those  who  drafted  the  General 
n^otitioner  and.  Consultant  Spens  Reports,  and  was  the  reason  for  their  recommendation 

^uhmentn?n%h7^a'VeIiy)  thf  *eir  fin,dings  would  fail  to  maintain  the  status  of  and 
recruitment  to  the  medical  profession  unless  adjustments  were  made  from  time  to  time 

^ 1116  Gove"  its  part  accepted  ffie  S“rincipTeI 
vi,  * advanced  any  convincing  reason  for  discarding  them  True  it  has 
^ amount  the  adjustment  required  in  an  inflationary  era,  and  so  far  as  the 
Council  is  concerned  that  is  the  only  matter  now  in  dispute. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  BRITISH  MEDICAL  ASSOCIATION 


217 


18.  The  Council  therefore  submits  that  any  radical  departure  from  the  principles  laid 
down  by  the  Spens  Committees  would  be  a breach  of  the  undertaking  given  by  the 
Government  and  would  remove  the  only  safeguards  open  to  the  profession  whereby  its 
status  and  powers  of  recruitment  can  be  ensured. 

19.  The  Council,  having  made  its  position  quite  clear  on  these  major  questions  of 
principle,  recognizes  that  the  Commission  will  need  to  have  the  fullest  possible  account 
of  the  events  which  have  led  up  to  the  present  situation.  The  following  paragraphs  and 
appendices  to  this  memorandum  set  out  the  history  of  the  Association’s  dealings  with  the 
Ministry  on  remuneration  and  elaborate  the  arguments  in  favour  of  maintaining  the 
place  of  the  medical  profession  vis-a-vis  the  community  as  a whole. 


n.  PAST  HISTORY— THE  SPENS  REPORTS  AND  PRESENT  LEVELS 
OF  REMUNERATION 

20.  In  order  that  the  present  dispute  may  be  judged  objectively  it  is  necessary  to  go  back 
in  history  to  the  points  at  which  the  present  agreed  bases  of  remuneration  in  the  two  fields 
emerged — the  Reports  of  the  Spens  Committees  on  the  remuneration  of  consultants  and 
specialists  and  on  the  remuneration  of  general  practitioners.  Although  both  general 
practitioners  and  hospital  medical  staffs  are  now  on  common  ground  in  their  approach 
to  the  problem,  up  to  1956  these  two  branches  of  the  profession  negotiated  with  the 
Government  independently  of  each  other,  and  levels  of  remuneration  in  each  field 
developed  quite  separately.  This  was  perhaps  inevitable,  for  they  emanated  from  two 
separate  sets  of  recommendations  which  were  published  independently  and  at  an  interval 
of  two  years.  Moreover,  different  channels  of  negotiation  existed  in  the  two  fields  of 
practice.  This  section  of  the  Council’s  memorandum  is  therefore  devoted  to  an  account 
of  the  negotiations  which  took  place  in  each  field  prior  to  1956  to  secure  the  implementa- 
tion of  the  recommendations  of  the  two  Spens  Committees. 


(A)  General  Practitioners 

(1)  The  General  Practitioner  Spens  Committee 

21.  The  proposals  for  a comprehensive  National  Health  Service  carried  with  them 
many  implications  for  general  practitioners,  who  had  hitherto  practised  medicine  mainly 
free  of  Government  control  and  who  were  then,  in  common  with  all  other  professions, 
free  to  seek  their  own  level  of  remuneration  by  arrangement  with  the  individual  patient. 
True,  there  existed  the  old  National  Health  Insurance  Scheme,  but  this  catered  for  less 
than  half  of  the  population  and  provided  considerably  less  than  half  of  the  general 
practitioners’  total  income.  For  the  most  part,  remuneration  did  not  depend  upon 
public  funds. 

22.  The  establishment  of  a National  Health  Service  and  the  acceptance  of  the  principle 
of  collective  responsibility  have  virtually  led  to  a State  monopoly  of  general  medical 
practice,  and  the  opportunities  for  practice  outside  the  Service  have  now  become  almost 
negligible.  Indeed,  the  fact  that  almost  the  whole  population  have  now  signed  on  the 
lists  of  general  practitioners  in  the  National  Health  Service  is  proof  not  only  of  the  way 
in  which  general  practitioners  have  fulfilled  their  part  of  the  contract  and  of  the  value  of 
their  services,  but  of  the  complete  dependence  of  the  profession  on  the  Government, 
which  has  a clear  duty  to  ensure  that  doctors  do  not  suffer  financially  just  because  their 
opportunities  outside  the  Service  are  now  so  few.  All  this  was  envisaged  by  the  Associa- 
tion during  the  discussions  with  the  Government  preceding  the  Appointed  Day, _ when 
it  was  agreed  that  there  must  be  some  equitable  basis  upon  which  doctors  could  participate 
in  the  National  Health  Service.  Furthermore,  there  was  a vital  need  to  ensure  that  the 
Service  would  continue  to  attract  a sufficient  number  of  recruits  of  the  right  calibre  to 
its  ranks. 

23.  There  was  no  lack  of  encouragement  on  the  part  of  the  profession  to  a compre- 
hensive health  service.  Indeed,  the  need  has  been  stressed  by  the  Association  on  many 
occasions  and  the  views  of  its  Medical  Planning  Comrmssion  were quoted by  rd  (then 
Sir  William)  Beveridge  in  his  report  in  1942  as  being  m accord  with  his  own  assumption 
that  a comprehensive  health  service  would  be  an  integral  part  of  any  scheme  of  social 
security.  Nevertheless,  remuneration  apart,  many  important  principles  were  mvolved 
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in  the  transition  from  private  to  public  practice,  and  general  practitioners  had  to  be 
mindful  both  of  the  interests  of  their  patients  and  of  their  own  future  when  the  new 
scheme  was  being  evolved. 

24.  From  their  own  viewpoint  general  practitioners  welcomed  the  Government’s 
decision  to  set  up  a Committee  under  the  Chairmanship  of  Sir  Will  Spens  with  the 
following  terms  of  reference: 

“ To  consider,  after  obtaining  whatever  information  and  evidence  it  thinks  fit, 
what  ought  to  be  the  range  of  total  professional  income  of  a registered  medical 
practitioner  in  any  publicly  organized  service  of  general  medical  practice ; to  consider 
this  with  due  regard  to  what  have  been  the  normal  financial  expectations  of  general 
medical  practice  in  the  past,  and  to  the  desirability  of  maintaining  in  the  future  the 
proper  social  and  economic  status  of  general  medical  practice  and  its  power  to 
attract  a suitable  type  of  recruit  to  the  profession;  and  to  make  recommendations.” 

25.  The  profession  gave  its  wholehearted  support  and  co-operation  to  the  General 
Practitioner  Spens  Committee  which  reported  in  1946  (the  report  is  set  out  in  Appendix  I) 
and  its  recommendations  were  accepted  without  reservation  by  both  the  profession  and  the 
Government.  The  latter,  in  addition  to  public  statements,  wrote  to  the  Association  on 
July  22, 1946,  in  the  following  terms  : 

“ The  Minister  desires  to  make  his  attitude  to  the  Spens  Report  quite  clear.  He 

fully  accepts  the  substance  of  the  recommendations  upon  the  general  scope  and  range 

of  remuneration  which  general  practitioners  should  enjoy  in  a public  service.” 

26.  It  was  on  the  basis  of  this  clear  assurance  that  general  practitioners  agreed  to  enter  the 
National  Health  Service  on  July  5,  1948. 

(2)  Implementation  of  the  General  Practitioner  Spens  Report 

27.  Once  agreement  had  been  reached  on  the  basic  principles  upon  which  general  practi- 
tioners were  to  be  remunerated  in  the  National  Health  Service,  it  became  necessary  first  to 
translate  those  principles  into  terms  of  the  global  sum  of  money  necessary  to  give  effect  to 
them,  and,  second,  to  calculate  the  amount  which  should  be  added  to  that  global  sum  to 
take  account  of  the  fall  in  the  value  of  money  and  the  increases  which  had  taken  place  in 
the  remuneration  of  other  professions  since  1939. 

28.  The  first  task  did  not  prove  difficult.  With  the  co-operation  of  the  Government  the 
necessary  calculations  were  made  and  agreement  reached  that  the  required  sum  to  give 
effect  to  the  Spans  recommendations  in  terms  of  the  1939  value  of  money  and  in  respect  of 
the  1 7,900  principals  in  general  practice  in  1939  was  £19  - 89m.,  plus  £1 1 ■ 35m.  for  practice 
expenses,  making  a total  of  £31  ■ 24m. 

29.  The  second  task,  however,  led  to  a protracted  dispute  upon  the  correct  adjustment 
to  be  made  in  the  light  of  the  following  paragraph  (para.  6)  of  the  Spens  Report  : 

“ We  leave  to  others  the  problem  of  thenecesasry  adjustment  to  present  conditions, 
but  we  would  observe  in  this  connexion  that  such  adjustment  should  have  direct 
regard  not  only  to  estimates  of  the  changes  in  the  value  of  money  but  to  the  increases 
which  have  in  fact  taken  place  since  1939  in  incomes  in  other  professions.  In  our 
judgment  it  is  only  if  corresponding  changes  are  made  in  the  incomes  of  general 
practitioners  that  the  recruitment  and  status  of  their  profession  will  be  maintained 
as  against  these  professions.” 

30.  Eventually,  the  Ministry  proceeded  to  make  various  arbitrary  adjustments  to  the 
agreed  global  sum.  In  particular,  in  what  it  alleged  to  be  in  conformity  with  the  Spens 
recommendations,  it  imposed  an  arbitrary  betterment  factor  which  the  Danckwerts  Award 
subsequently  proved  to  be  grossly  inadequate. 

31 . The  Council  maintained  from  the  start  that  the  Government’s  method  of  calculating 
the  global  total  of  general  practitioner  remuneration  could  not  implement  the  Spens 
recommendations.  The  betterment  factor  arbitrarily  applied  was  obviously  much  to  low, 
having  regard  to  both  changes  in  the  value  of  money  and  the  increases  which  had  taken 
place  in  the  incomes  of  other  professions.  Furthermore,  in  the  year  1948-49,  18,812 
doctors  were  being  asked  to  share  the  adjusted  remuneration  applicable  to  17,900  general 
practitioners  pre-war.  In  spite  of  this,  subsequent  negotiations  with  the  Ministry  of 
Health  proved  completely  abortive. 
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32.  It  is  pertinent  at  this  stage  to  draw  attention  to  yet  another  assurance  of  the  Govern- 
ment’s intention  to  implement  the  Spans  recommendations,  for  in  the  House  of  Commons 
on  J anuary  2 1 , 1 949,  the  Parliamentary  Secretary  to  the  Ministry  of  Health  said : 

“ I say  to  the  House  quite  seriously  that  when  the  final  payments  for  the  period 
July  5 last  to  March  31,  1949,  have  been  made  we  shall  then  be  able  to  see  whether 
the  remuneration  of  general  practitioners  does,  in  fact,  accord  with  the  Spens  recom- 
mendations. If  it  does  not,  the  arrangements  will  be  reviewed  to  see  what  adjust- 
ments are  necessary  to  give  effect  to  those  recommendations.” 

(3)  The  Danckwerts  Adjudication 

33.  Finally,  after  some  four  years  of  fruitless  discussion  had  failed  to  produce  any  offer 
of  a reasonable  settlement,  the  Ministers  agreed  to  the  submission  of  the  dispute  to  an 
independent  arbitrator.  Mr.  Justice  Danckwerts  accepted  this  appointment  and  his  terms 
of  reference,  agreed  by  both  parties,  were  as  follows: 

” To  determine  the  size  of  the  Central  Pool,  after  taking  account  of  remuneration 
from  all  other  sources  received  by  general  practitioners,  in  order  to  give  effect  to  the 
recommendations  of  the  Spens  Committee,  having  regard  to  the  change  in  the  value 
of  money  since  1939,  to  the  increases  which  have  taken  place  in  incomes  in  other 
professions  and  to  all  other  relevant  factors.” 

34.  Once  again  the  Government  reiterated  their  acceptance  of  the  Spens  recommenda- 
tions as  the  basis  of  general  practitioner  remuneration  in  the  National  Health  Service. 

35.  The  Statement  of  Case  submitted  to  the  Adjudicator  by  the  General  Medical 
Services  Committee  of  the  Association  is  set  out  in  Appendix  II.  This  document  sets  out 
in  detail  the  questions  then  in  dispute  which  were  not  the  Spens  recommendations  them- 
selves but  merely  the  method  by  which  the  Government  had  decided  to  implement  them. 
It  also  provides  a full  history  of  events  to  that  time. 

36.  The  results  of  the  adjudication  justified  the  contentions  which  the  Association  had 
made  in  the  course  of  its  long  and  stultifying  negotiations  with  the  Government. 

37.  On  every  important  issue  the  adjudicator  found  in  the  profession’s  favour. 

38.  He  established  two  vital  principles,  (1)  that  the  Central  Pool  was  to  be  adjusted  in 
relation  to  the  number  of  doctors  in  the  service  each  year,  and  (2)  that  differential  better- 
ment factors  for  the  years  in  question  far  in  excess  of  the  Ministry’s  arbitrary  figure  were 
to  operate.  In  the  financial  years  1948^19  and  1949-50  the  betterment  factor  was  to  be 
85  percent  and  for  the  financial  year  1950-51  it  was  to  be  100  percent. 

39.  These  principles  which  were  so  clearly  established  in  the  profession’s  favour  provide 
judicial  proof  of  the  intentions  underlying  paragraph  6 of  the  Spens  Report. 

40.  The  amount  due  to  the  profession,  including  arrears  for  the  period  July  5,  1948,  to 
March  31,1952,  alone  amounted  to  over  £39m.  The  magnitude  of  the  sum  itself  illustrates 
the  extent  of  the  injustice  which  had  been  perpetrated  since  the  National  Health  Service 
came  into  being.  The  actual  award  made  by  Mr.  Justice  Danckwerts  on  March  24, 1952, 
is  set  out  in  Appendix  III. 

(4)  The  Working  Party  on  the  Distribution  of  the  Pool 

41 . To  complete  this  account  of  events  at  that  time,  it  must  be  emphasized  that  although 
the  recommendations  of  the  Spens  Committee  were  concerned  both  with  the  size  of 
professional  incomes  to  be  shared  by  general  practitioners  in  a publicly  organized  Health 
Service  and  with  the  spread  of  those  incomes  over  the  range  of  general  practitioners 
engaged  in  the  Service,  Mr.  Justice  Danckwerts  was  asked  to  adjudicate  only  on  the  total 
sum  required  to  give  effect  to  the  recommendations  and  not  with  the  manner  in  which  that 
total  sum  should  be  distributed  among  the  individual  practitioners  or  the  various  categories 
of  practitioners  indicated  in  the  Spens  Report. 

42.  The  distribution  of  the  new  total  sum  available  was,  at  the  Government’s 
insistence,  the  subject  of  an  independent  and  separate  enquiry,  undertaken  by  a Working 
Party  consisting  of  representatives  of  the  Ministry  of  Health,  the  Secretary  of  State  for 
Scotland,  and  the  General  Medical  Services  Committee  of  the  Association. 

43.  Both  the  Ministry  and  the  General  Medical  Services  Committee  agreed  that  the 
determination  of  the  total  sum  required  to  give  effect  to  the  Spens  recommendations  was 
a matter  which  should  be  kept  separate  and  distinct  from  the  question  as  to  how  that 
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total  sum  was  to  be  distributed  among  the  general  practitioners  concerned.  This  is 
borne  out  by  the  agreed  terms  of  reference  of  the  Working  Party,  viz. : 

“ To  secure  an  equitable  distribution  of  the  Central  Pool  based  upon  the  recom- 
mendations of  the  Spens  Committee,  the  object  being  to  enable  the  best  possible 
medical  service  to  be  available  to  the  public,  and  to  safeguard  the  standard  of 
medical  service  by  discouraging  unduly  large  lists;  at  the  same  time,  to  bring  about 
a relative  improvement  in  the  position  of  those  practitioners  least  favourably  placed 
under  the  present  plan  of  distribution,  to  make  it  easier  for  new  doctors  to  enter 
practice,  and  to  stimulate  group  practice.” 

44.  The  Working  Party’s  report  is  set  out  in  Appendix  IV and  forms  the  present  agreed 
basis  of  distributing  the  existing  Central  Pool. 


(Bj  Hospital  Medical  Staffs 
(1)  The  Consultant  Spens  Committee 

45.  Before  the  introduction  of  the  National  Health  Service  in  1948  consultants  (apart 
from  the  relatively  small  number  employed  in  local  authority  hospitals)  received  no 
remuneration  from  their  hospital  authorities,  and  depended  for  their  professional  income 
upon  the  fees  from  private  practice. 

46.  With  the  decision  to  introduce  a “ free  ” hospital  service,  which  would  to  a large 
extent  remove  the  consultant’s  source  of  income,  it  was  necessary  to  find  a satisfactory 
basis  for  their  remuneration  in  the  National  Health  Service.  In  1947.  the  Government 
set  up  a Committee,  under  the  chairmanship  of  Sir  Will  Spens,  with  the  following  terms 
of  reference: 

“ To  consider,  after  obtaining  whatever  information  and  evidence  we  thought  fit, 
what  ought  to  be  the  range  of  total  professional  remuneration  of  registered  medical 
practitioners  engaged  in  the  different  branches  of  consultant  or  specialist  practice 
in  any  publicly  organized  hospital  and  specialist  service;  to  consider  this  with  due 
regard  to  what  have  been  the  financial  expectations  of  consultant  and  specialist 
practice  in  the  past,  to  the  financial  expectations  in  other  branches  of  medical 
practice,  to  the  necessary  post-graduate  training  and  qualifications  required  and  to 
the  desirability  of  maintaining  the  proper  social  and  economic  status  of  specialist 
practice  and  its  power  to  attract  a suitable  type  of  recruit,  having  regard  to  other 
forms  of  medical  practice;  and  to  make  recommendations.” 

47.  It  was  clear  that  the  establishment  of  a National  Health  Service  and  the  acquisition 
by  the  State  of  the  overwhelming  majority  of  hospitals  throughout  the  country  would  lead 
virtually  to  a State  monopoly  of  hospital  practice,  and  the  evidence  given  to  the  Spens 
Committee  of  the  range  of  consultant  income  in  1938-39  stressed  that  the  financial 
position  of  the  hospital  doctor  in  the  future  should  be  determined  largely  in  relation  to 
the  position  in  the  community  he  had  attained  under  conditions  of  private  enterprise. 
It  was  pointed  out  that  if  sight  were  to  be  lost  of  this  important  consideration  it  was 
likely  to  turn  the  attention  of  suitable  entrants  to  other  careers  where  financial  reward 
is  still  dependent  on  personal  effort  and  not  subject  to  political  considerations  or  to 
Government  bargaining.  Consultants  gave  their  whole-hearted  support  and  co-operation 
to  the  Consultant  Spens  Committee  which  reported  in  1948  (the  Report  is  set  out  in 
Appendix  V). 

48.  The  recommendations  of  the  Consultant  Spens  Committee  were  accepted  by  both 
hospital  medical  staffs  and  the  Government.  The  then  Minister  of  Health  (Mr.  Bevan) 
stated  in  the  House  of  Commons  on  June  3,  1948: 

The  Report  will  be  available  to  Honourable  Members,  I hope,  to-morrow 
afternoon.  I should  like  to  add  that  the  Government  accept  the  recommendations 
in  principle.  ...” 

(2)  The  Implementation  of  the  Consultant  Spens  Report 

49.  The  Consultant  Spens  Committee,  like  the  General  Practitioner  Spens  Committee, 
framed  its  recommendations  in  terms  of  the  1939  value  of  money,  and  its  intentions  for 
the  future  were  clearly  set  out  in  the  following  extract  from  their  Report: 

We  leave  to  others  the  problem  of  the  necessary  adjustments  to  present-day 
values  of  money,  but  we  desire  to  emphasize  as  strongly  as  possible  that  such  adjust- 
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ments  should  have  direct  regard  not  only  to  estimates  of  the  change  in  the  value  of 
money  but  to  the  increases  which  have  in  fact  taken  place  since  1939  in  incomes 
both  in  the  medical  and  in  other  professions.  In  our  judgment  it  is  only  if 
corresponding  changes  are  made  in  the  incomes  of  consultants  and  specialists  that 
the  recruitment  and  status  of  the  various  branches  of  specialist  practice  will  be 
maintained.” 

50.  Since  the  Consultant  Spens  Committee  completed  its  task  in  1948,  only  a few 
months  before  the  introduction  of  the  National  Health  Service,  it  followed  that  there 
was  no  opportunity  of  negotiating  terms  and  conditions  of  service  for  hospital  medical 
staffs  before  the  Service  began.  Hospital  medical  staffs  therefore  entered  the  Service 
on  interim  terms,  relying  on  the  assurance  of  the  Government  that  it  had  accepted  the 
Spens  Report  in  principle  and  in  the  expectation  that  the  Spens  proposals  would  be 
implemented  retrospectively  and  adjusted  by  the  addition  of  an  adequate  betterment 
factor.  In  the  meantime,  the  Joint  Consultants  Committee  (a  Committee  established  in 
1948  by  agreement  between  the  Royal  Colleges,  the  Scottish  Corporations,  and  the 
British  Medical  Association  to  enable  negotiations  with  the  Government  on  matters 
affecting  the  hospital  and  consultant  services  to  be  conducted  by  one  professional  body) 
and  the  Ministry  of  Health  had  embarked  upon  a series  of  discussions  on  draft  terms  of 
service  offered  by  the  department  in  the  light  of  the  Spens  Report. 

51.  The  Spens  Committee  recommended  that  there  should  be  a basic  incremental 
scale  for  consultants  ranging  from  £1,500  to  £2,500,  and  that  in  addition  individual 
merit  should  be  rewarded  by  means  of  special  distinction  awards.  These  awards  of 
£500,  £1,500,  and  £2,500  per  annum  were  to  be  granted  by  the  Minister  on  the  advice 
of  a national  committee  of  doctors  and  laymen,  20  per  cent  of  consultants  receiving  the 
lowest  award,  10  per  cent  the  second  award,  and  4 per  cent  the  highest  award.  All 
these  recommendations  were  made  in  terms  of  1939  values  of  money. 

52.  During  1948  and  the  early  part  of  1949  the  Joint  Consultants  Committee  was  in 
dispute  with  the  Ministry  on  a number  of  fundamental  issues  and  did  not  feel  able  to 
advise  consultants  to  enter  into  permanent  contracts  with  their  employing  authorities. 
In  July,  1949  the  Ministry,  intending  no  doubt  to  bring  matters  to  a head,  wrote  to  the 
Joint  Consultants  Committee  in  the  following  terms: 

“ You  will  appreciate  the  impossibility  of  a situation  in  which  consultants  and 
specialists  are  continuing  to  be  advised  to  postpone  entering  into  contracts,  while 
being  assured  by  us  that  any  solution  will  be  retrospective  for  them.  This  is  ap 
aspect  that  we  shall  be  bound  sooner  or  later  to  review  and  we  want  you  to  help 
us  to  make  any  such  review  unnecessary  by  joining  ns  in  speeding  the  solution.” 

53.  The  Joint  Consultants  Committee  thereupon  sought  and  obtained  a number  of 
assurances  from  the  Ministry  which  it  was  hoped  would  give  a measure  of  protection  to 
consultants  in  the  future,  and  subsequently  felt  able  to  advise  hospital  staffs  to  enter  into 
permanent  contracts  based  upon  the  Terms  of  Service. 

54.  The  terms  offered  by  the  Ministry  in  1949  were  approximately  20  per  cent  above 
the  incremental  scale,  but  no  betterment  was  attached  to  Merit  Awards,  which  remained 
unaltered  at  the  1939  figure  recommended  by  the  Spens  Committee.  But  worse  was  to 
come  in  1954,  for,  as  will  be  shown  later,  when  hospital  medical  staff  salaries  were 
increased  in  that  year  a downward  adjustment  was  made  in  the  basic  salary  of  con- 
sultants holding  the  highest  or  second  merit  awards,  so  that  in  effect  these  consultants 
suffered  a reduction  of  £300  and  £200  respectively  in  the  value  of  these  two  awards. 
This  inequity  was  increased  still  further  in  1957  as  the  5 per  cent  interim  payment  for 
consultants  did  not  apply  to  merit  awards. 

55.  The  Council  is  wholly  opposed  to  this  levelling  down  of  the  income  of  the  most 
able  members  of  the  consultant  profession,  being  of  the  opinion  that  the  outstanding 
attainments  and  value  to  the  community  of  this  comparatively  small  group  of  consultants 
should  be  reflected  in  a high  order  of  remuneration  as  in  other  walks  of  life. 

56.  Moreover,  the  Council  believes  that  the  special  distinction  awards  system  is  an 
appropriate  method  of  rewarding  the  more  able  members  of  the  consultant  section  of  the 
profession  and  of  ensuring  that  a significant  minority  have  an  opportunity  to  earn 
incomes  comparable  with  the  highest  which  can  be  earned  in  other  professions.  Only 
in  this  way  can  the  best  possible  recruits  be  attracted  to  consultant  practice,  and  in  the 
Council’s  view  such  a method  is  indeed  necessary  as  an  incentive  to  efficiency.  The 
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attachment  of  higher  salaries  to  specific  hospital  posts  would  not  be  a satisfactory 
alternative.  It  would  create  a false  distinction  between  the  work  of  different  hospitals, 
and  would  tend  to  operate  against  the  policy  of  the  Government,  and  of  the  profession, 
to  promote  the  establishment  of  a consultant  service  of  equal  standard  throughout  the 
country. 

57.  It  must  be  emphasized  that,  at  no  time,  did  consultants  accept  the  20  per  cent 
betterment  factor  arbitrarily  imposed  by  the  Ministry  as  implementing  the  Consultant 
Spens  Report.  The  Government  would  not  agree  that  in  the  Whitley  machinery  either 
party  could  go  to  arbitration  without  the  consent  of  the  other.  This  refusal  has  been 
continued  to  the  present  day.  Consultants,  therefore,  have  throughout  had  no  right  to 
arbitration  on  the  implementation  of  the  Consultant  Spens  recommendations,  and,  in 
common  with  the  general  practitioners  at  that  time,  they  had  no  opportunity  of 
contesting  the  Government’s  decision  to  impose  an  inadequate  betterment  factor. 

(3)  The  1954  Award  to  Hospital  Medical  Staffs 

58.  Subsequently,  in  1952,  after  the  Danckwerts  Adjudication  had  established  that  in 
the  general  practitioner  field  the  betterment  factor  for  the  year  1950-51  should  be  at  the 
level  of  100  per  cent  over  1939,  the  Staff  Side  of  Committee  B of  the  Medical  Whitley 
Council  lodged  a claim  for  a similar  betterment  for  hospital  medical  staffs.  It  was, 
however,  rejected  by  the  Government,  who  once  again  refused  to  submit  the  claim  to 
arbitration.  Indeed  it  was  not  until  1 954  that  the  Government  decided  to  make  an  award 
to  hospital  medical  staffs  which  had  as  its  object  a settlement  of  limited  application, 
i.e.,  that  of  protecting  recruitment  to  the  hospital  service  and  of  restoring  to  a limited 
extent,  although  not  in  precise  terms  of  betterment,  the  balance  between  consultant  and 
general  practitioner  remuneration  which  had  been  disturbed  by  the  Danckwerts  Award. 
Details  of  the  1954  Award  for  hospital  medical  staffs  are  set  out  in  Appendix  VI. 

(C)  Conclusion 

59.  This  historical  survey  of  the  profession’s  past  negotiations  with  the  Government 
shows — -beyond  all  doubt — that  both  sections  of  the  profession  joined  the  National 
Health  Service  in  1948  on  the  basis  of  assurances  by  the  Government  that  their  future 
remuneration  would  be  in  accord  with  the  principles  set  out  in  the  two  Spens  Reports. 

60.  It  also  places  on  record  that  the  Government  since  it  assumed  responsibility  for 
almost  the  whole  of  the  profession’s  total  remuneration  has  been  reluctant  to  discharge 
its  moral  obligations,  and  such  adjustments  as  have  been  made  have  only  followed 
lengthy  and  bitter  arguments  and  in  one  case  a judicial  arbitration.  It  is  therefore  not 
surprising  that  the  Government’s  conduct  over  remuneration  in  the  past  has  left  the 
profession  with  little  confidence  in  it  as  an  “ employer.” 

HI.  THE  PRESENT  REMUNERATION  CLAIM 
(1)  The  1956  Claim 

61.  With  the  settlement  of  these  outstanding  differences  by  Mr.  Justice  Danckwerts, 
and  in  the  case  of  hospital  medical  staffs,  but  to  a lesser  extent,  the  1954  Award,  the 
profession  looked  forward  to  a period  of  financial  stability  and  the  continued  fulfilment 
of  the  terms  upon  which  it  entered  the  Service.  Unfortunately  as  time  went  on  and 
inflation  progressed,  it  became  increasingly  obvious  that  neither  the  100  per  cent  better- 
ment factor  established  by  Mr.  Justice  Danckwerts  nor  the  1954  adjustment  for  hospital 
medical  staffs  were  any  longer  sufficient  to  give  effect  to  the  Spens  recommendations. 

62.  The  Spens  betterment  factor  depended  upon  two  separate  issues — variations  in  the 
value  of  money  and  the  extent  to  which  the  remuneration  of  other  professions  had 
increased— and  it  became  increasingly  apparent  to  the  profession  that  there  had  been 
substantial  changes  in  both  fields  since  the  Adjudicator  determined  the  issue  in  1952, 
and  that  an  overall  increase  in  the  size  of  the  Central  Pool  and  a corresponding 
adjustment  in  the  remuneration  of  hospital  medical  staffs  was  necessary. 

63.  Some  five  years  later  the  profession  found  itself  in  a situation  where  the  value  of 
its  remuneration  was  again  substantially  below  the  standards  laid  down  in  the  Spens 
reports.  During  these  difficult  years  the  profession  had  been  reluctant,  in  view  of  the 
national  situation,  to  press  its  case,  but  by  January,  1956,  it  felt  compelled  to  seek  an 
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adjustment  in  remuneration  to  enable  doctors  to  keep  abreast  of  the  steep  and  continuing 
rise  in  the  cost  of  living  since  April,  1951. 

64.  The  Minister  of  Health  was  so  informed  on  February  4,  1956,  and  a precise  claim 
was  submitted  to  the  Ministry  of  Health  on  June  14  in  that  year  (see  Appendix  VII). 

65.  Subsequently,  following  discussions  with  Ministers  and  at  the  Ministers’  invitation, 
a supplementary  memorandum  was  submitted  on  September  12,  1956,  amplifying  certain 
aspects  of  the  claim  (see  Appendix  VIII). 

66.  These  documents  set  out  the  grounds  for  the  profession’s  claim  for  an  increase 
of  not  less  than  24  per  cent  in  the  Central  Pool  and  in  the  remuneration  of  hospital  medical 
staffs  as  at _ June,  1956.  They  also  explain  that,  in  claiming  such  an  adjustment,  the 
profession  is  doing  no  more  than  to  seek  the  fulfilment  of  the  Government’s  promises 
made  to  the  profession  when  it  agreed  to  enter  the  National  Health  Service  in  1948. 

67.  Subsequent  developments  have  not  altered  the  Association’s  view  that  these 
obligations  remain  binding  upon  the  Government. 

(2)  The  Claim  over  the  Period  1951-1957 

68.  The  main  burden  of  the  evidence  is  already  available  in  the  carefully  reasoned 
documents  submitted  to  Ministers  in  June  and  September  last  year.  These  documents, 
however,  show  the  extent  of  the  claim  only  up  to  April,  1956,  and  need  revision  in  the 
light  of  subsequent  developments  which  have  still  further  worsened  the  profession’s 
economic  position.  The  following  paragraphs  (prepared  by  Professor  R.  G.  D.  Allen, 
C.B.E.,  M.A.,  D.Sc.(Econ.),  Professor  of  Statistics  in  the  University  of  London)  bring 
the  position  up  to  date  and  set  out  concisely  the  present  claim  in  terms  of  the  percentage 
increases  necessary  in  professional  remuneration  year  by  year  from  April,  1951,  to 
October,  1957. 

69.  The  changes  which  have  taken  place  in  the  value  of  money  over  this  period  are 

best  shown  in  reciprocal  form,  as  increases  in  the  price  level  as  measured  by  the  index 
number  of  market  prices  for  all  consumers  calculated  by  the  Central  Statistical  Office. 
The  figures  shown  below  are  taken  from  the  1957  Blue  Book  on  National  Income  and 
Expenditure.  Since  the  index  is  only  computed  for  calendar  years,  figures  for  months 
are  to  be  obtained  by  interpolation  and  extrapolation  by  use  of  the  Ministry  of  Labour 
index  of  retail  prices.  


Period 

Price  Index 
1948  = 100 

Percentage  Increase 
from  April  1,  1951 

Average  1950 

105-9 

April  1 1951 

1110 

Average  1951 

114-6 

3-2 

1952 

121-2 

9-2 

1953 

123-7 

11-4 

1954 

126-0 

13-5 

1955 

130-3 

17-4 

1956 

136-2 

22-7 

April,  1957 

139-5  ~) 

142-3  >... 

27-7 

October,  1957 

143-2  J 

70.  The  percentage  increases  in  prices  from  April  1,  1951,  can  now  be  expressed  for 
financial  years,  by  simple  interpolation  between  calendar  years: 


Financial 

Year 

Percentage  Increase  in  Prices 
from  April  1,  1951 

1951-52 

4-7 

1952-53 

9-8 

1953-54 

11-9 

1954-55 

14-5 

1955-56 

18-7 

1956-57 

24-0 

1957-58 

29-0* 

* Based  on  price  index  for  October,  1957. 
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71.  This  set  of  figures  represents  the  Council’s  claim,  i.e.,  the  percentage  increases  in 
remuneration,  year  by  year,  required  to  give  effect  to  the  Spens  recommendation  on  the 
decline  in  the  value  of  money.  In  the  first  year  (1951-52)  following  that  covered  by  the 
Danckwerts  award,  remuneration  should  have  been  increased  by  nearly  5 per  cent  to 
compensate  for  the  decline  in  the  value  of  money.  This  figure  increases  as  shown  until, 
in  the  current  year  (1957-58),  the  necessary  increase  is  29  per  cent. 

72.  Thus  at  the  present  time  an  increase  of  29  per  cent*  is  required  to  give  effect  to  the 
recommendations  of  the  Spens  Reports.  In  addition  the  profession  can  equitably  claim 
that  the  considerable  underpayment  of  past  years  should  now  be  made  good. 

73.  A further  memorandum  by  Professor  Allen  showing  the  changes  which  have 
occurred  in  the  distribution  of  higher  incomes  over  the  period  concerned  appears  in 
Appendix  IX.  This  illustrates  the  Council’s  contention  that  there  have  been  considerable 
changes  in  the  distribution  of  higher  incomes  during  the  period  now  under  review. 

(3)  The  Doctors'  Contribution  to  the  National  Economy 

74.  All  the  arguments  so  far  adduced  merely  show  the  extent  to  which  the  profession’s 
relative  position  in  society  has  fallen  short  of  the  standards  applicable  in  1948  and  ignore 
any  changes  which  haw  taken  place  in  the  economic  position  of  the  community  as  a 
whole. 

75.  It  is  common  knowledge  that  the  standard  of  living  of  many  sections  of  the 
community  has  undergone  a considerable  upward  change  in  the  post-war  years.  The 
extent  of  this  movement  can  best  be  measured  by  reference  to  the  Government’s  own 
statistical  evaluation  of  the  increase  which  has  taken  place  in  the  national  income  over 
the  period  concerned — the  accepted  method  of  computing  changes  in  the  community’s 
economic  well-being. 

76.  The  following  figures  are  from  the  1957  Blue  Book  on  National  Income  and 
Expenditure: 


Gross  Domestic  Product,  United  Kingdom 


1949 

1950 

1951 

1952 

1953 

1954 

1955 

1956 

Aggregate  Product 

j 1948 

= 100  I 

By  value  (current  factor  cost) 
By  volume  f 1 948  factor  cost) 

107-0 

104-4 

111-0 

107-4 

123-5 

112-0 

136-0 

112-3 

144-8 

116-9 

153-9 

121-8 

163-6 

125-9 

176-2 

127-6 

Working  populationf 

100-0 

100-8 

102-0 

102-3 

102-6 

103-9 

105-0 

105-8 

Product  per  head 

By  value  (current  factor  cost) 

By  volume  (1948  factor  cost) 

107-0 

104-4 

110-2 

106-6 

121-1 

109-8 

133-0 

109-9 

141-2 

113-9 

148-2 

117-2 

155*9 

119-9 

166-5 

120-6 

f Including  armed  forces  and  unemployed;  Ministry  of  Labour  data. 


77.  Thus  the  national  product  has  risen,  between  1948  and  1956,  by  76-2  per  cent  in 
money  value  and  by  27  -6  per  cent  in  real  terms.  This  is  far  greater  than  the  increase  in 
population,  so  that,  on  a per-head  basis,  the  rise  is  66-5  per  cent  in  money  and  20-6  per 
cent  in  real  terms.  The  medical  profession  has  a right  to  expect  a share  of  this  increase, 
not  only  from  the  point  of  view  of  their  relative  standard  of  living  as  members  of  the 
community,  but  also  because  they  have  made  their  contribution  to  the  increased 
Rising  national  income.  In  fact,  since  the  Danckwerts 
Awardfor  1950-51  (and  the  1954  adjustment  for  hospital  medical  staffs),  their  rewards 
n ^an£e?  raoney and  have  declined  considerably  in  real  terms.  While  the 
£&££§£*  1,33  be“  ri5iDg’ that  0f  medicaI  Profession  tas 

level? of  remmer^im  ^sures  relat*n& t0  both  the  profession’s  claim  and  present 

“tS  made  by  the  earlier  Z year 
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78'  9?  a ™der  view,  the  whole  National  Health  Service  has  been  squeezed  year  by 
year.  The  Guillebaud  Committee,  in  paragraphs  20-23  of  their  Report  (Cmd.  9663 
January,  1956),  provide  all  the  evidence  necessary  on  this  point.  This  is  up  to  the  time 
of  that  Committee’s  investigations  (1953-54),  and  the  position  has  not  changed  much 
since  then. 


Net  Cost  of  the  National  Health  Service,  England  and  Wales 


1949-50 

1950-51 

1951-52 

1952-53 

1953-54 

Netcost  of  N.H.S.  (current  prices)  £million 
Percentage  of  gross  national  product  . . . 

371-6 

3-75 

390-5 

3-71 

402-1 

3-48 

416-9 

3-34 

430-3 

3-24 

Netcost  of  N.H.S.  (1948-49  prices) 

369-8 

388-3 

374-1 

370-6 

380-8 

79.  The  Guillebaud  Committee  concludes  that  “ the  widespread  popular  belief  that 
there  has  been  an  increase  of  vast  proportions  in  both  the  money  cost  and  the  real  cost 
of  the  National  Health  Service  is  not  borne  out  by  the  figures.” 

80.  The  cost  of  the  National  Health  Service  has  not  therefore  expanded  with  the 
growth  of  economic  activity,  or  with  rising  prices,  in  the  community  as  a whole.  This 
is  in  terms  of  cost;  it  does  not  imply  that  the  medical  needs  of  the  expanding  economy 
are  failing  to  be  met. 

8 1 . Certainly  the  rewards  of  those  employed  in  the  National  Health  Service  have  been 
kept  down,  though  some  (e.g.,  nurses  and  domestic  staffs  in  hospitals)  have  been  awarded 
higher  rates  of  pay.  In  the  squeeze  of  the  National  Health  Service  the  main  impact  has 
been  on  the  medical  practitioners  themselves. 

82.  Claims  for  higher  pay  by  various  groups  are  as  often  based  on  increases  in 
productivity  of  the  groups  as  on  falls  in  their  living  standards  occasioned  by  rising 
prices.  For  members  of  the  medical  profession  the  fall  in  standards  of  living  is  obvious 
enough.  Something  needs  to  be  said  about  their  “productivity,"  on  the  contention 
that  doctors  make  a substantial  contribution  to  the  rising  national  income. 

83.  The  contribution  of  the  medical  profession  to  the  national  product  (as  indeed 
that  of  the  National  Health  Service  as  a whole)  can  be  viewed  in  two  ways.  First, 
doctors  can  be  regarded  as  providing  a direct  service  to  the  public.  There  is  no  doubt 
that  in  a free  economy  the  public  would  be  willing  to  pay  more  for  their  doctor’s  services 
out  of  higher  incomes.  As  it  is,  this  exercise  of  consumers’  preferences  is  blurred  by  the 
fact  that  the  overwhelming  majority  of  the  population  make  use  of  the  National  Health 
Service.  It  therefore  follows  that  doctors  are  entirely  dependent  upon  the  Government 
in  that  they  are  unable  to  adjust  their  fees  to  bring  them  into  line  with  new  conditions 
and  thus  participate  in  the  rising  national  income.  This  is  manifestly  unfair  if  only 
because  the  higher  incomes  which  flow  from  increased  productivity  result  in  a higher  tax 
yield  which  could  be  made  available  to  reward  the  doctor  for  the  part  he  has  played  in 
making  the  increased  productivity  possible. 

84.  Secondly,  the  medical  services  can  be  regarded  as  an  important  factor  of  pro- 
duction, like  the  services  of  entrepreneurs  or  skilled  workers.  Doctors  maintain  and 
improve  the  health  and  efficiency  of  the  working  labour  force,  both  in  the  factories  and 
outside  in  doctors’  surgeries  and  in  hospitals.  Moreover,  the  Health  Service  is  an  invest- 
ment, like  workers’  training  or  plant  and  machinery,  leading  to  increased  productivity 
in  the  future;  this  is  particularly  so  in  respect  of  the  improvement  in  the  health  of 
children. 

85.  It  Is  possible  to  measure  increases  in  the  productivity  of,  say,  engineers  or  ship- 
builders, though  not  easy  to  decide  whether  they  are  due  to  more  skill  in  working  or  to 
the  provision  of  better  equipment  to  work  with.  In  any  case,  whenever  productivity 
rises,  the  workers  concerned  have  come  to  expect  to  be  rewarded  with  higher  pay.  The 
“ productivity  ” of  doctors,  however  important  it  may  be,  is  not  easy  to  assess,  still  less 
to  measure  in  precise  terms.  Indeed,  in  contradistinction  to  the  examples  quoted  above, 
although  doctors  now  have  the  advantages  of  more  modem  equipment  and  powerful 
therapeutic  agents  their  “ productivity  ” still  depends  mainly  upon  the  efforts  of  the 
individual  doctor  himself.  There  can  be  no  doubt  that  advances  in  medical  knowledge  and 
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nractice  have  taken  place,  with  a consequent  improvement  in  the  health  of  the  community. 
Medical  research  and  the  skill  of  doctors  has  undoubtedly  resulted  m the  higher  expechi- 
tion  of  life  and  relative  freedom  from  epidemics,  and  these  are  positive  assets  to  the 
country,  tending  to  raise  its  productive  capacity. 

86.  The  effect  of  the  doctor’s  work  is  therefore  to  be  seen,  not  only  in  comfort  given 
to  tlie  sick  but  also  as  a direct  contribution  to  higher  productivity  of  the  country  s 
labour  force,  and  the  Council  submits  that  the  medical  profession  has  every  right  to 
participate  in  the  benefits  which  are  now  enjoyed  by  other  sections  of  the  community. 

(4)  Other  Aspects  of  the  Remuneration  Claim: 

(a)  Comparison  with  other  Professions  and  Occupations 

87  All  that  has  been  said  so  far  relates  to  the  more  factual  aspects  of  the  remuneration 
dispute  and  the  Council  submits  that  these  in  themselves  are  quite  sufficient  to  estabhsh 
its  view  that  a substantial  increase  in  remuneration  is  urgently  necessary  both  as  a matter 
of  justice  and  to  safeguard  the  future  status  of  the  medical  profession. 

88  The  original  terms  of  reference  of  the  Royal  Commission  required  it  to  compare 
the  remuneration  of  doctors  in  the  National  Health  Service  with  the  remuneration  of 
other  professions  and  of  people  engaged  in  connected  occupations. 

89.  The  Council  wishes  to  record  its  view  that  such  a narrow  determination  of  the 
claim  would  be  in  direct  conflict  with  the  principles  agreed  by  the  Government  when  the 
profession  entered  the  National  Health  Service.  The  recommendations  of  the  Spens 
Committees  were  determined  not  on  the  basis  of  a narrow  comparison  with  other 
professions  but  on  a basis  of  free  enterprise  and  competitive  economy.  They  placed  the 
medical  profession  in  its  proper  relative  place  in  the  community  and  it  is  on  this  basis 
that  its  remuneration  should  still  be  assessed. 

90  Indeed,  the  phraseology  of  paragraphs  6 and  2 respectively  of  the  General  Prac- 
titioner and  Consultant  Spens  Reports  which  referred  to  increases  in  other  professions 
and  the  association  of  those  increases  with  recruitment  and  status  obviously  by  the  use 
of  the  word  “ increases  ” intended  that 

(1)  The  medical  profession  should  maintain  its  status  in  the  general  community; 

(2)  The  medical  profession  should  not  be  outpaced  in  competition  for  its  proper 
share  of  the  best  recruits. 

91.  It  would  be  quite  wrong  to  interpret  the  word  “ increases  ” as  equivalent  to  the 
word  “ changes  The  intention  of  the  Spens  Committees  was  not  that  the  remuneration 

of  doctors  in  the  future  should  be  compared  with  the  earnings  of  other  professions,  but 
that  their  place  in  the  community  and  the  ability  of  the  profession  to  attract  recruits  ot 
a suitable  calibre  should  not  be  impaired  by  increases  taking  place  in  the  incomes  ot 
other  professions  still  operating  in  a competitive  market. 


(b)  Medical  Training  and  its  Bearing  on  Remuneration 

92  Another  important  factor  to  which  the  Council  wishes  to  refer  is  the  nature  and 
length  of  the  doctor’s  training.  This  factor  is,  for  a number  of  reasons,  closely  bound  up 
with  future  levels  of  remuneration  in  the  medical  profession. 

93.  First  the  Spens  Committee  referred  to  the  length  of  a doctor’s  training  as  one  of 
the  main  reasons  for  their  recommendations  on  the  financial  rewards  of  medical  practice. 
The  same  arguments  hold  good  to-day— indeed,  they  are  strengthened  by  the  increase 
which  has  taken  place  in  the  length  of  medical  education. 

94.  Second,  in  any  profession  or  occupation  earning  power  must  continue  to  reflect 
the  length  and  nature  of  training,  or  recruitment  is  bound  to  suffer. 

95  Third  if  the  Commission  in  pursuance  of  its  terms  of  reference  seeks  to  compare 
the  remuneration  of  the  medical  profession  with  that  of  other  professions  and  connected 
occupations  this  question  is  paramount. 

96  In  all  professions,  the  period  of  training  is  lengthy  by  comparison  with  most  other 
walks  of  life.  This  is  particularly  so  in  medicine,  where  the  minimum  period  of  training 
is  now  six  years.  In  some  cases  the  full  period  of  training  is  undertaken  in  the  medical 
school.  In  others  the  boy  remains  after  the  normal  leaving  age  and  takes  his  pre-medical 
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subjects  at  school  before  commencing  upon  5 years’  minimum  undergraduate  training. 
Normally  full  training  takes  seven  years.  In  addition,  there  is  one  year’s  compulsory 
hospital  work  (which  in  practice  often  extends  to  18  months  or  more)  before  full  regis- 
tration is  achieved  and  the  newly  qualified  doctor  can  commence  upon  his  chosen  career. 
In  fact,  this  period  is  normally  lengthened  by  the  holding  of  further  junior  appointments 
in  the  hospital  service  before  the  young  doctor  is  in  a position  to  decide  upon  the  field- 
in  which  to  make  his  permanent  career. 

97.  The  Council  has  already  expressed  its  view  that  a simple  comparison  between  the 
earnings  of  doctors  and  the  remuneration  enjoyed  by  other  “ comparable  ” professions 
would  be  fallacious  and  contrary  to  the  principles  laid  down  by  the  Spens  Reports.  In 
the  Council’s  view  it  is  far  more  important  that  if  comparison  must  be  made  it  should 
be  made  in  relation  to  the  community  as  a whole — quite  apart  from  the  obvious  difficulties 
of  deciding  what  is  or  is  not  a “ comparable  profession  ”.  In  many  professions  the  new 
entrant  is  remunerated  whilst  he  is  learning  his  job  and  studying  for  his  qualifying 
examination.  No  exact  data  are  available  to  show  the  average  age  at  which  provisional 
registration  is  achieved,  but  from  information  received  it  appears  to  be  24. 


98.  The  Council  would  again  emphasize  that  the  General  Practitioner  Spens  Com- 
mittee, in  framing  its  recommendations,  drew  attention  to  the  length  of  the  doctor’s 
training  and  instanced  this  as  one  of  the  reasons  for  its  view  that  incomes  in  general 
practice  should  be  increased.  Since  then,  the  addition,  in  1953,  of  one  year’s  compulsory 
hospital  training  before  full  registration  has  further  lengthened  the  qualifying  period. 
This  factor,  had  it  then  been  in  operation  or  anticipated,  might  well  have  influenced  the 
Spens  Committee  to  augment  its  financial  recommendations. 

99.  Again,  the  age  at  which  a doctor  succeeds  in  establishing  himself  in  independent 
practice  would  appear  to  be  increasing.  For  example,  though  not  applicable  to  all 
methods  of  entry  into  general  practice,  the  Medical  Practices  Committee,  in  its  fifth 
report,  showed  that  the  average  age  of  applicants  for  practice  vacancies  advertised 
during  the  last  six  months  of  1953  was  37J  years,  that  of  selected  applicants  being  36J- 
years.  Unfortunately  the  Council  is  not  yet  in  a position  to  provide  evidence  about 
the  average  age  of  entry  into  general  practice  through  other  channels.  It  is  however 
seeking  this  information,  and  though  it  is  expected  to  show  a lower  figure  than  that 
for  advertised  vacancies,  the  average  age  of  entry  must  inevitably  have  increased  since 


pre-war. 

100.  Again  in  hospital  practice  the  career  prospects  of  the  aspiring  consultant  have 
not  been  as  envisaged  by  the  Spens  Committee,  and  this  has  had  serious  financial  reper- 
cussions both  upon  current  and  total  professional  earnings.  The  Spens  Committee 
assumed  that  after  a young  practitioner  had  completed  his  house  appointments  he  would 
normally  serve  one  year  as  a junior  registrar  (now  Senior  House  Officer),  two  years  as  a 
registrar,  and  three  years  as  a senior  registrar,  and— on  the  average — obtain  a consultant 
post  at  about  the  age  of  32.  In  practice  the  aspiring  consultant  is  unlikely  to  obtain  a 
consultant  post  before  the  age  of  35  or  36,  and  many  consultants  do  not  obtain  their 
first  appointment  until  they  are  40  years  of  age  or  more.  After  devoting  two  years  at 
the  beginning  of  his  professional  life  to  National  Service  he  may  well  have  to  spend 
four  or  more  years  as  a registrar  while  waiting  for  a senior  registrar  appointment.  At 
the  end  of  a further  four  years  as  a senior  registrar  (particularly  in  the  fields  of  general 
medicine  and  general  surgery)  he  will  be  faced  with  severe  competition  in  seeking  a 
consultant  vacancy,  and  will  count  himself  fortunate  if  he  is  able  to  do  no  more  than 
retain  a senior  registrar  appointment  while  awaiting  a consultant  post.  Many  senior 
registrars,  however,  have  been  forced  by  economic  circumstances  and  the  keen  competitio 
for  consultant  appointments  to  accept  S.H.M.O.  posts  Many  of  them  have > litfle 
prospect  of  further  advancement,  and  despite  their  qualifications  and  experience  may 
remain  as  S.H.M.Os.  throughout  their  careers. 

101.  This  means  that  very  able  men  with  higher  qualfficah^  tmd 
experience  in  their  chosen  specialty— of  which  the  hospital  service  has ; the  neatest  nred _ 
are  subsisting  at  a salary  level  designed  for  a practitioner  of  lowwage  and: att .ammen t 
This  handicap  remains  with  him  always  and  the  total  career ’income  of  the  ' s 
affected.  Furthermore,  if  eventually  the  doctor  goes  into  part-time  consultant  practice, 
this  loss  in  total  life  earnings  is  reflected  in  his  pension,  because  of  the  1 ^ 
consultant  status  and  salary  and  of  the  fact  that  retirement  s p y g • 
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This  problem  needs  urgent  attention,  for  it  is  most  desirable  that  a consultant  position 
should  be  attained  as  early  as  possible  once  the  practitioner  is  of  consultant  quality. 
Moreover  if  the  senior  registrar  who  has  completed  his  training,  and  is  in  all  respects 
suitable  for  a consultant  post,  is  not  appointed  to  one,  then  inevitably,  as  time  passes, 
the  competition  from  younger — and  equally  but  no  more  able — men  becomes  more  keen 
and  the  older  man  tends  to  find  himself  passed  over. 

102.  Hospital  Boards  have  a discretionary  power  to  advance  the  starting  salary  of  a 
doctor  appointed  to  a consultant  post  after  the  age  of  32.  If  Boards  exercised  this 
power  more  generously  it  could  go  some  way  towards  meeting  the  problem  referred  to 
in  the  two  preceding  paragraphs.  At  the  present  time,  however,  in  the  face  of  competing 
demands  on  their  finances  many  Boards  use  this  power  very  sparingly. 

103.  It  will  be  clear  from  what  has  been  said  above  that  doctors,  notwithstanding  the 
length  and  exacting  nature  of  their  training,  are  not  becoming  established  in  independent 
general  practice  or  as  consultants  in  the  hospital  service  until  a relatively  late  stage  in 
their  professional  life. 

104.  This  deferment  of  earning  power  also  has  repercussions  on  superannuation.  In 
the  field  of  general  practice  the  Superannuation  Scheme  involves  a special  method  of 
calculating  pension  rights,  which  are  based  upon  1£  per  cent  of  the  total  superannuable 
remuneration  over  a general  practitioner’s  period  of  service.  The  same  principle  applies 
to  part-time  consultants  undertaking  up  to  nine  sessions  per  week. 

105.  The  later  age  at  which  the  student  now  enters  university  and  the  longer  period 
of  medical  training  reduces  the  number  of  effective  earning  years.  When  to  this  factor 
is  added  the  low  rate  of  income  during  the  long  period  before  the  doctor  becomes 
established  it  will  be  seen  that  the  doctor  is  placed  at  a disadvantage  in  comparison  with 
those  whose  superannuable  employment  begins  at  an  earlier  age  and  whose  pensions  are 
detennined  by  earnings  in  the  immediate  pre-retirement  years — almost  invariably  their 
maximum — and  particularly  where  earnings  have  been  modified  to  allow  for  the 
diminishing  value  of  money. 


IV.  LIFE,  DUTIES,  AND  RESPONSIBILITIES  IN  MEDICAL  PRACTICE 
(A)  The  Place  of  Medicine  in  the  Community 

106.  The  various  aspects  of  the  problem  so  far  dealt  with  in  this  memorandum  have 
in  the  main  been  confined  to  the  remuneration  claim  itself,  and  it  is  necessary  to  say 
something  about  a doctor’s  duties  and  responsibilities,  and  the  contribution  which, 
medicine  has  made  to  the  community. 

107.  The  first  concerns  of  medicine  are  maintenance  of  health,  prevention  of  illness, 
and  restoration  of  the  sick.  Modem  developments  in  medical  practice  have  brought 
great  benefits  to  the  patient,  and  the  community  has  gained  from  the  decreased  incidence 
of  disease,  shorter  periods  of  illness  and  incapacity,  more  and  better  working  years,  and 
a greater  expectation  of  life.  These  benefits  have  developed  over  the  years  and  existed 
long  before  the  State  became  interested  in  and  financially  responsible  for  the  health  and 
welfare  of  its  individual  citizens. 

108.  With  the  introduction  of  the  Welfare  State  medicine  has  come  into  increasing 
prominence  as  a factor  in  the  national  economy.  The  Beveridge  Report  laid  down 

that  a comprehensive  National  Health  Service  will  ensure  that  for  every  citizen  there 
is  available  whatever  medical  treatment  he  requires  ”.  Also  that  as  “ a logical  corollary 
to  the  payment  of  high  benefits  in  disability,  that  determined  effort  should  be  made  by 
the  State  to  reduce  the  number  of  cases  for  which  benefit  is  needed  ”.  And  again  that 
the  individual  must  recognize  the  duty  to  be  well  ”.  In  the  existing  national  economy 
the  ambition  to  maintain  and  improve  the  standard  of  living  is  closely  linked  with  the 
health  of  the  nation  as  a whole  and  the  individual  in  particular,  and  on  these  factors,  as 
has  been  stressed  elsewhere  in  this  memorandum,  a large  measure  of  the  productivity  of 
the  country  depends.  The  responsibility  placed  on  the  medical  profession  at  the  present 
jp^er  ^ ever  been,  for  whilst  there  is  still  the  accepted  and  direct  duty 
health  dOCt°r  t0  hls  patient  t*iere  *s  now  a greater  indirect  responsibility  for  national 
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109.  The  medical  practitioner  has  at  times  been  referred  to  as  a “ technician  ”,  This 
is  a.  complete  misconception  of  the  doctor’s  duties  and  responsibilities.  It  is  true  that 
medicine  calls  for  the  use  of  techniques,  but  the  practice  of  a technique  involves  no  more 
than  the  accurate  repetition  of  a known  procedure.  Medicine,  however,  embraces  far 
more  than  this  and  is  at  its  best  only  if  each  case  is  viewed  as  a problem  of  the  interaction 
of  the  variable  factors  of  disease  and  the  constitution  of  the  individual  patient. 

110.  A doctor  working  in  the  National  Health  Service  is  remunerated  by  the  State  for 
the  services  that  he  provides,  but  this  does  not  necessarily  represent  the  whole  of  his 
professional  activity  or  his  value  to  the  community.  A high  standard  of  remuneration 
and  satisfactory  conditions  of  service  are  essential  if  sufficient  recruits  of  the  proper 
quality  are  to  be  attracted  to  medicine,  and  at  the  present  time  the  relative  attractions 
of  other  professions  and  occupations  to  a boy  with  scientific  leanings  have  to  be  taken 
into  account.  Moreover  the  comparative  freedom  of  members  of  other  professions  to 
change  employment  or  to  move  from  one  area  to  another  must  be  weighed  against  the 
monopolistic  control  which  virtually  exists  in  medicine  to-day  and  isolates  doctors  from 
such  freedom.  If  the  remuneration  of  the  profession  is  progressively  and  relatively 
reduced  there  can  be  little  incentive,  other  than  that  of  vocation,  for  an  entry  into 
medicine.  In  other  parts  of  the  world  where  the  salaries  of  the  medical  profession  have 
been  “ pegged  ” during  an  inflationary  period  there  has  been  a marked  fall  in  quality  of 
the  entry  of  medical  students. 


111.  The  special  responsibilities  of  a doctor,  as  compared  with  most  professional  men, 
need  to  be  stressed.  The  medical  practitioner  is  at  all  times  on  demand  and  accepts 
continuous  responsibility  for  the  medical  care  of  his  patients.  He  cannot  definitely 
state  that  at  any  given  time  his  work  will  be  finished,  nor  can  he  delegate  any  of  his 
professional  activities  except  to  a colleague.  The  disruption  of  family  life  is  well 
recognized  and  interruptions  are  frequent.  In  spite  of  this  every  doctor  has  to  keep 
abreast  of  current  advances  in  medicine  and  to  find  time  for  reading  and  study.  The 
tradition  of  medicine  imbues  its  practitioners  with  a sense  of  responsibility  and 
independence,  which  must  be  encouraged  and  preserved. 

112.  Medicine  will  no  doubt  continue  to  gain  recruits  who  are  attracted  by  the  interest 
and  ideals  of  the  profession,  but  many  men  of  the  type  needed  in  medicine  and  who 
would  have  embarked  on  a medical  career  may  fail  to  do  so  if  the  financial  inducement 
is  inadequate. 

113.  In  the  Council’s  view  the  difficulties  of  life  in  medical  practice,  the  heavy  and 
unique  responsibilities  entailed,  combined  with  the  length  of  training,  place  the  doctor 
in  a special  position  in  the  community— a factor  which  was  clearly  recognized  by  the 
Spens  Committees  and  which  formed  the  basis  of  their  recommendations. 

114.  In  the  modem  State  those  who  practise  medicine  have  a responsibility  additional 
to  their  clinical  work  in  relation  to  the  individual  patient.  The  vast  fields  in  which 
medicine  now  plays  a part  are  clearly  indicated  by  the  need  for  medical  advice  in  so 
many  State  Departments  and  the  impact  of  the  medical  angle  in  legislation.  The 
practising  doctor  therefore  in  his  daily  work  has  to  be  fully  alive  to  the  broad  social 
responsibilities  of  medicine.  If  the  clinical  practice  of  medicine  is  not  maintained  in  a 
healthy  and  thriving  condition,  if  its  status  is  diminished,  if  its  rewards  are  not  such  as 
.to  attract  recruits  of  the  right  calibre,  then  the  advice  onwhich  the  community  depends 
for  future  social  progress  is  not  long  likely  to  remain  of  high  quality. 

115  The  Council  submits  that  the  considerations  which  so  greatly  influenced  the 
Spens’ Committees  are  unchanged  to-day  and  cannot  be  disregarded  m any  assessment 
of  the  status  and  remuneration  of  the  medical  profession. 


(B)  Hospital  Medical  Staffs— Description,  Duties, 
and  Responsibilities 

(1)  Structure  of  Hospital  Medical  Staffing 

116.  The  hospitals  in  the  National  Health  Service  may  be  classified  as  follows. 

ITnrteraraduate  and  Postgraduate  Teaching  Hospitals; 

General  Hospitals  providing  a full  range  of  specialist  treatment. 

Special  Hospitals,  devoted  to  specific  diseases,  e.g.,  cancer. 
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Mental  Hospitals; 

Chronic  Sick  Hospitals; 

General  Practitioner  (or  Cottage)  Hospitals; 

Lotions  Disease|Hospitals  ^ Sanatoria 

117.  The  cottage  hospitals  are  staffed  by  general  practitioners,  who  for  the  most  part 
use  the  beds  therein  to  provide  institutional  treatment  for  patients  who  do  not  require 
specialist  treatment,  but  who  for  medical  or  social  reasons  cannot  so  effectively  be  treated 
at  home.  Consultants  are  often  attached  to  such  hospitals  to  give  advice  at  the  request 
of  the  general  practitioner,  and  in  some  of  these  hospitals  some  specialist  services  are 
available. 

118.  While  the  general  pattern  of  medical  staffing  is  similar  in  all  hospitals  with  a 
consultant  staff,  that  of  the  teaching  and  major  non-teaching  hospitals  is  necessarily 
modified  because  it  is  in  them  that  the  training  of  registrars,  and  particularly  senior 
registrars,  is  usually  conducted. 

119.  In  the  mental  hospitals  and  infectious  diseases  and  tuberculosis  sanatoria  a medical 
superintendent  is  normally  appointed  as  the  chief  administrative  officer  of  the  hospital. 
Usually  this  officer  has  a mixture  of  clinical  and  administrative  duties,  though  in  a small 
number  of  cases  his  duties  are  solely  administrative. 

120.  Members  of  hospital  medical  staff  are  engaged  under  contract  with  hospital 
authorities,  and  on  a salaried  basis,  but  their  position  vis-a-vis  the  hospital  administration 
is  unique.  Upon  the  consultant,  and  through  him  the  medical  staff  generally,  rests  the 
final  responsibility  for  deciding  upon  the  treatment  of  patients.  Medical  considerations 
are  of  primary  importance  in  the  treatment  of  hospital'  patients,  and  all  hospital 
administration  must  be  subservient  to  this  end. 

121.  The  clinical  work  of  hospitals  is  carried  out  by  doctors  who  fall  into  two  groups, 
i.e.,  permanent  and  temporary.  University  whole-time  teaching  staffs  whose  duties 
involve  work  in  the  hospital  service  usually  have  an  honorary  contract  with  the  Hospital 
Board. 

122.  The  senior  medical  staff  are  employed  under  so-called  permanent  contracts. 
With  few  exceptions  (e.g.,  the  cottage  hospital,  in  which  general  practitioners  continue 
the  treatment  of  their  patients  who  need  institutional  care)  the  general  responsibility  for 
the  treatment  of  patients  in  hospital  wards  and  out-patient  departments  rests  with 
consultants. 

123.  The  only  other  senior  permanent  appointment  on  the  hospital  medical  staff  is  the 
Senior  Hospital  Medical  Officer.  This  grade,  which  is  for  medical  staff  who  are  described 
as  “ senior  officers  performing  clinical  duties  who  are  not  of  consultant  status  and  not 
registrars,”  was  introduced  at  the  beginning  of  the  Service  as  a transitional  grade  for 
certain  types  of  medical  officer  transferred  from  the  ex-local  authority  hospitals,  and  for 
other  doctors  with  limited  qualifications,  having  experience  or  responsibility  in  a narrow 
field. 

124.  The  grade  was  accepted  by  the  profession  on  this  understanding,  but  when  the 
Ministry  instructed  Hospital  Boards  to  appoint  professional  committees  to  review  the 
grading  of  hospital  staffs  prior  to  the  offer  of  permanent  contracts  in  the  new  service, 
it  was  found  that  the  grade  was  widely  used  for  the  grading  of  medical  men  who  had 
previously  been  undertaking  hospital  work  with  full  clinical  responsibility.  Since  the 
inception  of  the  Service  many  new  appointments  have  been  made  in  the  grade  following 
adoption  of  the  document  R.H.B.  50/96  of  men  with  qualifications  and  experience  equal 
to  that  of  their  consultant  colleagues. 

125.  Appointments  in  the  two  senior  grades  may  either  be  part-time,  with  the  right  to 
engage  in  private  or  other  practice,  or  whole-time. 

126.  Appointments  are  regarded  as  secure  until  the  retiring  age  as  defined  in  the  Terms 
of  Service,  and  a consultant  or  Senior  Hospital  Medical  Officer  has  a right  of  appeal  to 
the  Minister  of  Health  if  he  considers  his  appointment  is  being  terminated  unfairly. 
Alteration  of  contract  is  mainly  occasioned  by  local  reorganization  of  the  hospital  service. 
The  Minister  has  laid  on  Hospital  Boards  a moral  obligation  to  do  all  that  they  can 
to  find  suitable  alternative  work  for  consultants  or  Senior  Hospital  Medical  Officers 
whose  contracts  are  terminated,  or  whose  sessions  are  reduced,  but  in  practice  the 
fulfilment  of  this  moral  obligation  has  given  rise  to  certain  difficulties. 
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127  The  junior  grades  are  regarded  as  temporary,  with  periods  of  tenure  varying 
from  six  months  to  four  years  or  more  in  the  case  of  the  Senior  Registrar.  House  Officer 
app“in"s  are  resident,  as  are  also  many  Registrar  and  Senior  Reglstrar  posts. 

128.  A more  detailed  description  of  the  various  grades  is  set  out  below: 


(2)  Consultants 

129  The  hospital  consultant  stems  from  the  hospital  physician  or  surgeon  whose 
origins  are  very  far  back  in  medical  history,  in  fact  to  the  time  of  the  16th  and  17th 
centuries  when  the  Royal  Colleges  of  Physicians  and  Surgeons  were  founded. 


liUUivOj  ry  1‘vn.  j _ 

1 30  The  different  types  of  hospital  physician  and  surgeon  have  multiplied  m modern 
times  so  that  there  are  now  consultants  practising  highly  specialized  branches  of ™err 
subiect  Associated  with  these  has  steadily  grown  up  a group  of  hospital 
who  are  of  similar  professional  attainments  and  whose  work  “ to cteriotogists 

care  of  and  responsibility  for  patients  (e.g.,  pathologists,  radiologists,  bacteriologist  , 

and  anaesthetists). 


131.  The  post-graduate  training  for  the  potential  consultant  ^.^rZalififato 
rnmnetitive  P He  will  hold  a series  of  house  appointments  immediately  after  quahfacation, 

andwiU  ffien  be  ^pointed  to  posts  of  higher  responsibility  m the  registry  grades  He 
mav  tea  registrar  for  two  or  more  years,  and  a senior  registrar  for  a further  four  years, 
Sid  during  this  part  of  his  training  his  degree  of  responsibility  steadily  increases. 


ia  UUIJUg  UiiO  ycir.1.  v/*  * . 

devoted  to  research. 


iVUlVU 

133  The  consultant  is  thus  one  who  has  undergone  the  appropriate  post-graduate 
responsible  to  him. 

i w The  word  “ consultant  ” defines  the  function  of  a hospital  doctor  of  this  status 
the  hospital  beds 


C UUSpiliU  ucua.  , , . 

136  By  virtue  of  his  professional  authority  the  consultant  carries  in idditton i to > his 

purely  professional  responsibilities,  considerable  respomibility  ad™2oPmmt  Thi 

foe  hospital  administrative  auttonta.  on 

incidence  of  these  duties  varies  from  time  to  tune,  ana  is  oiten  Heavy, 
to  the  service  rendered  by  the  consultant  to  his  hospital. 


SSt7i^rrt^forbteh^  -otHing  sHotrld  Happed  to  dtormisH 

this  status  or  the  standard  required  of  persons  holding  it.  A ? 

30796 
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(3)  Senior  Hospital  Medical  Officers 

138.  The  Senior  Hospital  Medical  Officer  grade  was  not  referred  to  in  the  Spens  Report 
and  it  was  common  ground  between  the  Joint  Consultants  Committee  and  the  Ministry 
that  after  being  used  initially  for  the  assimilation  of  medical  staff  already  engaged  in  the 
hospital  service,  the  need  for  the  grade  was  temporary  and  that  the  numbers  in  it  should 
dimmish. 

139.  In  1949-50,  in  order  to  clarify  the  future  use  to  be  made  of  the  grade,  discussions 
took  place  between  the  Ministry  and  the  Joint  Consultants  Committee  which  resulted  in 
the  issue  of  circular  R.H.B.  50/96— which  is  attached  as  Appendix  .T— defining  those 
posts  _m  the  medical  establishments  of  hospitals  which  might  be  designated  in  the  Senior 
Hospital  Medical  Officer  grade.  This  circular  is  still  operative  and  a considerable 
number  ot  new  appointments  have  been  made  in  accordance  with  a varying  interpretation 
oi  its  provisions. 

140.  The  Senior  Hospital  Medical  Officer  grade  therefore  includes: 

(a)  Doctors  employed  before  1948  by  local  authorities; 

(b)  A number  of  general  practitioners  who  were  working  in  hospitals  in  1948 
especially  m the  provinces  and  country  districts,  where  it  was  customary  for 
suitably  qualified  or  experienced  doctors  to  combine  general  practice  with  the 
practice  of  a specialty  in  the  local  hospital.  A number  of  these  have  subsequently 
given  up  general  practice  and  are  now  engaged  solely  in  their  specialty. 

^ cfrcSL^  HBal50/96iCal  0®Cer3  aPPointed  following  the  adoption  of  the 

141.  Categories  (a)  and  (A)  therefore  consist  of  those  practitioners  who  were  given  the 
Phonal  grading  of  Senior  Hospital  Medical  Officer  on  their  individual  |SSiom 
and  experience,  but  it  does  not  follow  that  the  posts  they  hold  are  necessarily  of  Senior 
Itospital  Medical  Officer  status.  Indeed,  of  2,000  S^riSSM  Ofe” 
graded  as  such  in  the  early  days  of  the  Service  some  680  held  appointments  in  specialties 

rednf  they  wd/be^renift^H^h1* 

Ho^i  al  ■ y cons^.tants/  Inevitably  some  of  the  other  graded  Senior 

nost?  whi!*  where  the  grade  is  permitted,  are  also  occupying 

posts  which  would  more  appropriately  be  filled  by  consultants.  Py  B 

.1,  originally  graded  as  Senior  Hospital  Medical  Officers  felt  that 

they  had  been  unjustly  treated  and  should  have  been  placid  in “he grad^ 

M°™fficersmhagveteg  “tedly  made,  a'nd  a 

Mettical  Officers  have  been  upgraded  as  a result  of  further  grading  reviews 

of  theirS^n°fithe  aeQior  H,°Spital  MedicaI  °fficers  who  are  in  the  grade  on  the  basis 

t0r,be  occuPyin«  consultant  posts  or  to  be  working 
r„_r.t,,:ioand  ^dependent  authority.  Committee  B of  the  Medical  Whitley  Council  has 

riew  to eS ?h“lertake  ua  review  °frSuch  Senior  Hospital  MeS  OfficerTwlth  I 
paid  StoSffi satisfactorily  discharging  consultant  duties  shall  be 

consultants  Hospital  Medical  Officers  instead  of 

of  the  Senior  reasons,for  the  defined  limited  field 

future  be  strictly  coined  to  certain  « I^ospital  Mjdical  Officer  grade  should  in 

and  apart  from  these  exceptions  there  dinnlri  Kp  narrow  of. limited  responsibility, 
service  other  than  that  of  the  consultant  d b n°  grade  m the  hosPital  clinical 
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145.  The  Senior  Hospital  Medical  Officer  enjoys  the  same  security  of  tenure  in  his 
appointment  as  the  consultant,  but  though  a senior  permanent  grade,  it  is  felt  that  it 
carries  an  unwarranted  stigma  of  professional  inferiority  and  there  is  throughout  the 
grade  great  dissatisfaction  regarding  status,  prospects,  and  remuneration. 

146.  The  Senior  Hospital  Medical  Officer  circular  does  not  operate  in  Scotland,  and 
in  that  country  there  are  no  hard  and  fast  rules  governing  the  appointment  of  Senior 
Hospital  Medical  Officers.  This  has  led  to  some  criticism  by  the  profession  in  Scotland 
that  Senior  Hospital  Medical  Officers  have  been  appointed  in  place  of  consultants. 

(4)  Junior  Hospital  Medical  Officers 

147.  The  Junior  Hospital  Medical  Officer  grade  was  created  chiefly  for  practitioners 
employed  in  mental  hospitals,  tuberculosis  and  infectious  diseases  sanatoria,  and  who 
exercise  junior  functions  under  supervision.  Originally  a permanent  grade,  it  has 
recently  been  used,  in  agreement  with  the  Ministry,  for  short-term  appointments  of  up 
to  four  years’  tenure.  There  are  less  than  500  doctors  in  this  grade,  which  should 
disappear  if  satisfactory  agreement  can  be  reached  on  hospital  medical  staffing. 

(5)  Senior  Casualty  Officers 

148.  In  some  hospitals  where  it  has  been  found  desirable  to  appoint  a Casualty  Officer 
with  rather  more  experience  than  the  type  of  doctor  usually  appointed,  a senior  Casualty 
Officer  may  be  appointed  at  a salary  within  the  salary  range  of  the  Senior  Hospital 
Medical  Officer.  The  appointment  is  a temporary  one  for  a period  not  exceeding  four 
years.  The  type  of  candidate  usually  appointed  to  such  a post  is  a senior  registrar  in 
general  or  orthopaedic  surgery  who  has  completed  his  training  and  is  waiting  for  an 
opportunity  to  obtain  a consultant  post. 

(6)  Senior  Registrars 

149.  The  Senior  Registrar  grade  is  the  training  grade  for  the  future  consultant. 
Appointments  in  the  grade  are  essentially  of  limited  duration  as  the  senior  registrar  is 
being  trained  and  is  training  himself  for  a consultant  post.  The  normal  tenure  of  a 
senior  registrar  post  is  four  years,  subject  .to  annual  review. 

150.  The  Senior  Registrar  occupies  a responsible  position.  He  may  well  have  held 
five  or  six  years  of  postgraduate  hospital  appointments  before  becoming  a Senior 
Registrar,  and  gains  his  appointment  in  open  competition.  He  commonly  holds  the 
academic  qualifications  of  a consultant,  and  in  common  with  the  consultant  his  duties 
often  include  the  teaching  of  medical  students. 

151.  The  problems  of  this  grade  have  been  considerably  increased  with  the  National 
Health  Service.  In  the  beginning  of  the  Service  members  of  the  grade  multiplied  out  of 
proportion  to  the  clinical  or  training  requirements.  Large  numbers  of  young  men 
coming  out  of  the  Forces  after  the  war  availed  themselves  of  the  opportunity  of  coming 
back  to  spend  a period  of  time  in  hospital  under  the  post-graduate  further  education 
scheme.  During  this  time  they  read  for  and  obtained  higher  qualifications;  at  the  same 
time  they  did  a useful  job  of  work  in  the  hospital  service.  Their  value  in  this  respect 
was  quickly  recognized  and  the  service  of  these  same  men  was  retained  by  making  them 
Senior  Registrars  or  Registrars.  Many  of  these  posts  became  a permanent  part  of  the 
hospital  establishment  after  their  original  holders  had  left  them.  There  have  thus  been 
so-called  training  posts  far  in  excess  of  the  prospective  numbers  of  consultant  vacancies. 
It  was  hoped  in  the  expansionist  mood  of  the  immediate  post-war  years  that  the  consultant 
establishment  would  enlarge  correspondingly  and  that  there  would  be  a consultant  career 
for  a high  percentage  of  these  men. 

152.  This  hope  has  not  been  realized  in  practice.  Despite  the  expansion  which  has 
taken  place  in  the  consultant  service,  there  are  now  large  numbers  of  fully  trained  Senior 
Registrars  in  the  major  specialties  with  little  prospects  of  becoming  consultants  in  the 
National  Health  Service.  Some  of  these  men  are  being  held  in  what  are  known  as 
“ transitional  ” posts. 

153.  It  is  necessary  that  in  the  future  the  numbers  of  senior  registrars  shall  be  closely 
related  to  estimated  consultant  vacancies. 

154.  There  has  been  considerable  abuse  of  this  grade  since  the  Service  began, 
particularly  in  general  medicine  and  general  surgery,  which  are  the  basic  clinical  grades 
and  attract  most  of  the  ablest  men  who  desire  to  become  consultants.  A large  number 
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of  Senior  Registrars  have  been  carrying  consultant  responsibilities  without  supervision’ 
and  the  establishment  of  consultant  physicians  and  surgeons  has  not  been  increased  to 
meet  all  hospital  requirements. 

155.  The  appointment  of  more  consultant  physicians  and  surgeons  and  a corresponding 
reduction  in  the  numbers  of  senior  registrars  is  very  much  overdue.  In  this  alteration 
of  ratio  lies  the  solution  to  the  career  problem,  and  the  net  financial  cost,  if  this  is  done 
with  efficiency,  should  not  be  very  great. 

(7)  Registrars 

156.  The  registrar,  as  distinct  from  the  senior  registrar,  holds  office  for  a period  of 
two  years,  but  hospital  authorities  have  a right  to  re-appoint  him  for  successive  periods 
of  two  years  if  they  wish  in  the  same  or  in  another  specialty.  The  numbers  are  not 
restricted,  and,  although  probably  most  registrars  have,  as  their  ambition,  an  eventual 
consultant  career,  it  is  only  a proportion  of  them  that  succeed  in  gaining  promotion  in 
the  hospital  service.  The  same  problems  that  affect  senior  registrars  to  a considerable 
extent  affect  the  registrar  also.  If  he  holds  a post  for  two  periods  of  two  years,  or  even 
more  (some  registrars  have  held  appointments  in  the  grade  for  six  or  seven  years),  he  is 
usually  in  possession  of  higher  medical  or  surgical  qualifications  and  in  some  instances 
may  even  be  doing  work  that  should  be  done  by  a consultant.  He  is  the  victim,  therefore, 
of  problems  similar  to  those  of  his  more  senior  colleague,  the  senior  registrar.  Moreover, 
when  Hospital  Boards  reduced  the  number  of  senior  registrars  on  the  instructions  of  the 
Ministry  in  1951-52,  the  number  of  registrars  increased.  This  has  tended  to  aggravate 
the  promotion  problem.  The  number  of  applications  for  registrar  appointments  is 
gravely  falling  off.  The  duties  of  the  registrar  may  include  the  teaching  of  medical 
students.  Like  the  House  Officer  (see  below)  he  is  often  resident,  and  his  hours  of  duty 
are  long  and  onerous. 

(8)  House  Officers 

157.  The  grade  of  House  Officer  has  been  long  established  in  hospitals  in  this  country. 
The  House  Officer  has,  in  the  past,  been  paid  little,  as  his  post  has  been  looked  upon 
essentially  as  an  educational  appointment  preparatory  for  any  branch  of  medicine.  The 
majority  of  men  holding  house  posts  do  not  continue  in  the  hospital  service,  but  the 
holding  of  such  posts  is  desirable  in  whatever  branch  of  the  medical  profession  the 
practitioner  proposes  to  make  his  career.  The  newly  qualified  doctor  must  hold  two 
house  appointments  before  he  can  be  fully  registered  as  a medical  practitioner.  There- 
after further  house  posts  may  and  are  invariably  held  by  the  fully  registered  medical 
practitioner. 

158.  Circumstances  to-day  have  altered  also  in  other  ways.  A percentage  of  House 
Officers  now  are  married  and  have  families.  Apart  from  house  appointments  being 
preparatory  posts,  the  changes  in  medicine  and  surgery  have  made  it  necessary  that  there 
should  be  increasing  numbers  of  House  Officers  to  deal  with  the  essential  work  of  a 
modem  hospital.  Being  a resident  doctor  he  is  on  call  for  emergencies  at  all  hours  of  the 
day  or  night,  and  commonly  works  for  long  hours.  Hospitals  could  not  function  without 
him.  With  the  high  cost  of  living  of  to-day  it  is  therefore  essential  that  he  should  receive 
an  adequate  income. 

159.  The  House  Officer  (or  Senior  House  Officer)  should  not  to-day  be  paid  as  a 
postgraduate  student.  He  has  already  completed  six  years  as  a medical  student  and  his 
duties  are  of  a responsible  nature,  including  the  completion  of  statutory  certificates  and 
attendance  at  court.  Certainly  in  any  post-registration  house  appointments  that  he  holds 
he  should  be  paid  a fair  income  for  the  actual  work  that  he  does. 

(9)  University  Whole-time  Teaching  Staff  and  Research  Workers 

160.  It  is  estimated  that  there  are  approximately  2,000  medical  teachers  and  research 
workers  (including  professors)  in  the  following  categories : 

(a)  those  who  instruct  medical  and  dental  students  in  the  basic  scientific  subjects 
and  have  no  clinical  commitments; 

( b ) those  who  instruct  medical  students  in  their  clinical  years  and  who  also  carry  out 
duties,  with  or  without  an  honorary  contract,  in  the  National  Health  Service 
hospital  service; 

(c)  research  and  laboratory  workers  with  no  teaching  commitments,  many  of  whom 
are  employed  by  the  Medical  Research  Council — this  group  includes  some  of 
the  staff  of  the  Public  Health  Laboratory  Service. 
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161.  Many  medical  teachers,  particularly  those  in  category  (b)  abo\e,  also  carry  out 
duties  within  the  National  Health  Service  which  are  identical  with  those  of  their  National 
Health  Service  colleagues. 

162.  The  work  of  medical  teachers  and  research  workers  determines  the  present  and 
the  future  of  medical  practice  and  research  in  this  country.  It  is  essential,  therefore,  that 
recruitment  and  standards  should  be  maintained,  if  not  improved. 

163.  The  remuneration  of  these  doctors  is  largely  related  to  that  of  university  staff  as 
a whole  and  is  based  on  scales  recommended  by  the  University  Grants  Committee. 

164.  The  University  Grants  Committee  is  believed  to  have  taken  into  consideration 
National  Health  Service  rates  of  pay,  but  parity  has  not  been  achieved  at  any  level. 

165.  In  many  areas  certain  of  the  services  of  special  departments  (particularly 
pathology)  are  the  responsibility  of  university  staff  with  honorary  contracts  in  the  National 
Health  Service.  The  effect  of  their  being  remunerated  at  a lower  level  than  that  of 
National  Health  Service  colleagues  is  that  the  teaching  hospitals  for  which  the  work  is 
carried  out  are  obtaining  the  services  of  consultants  and  assistants  at  very  much  cheaper 
rates  than  obtain  in  other  hospitals.  This  is  at  the  expense  of  the  university  personnel 
employed. 

(C)  General  Practice 
(1)  The  Scope  and  Arduous  Nature  of  General  Practice 

166.  The  nature  of  the  general  practitioner’s  calling  is  such  that  it  is  wellnigh 
impossible  simply  by  referring  to  certain  tasks  and  responsibilities  to  define  the  precise 
extent  of  his  duties.  He  is  in  fact  responsible  for  the  overall  medical  care  of  his  patients 
at  all  times  of  the  day  and  night,  and  irrespective  of  age  and  weather  conditions  is  liable 
to  be  called  upon  to  meet  any  contingency  which  may  arise  in  the  area  of  his  practice. 
Whilst  it  is  true  that  a general  practitioner  has  the  facilities  of  the  hospital  service  behind 
him,  and  domiciliary  consultations  are  available  under  the  National  Health  Service,  the 
fact  that  a consultant  opinion  is  sought  in  no  way  implies  that  the  care  of  the  patient 
is  no  longer  the  responsibility  of  the  general  practitioner.  Indeed,  in  an  emergency  the 
general  practitioner  must  be  able  to  cope  with  a serious  case  under  adverse  conditions, 
and  the  skill  and  care  which  he  then  extends  may  make  all  the  difference  to  the  patient’s 
chances  even  if  subsequently  transferred  to  the  hospital  service. 

167.  The  general  practitioner  bears  a heavy  burden  of  responsibility,  for,  unlike 
members  of  other  professions,  he  must  be  on  call  for  twenty-four  hours  a day  and  is 
responsible  for  making  his  own  deputizing  arrangements  on  the  infrequent  occasions 
when  he  is  able  to  escape  from  his  practice.  This  continuing  responsibility  which  the 
general  practitioner  accepts  as  part  of  his  calling  is  in  sharp  contrast  with  the  general 
tendency  in  other  walks  of  life,  e.g.,  the  Civil  Service,  where  following  the  report  of  the 
Priestly  Commission  a five-day  week  was  recently  introduced  and  taken  into  account  in 
fixing  salary  scales.  The  extension  of  automation,  which  can  have  little  effect  on  the 
general  practitioner’s  work,  will  accelerate  this  tendency  for  a shorter  working  week  in 
the  future.  This  illustrates  and  reinforces  the  Council’s  view  that  it  is  wellnigh  impossible 
to  draw  any  effective  comparison  between  one  profession  and  another. 

168.  The  general  practitioner  is  assumed  to  be  at  all  times  fit  and  mentally  alert,  for  the 
patient  not  unnaturally  expects  his  doctor  to  be  able  to  deal  effectively  and  promptly  with 
any  one  of  the  many  serious  emergencies  which  may  arise  at  any  time  of  the  day  or  night 
even  though  the  doctor  may  be  at  the  point  of  exhaustion  following  a prolonged  spell 
of  duty. 

169.  The  very  nature  of  a general  practitioner’s  work  makes  him  liable  to  spells  of 
severe  physical  and  mental  exhaustion,  even  though  it  so  often  happens  that  he  is  called 
upon  to  make  a decision — on  which  the  patient’s  life  may  depend — at  a time  when  both 
these  factors  may  operate.  Such  decisions  are  frequently  made  when  no  outside  opinion 
or  help  is  possible,  and,  although  all  this  is  accepted  as  an  essential  facet  of  his  vocation, 
it  places  a heavy  strain  on  the  general  practitioner  which  has  no  parallel  in  other 
professions. 

170.  In  addition,  the  general  practitioner’s  working  life  must  be  viewed  against  the 
risk  of  litigation  or  complaints  by  patients  not  only  of  his  professional  skill  but  of  any 
apparent  discourtesy,  however  provoking  the  circumstances  may  be. 
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171.  Any  patient  may  make  a complaint  about  the  general  practitioner,  however  trivial 
and  the  d°etor  may  m consequence  be  called  before  a Medical  Service  Committee  to 
justify  his  action.  The  disciplinary  machinery  necessary  in  a publicly  organized  service 
ot  the  present  kind  is  additional  to  the  powers  exercised  by  the  General  Medical  Council 
over  the  whole  profession. 

172.  In  addition  to  the  high  educational  standards  which  are  required,  the  general 
practitioner  must  possess  certain  personal  qualities  if  he  is  to  be  a family  doctor  in  the 
true  sense  of  the  words.  The  general  practitioner’s  intimate  relationship  with  those  he 
grves  leads  to  his  assumption  of  the  role  of  guide,  philosopher,  and  friend  to  his  patients 
He  must  be  a good  mixer,  one  who  is  equally  at  home  with  all  classes  of  society  and  aii 
mdimdual  who  has  the  full  confidence  of  his  patients.  Above  all  he  must  be  a profound 
Mident  of  human  nature  and  possess  immense  reserves  of  mental  and  physical  stamina 
He  has  very  limited  time  for  recreation  and  leisure,  since  the  calls  on  his  service  are 
continuous  and  exacting  and  little  dependence  can  be  placed  upon  him  for  social  or 
family  engagements. 

173.  The  doctor’s  wife  and  family  inescapably  share  the  strain  of  general  practice 

Many  doctors  houses  are  large  and  old  and  not  easily  adaptable  to  present-day  conditions 
when  domestic  help  is  virtually  unobtainable.  In  other  walks  of  life  the  situation  would 
be  met  by  moving  to  a smaller,  more  easily  and  cheaply  run  house,  but  a doctor  is  tied 
to  the  area  of  his  practice,  so  this  is  often  impossible.  Meals  are  irregular  and  must  be 
taken  at  times  to  meet  the  needs  of  the  practice  and  not  the  convenience  of  the  family. 
For  example,  general  practitioners  hold  an  evening  surgery  for  the  benefit  of  those  at  work’ 
Ibis  may  finish  at  a late  hour  and  be  followed  by  visits  to  patients,  requests  for  which 
have  come  in  late  m the  day.  This  often  means  that  meals  must  be  duplicated.  At  night 
emergency  calls  are  disturbing  to  those  living  in  a doctor’s  house  as  well  as  to  the  doctor 
fir ' ‘lu1USt  refPoa<^to  Domestic  duties  must  be  undertaken  amidst  a succession  of 

a0IJh  °als  Patients  railing  at  the  house  both  in  and  out  of  normal  surgery  hours 
fcdeed,  the  doctor  s family  provides  for  the  National  Health  Service  a formidable  ancillary 

S°™r  indication  of  the  effects  of  the  doctor’s  arduous  life  and  heavy  responsibilities 
can  be  obtained  from  the  Registrar  General’s  analysis  of  occupational  mortality  rates 
in  successive  age  groups  at  the  1931  population  census  date. 

175.  The  available  information  for  males  in  England  and  Wales  is  as  follows: 

Death  Rates  from  All  Causes 


Age  Group 

25- 

35- 

45- 

55- 

65- 

70- 

75- 

1931 

Doctors 

All  Professional  Men  . . . 

92 

83 

94 

79 

108 

88 

111 

95 

103 

98 

95 

93 

103 

96 

o 1 oujjpicmcm,  ram  na,  occupational  Mortality,  pn.  217,  256 
Physicians,  Surgeons,  Registered  General  Practitioners. 

All  Professional  Men:  Social  Class  I. 

It  must  be  noted  that,  in  each  age  group,  the  death  rate  for  doctors  or  professional  men 
is  expressed  as  a percentage  of  the  death  rate  for  all  males.  For  example  in  1931  the 
a”?ons  doctors  aged  55-65  was  11  per  cent  higher  than  the  death  rate  among 
all  males  in  the  same  age  group,  and  16  per  cent  higher  than  the  rate  for  all  professional 
men  oi  tne  age  group. 

176.  The  Council  had  hoped  that  the  results  of  the  next  survey  based  on  the  1951 

?ensus  d^aiw.0Pld  ?ow  be  available,  but  unfortunately  this  latest  analysis 
has  not  yet  been  published  by  the  Registrar  General.  y 

„ 17 vi  °MthN-ei!idellCe  °J  the„1931  data,  however,  death  rates  among  doctors  were 
considerably  higher than Uor  all  professional  men  at  all  ages— and  in  die  critical  age 
groups  from  45  to  70  higher  also  than  the  average  for  all  men  8 
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178.  It  is  also  of  interest  to  note  the  results  of  an  investigation  carried  out  in  1952  into 
coronary  heart  disease  in  medical  practitioners.*  Here  again,  as  the  following  table 
shows,  the  incidence  of  the  disease  fell  most  heavily  upon  those  in  general  practice: 

Incidence  of  Coronary  Heart  Disease 
Standardized  Rate  per  1,000  Men  Aged  40-59 


General  Practitioners 

...  7-1 

Other  doctors  

...  3-3 

Miscellaneous,  non-medical  group 

...  2-5 

(2)  Overall  Responsibility  for  the  Medical  Care  of  the  Population* 

179.  The  Council  must  also  refer  to  another  of  the  major  principles  accepted  by  both 
the  profession  and  the  Government,  namely,  the  recognition  of  the  overall  responsibility 
of  the  profession  for  the  medical  care  of  the  population  as  a whole. 

180.  Not  only  is  the  general  practitioner  in  the  Health  Service  responsible  for  patients 
on  his  own  National  Health  Service  list,  but  he  is  also  liable  to  treat  any  person  who 
happens  to  be  in  his  area.  Again,  he  may  be  summoned  to  any  emergency — even  where 
the  patient  is  not  normally  a National  Health  Service  patient.  He  may  even  have 
patients  arbitrarily  allocated  to  him  by  the  Executive  Council.  His  responsibility  for 
general  medical  services  is  thus  both  unlimited  and  continuous. 

181.  In  every  other  walk  of  life  the  professional  man’s  responsibilities  are  limited  by 
the  individual  arrangements  which  he  makes  with  members  of  the  public.  No  solicitor 
or  accountant,  for  example,  is  under  any  obligation  to  provide  professional  services 
without  limitation  to  any  member  of  the  public  who  cares  to  call  upon  him.  In  the 
case  of  National  Health  Service  general  practice  any  failure  on  the  part  of  the  doctor  to 
answer  a call  for  assistance  from  any  person,  whether  on  his  list  or  not,  can  lead  to  a 
complaint  by  a patient  and  an  investigation  by  a Medical  Service  Committee. 

182.  Similarly  with  off-duty  time  and  holidays  the  general  practitioner  remains  at  all 
times  personally  responsible  for  the  medical  care  of  his  patients.  He  must  provide  a 
deputy  whenever  he  is  absent,  and  even  then  he  must  accept  responsibility  for  anything 
that  may  happen  during  his  absence. 

183.  The  principle  of  collective  responsibility,  inescapable  in  a publicly  organized 
service,  plays  no  part  in  the  life  of  other  professions,  who  are  under  no  obligation  to 
provide  continuous  cover. 

184.  There  can  be  no  doubt  that  this  principle  of  collective  responsibility  was  accepted 
by  the  Government,  and  the  following  extract  from  the  Minister’s  Case  to  Mr.  Justice 
Danckwerts  sets  out  their  policy  on  the  matter : 

“ 43.  In  negotiations  between  the  Parties,  preparatory  to  the  coming  into  force  of 
the  National  Health  Service,  it  was  agreed  with  the  British  Medical  Association  that 
the  profession  would  accept  collective  responsibility  for  all  the  civilian  population 
taking  advantage  of  the  General  Medical  Services  and  that  there  should  be  a Central 
Pool  to  provide  for  the  remuneration  of  general  practitioners  providing  General 
- Medical  Services.” 

It  will  be  seen  that  the  acceptance  of  this  principle  led,  with  the  agreement  of  the  profession, 
to  the  Pool  method  of  payment.  Under  this  method  general  practitioners  as  a body  are 
entitled  to  an  agreed  global  sum  of  money  corresponding  to  the  Spens  recommendations 
as  interpreted  by  the  Danckwerts  Award  for  accepting  overall  responsibility.  In  the 
Council’s  view  this  method  represents  the  only  practical  way  of  remunerating  a profession 
which  accepts  an  overriding  responsibility  shared  by  agreement  between  its  own  members. 
The  Council  is  certain  that  the  retention  of  this  method  of  payment  is  essential  and 
maintains  that  any  question  of  distribution  of  the  global  sum  between  individual  members 
of  the  profession  should  rest  with  the  profession  in  consultation  and  agreement  with  the 
Ministry  of  Health. 

185.  The  global  sum  referred  to  in  paragraph  184  above  represents  total  general 
practitioner  remuneration  from  all  sources,  i.e.,  not  only  general  practice  in  the  National 
Health  Service  but  maternity  services,  hospital  and  public  health  appointments,  medical 

* Coronary  Heart  Disease  in  Medical  Practitioners — British  Medical  Journal,  March  8, 1952. 
30796  A 10 
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boards,  superannuation  contributions,  and  private  practice,  etc.  (By  way  of  illustration 
a detailed  computation  of  the  Pool  for  the  years  1953-54  and  1954-55  is  set  out  in 
Appendix  XL)  The  Ministry’s  contribution  for  General  Medical  Services,  known  as 
the  Central  Pool , is  arrived  at  by  deducting  from  the  global  sum  the  aggregate  income 
earned  from  all  other  sources  (including  private  practice).  To  the  extent  that  such 
income  may  increase  or  decrease,  the  size  of  the  Central  Pool  varies.  Thus  the  global 
sum  is  the  maximum  overall  income  and,  whilst  other  professions  can  supplement  their 
income  by  undertaking  additional  work,  this  cannot  happen  in  general  practice,  where 
additional  income  is  merely  deducted  from  the  amount  which  the  Ministry  pays  into  the 
Central  Pool.  It  is  therefore  vital  to  the  profession  that  the  global  sum  is  adequate  for 
its  purpose. 

186.  For  all  these  reasons  the  Council  wishes  to  record  its  firm  conviction  that  any 
departure  from  the  Pool  method  of  payment  would  be  a breach  of  the  undertaking  given 
by  the  Government  to  the  profession  when  it  entered  the  Service. 


(3)  Financial  Incentives  in  General  Practice 

187.  In  this  memorandum,  the  Council  has  as  yet  made  no  mention  of  the  vital  need 
for  re-establishing  suitable  incentives  in  general  practice.  Such  a need  in  general  practice, 
as  in  other  fields  and  professions,  was  clearly  recognized  by  the  Spens  Committee,  who 
in  their  recommendations  stated  that  in  a small  proportion  of  cases  it  should  be  possible 
for  general  practitioners  to  obtain  net  incomes  of  at  least  £2,500  per  annum  in  terms  of 
1939  values  of  money.  Translated  into  present-day  money  values,  such  a level 
(approximately  £6,250)  is  now  unobtainable  in  relation  to  the  size  of  the  Central  Pool 
and  the  maximum  permitted  list  of  3,500  patients  allowed  in  general  practice.  In  fact, 
the  maximum  net  income  from  capitation  fees  and  loadings  on  a list  of  this  size,  even 
allowing  8 per  cent  for  the  distribution  of  the  balance  of  the  Central  Pool  each  year, 
only  approximates  to  the  level  recommended  in  terms  of  1939  values  of  money.  It  is 
possible  if  partnership  terms  advantageous  to  the  senior  partner(s)  can  be  made  for  this 
level  to  be  exceeded,  but  even  this  can  only  be  effective  for  a limited  time,  for  the  terms 
of  partnership  agreements  are  governed  to  no  small  extent  by  the  National  Health  Service 
Acts. 

188.  There  can  be  a similar  temporary  financial  advantage  in  certain  cases  where  an 
assistant  is  employed.  This  also  is  limited  by  a number  of  factors.  Assistantship 
arrangements  are  now  subject  to  stringent  reviews  by  Executive  Councils.  The  average 
e*tra  c°st t0  a doctor  who  employs  an  assistant  is  such  that  only  in  the  upper  range  of 
the  additional  list  of  patients  allowed  in  respect  of  the  employment  of  an  assistant  can 
he  hope  to  derive  any  financial  advantage. 

189.  In  fact,  in  nearly  all  cases,  both  when  taking  an  assistant  and  in  the  initial  stages 
ot  a partnership,  the  principal  suffers  a financial  loss  which  cannot  be  offset  as  in  the  days 
before  the  National  Health  Service,  when  the  incoming  practitioner  purchased  his  share 
of  the  practice.  Furthermore,  unless  the  practice  is  capable  of  steady  expansion  this 
leeway  can  never  be  made  up.  The  fact  is  that  the  level  indicated  by  the  Spens 
Committee  as  providing  a suitable  incentive  is  entirely  absent  from  the  present  financial 
arrangements.  It  is  true  that  substantial  additional  remuneration  over  and  above  the 
total  capitation  fees  and  loadings  is  paid  out  from  the  Pool,  but  it  would  be  quite  wrong 
to  assume  that  these  are  distributed  anything  like  proportionately  to  earnings  from 
capitation  fees.  Indeed,  the  Council  holds  the  view  that  a general  practitioner  with  a 
maximum  list  is  less  likely  either  to  practise  in  an  area  where  the  opportunity  for  other 
medical  work  exists  or  to  find  time  for  other  professional  activities  which  would  bring 
nun  m a return  anything  like  proportionate  to  his  remuneration  from  capitation  fees  and 


190.  Again,  it  must  be  emphasized  that  if  general  practitioners  as  a group  earned 
more  outside  their  general  practice,  e.g.,  for  work  in  hospitals,  which  has  increased  and 
is  increasing,  then  the  operation  of  the  Central  Pool  sees  to  it  that  they  get  less  for  their 
general  practice;  the  net  average  is  maintained. 

191.  The  present  average  earnings  of  £2,222  includes  both  the  superannuation  contri- 
or  about°£160)^°Ct°r  1“mseIf  (6  per  Cent’  0r  £120)  and  that  of  the  Exchequer  (8  per  cent 
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192.  There  are  therefore  three  average  net  earnings  figures  to  be  borne  in  mind;  the 
full  £2,222,  a figure  of  about  £2,060  excluding  Exchequer  superannuation  contributions, 
and  one  of  about  £1,940  excluding  superannuation  provisions  altogether. 

(4)  The  Changing  Pattern  of  General  Practice 

193.  Not  only  has  the  quantity  of  work  increased  since  the  inception  of  the  National 
Health  Service — perhaps  this  was  to  be  expected — but  the  qualitative  element  has  changed 
with  the  advances  of  medical  science.  On  the  first  issue  it  is  not  easy  to  estimate  the 
effect  of  the  National  Health  Service  on  the  volume  of  service  required  of  the  family 
doctor,  and  no  accurate  or  specific  figures  are  available.  It  is,  however,  common  know- 
ledge that  the  waiting  time  in  doctor’s  surgeries  is  increasing,  and  it  is  the  general 
experience  of  practitioners  that  the  demand  on  their  services  has  increased  since  the 
inception  of  the  Service. 

194.  The  root  causes  are  not  difficult  to  find.  Many  illnesses  formerly  requiring 
admission  to  hospital  are  now  treated  successfully  by  the  general  practitioner  in  the  home 
The  increasing  longevity  of  the  population  generally  has  likewise  led  to  greater  demands 
upon  the  general  practitioner’s  time.  Many  diseases  have  lost  their  fatal  effect  as  a 
result  of  modem  therapeutic  measures,  but  the  patients  nevertheless  often  need  con- 
tinuing and  careful  treatment.  Again,  the  increasing  tendency  to  early  ambulation  after 
operation  adds  to  the  general  practitioner’s  responsibilities  and  work.  Modem  diagnostic 
procedures  in  the  surgery  are  similarly  more  time  consuming.  It  can  fairly  be  said  that 
the  public  has  come  more  and  more  to  rely  on  the  doctor  for  every  aberration  from  the 
normal  and  is  increasingly  seeking  advice  for  the  preservation  of  normal  health  and  for 
the  prevention  of  illness.  The  introduction  of  a “ free  ” health  service  has  naturally 
increased  the  calls  upon  the  general  practitioner.  There  has,  for  instance,  been  a marked 
rise  in  the  number  of  late  calls,  and  undoubtedly  there  is  a section  of  the  public, 
admittedly  small,  who  make  unnecessary  calls  upon  the  doctor’s  time. 

195.  As  far  as  the  qualitative  element  is  concerned,  the  field  of  psycho-neurosis 
provides  an  excellent  illustration  of  present-day  trends.  Perhaps  in  recent  years  there 
has  been  no  section  of  medicine  which  has  called  for  so  much  time  and  care  as  that  of  the 
mentally  sick.  There  is  no  doubt  that  the  intense  pressure  of  modem  life,  its  speed  of 
movement  and  action,  completely  altered  social  standards  and  many  other  factors  have 
affected  large  sections  of  the  public.  The  general  practitioner  is  frequently  consulted 
by  persons  who  break  down  under  stress  and  quite  often  attend  the  surgery  with  ill-defined 
symptoms  simulating  organic  disease  but  which  are.  really  based  on  concealed  fears. 
To-day  this  type  of  patient  requires  much  more  time  and  painstaking  examination  than 
ever  before.  Not  only  does  he  require  sympathy  and  reassurance,  but  he  is  only  too 
well  aware  of  the  wide  field  of  costly  investigation  available  at  hospital  and  often  is  not 
satisfied  until  many  of  these  tests  have  been  undertaken  and  proved  negative.  The 
general  practitioner  has  a difficult  and  time-consuming  task  in  separating  the  organic 
from  the  psycho-neurotic.  Demands  for  “ stimulants,”  the  fight  against  depression  and 
insomnia,  the  craze  for  slimming,  and,  more  recently,  “ tranquillizers,”  are  examples  of 
the  type  of  new  problems  which  are  facing  the  doctor  to-day.  All  told,  society  expects 
much  from  the  family  doctor  and  makes  many  demands  upon  him  which  must  be  met 

' if  he  is  to  fulfil  his  proper  place  in  society.  He  in  turn  has  a right  to  expect  security  and 
a feeling  of  confidence  in  his  “ employers  ”. 

(5)  Postgraduate  Education 

196.  The  administration  of  new  dmgs  and  forms  of  treatment  have  completely 
changed  the  course  of  many  diseases.  Medical  science  is  never  static,  and  a general 
practitioner  must  at  all  times  keep  himself  abreast  of  advances  in  pharmacology  and 
therapeutics,  where  new  remedies  are  constantly  under  trial  and  review.  It  is  necessary 
for  a doctor  to  read  widely  medical  journals  and  new  text-books,  to  attend  meetings  and 
clinical  demonstrations,  and,  whenever  possible,  to  take  post-graduate  courses. 

197.  It  cannot  be  sufficiently  emphasized  that  the  general  practitioner  is  the  first 
barrier  against  disease,  and  it  is  only  by  his  intimate  knowledge  of  the  patient’s  medical 
history  and  social  environment  that  he  is  able  to  make  a considered  diagnosis,  and  by  his 
constant  application  to  post-graduate  study  to  make  the  latest  advances  in  medical  research 
and  treatment  available  to  his  patients. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


240 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


198.  Post-graduate  study  has  become  an  inescapable  part  of  a doctor’s  life  and  was 
recognized  by  the  Spens  Committee  as  an  important  factor  -in  assessing  the  general 
practitioner’s  remuneration. 

(6)  ComparatiYe  Lack  of  Mobility  in  the  Profession 

199.  Members  of  other  professions  are  free  to  practise  wherever  they  wish.  The 
medical  profession  accepted  in  the  interests  of  the  nation  that  there  should  be  some 
restriction  on  the  movement  of  doctors  in  the  National  Health  Service  in  order  that  the 
existing  medical  personnel  should  be  spread  evenly  to  meet  the  needs  of  the  various 
parts  of  the  country.  This  means  that  a general  practitioner  has  a restricted  choice 
so  far  as  the  area  of  his  practice  and  residence  are  concerned.  Similarly,  it  is  extremely 
difficult  for  an  established  practitioner  to  change  his  area  of  practice  or  his  residence. 

200.  Indeed,  the  opportunities  are  almost  negligible,  for,  in  spite  of  efforts  made 
by  the  profession,  the  Medical  Practices  Committee,  and  the  Ministry  to  facilitate  the 
exchange  of  practices,  the  actual  number  of  exchanges  which  have  come  to  fruition 
since  the  Service  began  some  nine  years  ago  is  only  twenty-three  in  England  and  Wales. 

201.  Another  major  factor  which  has  given  rise  to  the  profession’s  immobility  has 
been  the  prohibition  of  the  right  to  buy  and  sell  the  goodwill  of  medical  practices. 
Before  1948,  a general  practitioner  who  through  ill  health  or  because  of  illness  in  his 
family  or  who  in  later  years  wished  to  exchange  the  heat  and  burden  of  a busy,  industrial 
practice  for  lighter  work  in  a more  desirable  area  could  realize  the  value  of  his  goodwill 
and  achieve  his  objective  by  outright  purchase  of  a smaller  practice.  The  prohibition  on 
the  sale  of  goodwill  means  that  such  a situation  is  impossible  to-day. 

202.  The  Government’s  decision  to  abolish  the  purchase  and  sale  of  practices  has 
led  to  a serious  and  understandable  grievance  amongst  older  practitioners.  A prac- 
titioner before  the  National  Health  Service  Act  received  for  his  practice  when  he  sold 
a share  of  the  whole  a capital  tax-free  sum.  A successful  industrious  practitioner  would 
substantially  increase  the  value  of  the  goodwill.  The  Government  compensated  those 
doctors  when  they  abolished  this  right  by  compensating  at  the  1946  value  of  those 
practices.  This  sum  was  payable  (save  in  exceptional  cases)  only  when  a doctor  retired 
from  the  National  Health  Service.  This  frozen  money  has  now  depreciated.  Its  present 
value  is  only  61  ■ 3 per  cent  of  its  value  in  1946. 

203.  Finally,  it  must  be  pointed  out  that  a doctor  by  the  very  nature  of  his  training 
is  unable  to  find  employment  in  any  other  field.  There  are  few,  if  any,  opportunities 
open  to  doctors  outside  medicine.  This  is  in  contrast  to  other  professions,  where 
opportunities  for  changing  from  professional  to  executive  work — particularly  in  industry 
— are  quite  common. 


V.  SUMMARY 

204.  It  will  be  seen  that  this  preliminary  memorandum  of  evidence  falls  into  three 
main  sections,  first,  the  Council’s  view  of  the  Commission’s  task,  second,  the  claim 
itself  (set  out  in  detail  in  Appendices  VII  and  VIII)  and  the  events  leading  up  to  that 
claim,  and,  third,  a number  of  sub-sections  which  demonstrate  the  unique  position 
which  the  medical  practitioner  holds  in  the  community.  These  latter  sub-sections 
illustrate  the  inherent  difficulties  of  drawing  any  valid  comparison  between  a doctor’s 
training,  responsibilities,  and  the  heavy  strain  to  which  he  is  subjected,  and  the  nature 
of  the  work  undertaken  by  other  professions,  most  of  which  have  not  the  same  vocational 
aspect. 

205.  The  Council  submits  again  that  its  claim  is  unassailable  on  moral  grounds  and 
that  the  profession  has  a right  to  expect  that  the  Government  will  honour  the  unequivocal 
promises  made  to  it  that  remuneration  would  be  based  upon  the  recommendations  of 
the  two  Spens  Reports,  the  arguments  for  which  have  been  set  out  in  full  in  earlier 
paragraphs  of  this  memorandum. 

206.  The  medical  profession  has  given  loyal  and  unstinting  service  to  the  community 
since  it  agreed  to  co-operate  in  the  National  Health  Service,  and  its  patience  has  been 
sorely  tried  by  the  Government’s  curt  rejection  of  a just  claim— a claim,  moreover, 
which  was  not  submitted  until  after  five  years  of  restraint  in  deference  to  the  general 
economic  position  of  the  country. 
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207.  The  Council  has  a duty  to  ensure  that  the  position  of  the  profession  is  not 
worsened  simply  because  the  State  has  now  assumed  responsibility  for  the  greater  part 
of  its  remuneration.  It  looks  to  the  Commission  not  only  to  redress  the  underpayment 
which  is  has  suffered  over  the  years  but  to  recommend  such  levels  of  remuneration 
for  the  future  as  will  maintain  the  principles  established  by  the  Spens  Reports  and  thus 
attract  to  medicine  a proper  share  of  the  best  recruits. 


The  British  Medical  Association’s  Preliminary  Memorandum  of  Evidence  was 
accompanied  by  eleven  Appendices,  of  which  the  following  are  already  available  in 
published  form : — 


Appendix  I. 

Appendix  III. 
Appendix  IV. 
Appendix  V. 

Appendix  VI. 

Appendix  VH. 

Appendix  VIII. 

Appendix  IX. 

Appendix  X. 


Report  of  the  Inter-Departmental  Committee  [the  Spens  Com- 
mittee] on  Remuneration  of  General  Practitioners.  (May,  1946. 
Command  6810.) 

The  Award  of  Mr.  Justice  Danckwerts.  (Published  in  the  Supple- 
ment to  the  British  Medical  Journal , 29th  March,  1952.) 

Report  of  the  Working  Party  on  the  Distribution  of  Remuneration 
among  General  Practitioners.  (H.M.S.O.,  1952.) 

Report  of  the  Inter-Departmental  Committee  [the  Spens  Com- 
mittee] on  the  Remuneration  of  Consultants  and  Specialists. 
(May,  1948.  Command  7420.) 

Whitley  Councils  for  the  Health  Services  (Great  Britain)  Medical 
Council:  Committee  B.  Terms  and  Conditions  of  Service  of 
Hospital  Medical  Staff.  (M.D.B.  Circular  No.  17, 21st  May,  1954.) 
Remuneration  of  General  Practitioners  and  Hospital  Medical  Staff. 
Case  submitted  to  the  Ministers  by  the  Profession.  ( B.M.J . 
Supplement,  28th  July,  1956.) 

Remuneration  of  General  Practitioners  and  Hospital  Medical  Staff. 
A Supplement  to  the  Outline  of  the  Case.  (B.M.J.  Supplement, 
3rd  November,  1956.) 

Changes  in  the  Distribution  of  Higher  Incomes.  (An  article  by 
Professor  R.  G.  D.  Allen,  C.B.E.,  M.A.,  D.Sc.(Econ.)  previously 
published  in  “ Economica  ” in  May,  1957.) 

Ministry  of  Health  Circular  R.H.B.  50/96  on  the  Senior  Hospital 
Medical  Officer  Grade. 


APPENDIX  II 

IN  THE  MATTER  OF  AN  ADJUDICATION  BETWEEN! 

THE  GENERAL  MEDICAL  SERVICES  COMMITTEE  OF  THE 
BRITISH  MEDICAL  ASSOCIATION 
(representing  the  general  practitioners  in  the  National  Health  Service) 
and 

THE  MINISTER  OF  HEALTH  AND  THE  SECRETARY  OF  STATE 
FOR  SCOTLAND 


Statement  of  Case  for  the  General  Medical  Services  Committee 

Terms  of  Reference: 

“ To  determine  the  size  of  the  Central  Pool,  after  taking  account  of  remuneration  from 
all  other  sources  received  hy  general  practitioners,  in  order  to  give  effect  to  the  recommenda- 
tions of  the  Spens  Committee,  having  regard  to  the  change  in  the  value  of  money  since  1939, 
to  the  increases  which  have  taken  place  in  incomes  in  other  professions  and  to  all  other 
relevant  factors .” 

The  Spens  Committee 

1.  In  February,  1945,  and  in  anticipation  of  the  setting  up  of  the  present  National 
Health  Service,  the  Minister  of  Health  and  the  Secretary  of  State  for  Scotland  (hereinafter 
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referred  to  as  “ the  Ministers  ”)  appointed  an  inter-departmental  committee,  under  the 
chairmanship  of  Sir  Will  Spens,  with  the  following  terms  of  reference: 


To  consider,  after  obtaining  whatever  information  and  evidence  it  thinks  fit 
what  ought  to  be  the  range  of  total  professional  income  of  a registered  medical 
practitioner  in  any  publicly  organized  service  of  general  medical  practice;  to  con- 
sider this  with  due  regard  to  what  have  been  the  normal  financial  expectations  of 
general  medical  practice  in  the  past,  and  to  the  desirability  of  maintaining  in  the 
future  the  proper  social  and  economic  status  of  general  medical  practice  and  its 
power  to  attract  a suitable  type  of  recruit  to  the  profession;  and  to  make  recom- 
mendations.” 


Committee  received  evidence  from  a number  of  medical  bodies  and  from 
various  departments  of  State.  In  addition,  the  Committee  had  before  it  an  analysis 
prepared  by  Professor  Bradford  Hill,  of  the  result  of  an  inquiry  conducted  by  the  British 
Medical  Association  into  the  remuneration  of  general  practitioners  in  the  years  1936 
1937,  and  1938.  ’ 

3.  The  Report  of  the  Spens  Committee  was  presented  to  the  Minister  and  the  Secretary 

te45l Aprii’  19f6,  and  was  laid  before  Parliament  in  May  of  the  same  year  (Cmd. 
6810).  The  Report  is  annexed  as  Exhibit  A,  and  it  is  submitted  that  this  Report  is  the 
foundation  of  the  present  inquiry,  for  the  reasons  following. 

4.  Parliament  was  engaged,  at  the  time  when  the  Committee’s  Report  was  laid  before 
ft®  considering  the  Bill  which  subsequently  became  the  National  Health  Service  Act, 
1 946.  The  Government  lost  no  time  in  accepting  the  recommendations  of  the  Committee 
without  qualification.  On  July  22,  1946,  the  permanent  secretary  to  the  Ministry  of 
Health  gave  the  following  undertaking  on  behalf  of  his  Minister:  “ The  Minister  desires 
to  make  his  attitude  to  the  Spens  Report  quite  clear.  He  fully  accepts  the  substance  of 
the  recommendations  upon  the  general  scope  and  range  of  remuneration  which  general 
practitioners  should  enjoy  in  a public  service.” 


. \ Jtwas  toe  basis  of  this  undertaking  that  general  practitioners  agreed  to  enter 

the  National  Health  Service.  In  a moral  though  not  in  a legal  sense,  it  may  fairly  be 
said  that  the  recommendations  of  the  Spens  Committee  amount  to  a quasi-contract 
between  die  profession  and  the  State.  The  purpose  of  these  proceedings  is  to  determine 
what  funds  are  required  to  give  this  quasi-contract  full  force  and  effect,  with  effect  from 
the  beginning  of  the  present  National  Health  Service— namely,  from  July  5,  1948. 


The  “ Working  Party  ” and  its  Relationship  to  these  Proceedings 

J ^ie  recommendations  of  the  Spens  Committee  are  concerned  both  with  the  size 
of  the  professional  incomes  to  be  ensured  to  general  practitioners  in  a publicly  organized 
health  service  and  with  the  spread  of  those  incomes  over  the  range  of  practitioners 
engaged  m the  service.  The  present  reference,  however,  is  concerned  only  with  the 
t0i!-  u^u1  required  to  give  effect  to  the  recommendations,  but  not  with  the  manner  in 
which  that  total  sum  should  be  distributed  among  the  individual  practitioners  or  the 
various  categories  of  practitioners  indicated  in  the  Spens  Report. 

7.  The  manner  of  the  distribution  of  that  total  sum  is  the  subject  of  an  independent 
enquiry  which  is  being  conducted  by  a body  known  as  the  “ working 
party,  which  consists  of  representatives  of  the  Minister  of  Health,  Secretary  of  State 
for  Scotland,  and  the  General  Medical  Services  Committee.  It  is  submitted  by  the 
general  practitioners  that  the  ascertainment  of  the  proper  amount  of  the  total  sum 
required  to  give  effect  to  the  recommendations  of  the  Spens  Committee  is  a matter 
which  should  be  kept  separate  and  distinct  from  the  question  as  to  how  that  total  sum, 
when  it  is  ascertained,  is  to  be  distributed  among  the  individual  practitioners  concerned. 
The  view  of  the  General  Medical  Services  Committee  on  this  matter  is  confirmed  by  the 
terms  of  reference  of  the  working  party,  which  are  as  follows : 


To  secure  an  equitable  distribution  of  the  Central  Pool  based  upon  the  recom- 
mendations of  the  Spens  Committee,  the  object  being  to  enable  the  best  possible 
medical  service  to  be  available  to  the  public,  and  to  safeguard  the  standard  of 
medical  service  by  discouraging  unduly  large  lists;  at  the  same  time,  to  bring  about 
a relative  improvement  in  the  position  of  those  practitioners  least  favourably  placed 
under  the  present  plan  of  distribution,  to  make  it  easier  for  new  doctors  to  enter 
practice,  and  to  stimulate  group  practice.” 
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The  Report  and  Recommendations  of  the  Spens  Committee 


8.  In  determining  the  size  of  the  Central  Pool,  the  first  two  of  the  Spens  Committee’s 
seven  recommendations  are  of  primary  importance.  These  two  recommendations  are 
that,  in  respect  of  a publicly  organized  service: 

(1)  A scheme  should  be  devised  which  will  ensure  that  between  40  and  50  years  of 
age  approximately  50  per  cent  of  general  practitioners  receive  net  incomes  of 
£1,300  or  over,  and  which  will  also  secure,  so  far  as  practicable,  that  between 
40  and  50  years  of  age  approximately  three-quarters  receive  net  incomes  over 
£1,000,  that  approximately  one-quarter  receive  net  incomes  over  £1,600,  that 
slightly  less  than  10  per  cent  receive  net  incomes  over  £2,000  and  that,  in  a 
small  proportion  of  cases,  it  is  possible  to  obtain  net  incomes  of  at  least  £2,500. 
By  net  income  we  mean  gross  income  less  such  professional  expenses  as  are 
allowed  by  the  Inland  Revenue  for  Income  Tax  purposes.  Here  also,  as  in 
the  body  of  the  report,  we  are  expressing  our  recommendations  in  terms  of 
the  1939  value  of  money. 

Note  (z). — The  above  proposal  is  approximately  equivalent  to  the  augmen- 
tation of  net  incomes  in  1939  by  £200  in  the  case  of  incomes  between  £400 
and  £1,200  and,  in  the  case  of  incomes  over  £1,200,  by  £200  at  £1,200, 
diminishing  progressively  to  nothing  at  £2,000. 

Note  (z'z). — We  say  nothing  about  reducing  the  high  percentage  of  incomes 
below  £700,  since  this  would  follow  automatically  from  the  operation  of 
these  recommendations. 

(2)  Before  40  and  after  50,  practitioners  should  be  remunerated  at  the  rate  applicable 
between  40  and  50  to  the  burden  and  responsibilities  of  practice  which  they  are 
in  fact  carrying. 


9.  These  recommendations  contemplated  an  improvement  in  the  earnings  of  a large 
number  of  general  practitioners  comprising  in  the  aggregate  by  far  the  majority  of  those 
engaged  in  general  practice.  The  recommendations  gave  effect  to  the  opinion,  expressed 
by  the  Committee  in  various  passages  in  their  Report,  that  in  the  years  before  the  war 
the  earnings  of  general  practitioners  as  a whole  were  too  low.  The  matter  is  expressed 
in  paragraph  8 of  the  Report  as  follows: 

“ Having  regard  to  the  length  of  training,  to  the  arduousness  of  the  general 
practitioner’s  life  compared  with  that  in  other  professions,  to  the  greater  danger  to 
health,  to  the  skill  and  other  qualities  required  and  to  the  degree  of  individual 
responsibility,  we  are  unanimous  in  holding  that  the  percentages  of  low  incomes 
are  too  high.  Having  regard  to  the  same  facts,  we  are  clear  also  that  the  proportion 
of  practitioners  able  to  reach  a net  income  of  £1 ,300  or  over  is  too  low.  We  considei 
that  unless  conditions  are  substantially  improved  in  both  these  respects,  and  on  tne 
basis  of  a pre-war  value  of  money,  the  social  and  economic  status  and  the  recruit- 
ment  of  general  medical  practice  could  not,  in  the  long  run,  be  maintained. 

10.  There  are  two  other  aspects  of  the  Report  of  the  Spens  Committee  to  which  special 
attention  should  be  drawn  at  the  outset: 

(1)  Both  in  formulating  their  recommendations  and  in  explaining  them  in  the  body 
of  their  Report,  the  Spens  Committee  spoke  entirely  in  terms  of  net  incomes, 
such  incomes  being  the  gross  receipts  of  general  practitioners  less  Ae  amount 
allowed  as  deductions  for  professional  expenses  by  the  Income  Tax  authorities. 
(Report,  paragraph  21.) 

(2)  The  recommendations  of  the  Committee  are  made  throughout  m terms  of  the 
^ 1939  value  of  money.  Thus,  in  paragraph  6 of  their  Report  the  Co!?™lt‘ee 

“ At  an  early  stage  in  our  deliberations  we  reached  the  conclusion  that  we  were 
not  qualified  as  a Committee  to  form  an  opmion  on  what  adjustment  of  imme- 
diately pre-war  incomes  was  necessary  to  produce  corresponding  incomes 
to-day,  and  that  the  best  course  for  us  to  pursue  was  to  consider  what  ^comes 
would  have  been  satisfactory,  for  the  pmgoses  with  which  we  are 
in  terms  of  the  1939  value  of  money.  Throughout  thls,  *eP0*’  ™ “ 

mendations  are,  therefore,  those  which  it  appears  to  us  have  be“  g 
for  the  purposes  of  our  remit  had  we  been  reporting  in t1939-  ..  "f  ■ to 
others  the  problem  of  the  necessary  adjustment  to  present  conditions,  but  w 
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would  observe  in  this  connection  that  such  adjustment  should  have  direct 
regard  not  only  to  estimates  of  the  change  in  the  value  of  money  but  to  the 
increases  which  have  in  fact  taken  place  since  1939  in  incomes  in  other  pro- 
fessions. In  our  judgment  it  is  only  if  corresponding  changes  are  made  in  the 
incomes  of  general  practitioners  that  the  recruitment  and  status  of  their  profession 
will  be  maintained  as  against  these  professions.” 

The  Position  Since  the  Inception  of  the  National  Health  Service 

11.  The  National  Health  Service  began  on  July  5,  1948.  As  regards  England  and 
Wales,  the  material  statutory  provision  is  section  33  of  the  National  Health  Service  Act 
1946,  as  amended  by  section  10  of  the  National  Health  Service  (Amendment)  Act,  1949.* 
Under  this  section  it  is  the  duty  of  each  Executive  Council  constituted  under  section  31 
of  the  1946  Act  to  make  arrangements  with  medical  practitioners  “ in  accordance  with 
regulations  ” for  the  provision  of  general  medical  services  in  the  area  for  which  the 
Council  is  responsible.  The  terms  and  conditions  of  service  of  general  practitioners  in 
contract  with  Executive  Councils  are  governed  by  the  National  Health  Service  (General 
Medical  and  Pharmaceutical  Services)  Regulations,  1948,  S.I.  No.  506  of  1948  (herein- 
after called  “ the  general  regulations  ”),  as  subsequently  amended.  The  original  scheme 
of  the  general  regulations  (Regulation  22)  was  that  regulations  should  determine  the 
amount  to  be  credited  to  each  Executive  Council  for  distribution  among  general  practi- 
tioners. _ In  practice,  however,  successive  amendments  to  regulation  22  have  left  it  for 
the  Minister  and  the  Treasury  to  determine  what  sum  each  Executive  Council  should 
receive. 

12.  As  to  Scotland  there  is  separate  legislation  (the  National  Health  Service  (Scotland) 
Acts,  1947  to  1951)  and  a separate  series  of  regulations  made  by  statutory  instruments. 
The  Scottish  enactments  and  the  Scottish  regulations  are,  however,  similar  in  all  material 
respects  with  those  relating  to  England  and  Wales.  Copies  of  the  Acts,  and  of  the 
general  regulations,  for  both  England  and  Wales  and  Scotland  (including  subsequent 
amendments  thereto)  are  annexed  as  Exhibit  B. 

13.  The  Acts  and  Regulations  therefore  required  that  the  Government  should  provide 
the  necessary  funds  to  enable  the  general  practitioners  engaged  in  the  service  throughout 
the  whole  of  Great  Britain  to  be  properly  remunerated.  As  stated  in  paragraph  4 above 
the  scope  and  range  of  that  remuneration  was  to  be  that  laid  down  in  the  Spens  recom- 
mendations, after  taking  into  account  the  adjustments  referred  to  in  paragraph  6 of  the 
Spens  Report,  and  this  total  remuneration  is  that  required  for  the  whole  of  England 
Wales,  and  Scotland  together. 

14*.  At  no  time  since  the  inception  of  the  service  have  the  Ministers  and  the  general 
practitioners  been  in  agreement  as  to  the  total  sum  so  required.  As  will  be  seen  below 
the  aggregate  amount  which  has  in  fact  been  provided  for  each  year  up  to  now  in  respect 
of  the  total  remuneration  of  the  general  practitioners  in  the  service  has  been  fixed  by 
the  Ministers  themselves,  and  in  the  face  of  protests  by  the  practitioners  that  such 
aggregate  sum  was  inadequate  and  did  not  properly  give  effect  to  the  Spens  basis. 

It  is  submitted,  therefore,  that  the  amount  so  fixed  by  the  Ministers  up  to  now  can  in 
effect  only  be  treated  as  interim  payments  on  account,  pending  the  determination  of 
what  is  the  proper  amount  for  each  year;  and  it  is  because  the  two  sides  are  in  dis- 
agreement as  to  what  the  proper  amount  is  that  the  present  Reference  has  been  ordered. 

The  present  Reference  therefore  includes  within  its  scope  the  determination  of  the 
size  of  the  Central  Pool  for  all  years  since  the  inception  of  the  service. 

15.  When  the  Ministers  came  to  fix  their  own  figure  they  were  able  to  use  as  a starting 
point  (with  the  acquiescence  of  the  general  practitioners)  certain  conclusions  reached  by 
Professor  Bradford  Hill  as  a result  of  his  inquiries.  These  were  as  follows : 

(1)  That  the  gross  professional  receipts  of  those  persons  who  were  in  general 
practice  as  principals  before  the  war  were  £28  -14m.  per  annum,  of  which 
£11  ’35m.  was  consumed  by  practice  expenses,  leaving  a total  net  professional 
income  of  £16  -79m. 

(2)  That  if  recommendations  Nos.  (1)  and  (2)  of  the  Spens  Committee  had  been 
applied  to  these  principals,  their  total  net  professional  income  per  annum  would 
be  greater  by  £3-lm.,  and  would  accordingly  have  amounted  to  £19 -89m. 
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The  basis  of  these  conclusions  was  that  there  were  17,900  of  such  principals  in  practice 
before  the  war. 

16.  The  Ministers  therefore  had  as  a basis  for  their  calculations  the  following  two 
figures : 

Estimated  practice  expenses  £11 -35m. 

Total  net  professional  income,  after  adjustment  as  shown 
by  paragraph  15  (2)  £19 -89m. 


Total  £31 -24m. 


The  Ministers  then  agreed  that,  as  required  by  paragraph  6 of  the  Spens  Report,  there 
had  to  be  applied  to  each  of  the  two  basic  figures  above,  a “ betterment  factor,”  to 
allow  for  changes  in  the  value  of  money  since  1939,  and  it  is  from  this  point  onwards 
that  serious  disagreement  between  the  two  sides  arose  and  still  exists. 

17.  The  betterment  factor  which  the  Ministers  themselves  applied  to  the  estimated 
practice  expenses  was  55  per  cent,  and  the  betterment  factor  which  they  applied  to  the 
adjusted  net  remuneration  was  20  per  cent.  The  general  practitioners  allege  that  both 
these  percentages  are  too  low.  The  result  of  their  application  was,  however,  as  follows: 

“ practice  expenses  ” (£1 1 • 35m.  plus  55  per  cent)  ...  £17-59m. 

“ net  income  ” (£19  • 89m.  plus  20  per  cent)  £23  • 87m. 

Total  £41  -46m. 


The  figure  of  £41  -46m.  was  then  adjusted  by  adding  3 per  cent,  or  £l-24m.,  to  allow 
for  the  increase  over  the  pre-war  population.  The  resulting  figure  of  £42 -70m.  repre- 
sented, in  a round  figure,  18s.  per  head  of  the  estimated  population  on  June  30,  1948. 

18.  This  capitation  figure  of  18s.  per  head  has  become  the  basis  of  what  is  now  called 
“ the  Central  Pool.”  Thus  in  each  quarter  of  each  year  since  the  inception  of  the  Service 
the  Ministers  have  arrived  at  the  Central  Pool  figure  for  that  quarter  by  multiplying 
one-quarter  of  18s.  by  a figure  representing  95  per  cent  of  the  estimated  population  for 
the  quarter.  Such  multiplicator  of  95  has  been  taken  because  the  Ministers  have 
assumed  that  in  each  quarter  only  95  per  cent  of  the  population  were  actually  at  risk  in 
the  National  Health  Service  and  that  the  remaining  5 per  cent  would  not  avail  them- 
selves of  that  service,  and  would  remain  as  private  patients. 

19.  As  a figure  of  the  percentage  of  population  not  at  risk  it  was  agreed  by  both  sides 

that  5 per  cent  was  the  right  figure  to  take  for  the  first  two  years  of  the  service;  but 
the  general  practitioners  will  in  any  case  allege  that  this  percentage  has  tended  to 
decrease  with  the  passing  of  the  years,  so  that,  at  any  rate  for  the  year  ended  March 
31,  1951,  onwards,  this  percentage  of  5 per  cent  is  too  high.  h 

20.  The  Central  Pool  thus  forms  part  of,  but  does  not  represent  the  whole  of,  the 
aggregate  amount  which  has  been  paid  out  in  each  year  by  way  of  remuneration  ol 
general  practitioners  in  respect  of  their  National  Health  Service  work;  for  m addition 
to  the  amount  of  the  Central  Pool  the  Ministers  have  also  paid  out  certain  other 
comparatively  small  sums  which  must  be  taken  into  account  m arriving  at  the  total  health 
service  remuneration  for  the  year.  These  additional  sums  fall  under  the  following 
heads  (see  the  Sub-Appendix  hereto): 

(а)  An  inducement  fund. 

(б)  Additional  mileage  payments. 

(c)  Payments  for  maternity  medical  services. 

( d ) Payments  for  the  provision  of  drugs. 

(e)  Payments  for  sight  testing. 

(/)  Training  grants. 

(g)  Payments  from  cottage  hospitals. 

(A)  Exchequer  superannuation  contributions. 
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21.  For  the  year  ending  March  31,  1951,  the  Ministers,  according  to  figures  supplied 
by  themselves,  made  the  following  payments  to  general  practitioners  in  respect  of  their 
services  under  the  National  Health  Service  Acts : 


Central  pool  (after  adjustment  for  the  current  popula- 


tion, based  on  95  per  cent  of  the  total  population)  ...  41-533 

Inducement  fund  0-415 

Additional  mileage  payments  ...  0-500 

Payments  for  maternity  medical  services 2-548 

Payments  for  the  provision  of  drugs  1-298 

Payments  for  sight  testing  (estimated)  0-176 

Training  grants  ’ 0-385 

Payments  from  cottage  hospitals  (estimated)  0-176 


^ , £47 -031m. 

Exchequer  superannuation  contributions  2-274 


£49  -305m. 


22.  In  order  that  proper  use  may  be  made  of  the  figures  supplied  by  the  Ministers 
and  set  out  m paragraph  21,  the  following  facts  are  material: 

(1)  Out  of  the  sum  of  £47  -031m.  referred  to  in  paragraph  21  the  sum  of  £0  • 155m 
was,  according  to  figures  supplied  by  the  Ministers,  paid  out  to  general  practi- 
tioners with  restricted  lists.  These  are  general  practitioners  whose  activities 
within  the  National  Health  Service  are  limited : 

(a)  to  the  provision  of  maternity  medical  services,  or 

(b)  to  the  provision  of  supplementary  ophthalmic  services,  or 

(c)  to  the  provision  of  general  medical  services  for  persons  at  particular 
establishments,  e.g.,  the  employees  at  a hospital  or  the  pupils  at  a school. 

(2)  The  inducement  fund  payment  mentioned  in  paragraph  21  is  the  only  sum 
which  has  been  specifically  provided  for  the  purpose  of  giving  effect  to  recom- 
mendations (4)  to  (7)  of  the  Spens  Report.  In  determining  what  sum  must  be 
provided  for  the  purpose  of  giving  effect  to  recommendations  (1)  and  (2)  (the 
Central  Pool),  the  sum  of  £0-415m.  representing  the  inducement  fund  must 
therefore  be  left  out  of  account. 

(3)  Of  the  total  sum  of  £49-305m.  referred  to  in  paragraph  21,  only  £47-031m 
was  actually  received  by  the  general  practitioners  concerned.  Exchequer 
superannuation  contributions  are  not  to  be  included  in  gross  receipts  because 
as  explained  m the  Sub-Appendix,  the  doctor  does  not  receive  these  contribu- 
l!f°-n-'r  °,flhe  gross  receiPt?  Of  £47-031m.,  £0-155m.  was,  according  to  the 
Ministers  figures,  received  by  the  general  practitioners  with  restricted  lists, 
leaving  £46  ■ 876m.  as  the  gross  receipts  of  the  other  general  practitioners. 

The  Issues  Between  the  Parties 

The  general  practitioners  accept  the  view  that  a satisfactory  solution  must  have 
Sanb  r?nrn  “n.clusi™.s  Professor  Bradford  Hill  which  are  set  out  in  para- 
graph 15  above.  In  their  application  to  each  year  of  the  service  since  its  inception 
however,  it  must  be  borne  in  mind  that  these  conclusions  are  based  on  factors  which 

thev^nrafve  rt7nr0I?-year  y5?r’  namely’  they  were  based  °°  a doctorate  of  17,900, 
or  at  t0i,the  p™per  ratI°  of  practice  expenses  to  gross  receipts, 

?5  such  practice  expenses,  and  the  figures  set  out  in  paragraphs 

me  all  ? m terms  of  the  1939  value  of  money,  and  adjustments 

must  accordingly  be  made  to  allow  for  such  variations.  Further  adjustments  mav  also 

ro  havemke^nl  eW  ^ ^ ™e  m incomes  ™ other  professions  which  may  be  found 
to  have  taken  place  since  those  conclusions  were  formulated. 

the  ^ Min'? “ t?e  Cent.ral  p°o1. is  concerned,  the  sums  which  have  been  allocated  by 
of  all  ftese  wiabStoT  mCePtl°n  °f  SSrViCe  d°  n0t  adeiJuately  ‘ake  account 
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Thus,  in  1948,  the  Ministers  arrived  at  the  capitation  payment  of  18s.  per  head  of 
population  by  the  method  set  out  in  paragraph  17  hereof,  that  is  to  say,  by  adding  the 
“ betterment  factors  ” therein  set  out,  and  by  adding  something  to  cover  the  increase 
in  the  pre-war  population. 

Even  assuming  that  the  quantum  of  those  betterment  factors  was  right,  the  result  has 
been  that  in  arriving  at  the  amount  of  the  Central  Pool  for  each  quarter  of  all  subsequent 
years  the  Ministers  have  calculated  it  simply  by  multiplying  that  one-quarter  of  1 8s.  by 
95  per  cent  of  the  total  population  of  that  quarter,  so  that  the  resulting  total  Central 
Pool  figure  of  £x  for  any  quarter  is  the  amount  divisible  among  the  total  number  of 
practitioners  in  the  service  for  that  quarter,  irrespective  of  whether  that  total  number 
has  risen  or  fallen  in  that  quarter  as  compared  with  the  17,900  practitioners. 

The  only  quarterly  variation  which  this  method  covers,  therefore,  is  the  increase  in  the 
numbers  of  persons  who  in  that  quarter  it  is  assumed  will  have  been  at  risk  in  that  quarter, 
which  is  arrived  at  by  taking  95  per  cent  of  the  estimated  amount  by  which  the  population 
will  have  increased  in  that  quarter  over  the  previous  quarter. 

The  general  practitioners  allege,  therefore,  that  the  Ministers’  method  of  arriving  at  the 
Central  Pool  each  quarter  fails  to  take  any  (or  sufficient)  account  of  the  following  matters, 
namely: 

(a)  The  increase  in  the  number  of  practitioners  engaged  in  the  service  in  that  quarter 
over  the  basic  number  of  17,900,  and  the  necessity  for  seeing  that  each  group 
within  the  increased  number  attains  the  required  level  of  remuneration. 

(b)  The  extent  to  which  the  “ betterment  factor  ” both  in  relation  to  required  net 
income  of  the  practitioners  and  to  their  practice  expenses  which  was  originally 
taken  is  either  too  high  or  too  low  for  that  particular  quarter. 


25.  The  main  points  upon  which  the  two  sides  are  at  variance  are  therefore: 

(1)  The  amount  of  the  “ betterment  ” factor  to  be  applied  to  the  net  pre-war  incomes 
of  general  practitioners  in  relation  to  all  years  from  the  inception  of  the  National 
Health  Service,  the  pre-war  basis  being  the  adjusted  net  income  of  £19-89m. 
referred  to  in  paragraph  16,  hereof.  Involved  in  this  question  is  the  extent  to 
which  the  value  of  money  has  depreciated  in  the  relevant  years  as  compared 
with  1939,  and  the  extent  to  which  incomes  in  other  professions  have  increased 
in  relation  to  the  pre-war  incomes  of  those  professions. 

(2)  The  extent  to  which,  in  arriving  at  the  net  incomes  of  practitioners  for  the  relevant 
years,  practice  expenses  are  to  be  allowed  tor,  and  the  basis  of  the  calculation  of 
those  expenses. 

(3)  The  question  as  to  whether  the  amount  of  the  Central  Pool  for  each  year  (or 
quarter)  is  to  be  ascertained  by  reference  to  the  number  of  practitioners  engaged 
in  the  service  during  that  year  (or  quarter)  instead  of,  as  now,  by  reference  to 


changes  in  the  population. 

In  the  event  that  the  Central  Pool  is  to  be  based  on  the  number  of  practitioners  instead 
of  population,  the  question  will  then  arise  as  to  what  is  to  be  taken  as  the  amount  of 
gross  receipts  which  the  practitioners  as  a whole  can  look  for  from  sources  outside  the 
National  Health  Service. 

In  dealing  with  each  of  these  matters,  it  is  proposed  to  use,  for  purposes  of  illusttation, 
the  year  ended  March  31, 1951,  since  this  is  the  last  financial  year  for  which  full  information 
is  available  on  all  the  relevant  factors. 


Betterment 

26.  It  is  possible  to  determine  with  reasonable  accuracy:  . 

(a)  the  general  level  of  earnings  per  head  for  all  operatives  in  ^n^rturmg  an 
certain  other  industries,  as  compared  with  the  general  level  per  head  of  such 
earnings  before  the  war; 

(b)  the  general  level  of  net  professional  incomes  per  head,  as  compared  with  their 

general  level  per  head  before  the  war;  .. 

(c)  the  general  level  of  prices  for  wage  earners,  as  compared  with  the  general  level 

of  such  prices  before  the  war;  and  . . « . 

id)  the  general  level  of  prices  for  the  upper  middle  class,  as  compared  with  their 

general  level  before  the  war. 
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In  this  context  the  expression  “ net  income  ” is  used  to  mean  gross  receipts  less  the  amount 
allowable  as  deductions  for  expenses  by  the  income  tax  authorities.  No  deduction  is 
made  for  tax.  The  expression  “ net  income,”  used  in  this  sense,  corresponds  with  the 
sense  in  which  it  was  used  by  the  Spens  Committee  as  explained  in  paragraph  21  of  their 
Report. 

For  the  year  ended  March  31,  1951,  the  comparison  is  approximately  as  follows: 

(1938=100) 

(a)  approximately  240  ( b ) approximately  220 

(c)  approximately  185  (d)  approximately  216 

27.  In  the  light  of  this  information,  the  figure  of  £19 -89m.,  representing  the  total  net 
income  which  17,900  practitioners  should  have  attained  in  1938,  can  be  adjusted  so  as 
to  give  a corresponding  figure  of  total  net  income  for  that  number  of  practitioners  for 
the  present  day.  The  least  favourable  basis  for  adjustment  is  to  assume  that  the  net 
income  of  general  practitioners  should  increase  in  the  same  ratio  as  the  net  incomes  of 
the  professional  class  generally,  and  should  not  increase  in  the  same  ratio  as  the  net 
incomes  of  the  working  class.  On  this  basis,  the  increase  above  the  figure  of  £19-  8,9m., 
for  the  year  ended  March  31,  1951,  is  120  per  cent. 

Practice  Expenses 

28.  A sample  survey  conducted  by  the  Inland  Revenue  showed  that  in  the  year  ending 
March  31,  1950,  professional  expenses  of  general  practitioners  engaged  in  the  service 
were  35*5  per  cent  of  their  gross  receipts.  (It  should  be  observed  in  this  connection 
that  the  expression  “gross  receipts”  does  not  include  Exchequer  superannuation 
contributions,  which,  as  explained  in  the  Sub-Appendix,  are  not  actually  received  by  the 
practitioners.)  The  sample  originally  produced  was  so  small,  and  so  much  smaller  than 
that  which  the  General  Medical  Services  Committee  had  agreed  to  accept,  that  the 
Committee  was  not  able  to  regard  the  percentage  of  35-5  as  a proper  measure  of  the 
professional  expenses  for  the  year  stated.  In  the  discussion  which  ensured  the  Minister 
offered  to  take  the  figure  of  36}  per  cent  but  the  Committee  felt  that  37}  per  cent  would 
be  appropriate,  though  it  offered  unavailingly  to  compromise  at  37  per  cent. 

More  recently,  the  Inland  Revenue  have  been  able  to  produce  figures  based  on  a larger 
sample:  the  percentage  shown  is  again  35}  per  cent.  The  sample  is,  however,  still 
small,  and  the  General  Medical  Services  Committee  will  contend  that  the  correct  percent- 
age for  the  year  ending  March  31,  1951,  is  not  less  than  36}  per  cent. 

29.  The  Inland  Revenue  have  also  given  comparative  expense  ratios  for  a small  number 
of  cases  for  theyears  ending  March  31, 1950,andl951  respectively.  From  this  comparison 
it  appears  that  in  the  year  ended  March  31,  1951,  practice  expenses  absorbed  a higher 
percentage  of  gross  receipts,  the  increase  shown  by  the  figures  supplied  .by  the  Inland 
Revenue  being  2*2  per  cent.  It  is  known  that  the  prices  on  which  practice  expenses  are 
based  have  increased  substantially  since  March  31,  1950.  On  the  basis  of  the  information 
available  the  General  Medical  Services  Committee  claim  that  the  ratio  of  professional 
expenses  to  gross  receipts  for  the  year  ended  March  31,  1951,  should  be  taken  as  being 
38  • 7 per  cent. 

30.  For  the  year  ended  March  31,  1951,  the  gross  receipts  of  general  practitioners 
from  the  National  Health  Service  (exclusive  of  practitioners  with  restricted  lists),  can, 
as  shown  by  paragraph  22  (3),  be  estimated  at  £46  • 876m.  By  applying  the  percentage 
of  38  • 7 per  cent  to  the  figure  of  £46  • 876m.  it  can  be  deduced  that  the  professional  expenses 
in  respect  of  National  Health  Service  work  of  practitioners  engaged  in  the  service,  other 
than  those  with  restricted  lists,  amounted  to  £18  • 141m. 

Number  of  General  Practitioners 

31.  Year  by  year  it  can  be  shown,  or  can  be  deduced  with  reasonable  accuracy,  how 
many  general  practitioners  are  engaged  in  the  National  Health  Service.  Although  the 
number  has  always  been  in  excess  of  17,900,  and  is  for  the  time  being  tending  to  increase, 
there  is  no  question  of  the  service  being  “ overdoctored.”  Effective  safeguards  against 
overdoctoring  are  provided  by  section  34  of  the  National  Health  Service  Act,  1946 
(section  35  of  the  National  Health  Service  (Scotland)  Act,  1947),  under  which  an  applica- 
tion by  a general  medical  practitioner  to  provide  services  under  the  Act  in  any  particular 
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area  may  be  refused  by  the  Medical  Practices  Committee,  on  the  ground  that  the  number 
of  practitioners  undertaking  to  provide  general  medical  services  in  the  area  is  already 
adequate.  Moreover,  general  practitioners  as  a class  are  harder  worked  at  the  present 
time  than  they  were  before  the  inception  of  the  National  Health  Service  Act. 

32.  The  Adjustments  referred  to  in  paragraph  27  relate  to  17,900  general  practitioners, 
nt,  ^ .enc^e^  March  31,  1951,  the  number  of  principals  engaged  in  the  National 

Health  Service,  excluding  those  with  restricted  lists,  was  approximately  19,227.  Since 
mere  is  not  and  cannot  be  a surplus  of  general  practitioners  in  the  National  Health 
Service,  it  is  obvious  that  the  standard  of  net  income  envisaged  by  the  Spens  Committee 
can  only  be  achieved  if  the  total  sum  available  to  provide  the  net  income  of  the  general 
practitioners  engaged  in  the  service  is  adjusted  in  the  proportion  in  which  the  number  of 
those  practitioners  exceeds  17,900.  In  default  of  such  adjustment,  the  funds  available 
will  not  be  sufficient  to  secure  that  each  group  within  the  increased  number  of  general 
practitioners  attains  the  required  level  of  remuneration,  thus  securing  the  percentage 
distribution  of  remuneration  required  by  the  recommendations  of  the  Spens  Committee. 
Changes  in  population  provide  no  criterion  of  the  adjustments  required  in  order  to 
achieve  the  present  purpose. 

Practitioners  with  Restricted  Lists 

33.  The  foregoing  calculations  take  no  account  of  general  practitioners  with  restricted 
lists,  since  the  position  of  these  practitioners  is  governed  by  special  considerations. 

On  the  basis  of  the  available  figures,  it  can  be  estimated  that  for  the  year  ended  March 
31,  1951,  the  average  number  of  general  practitioners  with  restricted  lists  was  917.  The 
gross  receipts  of  those  practitioners  from  the  health  service  during  that  year  are  estimated 
by  the  Ministers  to  have  been  £0-1 55m. — paragraph  22  (1).  The  increased  amount 
which  these  practitioners  would  have  been  entitled  to  for  the  year  ending  March  31, 1951, 
on  the  footing  of  the  claim  now  put  forward  on  behalf  of  the  remaining  practitioners, 
cannot  at  present  be  accurately  computed,  because  the  necessary  data  are  not  at  present 
available  to  the  General  Medical  Services  Committee;  but  it  is  nevertheless  claimed 
that  they  will  be  entitled  to  the  appropriate  increase. 

Receipts  from  Sources  Outside  the  National  Health  Service 

34.  It  is  not  possible  to  obtain  exact  figures  showing  what  remuneration  is  derived 
by  general  practitioners  in  the  National  Health  Service  from  sources  outside  that  service. 
The  following  matters,  however,  are  relevant  to  this  question: 

(1)  It  is  apparent  from  an  inquiry  commenced  but  not  completed  by  the  British 
Medical  Association  that  the  number  of  general  practitioners  in  practice  who 
are  wholly  outside  the  service  is  in  excess  of  637.  In  addition  there  is  a number 
of  doctors  who,  though  not  classified  as  general  practitioners  for  the  purposes 
of  the  British  Medical  Association’s  register,  do  do  a certain  amount  of  general 
practice  outside  the  service.  No  figures  as  to  these  doctors  are  at  present 
available.  Again,  some  further  and  at  present  unknown  number  of  general 
practitioners  with  restricted  lists  in  the  service,  engage  in  general  practice  outside 
the  service.  On  a fair  estimate  it  is  probable  that  the  total  number  of  general 
practitioners  who  are  outside  the  service,  together  with  those  who  have  only 
restricted  lists  in  the  service  but  who  also  engage  in  private  practice,  will 
eventually  be  found  to  be  not  less  than  1,000. 

_ (2)  There  is  only  a small  proportion  of  the  population  (which  is  at  present  estimated 
by  the  Ministers  at  5 per  cent)  (see  paragraphs  18  and  19  above)  which  is  not 
likely  to  take  advantage  of  the  National  Health  Service. 

35.  It  is  apparent  from  the  matters  set  out  in  paragraph  34  that  the  general  practitioners 
outside  the  service  must  account  for  a large  proportion  of  the  patients  who  are  outside 
the  service.  Moreover,  it  is  on  the  whole  the  experience  of  those  general  practitioners 
who  are  inside  the  service  that  their  receipts  from  sources  outside  the  service  are  a small 
and  declining  factor.  It  is  conceded,  however,  that  some  allowance  must  be  made  for 
this  factor.  Taking  the  year  ended  March  31,  1951,  and  excluding  from  consideration 
those  general  practitioners  who  have  restricted  lists,  the  General  Medical  Services 
Committee  will  submit  that  the  total  gross  receipts  of  the  general  practitioners  inside 
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the  service  from  general  practice  outside  the  service  are  not  likely  to  have  been  in  excess 
of  £lm.  On  the  basis  of  the  percentage  for  practice  expenses  referred  to  in  paragraph  30 
(38*7  per  cent)  this  sum  represents  £0*387m.  for  practice  expenses  and  £0-613m.  for 
net  income. 

Determination  of  the  Size  of  the  Central  Pool 

36.  The  foregoing  are  the  considerations  which,  in  the  submission  of  the  General 
Medical  Services  Committee,  are  relevant  to  the  determination  of  the  amount  necessary 
to  give  effect  to  recommendations  (1)  and  (2)  of  the  Spens  Committee.  In  addition,  a 
further  sum  must  be  provided  each  year,  to  give  effect  to  recommendations  (4),  (5),  (6); 
and  (7).  The  amount  of  this  further  sum  is  not  an  issue  in  the  present  Reference, 
because  its  amount  does  not  affect  the  size  of  the  Central  Pool. 

37.  The  General  Medical  Services  Committee  therefore  submit  that  for  the  year 
ended  March  31, 1951,  the  amount  of  the  Central  Pool  should  be  determined  as  follows: 


Calculation  of  the  Size  of  the  Central  Pool 
(1)  Net  Pre-war  Income  of  Principals  in  General  Practice: 

Net  pre-war  income  of  17,900  principals  in  general  practice  (see 
paragraph  15) £16 -790m. 

Increase  required  to  the  above  net  income,  to  give  effect  to  the  Spens 
Committee  Recommendation  that  the  proportion  of  practitioners 
able  to  reach,  in  the  years  1936-1938,  a net  income  of  £1,300  or 
over  was  too  low  £3  -100m. 


Net  pre-war  income,  as  accepted  by  the  Ministry  of  Health,  necessary 
to  remunerate  17,900  principals  in  general  practice  so  as  to  give 
effect  to  the  improvements  recommended  by  the  Spens  Committee  £19  • 890m. 

(2)  Net  Income  of  Principals  in  General  Practice  Belonging  to  the  National 
Health  Service  during  the  Year  March  31, 1951 : 

Paragraph  27  shows  that  the  level  of  professional  incomes  for  the 
year  to  March  31, 1951,  was  220  per  cent  of  the  level  of  professional 
incomes  for  the  year  1938. 

The  net  pre-war  income  shown  in  (1),  £19 -89m.,  should  therefore 
be  increased  by  120  per  cent  to  give  effect  to  the  Spens  Committee 
Recommendation  that  the  net  income  of  general  practitioners 
should  keep  pace  with  increases  in  the  incomes  of  other  professions 
since  before  the  war  in  order  that  the  recruitment  and  status  of 
the  medical  professions  should  be  maintained  as  against  other 
professions. 

The  net  income  for  the  year  to  March  31,  1951,  of  the  principals  in 
general  practice  belonging  to  the  National  Health  Service, 
assuming  that  the  number  of  practitioners  had  remained  unaltered 
since  before  the  war,  would  therefore  be  220  per  cent  of  £19  • 89m.  £43  • 758m. 


It  is  estimated  that  the  number  of  principals  in  the  National  Health 
Service  (excluding  those  with  restricted  lists)  during  the  year  to 
March  31,  1951,  was  19,227.  The  above  amount  of  £43- 758m., 
which  is  based  on  the  net  pre-war  income  of  only  17,900 
principals,  should  therefore  be  increased  in  the  proportion  of 
19,227:17,900  in  order  that  the  standard  of  net  remuneration  per 
principal  envisaged  by  the  Spens  Committee  should  be  maintained : 

m^x£43-758m.  = £47-002m. 
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(3)  Practice  Expenses  for  the  Year  ended  March  31,  1951,  of  all  General 
Medical  Practitioners  in  the  National  Health  Service: 

Gross  receipts  from  all  National  Health  Service  sources  for  the  year 
to  March  31,  1951,  excluding  Exchequer  superannuation  contri- 
butions, for  all  principals  in  the  National  Health- Service,  including 
those  with  restricted  lists  (see  paragraph  21)  

Deduct:  Estimated  remuneration  of  principals  with  restricted  lists 
(see  paragraph  22)  


Add:  Estimated  gross  receipts  for  the  year  ended  March  31,  1951, 
from  professional  sources  outside  the  National  Health  Service, 
for  all  principals  in  the  National  Health  Service,  excluding  those 
with  restricted  lists  (see  (5)) 

Gross  receipts  from  all  professional  sources  for  the  year  ended 
March  31,  1951,  for  all  principals  in  the  National  Health  Service, 
excluding  those  with  restricted  lists 

For  the  year  to  March  31,  1951,  the  Association  has  estimated  that 
the  practice  expenses  of  general  practitioners  in  the  National 
Health  Service  amounted  to  38-7  per  cent  of  gross  receipts  in 
that  year. 

Practice  expenses  at  38  • 7 per  cent  of  £47 • 876m 

(4)  Gross  Receipts  of  General  Medical  Practitioners  in  the  National  Health 
Services  excluding  those  with  Restricted  Lists,  for  the  Year  to 
March  31,  1951,  to  give  effect  to  the  Spens  Committee  Recom- 
mendations would  therefore  be: 

Net  incomes  (see  (2))  

Practice  expenses  (see  (3))  


(5)  Gross  Receipts  of  General  Medical  Practitioners  in  the  Service,  excluding 

those  with  Restricted  Lists,  from  sources  outside  the  National 
Health  Service  for  the  Year  to  March  31, 1951 : 

— say 

(6)  Total  Health  Service  Remuneration  for  the  Year  to  March  31,  1951,  for 

all  General  Medical  Practitioners  in  the  National  Health  Service, 
excluding  those  with  Restricted  Lists,  required  to  give  effect  to  the 
Spens  Committee  Recommendations 

(7)  Add  to  (6)  Total  Health  Service  Remuneration  of  all  General  Medical 

Practitioners  with  Restricted  Lists  for  the  Year  ended  March  31, 
1951: 

Estimated  receipts  of  General  Medical  Practitioners  with  restricted 

lists  for  the  year  to  March  31,  1951  (see  paragraph  22) 

The  betterment  factor  to  be  applied  to  these  receipts  has  been 
provisionally  estimated  at  


(8)  Total  Health  Service  Remuneration  for  the  Year  to  March  31,  1951, 
for  all  General  Medical  Practitioners  in  the  National  Health 
Service  to  comply  with  Spens  Committee  Recommendations 
should  therefore  have  been  

30796 


£47 -031m. 

0* 155m. 
£46-  876m. 

l-000m. 

£47 -876m. 


£18 -528m 

£47 -002m. 
18-  528m. 

£65 -530m. 


£1  -000m. 


£64- 530m. 


£0-1 55m. 
0 050m. 
£0-205m. 


£64 -735m. 
A 13 
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(9)  Deduct  from  (8)  receipts  from  National  Health  Service  sources,  excluding 
payments  made  from  the  Central  Pool  and  the  Inducement  Fund 


for  the  Year  to  March  31, 1951: 

£m. 

Additional  mileage  money 

0-500 

Maternity  medical  services 

2-548 

Drugs  

1-298 

Sight-testing  

0-176 

Training  grants 

0-385 

Cottage  hospitals 

0-176 

Exchequer  superannuation  contributions  

2-274 
£7 -357m. 

(10)  The  Central  Pool  for  the  Year  ended  March  31,  1951,  should  therefore 

have  amounted  to  £57 -378m. 


38.  The  General  Medical  Services  Committee  will  also  ask  the  adjudicator  to 
determine  on  similar  lines  the  size  of  the  Central  Pool  for  the  nine  months  ended  March 
31,  1949,  and  for  the  year  ended  March  31,  1950,  and  evidence  will  be  made  available 
to  the  adjudicator  at  the  hearing  to  enable  such  determinations  to  be  made.  Such 
determinations  are,  for  the  reasons  given  in  paragraph  14,  an  essential  part  of  the 
Present  reference.  Unless  full  effect  is  given  to  the  Report  of  the  Spens  Committee  on 
and  from  July  5,  1948,  the  Government’s  undertakings  will  remain  unfulfilled  and  the 
general  practitioners  will  be  left  with  rto  remedy  against  the  injustice  which  they  have 
suffered  as  the  result  of  the  delay  in  giving  full  force  and  effect  to  those  recommendations. 

39.  The  size  of  the  Central  Pool  for  the  year  ending  March  31,  1952,  and  for  subse- 
quent financial  years  should  be  calculated  on  the  principles  applied  in  paragraph  37  to 
the  year  ended  March  31,  1951,  with  such  adjustments  as  may  be  necessary: 

(a)  to  allow  for  the  total  number  of  practitioners  in  practice  in  the  year  in  question; 

(A)  to  allow  for  changes  in  the  value  of  money  and  their  eifect  on  the  real  net  income 
of  general  practitioners; 

(c)  to  allow  for  changes  in  the  proportion  of  practice  expenses  to  gross  remunera- 
tion; and 


(d)  to  allow  for  any  further  contraction  in  the  receipts  of  National  Health  Service 
practitioners  from  private  practice. 

The  general  practitioners  will  ask  the  adjudicator  to  include  in  his  award  a finding  that 
file  size  of  the  Central  Pool  for  the  year  ending  March  31,  1952,  and  for  subsequent 
financial  years  should  be  determined  accordingly 


the  21st  day  of  February  1952  by  Hempsons,  solicitors  to  the  General 
Medical  Services  Committee. 


SUB-APPENDIX 

remuneration  of  general  practitioners 

Sources  of  Health  Service  Remuneration  Additional  to  the  Central  Pool 
Centra? Pool™5  ^ pr0Vlde<i  out  of  Exclletluer  moneys  which  are  independent  of  the 
1.  Inducement  Fund 

“ a f taMished  for  the  purpose  of  making  extra  payments  to  doctors  who 

practise  m difficult  and  unpopular  areas  and  also  to  meet  cases  of  hardship  where  doctors 
have  sustained  a heavy  loss  of  income  as  a result  of  the  National  Health  Service  The 
a"¥d  °f  Payments  from  the  Inducement  Fund  is  made  by  Ministers  after  taking  the 
advice  of  the  Medical  Practices  Committee,  constituted  under  section  34  (2)  of  the 
HealtJl  Service  Act,  1946,  or  as  the  case  may  be,  the  Scottish  Medical  Practices 
<2?stltuted  under  section  35  (2)  of  the  National  Health  Service  (Scotland) 

Lper  cent  ofthe  “poof  ^ ^ by  at  a»ro"ly 
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2.  Additional  Mileage  Payments 

Mileage  payments  form  part  of  the  remuneration  of  general  practitioners  in  rural  and 
semi-rural  areas.  The  major  part  of  the  sum  necessary  to.  make  such  payments  is 
derived  from  the  Central  Pool,  but  it  was  from  an  early  date  recognized  that  the  sum 
allocated  for  this  purpose  from  the  Central  Pool  was  too  small.  Accordingly,  an 
additional  sum  has  been  made  available,  and  this  additional  sum  is  included  in  the 
total  health  service  remuneration  under  the  heading  of  “ Additional  mileage  payments.” 

3.  Payments  for  Maternity  Medical  Services 

These  are  payments  to  general  medical  practitioners  for  maternity  medical  services 
provided  by  them  under  the  National  Health  Service  Acts.  A general  practitioner  under 
his  terms  of  service  is  not  obliged  to  provide  maternity  medical  services  for  the  patients 
on  his  list  except  in  cases  of  emergency. 

4.  Payments  for  the  Provision  of  Drugs 

These  are  special  payments  made  in  respect  of  drugs  and  dressings  which  a general 
practitioner  is  required  to  supply  in  an  emergency,  and  in  respect  of  drugs  and  dressings 
which  a general  practitioner  dispenses  or  provides  by  arrangement  with  the  Executive 
Council,  These  payments  include  two  elements : 

(1)  a fee  for  the  services  rendered  by  general  practitioners  in  providing  the  drugs 
and  dressings;  and 

(2)  a payment  for  the  actual  cost  of  the  drugs  and  dressings  supplied. 

The  figures  supplied  by  the  Ministers  do  not  distinguish  between  these  two  elements. 

5.  Payments  for  Sight  Testing 

These  are  payments  made  to  general  practitioners  who  provide  supplementary 
ophthalmic  services  by  arrangement  with  Executive  Councils  under  section  41  of  the 
National  Health  Service  Act,  1946  (section  42  of  the  National  Health  Service  (Scotland) 
Act,  1947). 

6.  Training  Grants 

Included  in  these  payments  are  a training  fee  of  £150  a year  for  the  principal,  and  a 
sum  in  respect  of  the  emoluments  of  the  assistant.  The  figures  supplied  by  the  Ministers 
do  not  distinguish  between  these  two  elements. 

7.  Payments  from  Cottage  Hospitals 

These  are  payments  in  respect  of  general  medical  services  provided  by  a general 
practitioner  as  a member  of  the  staff  of  a hospital.  Such  general  medical  services  may 
be  provided  by  a general  practitioner  either  (a)  as  one  of  the  staff  of  a “ cottage  ” hospital, 
or  (b)  as  a part-time  medical  officer  of  a convalescent  home  or  other  institution. 

For  this  work  the  practitioner  is  remunerated  by  the  Hospital  Management  Committee, 
or,  in  Scotland,  the  Hospital  Board  of  Management.  The  expenses  of  the  Committee 
or  Board  are  borne  by  the  Exchequer. 

8.  Exchequer  Superannuation  Contributions 

General  practitioners  in  contract  with  Executive  Councils  are  superannuate  under 
the  National  Health  Service  (Superannuation)  Regulations,  1950  (S.I.  1950,  No.  497), 
and  under  corresponding  Regulations  relating  to  Scotland.  Under  the  scheme  of 
superannuation  comprised  in  these  Regulations,  contributions  are  payable  both  by 
the  practitioner  and  by  the  Executive  Council.  The  amount  of  the  contributions  is 
based  upon  the  practitioner’s  remuneration,  which  for  this  purpose  means  all  payments 
made  by  the  Council  to  the  practitioner  in  respect  of  general  medical  services  provided 
by  him  less  a sum  in  respect  of  practice  expenses  which  is  determined  in  accordance 
with  a formula  laid  down  by  the  Government.  The  Executive  Council’s  contribution 
amounts  to  8 per  cent  of  the  doctor’s  remuneration,  as  so  determined.  This  contribution 
is  provided  out  of  Exchequer  moneys  which  are  separate  from  the  Central  Pool.  It 
is  counted  as  part  of  the  practitioner’s  “ remuneration,”  although,  of  course,  it  is  not 
in  fact  paid  to  him  but  is  set  aside  for  the  purpose  of  providing  superannuation  benefits. 
It  does  not  therefore  form  part  of  the  practitioner’s  actual  receipts. 
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APPENDIX  XI 

CALCULATION  OF  GENERAL  PRACTITIONER  REMUNERATION 
AND  THE  CENTRAL  POOL 


General  practitioner  remuneration  is  calculated  on  the  basis  of  the  net  remuneration 
appropriate  for  general  practitioners  in  1939  (as  recommended  by  the  Spens  Committee 
m 1946)  together  with  a betterment  factor  taking  account  of  changes  in  the  value  of 
money  up  to  1951.  This  amount  is  then  adjusted  to  take  account  of  changes  in  the 
number  of  general  practitioners  participating  in  the  Service  and  their  estimated  practice 
expenses.  From  this  global  sum  is  deducted  the  estimated  remuneration  of  general 
practitioners  from  all  other  sources  (including  Private  Practice)  and  the  superannuation 
contributions  made  by  the  Exchequer.  The  sum  remaining  represents  the  Central  Pool. 

The  Central  Pool  is  calculated  provisionally  at  the  beginning  of  each  financial  year  and 
from  it  the  following  payments  are  made: 

Capitation  fees  and  loadings.  Temporary  resident  fees. 

Initial  practice  allowances.  Emergency  fees. 

Supplementary  annual  payments.  Anaesthetic  fees. 

Mileage  payments. 


After  the  payments  which  are  derived  from  the  Central  Pool  have  been  made,  any  balance 
of  money  due  when  the  Pool  is  finally  calculated  after  the  end  of  each  financial  year  is 
distributed  to  doctors  in  proportion  to  their  respective  earnings  by  way  of  capitation 
fees  and  loadings.  This  residual  payment  is  normally  made  some  eighteen  months  after 
the  end  of  the  financial  year  in  question.  No  interest  is  paid  on  the  sums  outstanding 
Thefollowing  statement  showing  the  calculation  of  the  Central  Pool  for  the  years 
}“3-54  and  1954—55  shows  (a)  the  method  of  calculating  the  required  global  sum' 

w the  various  sums  which  go  to  make  up  this  overall  total  ■ ' - ’■ 

Pool;  and  (rf)  the  method  by  which  the  final  settlement  j 
Central  Pool  due  for  each  year)  are  determined. 

Number  of  doctors  with  unrestricted  practices  . . . 


Required  total  net  income  at  £2,222  per  doctor 

Practice  expenses  

Required  total  gross  income  (i.e.,  global  sum) 

Actual  remuneration  received; 

Central  Pool  (capitation  fees  and  loadings,  initial 
practice  allowances,  supplementary  annual  pay- 
ments, mileage  payments,  temporary  resident  fees, 
emergency  fees,  anaesthetic  fees) 

Maternity  services 
Drugs 

Training  pants 
Sight  testing 
Fines 

Part  II  services 
Local  authorities  ... 

Government  departments 
Private  Practice 


Less:  Paid  to  doctors  with  restricted  lists 

Exchequer  superannuation  contributions 
Amount  set  aside  for  group  practice  loans 


Balance  due  to  bring  the  Central  Pool  up  to  the  required 
level  for  the  year 


ys  (i.e.,  the  balance  of  the 

1953-54 

1954-55 

20,650 

21,133 

£m. 

£m. 

45-884 

46-958 

20-657 

23-549 

£66  *541m. 

£70 -507m. 

£m. 

£m. 

52-068 

52-898 

2-790 

2-842 

1-794 

1-797 

0-393 

0-393 

0-090 

0-092 

0-003 

0-002 

1-312 

1-427 

0-622 

0-623 

0-840 

0-756 

2-000 

2-000 

61-912 

62-830 

0-100 

0-102 

61-812 

62-728 

3-195 

3-422 

0-100 

0-100 

£65 -107m. 

£66 -250m. 

£1  • 434m. 

£4 -257m. 
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Examination  of  Witnesses 
Dr.  S.  Wand,  Chairman  of  the  Council 

Dr.  A.  B.  Davies,  Chairman , General  Medical  Services  Committee 

Mr.  T.  Holmes  Sellors,  Chairman , Central  Consultants  and  Specialists  Committee 

Dr.  A.  Macrae,  Secretary 

Dr.  D.  P.  Stevenson,  Deputy  Secretary 

Professor  R.  G.  D.  Allen 

Mr.  S.  B.  R.  Cooke,  Counsel 

Mr.  N.  Leigh  Taylor,  Solicitor 

Dr,  L.  S.  Potter 

on  behalf  of  the  British  Medical  Association 
Called  and  Examined 


111 6.  Chairman)  Dr.  Wand,  you  will 
be  acting,  I take  it,  as  the  principal 
spokesman  for  the  B.M.A.  this  morning? 
-Dr.  Wand : Yes. 

1117.  As  to  procedure  I would  like 
to  say  to  you  as  we  have  said  to  others 
who  appeared  before  us,  that  we  will 
have  to  test  what  you  say  as  to  facts 
thoroughly  and  therefore  we  will  have 
to  ask  you  to  justify  such  statements  as 
we  wish  to  press.  That  does  not  imply 
either  disbelief  or  hostility,  but  if  we 
do  not  test  these  statements  no  one  else 
will.  On  the  other  hand,  failure  to  pur- 
sue a subject  in  the  evidence  you  have 
submitted  to  us  does  not . necessarily 
imply  either  its  acceptance,  or  that  we 
regard  it  as  irrelevant, 

I would  add  that  there  are  quite  a 
number  of  important  points  that  we  do 
not  intend  to  pursue  at  this  stage  be- 
cause you  have  told  us  you  will  be 
giving  special  memoranda  covering  those 
particular  topics  at  a later  stage ; we 
would  prefer  to  pursue  them  then.  On 
those  points  we  would  not  expect  to 
touch  more  than  generally,  if  at  all,  at 
this  stage,  and  I feel  sure  that  will  be 
in  accordance  with  your  own  views? — — 
Yes,  Sir,  I agree. 

1118.  Any  member  of  the  Commission 
will  of  course  have  a chance  to  ask 
questions  of  you,  but  for  convenience 
we  have  given  the  task  of  sifting  the 
very  many  written  submissions  that  we 
have  received  to  two  suh-committees. 
In  this  particular  case  Sir  David  Hughes 
Parry  has  acted  as  Chairman  of  the  Sub- 
Committee  and  so  he  will  be  leading 
off  with  most  of  the  main  questions. 

I think  I should  also  say,  with  most 
of  the  bodies  that  have  submitted 


evidence  to  us,  that  some  of  the  evidence 
at  least  is  of  great  interest  but  strictly 
outside  our  terms  of  reference.  We  may 
well  be  asking  some  questions  on  some 
matters  that  are  submitted,  in  order  to 
get  the  general  picture  built  up  ; but  we 
will  not  by  any  means  necessarily  be 
making  any  reference  to  those  matters 
in  any  report  that  we  may  eventually 
submit. 

Might  I start,  before  handing  you  over 
to  Sir  David,  by  asking,  largely  for  the 
record,  about  your  constitution  and 
coverage  of  the  medical  profession?  If 
you  could  say  a few  words  on  how  many 
you  represent,  how  you  are  voted  to 
become  representatives,  that  would  be 
useful. We  represent  all  doctors  en- 

gaged in  the  National  Health  Service. 
As  an  Association  we  have  a member- 
ship of  over  70,000  and  of  that  70,000 
we  have  some  members  overseas.  Of 
the  practising  profession  in  this  country 
80  per  cent,  are  members  of  the  Asso- 
ciation. But  in  addition  to  that  we  have 
an  organisation  which  allows  full  repre- 
sentation of  all  those  engaged  in  the 
National  Health  Service  in  the  various 
spheres,  even  although  they  are  not 
members  of  the  Association,  that  is  to 
say  through  the  General  Medical  Ser- 
vices Committee  on  the  general  prac- 
titioners’ side,  and  the  Consultants’  and 
Specialists’  Committee  on  the  specialists’ 
side. 

Each  -of  those  bodies  is  fully  represen- 
tative and  in  the  case  of  the  General 
Medical  Services  Committee  there  is  also 
an  annual  conference  of  Local  Medical 
Committees  which  represent  all  the 
general  practitioners  in  the  different 
areas.  They  can  send  up  to  the  con- 
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ference  and  to  the  General  Medical 
Services  Committee  doctors  who  are  not 
members  of  the  Association. 

On  the  consultants’  and  specialists’ 
side -there  is  a similar  organisation  but  it 
is  regional.  There  are  regional  Con- 
sultants’ and  Specialists’  Committees  re- 
presentative of  all  levels  of  hospital 
doctors,  and  they  in  their  turn  send  repre- 
sentatives to  the  Central  Consultants’ 
and  Specialists’  Committee.  In  its  turn 
it  forms  part  of  the  Joint  Committee 
with  the  Royal  Colleges  and  the  Scottish 
Corporations. 

It  is  a little  involved  but  through  this 
machinery  we  can  get  the  views  of  every 
single  doctor  in  the  National  Health 
Service. 

1119.  The  Consultants’  and  Specialists’ 
side  really  is  what  you  might  call  the 
hospital  service  side,  right  down  to  the 

earlier  stages  in  the  career? -Yes.  We 

have  in  addition  groups  of  various 
specialties  within  the  Association,  groups 
with  particular  interests,  and  they  can  ex- 
press the  views  of  the  group  through  the 
Central  Consultants’  and  Specialists’ 
Committee — for  example,  radiologists, 
pathologists,  psychiatrists  — every 
specialty  more  or  less  that  is  narrower 
than  the  general  field  of  medicine  or  sur- 
gery ; and  there  is  also  the  Senior  Hos- 
pital Medical  Officers’  Group,  and  a 
group  for  Registrars. 

• In  other  words  we  have  tried  effec- 
tively at  all  times  since  the  National 
Health  Service  came  into  existence  to 
get  the  whole  of  the  views  of  the  whole 
profession  available  through  any  possible 
channel  that  they  may  decide. 

' 1120.  Would  there  be  a separate 
organisation  for  those  who  are  not — as 
you  are  aware — within  our  terms  of 
reference  ; and  that  is  the  local  authority 
people,  the  Medical  Officers  of  Health? 
— — We  have  a Public  Health  Committee 
within  the  Association  representative  of 
all  Public  Health  Medical  Officers.  We 
hope  at  a later  stage  to  present  a memo- 
randum from  that  Committee.  There  is 
representation  on  that  Committee  of 
the  Council  of  the  Society  of  Medical 
Officers  of  Health. 

. 1121.  On  the  'general  practice  side,  are 

you  representative  of  the  assistants? 

Yes,  we  have  a special  sub-committee  of 
the  General  Medical  Services  Com- 
mittee, democratically  elected  and 


representing  assistants  and  what  we  call 
unestablished  practitioners. 

1122.  So  that  on  each  side  there  is 

opportunity  all  the  way  down  ‘for  views 
to  be  represented? Yes. 

1123.  And  that  is  your  claim?  ■ Yes. 

1124.  Would  you  care  just  to  say.  a 
word  about  your  relationships  with  some 
of  the  other  bodies  representing  the  pro- 
fession? You  know  we  have  already 
seen  the  Medical  Practitioners’  .Union, 
the  Socialist  Medical  Association — which 
is  perhaps  rather  separate— and  we  will 
be  seeing  the  General  Practice  Reform 
Association.  Could  you  in  just  a word 
say  what  the  relationship  is  between  them 

and  you? With  the  two  latter  bodies 

we  have  no  relationship.  With  the 
former  body,  the  Medical  Practitioners’ 
Union,  we  have  two  of  their  representa- 
tives nominated  to  the  General  Medical 
Services  Committee ; they  are  ex-officio 
members. 

1125.  And  there  would  be  a consider- 
able duplication  of  membership 

There  is  a considerable  duplication  of 
membership.  I use  -the  word  “ consider- 
able” as  a percentage  rather  than  in 
terms  of  actual  numbers. 

Chairman : I think  those  are  all  the 
points  I wish  to  ask  at  this  stage  on  your 
— as  one  might  say — qualifications  to 
represent  the  doctors  as  a whole,  Dr. 
Wand. 

1126.  Sir  David  Hughes  Parry'.  You 
say.  Dr.  Wand,  in  paragraph  5 of  your 
preliminary  memorandum  that  you  are 
able  to  speak  with  broad  authority  on 
behalf  of  members  of  hospital  medical 
staffs  and  all  general  practitioners  on  the 
matters  now  under  review.  What  you 
really  mean  is  that  you  are  a democratic 

body  acting  by  a majority  vote? That 

is  so. 

1127.  You  do  not  claim  to  speak  for 

every  member  of  the  Association? 

Every  member  of  the  Association  and 
every  member  of  the  hospital  staffs  and 
every  general  practitioner  engaged  in  the 
general  medical  services  has  an  oppor- 
tunity, through  local  meetings,  to  express 
his  views,  which  will  be  expressed  again 
through  the  conference  of  Local  Medical 
Committees  and  the  Regional  Con- 
sultants’ and  Specialists’  Committees,  and 
ultimately  it  will  be  considered  here  in 
London  at  the  pinnacle. 

1128.  But  if  his  individual  view  differs 
from  the  view  of  the  majority,  it  is  the 
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view  of  the  majority  that  is  expressed 
here? Yes. 

1129.  You  are  a democratic  body? 
We  are  a democratic  body. 

1130.  Dr.  Wand,  I think  our  best  plan 
will  be  to  work  on  your  preliminary 
memorandum  of  evidence,  if  you  agree, 
and  I would  take  you  straightaway  to 
paragraph  12.  We  as  a Commission 
issued  a statement  on  the  12th  April, 
1957.  What  we  said  in  that  statement 
was  that  the  Spens  Report  and  the 
Danckwerts  Award  will  be  studied  by 
the  Commission  ; the  Commission  thinks 
it  will  be  advantageous  if  we  study  them 
together  this  morning. 

Can  we  take  first  of  all  the  terms  of 
reference  of  the  Spens^ommittee  on  the 
Remuneration  of  Gefieral  Practitioners. 
The  only  question  that  is  contained  in 
the  terms  of  reference  is  what  ought  to 
be  the  total  range  of  professional  in- 
come of  a general  practitioner  in  the 
public  health  service.  That  is  the  only 
question  put  to  the  Spens  Committee. 
Then  the  Committee  was  asked  to  have 
regard  to  two  matters  in  particular,  the 
normal  expectations  in  the  past,  and 
secondly,  the  desirability  of  maintaining 
in  the  future  the  proper  social  and 
economic  status  of  general  practice  and 
the  power  to  attract  suitable  recruits. 

Shall  we  take  the  first  of  those  things 
to  which  regard  was  to  be  had — normal 
expectations  in  the  past?  You  base  your 
case  almost  completely  on  certain  figures 
as  to  the  remuneration  of  general  prac- 
titioners from  all  sources,  supplied  by 
Professor  Bradford  Hill,  do  you  not? 

Yes.  That  was  the  basic  figure  from 

which  our  case  stemmed,  but  behind  it 
all  was  a letter  from  the  Ministry,  prior 
to  the  setting  up  of  the  Spens  Com- 
mittee. The  Ministry  consulted  us.  The 
Ministry  said  in  a letter  that  it  was  essen- 
tial to  the  success  of  the  whole  under- 
taking— that  was  the  inquiry  of  the  Spens 
Committee — that  the  whole  membership 
of  the  Committee  should  be  acceptable 
both  to  them  and  to  us;  they  discussed 
with  us  the  Committee’s  membership  and 
the  terms  of  reference. 

But  in  the  first  part  of  this  letter  there 
Was  a statement  that  future  arrange- 
ments between  the  profession — may  I 
just  go  back  on  two  or  three  words  to 
get  the  sense  more  cleaT — “ ...  in  co- 
operation with  the  Committee  which 
wouid  arrive  at  useful  general  standards 
on  which  future  arrangements  between 


the  profession  and  the  Minister  could  be 
confidently  founded”.  The  foundation 
was  to  be  Spens.  The  Bradford  Hill 
figures  were  presented  as  showing  what 
had  happened  in  the  past,  and  of  course 
it  was  part  of  our  case  to  Spens  to  show 
how  the  remuneration  of  doctors  in  re- 
spect of  their  National  Health  Insurance 
patients  was  inadequate.  In  point  of 
fact  Spens  found  that  it  was  inadequate 
to  the  extent  shown  in  their  Report, 
and  had  in  fact  been  inadequate  over  a 
considerable  time  in  the  past. 

1131.  Thank  you.  I wanted  to  make 
it  quite  clear  that  the  recommendations 
were  in  the  main  based  on  the  Bradford 
Hill  figures.  Can  we  proceed  to  these 
recommendations  straightaway?  There 

were  seven  of  them,  were  there  not? 

Yes. 

1132.  The  first  one  outlined  a scheme 
■to  be  devised  to  ensure  certain  ranges  of 
remuneration  of  general  practitioners — 
that  was  the  principal  one,  was  it  not? 
Yes. 

1133.  It  was  made  quite  clear  at  the 
end  of  the  description  of  the  scheme  that 
they  were  expressing  their  recommenda- 
tion in  terms  of  the  1939  value  of  money. 
That  was  the  first  one.  The  second  one 
and  the  fourth,  I think,  deal  with  certain 
loadings,  certain  adjustments  that  were 
to  be  made  in  these  ranges.  I under- 
stand that  the  ranges  indicated  by  the 
Bradford  Hill  figures  were  regarded  as 
too  low;  that  is  right,  is  it  not?— — Yes. 

1134.  General  practice  at  that  time 
was  in  part  competitive  and  in  part 

based  upon  the  panel,  was  it  not? 

They  were  both  competitive  in  the  sense 
that  they  were  independent.  The  panel 
was  not  a full  time  service  or  anything 
of  that  kind.  It  was  the  method  of 
payment  that  was  different.  One  was 
paid  by  items  of  service,  by  arrange- 
ment between  the  patient  and  the  doctor, 
and  the  other  by  capitation  fee,  an 
arrangement  between  the  government 
and  the  doctor. 

1135.  The  point  I want  to  make 

quite  clear  is  that  the  earnings  in 
general  practice  before  1939  were 
ascertained  through  Professor  Bradford 
Hill's  figures,  and  certain  adjustments, 
loadings  or  additions  were  made  to 
them  by  the  Spens  Committee ; that  is 
right,  is  it  not? Yes. 

1136.  That  deals  with  the  first  con- 
sideration, that  due  regard  is  to  be  had 
to  the  normal  financial  expectations  of 
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general  medical  practice  in  the  past. 
For  the  future  certain  additions  were 
to  be  made  to  them? That  is  so. 

1137.  Again  in  No.  5 and  No.  6, 

suggestions  were  made  for  certain  ad- 
justments or  loadings  to  be  made,  were 
they  not? Yes. 

1138.  I just  draw  attention  to  these 
because  I want  to  deal  with  some  of 
them  at  a later  stage.  Shall  we  deal 
now  with  the  subject  of  the  imple- 
mentation of  each  one  of  these  recom- 
mendations how  far  they  were  in  fact 
implemented?  I would  like  you  to  take 
each  one  of  them  separately  and  deal 
with  it  in  your  own  way.  No.  1 first. 
— pi  will  do  my  best,  though  I am  not 
quite  clear  how  far  you  want  me  to  go. 

1139.  If  you  would  deal  with  them 

rather  generally  at  this  stage. 1 do 

not  know  whether  I made  myself  quite 
clear  when  I answered  your  first 
question  which  contained  the  word 
“ competitive  I think  it  is  quite  clear 
in  the  Spans  Report  that  the  difference, 
in  financial  terms,  between  the  two 
kinds  of  practice  before  the  Report  was 
implemented  was  that  stated  somewhere 
in  the  Report.  Doctor  witnesses  in- 
dicated they  were  doing  two-thirds  of 
their  work  for  their  insured  patients  and 
receiving  only  one-third  of  their  re- 
muneration from  those  same  patients ; 
and  it  was  in  that  field  that  Spens  was 
asked  to  rectify  matters.  There  was 
competition  in  so  far  as  the  patient  had 
exactly  the  same  or  practically  the  same 
choice  of  doctor  as  with  the  private 
practitioner.  It  was,  as  I said,  only  a 
matter  of  difference  of  payment. 

In  the  Spens  Report,  coming  back  to 
this  question,  it  is  made  clear  that  in  a 
National  Health  Service  there  would  be 
some  greater  evenness  of  income  than 
had  occurred  prior  to  the  National 
Health  Service.  It  was  thought  a 
National  Health  Service  would  in- 
evitably produce  a greater  evenness  of 
income.  I think  you  have  to  look  at 
these  various  recommendations  in 
broad  bands.  In  the  Spens  Report  you 
will  find  that  an  income  distribution  is 
set  out.  Table  B for  example  refers 
only  to  the  age  group,  40-49.  But 
shortly  afterwards  in  the  Report  iri 
paragraph  11  they  make  it  clear  that 
ihey  are  not  committed  entirely  to  that 
particular  age  group  for  that  particular 
distribution.  They  do  In  fact  go  right 
back  to  the  age  of  thirty.  I have  no 


figures  at  all  and  I do  not  think  any 
are  available  to  show  what  the  precise 
banding  of  practitioners’  incomes  is  at 
the  moment,  but  the  average  list  for 
each  practitioner  in  the  country  is 
roughly  2,500.  You  will  find  that  if  you 
take  the  table  which  shows  the  dis- 
tribution of  the  money  that  goes  into 
the  global  sum,  Iroughly  a 2,800  last 
today  will  produce  round  about  £2,400. 
In  the  first  Spens  recommendation  you 
will  see  that  the  £1,200  margin — -which 
with  a 100  per  cent,  betterment  comes 
to  £2,400 — is  to  be  exceeded  by  roughly 
60  per  cent,  of  .the  doctors  within 
certain  age  groups.  Whether  that  has 
been  implemented  or  not  I do  not  know. 

Yon  will  see  also  that  it  was  indicated 
by  Spens  that  a small  proportion  of  doc- 
tors should  be  able  to  earn  net  incomes 
of  over  £2,500.  That  was  at  1939  values. 
In  paragraph  14  were  set  out  some 
suggestions  to  try  to  enable  this  to  be 
done.  These  suggestions  have  only  in  a 
very  modified  way  been  carried  out  and 
indeed,  Sir,  the  suggestion  contained  at 
the  bottom  of  page  9 has  been  carried 
out  in  a different  way.  I have  been  at 
some  pains  lately  to  try  to  find  out  if  the 
£3-1  million — which  was  the  addition 
agreed  with  the  Ministry  in  order  to  im- 
plement the  recommendations  of  Spens 
at  1939  values — did  include  the  sugges- 
tion made  at  the  bottom  of  page  9 and 
I have  not  been  able  to  find  that  it  was 
so  included.  Although  the  amount  of 
money  paid  to  training  practitioners — 
nearly  £400,000 — has  in  fact  come  out 
of  the  pool,  it  would  appear  from  re- 
commendation 1 that  it  should  be  extra, 
outside  the  pool.  I do  not  know  what 
other  comments  I can  make  on  this. 

1140.  In  other  words,  you  find  it  very 

difficult  to  say,  as  anybody  would,  that 
recommendation  1 has  been  imple- 
mented?  In  detail — but  it  has  been 

implemented  in  total  up  to  March,  1951. 
That  is  in  betterment  terms  of  that  time. 
It  has  been  implemented  in  total.  The 
difficulties  of  precise  implementation 
have  been  evident  but  in  broad  bands  it 
may  be  found  that  the  intention  of  Spens 
has  been  carried  out.  I do  not  know 
until  we  get  figures. 

1141.  Every  effort  has  been  made  to 
carry  out  the  first  recommendation?— — 
Every_  effort,  has  been  made  to  see  that 
there  is  available  for  distribution  amongst 
the  doctors  the  adequate  sum  of  money 
to  provide  for  these  recommendations ; 
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and  the  profession  itself  has  done  its 
best,  including  the  Working  Party  after 
Danckwerts,  to  ensure  an  equitable  dis- 
tribution of  those  monies. 

1142.  Chairman:  I would  like  to  ask 
you  a few  more  questions  about  that,  Dr. 
Wand,  because  this  is  a very  important 
recommendation  of  Spens  and  therefore 
one  to  which  you  attach  a great  deal  of 
importance  as  to  whether  it  has  been 
carried  out.  It  starts  oil — a scheme  de- 
vised to  ensure  that  between  forty  and 
fifty  years  of  age  approximately  50  per 
cent,  of  G.P.s  receive  net  incomes  of 
£1,300  or  over,  and  which  will  also 
secure,  so  far  as  is  practicable,  that  be- 
tween forty  and  fifty  years  of  age 
approximately  one-quarter  receive  net 
incomes  of  £1,600  or  over,  and  so  forth. 
Was  a scheme  ever  devised  that  was  ex- 
pected to  ensure  those  particular  things? 

No,  Sir,  but  you  will  see  in  para- 
graph 11  that  Spens.  indicated  quite 
clearly  that  those  age  groups  were  not 
to  be  regarded  as  the  only  groups  in 
which  a similar  scheme  would  apply. 
And  in  another  part  of  Spens  you  will 
see  that  it  was  expected  that  there  would 
be  some  alteration  in  the  precision  of  this 
table  when  a National  Health  Service 
was  inaugurated. 

1143.  Yes,  I realise  the  second  recom- 

mendation dealt  with  other  ages  and  I 
realise  also  it  would  be  very  difficult  to 
be  precise:  but  was  a scheme  ever  de- 
vised, so  far  as  you  know,  that  was  in- 
tended to  give  effect  to  this  No.  1 recom- 
mendation?  No  precise  scheme. 

1144.  Do  you  think  there  ought  to 

have  been  a scheme?  Is  it  the  B.M.A.’s 
position  that  a scheme  ought  to  have 
been  devised  to  give  effect  to  this  recom- 
mendation?  Dr.  Stevenson : In  para- 

graph 19  of  the  Spens  Report  there 
appears  the  statement  that  an  estimate  is 
made  of  the  cost  of  the  proposals  in  this 
Report  which  must  be  broadly  assumed 
to  be  those  concerning  the  range  of  re- 
muneration, or  the  broad  bands  to  which 
Dr.  Wand  referred.  It  is  true  that  the 
figure  of  15  shillings  is  quoted  there  as 
an  attempt  to  estimate  the  cost  of  this 
scheme.  That  figure  was  of  course  a 
basic  figure  on  which  the  capitation  fee 
for  the  N.H.S.  was  based,  so  to  the  ex- 
tent that  Spens  was  right  in  saying  this 
can  be  done  there  is  an  inference  that 
the  scheme  introduced  in  1948  had  that 
function. 


1 145.  Mr.  Gunlake : Dr.  Stevenson,  the 
Working  Party  contained  representatives 
of  your  own  General  Medical  Services 
Committee.  What  attempt  did  it  in  fact 
make  to  see  that  this  particular  Spens 
recommendation  as  to  bands  of  income 

was  carried  out? Dr.  Wand:  The 

Working  Party  had  certain  specific  terms 
of  reference  which  were  decided  by  the 
Ministry. 

1146.  Chairman:  I think,  Dr.  Wand, 
the  terms  of  reference  of  the  Working 
Party  are  stated  to  be  the  agreed  terms 

of  reference. They  were  agreed,  but 

it  was  a condition  of  the  Danckwerts 
Adjudication  that  the  Working  Party  was 
set  up. — Dr.  Stevenson:  The  terms  of 
reference  were  agreed  on  the  understand- 
ing that  certain  things  would  be  done, 
one  of  which  was  to  restrict  our  unduly 
large  lists. 

1147.  The  question  remains,  did  the 

Working  Party  with  its  own  terms  of 
reference  try  to  carry  into  effect  this  first 
recommendation  of  Spens?  We  are  try- 
ing to  deal  with  the  recommendations 
one  at  a time. Dr.  Wand : The  Work- 

ing Party  was  set  up  because  the  Ministry 
indicated,  before  the  claim  went  to  Mr. 
Justice  Danckwerts,  that  such  a body 
would  be  .appointed  to  look  at  certain 
points  which  were  set  out  in  its  terms  of 
reference,  and  its  terms  of  reference  were 
limited. 

1148.  The  first  part  of  the  terms  of 
reference  was  to  secure  an  equitable  dis- 
tribution of  the  central  pool,  based  upon 
the  recommendations  of  the  Spens  Com- 
mittee. That  is  the  point  I am  hying 
to  get  at.  Was  a scheme  ever  devised 
to  carry  into  effect  No.  1 recommenda- 
tion of  the  Spens  Committee,  by  the 
Working  Party  or  at  any  other  time? 

No.  The  Working  Party  had  very 

definite  terms  of  reference.  I have  them 
now  before  me. 

1149.  The  first  line  I think  is  part  of 

it — to  secure  an  equitable  distribution 
of  the  central  pool,  based  upon  the 
recommendation  of  the  Spens  Commit- 
tee.  Dr.  Stevenson : I think,  in  so.  fat 

as  the  1948  calculation  of  15  shillings 
related  to  paragraph  19  of  Spens,  so  did 
the  Working  Party  in  1952  attempt  to 
relate  an  increase  in  capitation  to  the  15 
shillings,  based  on  a larger  pool. 

1150.  I appreciate  that.  I am  trying 
to  find  out  whether  there  was  an  effort 
made  to  obtain  the  distribution  among 
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general  practitioners  broadly  indicated 

by  Spens. Dr.  Wand:  There  was  no 

attempt  to  get  percentages.  The  Work- 
ing Party  concentrated  on  what  had 
been  in  the  Minister’s  mind — obvious 
at  the  time  this  was  debated — on  the 
second  part  of  the  terms  of  reference, 
to  bring  about  a relative  improvement 
in  the  position  of  those  practitioners 
least  favourably  placed  under  the  present 
plan,  to  make  it  easier  for  those  doctors 
to  go  into  practice,  and  so  on.  They 
concentrated  on  that,  and  that  was  the 
main  contention  of  the  Minister  in  our 
discussions  with  him.  You  will  see  that 
the  Report  is  practically  attached  to 
those  points. 

1151.  But  you  are  anxious  there  should 
be  a proper  implementation  of  the  Spens 
Report.  That  is  fundamental  to  your 
case?  Is  it  fundamental  to  your  case 
for  instance  that  the  first  recommenda- 
tion of  the  Spens  Report  for  general 
practitioners  should  be  implemented?  I 
think  you  said  before  that  nobody  knows 
whether  it  has  been  or  not,  until  we  get 
the  figures.  It  may  in  fact  have  been ; 
but  I gather  no  scheme  was  ever  devised 
that  was  really  intended  to  put  that 

into  effect.  Is  that  right? Yes.  Our 

purpose  was  to  see  there  was  an 
adequacy  of  money  in  the  pool  to  enable 
the  broad  banding  of  Spens  to  be 
achieved.  We  do  not  know  whether  it 
has  been  achieved. 

1152.  If  it  has  not  been  achieved,  if 
the  figures  show  that,  is  it  your  case  that 
the  spread  shown  in  the  first  recommen- 
dation of  Spens  should  be  achieved? 
Broadly  the  answer  is  one  of  dis- 
tribution, and  I think  you  can  say  our 
purpose  is  to  see  that  there  is  a fair 
distribution. 

1153.  But  do  you  regard  the  distribu- 

tion suggested  by  Spens  in  his  first 
recommendation  as  being  the  fair  dis- 
tribution you  want? We  regard  it  as 

being  a reasonable  distribution  at  which 
to  aim.  But  in  a form  of  practice  in 
which  there  must  necessarily  be  changes 
from  day  to  day,  or  month  to  month, 
in  the  size  of  list  of  an  individual  doc- 
tor. it  would  be  impossible  to  achieve 
a precise  figure  of  this  kind  ; as  indeed 
the  Spens  Committee  indicated  on  page 

“ We  anticipate  that  the  general  intro- 
duction of  a publicly  organised  ser- 
vice would  of  itself  level  up  low  in- 
comes to  a considerable  extent.” 


This  would  mean  that  the  precise  im- 
plementation of  Table  B was  not  expected 
by  the  Spens  Committee  once  we  had 
got  a publicly  organised  service. 

1154.  This  first  recommendation  on 
distribution  by  Spens  would  have 
resulted,  if  it  was  implemented,  in  a 
levelling  of  remuneration  to  some  extent- 
I think  that  is  quite  precise  from  the 

footnote. In  Table  B the  levelling  is 

that  7 per  cent,  would  have  under  £700, 
that  9 per  cent,  would  have  over  £2,000, 
but  that  there  would  be  a big  band  in 
the  middle  as  between  £700  and  £2,000. 
Our  knowledge  of  the  size  of  lists  today 
is  that  we  have  got  that  big  broad  band- 
ing in  the  centre. 

1155.  Would  you  agree,  Dr.  Wand, 
that  the  notes  to  that  No.  1 recommen- 
dation read : 

“The  above  proposal  is  approxi- 
mately equivalent  to  the  augmenta- 
tion of  net  incomes  in  1939  by  £200 
in  the  case  of  incomes  between  £400 
and  £1,200  and,  in  the  case  of  in- 
comes over  £1,200,  by  £200  at  £1,200, 
diminishing  progressively  to  nothing 
at  £2,000.” 

which  must  mean  a levelling,  and: 

“ We  say  nothing  about  reducing 
the  high  percentage  of  incomes  below 
£700  since  this  would  follow  auto- 
matically from  the  operation  of  these 
recommendations.” 

'which  pmst  mean  a process  towards 
levelling?  I thought  you  had  said  that 
before.  I could  not  quite  see  why  you 
were  doubtful.  It  was  the  object,  was  it 

not? Yes.  The  object  was  to  pro-' 

duce  some  levelling. — Dr.  Stevenson: 

I think  an  attempt  was  made  in  1948 
to  implement  the  distribution  in  Recom- 
mendation 1.  But  in  1952  the  attempt 
was  somewhat  modified  because  the 
terms  of  reference  of  the  Working  Party 
which,  _ though  agreed  were  very  much 
determined  by  the  Minister,  did  in  fact 
modify  them.  So  far  as  the  future  is 
concerned— which  I think  is  the  point 
of  your  question — if  the  total  amount 
was  right,  then  I would  say  no-one 
would  dispute  that  the  distribution  as 
laid  down  in  Recommendation  1 would 
be  quite  acceptable,  if  it  could  be  done. 

1156.  Nobody  knows  at  present  the 
extent  to  which  that  has  been  done  ; but 
when  the  B.M.A.  say  that  a proper  im- 
plementation of  the  Spens  Report  is 
fundamental  to  their  case,  are  they 
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really  including  Recommendation  1 as 
part  of  that? 'We  must  do. 

1157.  You  want  that  distribution? 

Dr.  Wand : Approximately. — Dr. 

Davies'.  As  far  as  it  is  consistent  with 
our  other  obligations  in  distribution 
matters. 

1158.  I do  not  know  what  that  means. 
— —Dr.  Wand  and  Dr.  Stevenson  have 
already  referred  to  the  remit  to  the 
Working  Party.  At  the  setting  up  of 
the  Act  there  was  a requirement  of  the 
Minister  about  distribution  of  patients 
among  doctors,  which  led  to  the  setting 
up  of  the  Medical  Practices  Committee. 
That  is  an  example  of  one  of  the  obliga- 
tions on  distribution. — Dr.  Stevenson'. 
Sir  Harry,  I wish  it  to  be  quite  clear 
that  we  have  accepted  the  Spens  Report. 
We  have  never  disputed  any  part  of  it ; 
therefore  the  answer  must  be  that  we 
stand  by  Recommendation  No.  1.  It 
is  part  of  the  Report  we  accepted  and 
stood  'by. 

Chairman:  I think  it  would  be  better 
to  come  back  later  in  the  day  to  how 
best  that  distribution  can  be  achieved. 

. 1159.  Sir  David  Hughes  Parry:  May 
I just  ask  one  question  on  that?  You 
did  say  you  have  no  figures  and  it  has 
been  extremely  difficult  to  see  whether 
in  fact  the  general  design  or  effect 
according  to  Spens  has  been  achieved. 
We  hope,  as  you  know,  from  the  replies 
to  the  Commission’s  questionnaire,  to 
be  in  a better  position  to  judge  that 
position.  You  realise  that,  do  you  not? 
Yes. 

1160.  That  is  the  main  object  of  the 

questionnaire  being  sent  out.  May  we 
take  Recommendation  No.  2 : “ Before 
40  and  after  50,  practitioners  should  be 
remunerated  at  the  rate  applicable 
between  40  and  50  to  the  burden  and 
responsibilities  of  practice  which  they 
are  in  fact  carrying."  Have  you  any  sug- 
gestion to  make  as  to  the  implementa- 
tion of  that? Dr.  Wand:  It  simply 

means  if  a doctor  is  able,  energetic  and 
so  on  before  forty  or  after  fifty,  the  same 
factors  apply. 

1161.  Chairman:  I have  never  en- 

tirely understood  what  that  recommenda- 
tion meant  in  detail,  but  I think  it  is 
quite  dear  .that  it  goes  with  No  1 and 
until  we  know  the  extent  to  which  No.  1 
has  been  carried  out  we  cannot  know 
the  extent  to  tsihidh  No.  2 has,  been 
carried  out. 1 think  the  meaning  is 


this.  The  Spens  Committee  attached 
themselves  to  a method  of  distribution 
which  they  said  applied  to  a particular 
age  group ; but  then  they  went  a bit 
further  and  said  “ although  we  have 
done  this,  we  do  realise  that  many 
doctors  are  able  to  attract  patients  and 
do  a first-class  job  of  work  and  are 
energetic  above  the  age  of  49  and  below 
the  age  of  forty ; like  and  like  should 
be  treated  in  the  same  way.” 

1162.  And  in  fact  the  capitation  fee 
system  has  never  differentiated  for  age? 
No. 

1163.  Sir  David  Hughes  Parry  : I will 
take  Recommendation  No.  3. 

“In  securing  the  above  results,  a 
method  of  differentiation  of  income 
should  be  chosen  which  will  command 
so  far  as  possible  the  confidence  of 
the  profession.” 

Has  that  been  implemented? Yes. 

We  have  always  been  willing  to  engage 
in  discussions  with  the  Government  with 
regard  to  distribution  and  we  would 
continue  to  do  so.  The  Working  Party 
report  was  submitted  to  our  representa- 
tive bodies  in  order  that  they  might  have 
an  opportunity  of  opposing  them  or 
modifying  them,  and  it  was  after  their 
agreement  that  these  new  distributions 
were  set  up. 

1164.  Then  so  far  as  the  B.M.A.  is 

concerned,  No.  3 has  been  implemented 
to  the  full? Yes. 

1165.  Chairman:  Except  that  we  do 
not  know  whether  it  secured  the  above 
results.  That  we  shall  have  to  find  out. 

The  profession  was  satisfied  it  gave 

the  right  numbers  in  the  right  places. 

1166.  The  recommendation  says  “ in 

securing  the  above  results”. We  do 

not  know. 

1167.  Sir  David  Hughes  Parry:  The 
Working  Party  were  directed  to  that  end 
very  largely?  Their  whole  object  was  to 
try  to  carry  out  these  recommendations? 
Yes. 

1168.  Take  Recommendation  No.  4: 
“The  difference  which  has  existed 

between  the  incomes  of  rural  and 
urban  practitioners  should  be  reduced, 
the  Highlands  and  Islands  Scheme 
should  be  applied  to  other  sparsely 
populated  areas  and  the  remuneration 
under  that  scheme  should  be  in- 
creased.” 
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What  has  been  done  to  implement  that? 

Dr.  Davies : There  is  a special 

scheme  of  inducement  payments  for 
areas  of  sparse  population  such  as  the 
Highlands  and  Islands  and  certain 
pockets  in  England  and  Wales.  That  in 
effect  is  a subsidy  to  enable  medical 
practitioners  to  provide  services  in  areas 
which  could  not  be  adequately  remuner- 
ated by  any  other  method-  As  regards 
the  truly  rural  practitioner,  there  is  a 
special  difficulty  there  in  that  the  scope 
for  large  lists  is  somewhat  limited  and, 
taken  into  consideration  with  the  fact 
that  travelling  long  distances  is  time- 
consuming,  we  have  thought  it  necessary 
to  provide  some  compensation  for  that 
loss  of  time  and  consequent  loss  of  in- 
come. Therefore  in  agreement  with  the 
Government  a mileage  committee  was 
set  up  and  it  has  made  recommendations 
to  provide  a special  mileage  payment  to 
rural  practitioners. 

1169.  The  object  being  in  effect  to 
implement  this  fourth  recommendation? 
That  is  so. 

1170.  But  again  we  do  not  quite  know 

how  far  this  has  been  achieved? Dr. 

Stevenson:  I think  we  do  because,  as  I 
see  it,  this  recommendation  was  to  help 
the  position  of  the  rural  practitioner. 
Between  1948  and  1952  the  size  of  this 
particular  fund,  which  is  to  compensate 
the  rural  practitioner  for  his  disadvan- 
tages, was  increased  from  £1-3  million 
to  £2  million,  so  I think  one  can  say  this 
has  been  implemented. 

1171.  In  full? Yes.— Dr.  Wand: 

And  a special  mileage  committee  is  con- 
sidering a redistribution  of  this  sum  of 
money  because  of  course  you  will  realise 
that  changes  have  taken  place  ; what  was 
previously  a difficult  rural  area  may  have 
become  a township  and  so  on. 

1172.  Sir  Hugh  Watson:  That  matter 
is  under  review  at  the  moment,  Dr. 

Wand,  is  it? Yes,  and  an  interim 

report  has  indeed  been  issued. 

1173.  From  what  Dr.  Davies  said 

about  the  inducement  areas,  I gather  you 
referred  to  really  sparsely  populated 
areas? Dr.  Davies:  That  is  so. 

1 174.  Chairman:  The  fourth  recom- 
mendation reads : “ The  difference  which 
has  existed  between  the  incomes  of  rural 
and  urban  practitioners  should  be 
reduced  . . .”  Apart  from  the  sparsely 
populated  areas  to  which  you  refer,  has 
that  recommendation  been  implemented? 


Yes,  as  far  as  the  classification  of 

areas  goes,  by  this  mileage  committee’s 
recommendation. — Dr.  Wand:  The  mile- 
age fund  is  not  a flat  rate  through  the 
country,  per  mile.  There  are  loadings 
according  to  the  type  of  country  in 
which  the  doctor  practices.  In  that  way 
you  get  differentiation  as  to  the  pro-por- 
tion that  comes  from  the  mileage  fund 
to  a particular  doctor  or  a particular 
area.  It  is  relevant  to  the  terrain  he  has 
to  deal  with.  Obviously  a doctor  who 
has  to  go  to  a lighthouse  will  get  a 
different  payment — that  is  an  ad  hoc 
payment — from  that  of  a country  doctor 
who  has  to  go  over  some  flat  easy 
country. 

1175.  What  was  the  relationship, 
roughly — between  the  rural  practitioners 

and  urban  practitioners  in  1939  ? In 

what  sense,  relationship? 

1176.  The  recommendation  says  it 
should  be  reduced.  I see  we  get  it  in 
Tables  1 and  3 of  Spens.  Take  the  age 
45-54  group:  am  I right  in  thinking  the 
difference  was  at  that  time  about  £220 

on  the  gross  income? The  figure  as 

given  in  Spens,  I think,  is  the  nearest 
approach  that  has  ever  been  made  to 
that  difference.  In  point  of  fact  soon 
after  the  Service  was  inaugurated  it  was 
realised  by  us  that  this  differential  was 
not  being  adequately  reduced.  We  met 
the  Ministry  and  an  agreement  was  made 
to  take  an  additional  £700,000  in  order 
to  provide  for  this.  I think  most  of  us 
felt  at  that  time  at  any  rate  that  we 
had  solved  a financial  problem  with  that 
sum  of  money. — Dr.  Stevenson:  If  it 
would  be  of_  any  help,  when  Professor 
Bradford  Hill  and  the  Government 
Actuary  calculated  the  £3T  million^ 
which  was  the  deficiency,  they  based  it 
on  an  agreed  figure  in  order  to  bring 
the  rural  nearer  to  the  urban.  There 
was  an  addition  of  £11  per  doctor  to  be 
added  to  the  sum,  so  there  is  an 
actuarial  figure  which  can  be  got  on  that 
question. 

1177.  The  Medical  Practitioners’. 
Union’s  evidence — I suspect  there  was  a 
misprint  there — refers  to  the  rural  prac- 
titioner earning  more  than  the  urban  one. 
I rather  think  they  meant  . before  the 

war.- 1 think  the  1952  Ministry  fables 

— the  ones  discarded  and  not  published 
which  attempted  to  show  distribution — 
showed  that  the  net  remuneration  of  the 
rural  doctor  had  gone  a little  too  far 
and  might  even  be  in  excess  of  the  net 
remuneration  of  the  urban  doctor.  That 
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was  the  reason  for  the  establishment  of 
this  mileage  committee  who  were  to  look 
into  the  whole  question  of  distribution 
to  see  how  far  this  had  gone. 

1178.  Professor  Jewkes:  You  mean 
the  inquiry  conducted  for  the  purpose  of 

establishing  an  expenses  ratio? 1 beg 

your  pardon.  It  was  a 1949  table,  not 
that  one.  It  was  a famous  Blue  Book. 

1179.  I suppose  we  will  have  to  wait 
for  fuller  figures,  but  the  odd  thing  is 
that  from  the  expenses  ratio  enquiry  in 
1952-53,  once  again  the  rural  prac- 
titioner seems  to  be  earning  more  than 

the  urban. Dr.  Davies:  In  certain 

categories.  Professor.  The  difference  is 
quite  marked  at  some  levels,  but  it  does 
not  show  that  feature  throughout  the 
whole  range.  The  largest  expense 
ratio  is  in  the  small  list  group ; but  the 
difference  when  it  occurs  is  approx- 
imately of  the  order  of  two  per  cent. 

1180.  But  there  are  groups  where  the 

rural  practitioner  is  earning  more? 

That  is  so. — Dr.  Wand : You  do  get  in 
the  country  the  isolated  instance  of  a 
moderate-sized  conurbation  surrounded 
by  absolutely  open  country — rather  like 
those  villages  in  the  valleys  in  France, 
nothing  round  them  for  a long  way. 

In  that  type  of  area  you  get  a fair 
number  of  patients  in  the  conurba- 
tion blit  large  distances  to  travel  to 
patients  who  cannot  get  dootors  from 
any  other  place  than  this  town.  There 
you  are  likely  to  get  an  increase  of 
remuneration  and  so  on, 

1181.  Sir  David  Hughes  Parry:  It 
would  be  fair  to  say  an  attempt  has  been 
made,  on  the  Government  side  and  on 
the  side  of  the  profession,  to  implement 
to  the  full  Recommendation  No.  4? — — 
Dr.  Stevenson:  Yes,  and  this  is  still 
being  done. 

1182.  But  it  may  not  be  as  ideal  as 
one  would  like  it  to  be,  is  that  right? 

Dr.  Wand : This  new  inquiry  I spoke 

of  a moment  ago  will,  we  hope,  make  it 
even  more  accurate  in  terms  of  mileage 
distribution — fairer,  shall  I say,  rather 
than  more  accurate. 

1183.  Chairman:  The  present  differ- 
ence based  on  the  mileage  as  between 
what  is  an  urban  and  what  is  a rural 
practitioner  is  generally  accepted. 

Yes.  If  I may  use  the  words  rural  prac- 
titioners ’ fund’  rather  than  mileage  fund, 
it  will  indicate  more  precisely  the  objects 
of  this  fund.  It  is  to  deal  with  the  prob- 


lems  of  rural  practice,  not  the  narrower 
field  of  mileage  alone. 

1184.  At  any  rate  the  B.M.A.  accepted 

and  still  accept  that  the  distribution  as 
between  rural  and  urban  before  the  war 
needed  altering  so  as  to  make  them  rather 
more  even? Yes. 

1185.  And  are  helping  to  take  steps  to 

put  into  effect  this  particular  recommen- 
dation?  Yes,  Sir. 

1186.  Sir  David  Hughes  Parry : May 
we  take  Recommendation  No.  5? 

“ Additional  remuneration  should  be 
given  in  areas  which  prove  so  unattrac- 
tive as  not  to  draw  an  adequate  supply 
of  practitioners.” 

Dr.  Stevenson : I think  one  can  claim 

that  has  been  implemented. 

1187.  In  what  way? Because  there 

is  a special  inducement  fund  set  up  in 
1948  from  which  payments  are  made  to 
supplement  the  income  received  by 
general  practitioners  in  certain  areas  who 
would  otherwise  find  it  economically 
impossible  to  practise  in  those  areas.  I 
suppose  that  this  particular  scheme, 
which  was  very  necessary  at  the  begin- 
ning, has  been  more  widely  used  in 
Scotland  and  particularly  in  the  High- 
lands and  Islands.  Up  there,  where  it 
would  be  impossible  for  a doctor  to  gain 
a full  competence,  there  is  provision  to 
supplement  his  normal  income  and  so 
induce  him  to  stay  in  the  area.  I think 
one  can  say  this  has  been  implemented. 

1188.  Chairman : Would  you  say,  Dr. 
Stevenson,  there  are  still  districts  under- 
doctored for  economic  reasons,  or  is  the 
geographical  distribution  now  right  as  a 
result  of  the  operation  of  the  scheme? 

1 think  that  Recommendation  5,  Sir, 

was  not  designed  to  cover  an  equitable 
distribution  in  the  way  you  put  it. 

1189.  I meant,  to  draw  an  adequate 
supply  of  practitioners.  The  recommen- 
dation was  that  additional  remuneration 
should  be  given  in  areas  which  prove  so 
unattractive  as  not  to  draw  an  adequate 
supply  of  practitioners.  I took  it  that 
the  additional  remuneration  was  to  an 
extent  necessary  to  draw  an  adequate 

supply. It  has  been  implemented  fully 

so  far  as  it  gives  the  doctor  a sufficient 
income.  We  do  not  think  this  was 
designed  to  effect  equitable  distribution 
throughout  the  country. 

1190.  I presume  it  was  designed  to 
ensure  that  every  person  would  have  a 
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doctor  within  range,  and  that  has  been 
achieved? Yes. 

1191.  Sir  Hugh  Watson:  These  pay- 
ments are  under  review  at  the  moment, 

are  they  not? They  have  recently 

been,  and  have  been  increased. 

1192.  Sir  David  Hughes  Parry: 
Recommendation  No.  6 : 

‘'An  adjustment  in  the  method  of 
payment  in  so  far  as  this  depends  on 
capitation  should  be  made  in  the  case 
of  practices  involving  an  altogether 
abnormal  number  of  aged  persons  and 
chronic  invalids.” 

Has  there  been  any  implementation  of 
that? None. 

1193.  None  at  all? No. 

1194.  Can  you  tell  us  whether  any 

attempts  were  made? Dr.  Davies: 

We  think  it  is  impossible  to  do. — Dr. 
Wand:  I do  not  think  any  attempt  has 
been  made.  It  is  a terribly  difficult  one. 
You  get  areas  in  a big  city  where  you 
get  young  people  moving  out  and  the 
old  people  stay  and  then  you  get  another 
type  of  place  where  there  is  a shortage  of 
houses  and  the  young  people  come  and 
live  with  the  old  people.  The  position 
is  constantly  changing.  We  have  taken 
the  swings  with  the  roundabouts  within 
the  whole  professional  field  of  remunera- 
tion. 

1195.  Mr.  Bonham-Carter:  You  get 
•the  extreme  opposite  in  the  new  towns 

Dr.  Wand? Yes,  the  very  young. 

There  is  no  doubt  that  the  Service  has 
been  used  increasingly  since  it  came  in 
Mid  there  is  no  doubt  in  my  own  mind 
that  the  younger  generation  is  going  to 
use  the  Service  even  more  than  the  older 
generation.  In  the  younger  people  you 
get  a greater  tendency  to  go  to  the  doctor 
for  advice,  for  example,  about  young 
children,  than  with  their  mothers  and 
grandmothers.  I think  that  is  inevitable 
and  it  is  going  on  at  the  present  moment. 

1196.  Mr.  Gunlake : It  has  been  put 
to  us  m evidence  that  there  are  areas  in 
the  country  where  there  is  high  morbidity 
quite  apart  from  chronic  invalids  Do 
you  accept  that  and  think  it  would  have 
been  wise  to  include  that  in  this  recom- 
mendation as  well  as  the  reference  to 
age'  r J.  would  like  some  more  evid- 
ence ot  this  increase  in  morbidity  in  par- 
ticular areas  before  I could  answer  that. 


1197.  Perhaps  I should  say  it  has 

been  alleged  in  evidence  before  us. 

That  I think  strengthens  my  answer. 

1198.  Chairman'.  I think  it  was  not 
an  increase,  but  it  was  put  to  us  there  are 
the  places  where  there  is  this  great  prone- 
ness to  turn  to  the  doctor,  whether 
genuine  or  not  genuine.— — Morbidity 
means  more  than  a tendency  to  turn  to 
doctors;  it  means  greater  sickness  rate, 
more  illness. 

1199.  Sir  Hugh  Watson : What  was  in 
fact  said  was  that  the  average  patient  in 
South  Wales  has  to  consult  his  doctor 
eight  times  a year,  whereas  in  the  South 
of  England  the  average  patient  in  fact 
consults  his  doctor  only  three  times  a 
year.  That  is  what  we  understand  is 
meant  by  high  morbidity.  And  the  sug- 
gestion made  was  that  there  should  be 
some  form  of  loading  in  these  areas  for 

that  sort  of  thing. 1 would  like  some 

more  accurate  information.  It  may  be 
in  the  area  that  was  chosen,  for  example 
m the  South  of  England,  that  the  distance 
from  the  doctor  was  great,  that  the  doctor 
was  engaged  in  all  the  difficulties  of  a 
rural  practice,  and  that  the  other  was  a. 
tighter  area. 

1200.  But  in  principle,  Dr.  Wand 
would  you  agree  there  was  something 
here  that  ought  to  be  met ; that  here  was 
a possible  way  of  giving  extra  remunera- 
tion to  what  you  might  call  overburdened 
doctors?— -I  would  like  to  think  about 
this  morbidity  allegation,  because  the 
pool  method  generally  means  the  aver- 
age over  a doctor’s  working  life.  Indeed 
with  a global  sum  and  the  pool  method 
that  is  an  essential  part  of  the  back- 
ground. I would  want  more  information 
year  to  year  information.  I would  want 
tp  know  the  precise  areas.  I would  not 
like  to  give  an  answer  without  all  that 
precise  information. 

1201.  Chairman-.  I do  not  think  we 
are  asking  you  for  that  quite,  Dr.  Wand, 
but  the  recommendation  of  Spens  on  this 
matter  was  that  an  adjustment  in  the 
method  of  payment,  in  so  far  as  this  de- 
pends  on  capitation,  should  be  made  In 
the  case  of  practices  involving  altogether 
abnormal  numbers  of  aged  persons  and 
chronic  invalids.  It  may  have  been  so 
far  impossible  to  devise  a system.  But 
do  you  want  tbis  recommendation  put 
into  effect?  Spens  must  have  considered 
the  matter  before  recommending  it. — r-*- 
I think  this  is  a matter  to  which  a great 
deal  more  thought  could  be  given. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  BRITISH  MEDICAL  ASSOCIATION 


265 


1202.  You  feel  Spens  rather  rushed  1211.  It  is  not  a matter  of  adding  any- 

into  this,  do  you? No.  I think  that  thing  to  the  pool,  hut  a matter  of  distri- 

Spens  realised  that  there  was  a problem  bution? Dr.  Wand:  Yes. 

here  and  made  a broad  statement.  1212.  Recommendation  No.  7 : 


1203.  It  was  a broad  recommendation. 

And  I think  if  it  was  possible  to  get 

further  information  of  a precise  nature 
that  it  would  be  worth  looking  into  again, 
but  the  information  must  be  precise.  It 
must  be  more  or  less  pinpointed  because 
you  can  get  variations  as  between  prac- 
tice and  practice  within  the  same  area, 
almost  the  same  street. 


1204.  Sir  Hugh  Watson : May  I put 
this  to  you,  Dr.  Wand?  The  National 
Health  Service  has  been  in  operation  for 
ten  years  and  the  British  Medical  Asso- 
ciation have  not  felt  that  this  was  a 
problem  so  urgent  as  to  make  them  take 
it  up. That  is  so. 


1205.  Mrs.  Beater:  Would  you  agree, 
Dr.  Wand,  in  a population  increasingly 
ageing,  it  might  be  very  relevant  to  any 
recommendations  for  the  future  that  this 
question  of  the  areas,  where  aged  persons 
are  to  be  found  should  be  of  particular 

interest? If  the  aged  people  are 

gathered  together  deliberately  into  a par- 
ticular place,  certainly.  But  if  they  are 
scattered  amongst  the  community  then 
you  get  a broad  principle,  as.  I said,  of 
the  average  over  a doctor’s  life. 


1206.  Chairman : It  does  happen  some- 
times that  the  ageing  people  are  gathered 
together  in  particular  places?— — Yes. 

1207.  It  is  not  purely  a theoretical  doc- 
trine?  No,  I agree. 


1208.  But  this  is  a recommendation  of 
Spens — in  your  view,  one  of  the  less 
important  ones — that  has  not  been 
carried  out?  You  think  perhaps  you 
need  a lot  more  information  before  de- 
ciding on  any  recommendations  as  to 

how  it  can  be  carried  out? 1 would 

agree  that  this  is  a matter  which  is  well 
worthy  of  consideration  and  investiga- 
tion in  the  near  future  in  the  light  of 
the  remarks  that  have  just  been  made. 

1209.  But  in  your  memorandum  you 
do  say  in  large  black  type,  that  a proper 
implementation  of  the  Spens  Report  is 
fundamental  to  the  Associations  case. 
Yes. 

1210.  Sir  David  Hughes  Parry:  Would 
it  involve  anything  other  than  distribu- 
tion, if  I may  put  it  that  way?  It  is  a 

matter  of  distribution? Yes  .—Dr. 

Stevenson:  And  loading. 


“ On  completion  of  resident  hospital 
appointments  a recently  qualified  prac- 
titioner should  secure  an  initial  net 
income  of  not  less  than  £500  p.a.,  as 
an  assistant  to  a doctor  in  general 
practice.” 

That  has  been  implemented,  has  it? 

I think  you  can  say,  approximately.  In 
practices  which  I know  the  net  income  is 
a properly  bettermented  £500  a year. 

1213.  Sir  Hugh  Watson : You  said  in 
practices  of  which  you  were  aware  that 
obtains,  but  the  recommendation  as 
quoted  by  Sir  David  is  that  on  comple- 
tion of  resident  hospital  appointments  a 
recently  qualified  practitioner  should 
secure  that  income.  Have  any  steps  in 
fact  been  taken  to  ensure  he  does  secure 

that? This  is  a matter  of  arrangement 

between  the  assistant  and  the  principal 

1214.  Was  that  what  Spens  contem- 
plated?  This  was  a recommendation. 

1215.  But  did  Spens  contemplate  that 

it  was  to  be  left  between  the  principal 
and  the  assistant? I think,  neces- 

sarily so.  The  words  are  just  set  out 
as  an  indication  of  their  opinion,  their 
advice. 

1216.  With  respect,  this  is  a recom- 
mendation ; this  is  not  taken  from  a 
paragraph  in  the  Report,  but  is  a 
formal  recommendation  that  this  income 
should  be  secured.  I think  your  legal 
advisers  will  tell  you  that  secured 
means  something  more  than  being  left 
to  the  discretion  or  whim  of  the 

practitioner. Mr.  Cooke : I think  the 

lawyer’s  advice  would  be  that  if  in  fact 
private  arrangements  between  the  doctor 
and  assistant  are  made,  there  is  no  need 
for  any  other  machinery. 

1217.  We  have  evidence  in  point  of 
fact  that  these  payments  are  sometimes 
not  being  made  to  assistants.  But  that 
will  be  thrown  up  by  the  questionnaire. 

Dr.  Wand : Yes.  For  example, 

when  a man’s  list  goes  up  above  his 
permitted  maximum  he  has  got  to  do 
certain  things.  Either  steps  have  to  be 
taken  to  reduce  it  or  he  has  to  take  an 
assistant  or  a partner.  If  he  takes  an 
assistant  and  has  only  two  or  three 
hundred  more  than  the  permitted  maxi- 
mum it  is  unreasonable  to  expect  him 
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to  take  a full-time  assistant.  He  is  per- 
mitted by  the  Local  Executive  Council 
to  take,  for  example,  a part-time 
assistant  at  a lower  rate  of  remuneration. 
I would  like  to  know  if  some  of  these 
lower  figures  are  not  in  respect  of 
doctors  who  are  in  fact  doing  such  part 
time. 

1218.  Chairman : This  recommenda- 
tion, Dr.  Wand,  was  that  a recently 
qualified  practitioner  should  secure  an 
initial  net  income  that  at  today’s  date 

would  be  £1,050. It  would  be  more 

than  that. 

• 1219.  Adding  the  Danckwerts  100  per 

cent,  and  the  recent  5 per  cent. The 

recent  5 per  cent.,  yes. 

1220.  That  makes  it  £1,050? Yes. 

1221.  Do  I understand  that  the 
B.M.A  accept  the  recommendation  that 
a recently  qualified  practitioner  should 
secure  an  initial  net  income  at  today’s 
date  of  not  less  than  £1,050  as  an 
assistant  to  a doctor  in  general  practice? 

Dr.  Stevenson : Mr.  Chairman,  I 

have  always  read  recommendation  (7) 
of  the  Spens  Report  in  conjunction  with 
that  paragraph  on  page  9 which  deals 
with  the  trainee  assistant  scheme.  It 
goes  on  to  say  there  that  doctors  should 
receive  £500  in  the  first  year,  and  so  on, 
and  that  this  should  be  a good  introduc- 
tion to  general  practice.  In  so  far  as 
tbe  £500  refers  to  that  category  of  prac- 
titioner— and  Spens  of  course  did 
envisage  that  this  was  a very  good  way 
of  attracting  young  men  into  general 
practice  — implementation  has  been 
effected  through  the  trainee  assistant 
scheme,  the  figures  for  which  are  under 
review  from  time  to  time.  I am  not  at 
all  clear  that  in  fact  recommendation  (7) 
does  apply  to  assistants  not  of  the  trainee 
kind. 

1222.  Sir  David  Hughes  Parry : It 
follows  then,  as  a matter  of  course,  that 
if  the  trainee  assistant  received  £1,050 
the  ordinary  assistant  would  get  more? 

Of  course,  one  would  set  the  pace 

for  the  other. — Dr.  Davies : May  I help 
you.  Sir,  in  referring  to  the  figures 
extracted  from  an  analysis  of  British 
Medical  Journal  advertisements?  In  the 
year  1956-57  the  average  salary,  in- 
cluding car  allowance  but  not  sub- 
sistence, was  £1,055  per  annum.  The 
number  of  advertisements  to  which  that 
applied  was  195. 


1223.  Mr.  Gunlake : But  that  is  an 
average.  The  Spens  recommendation 
was  that  this  should  be  a minimum. 

Have  .you  figures  showing  that? No. 

I cannot  give  you  that,  Sir. 

1224.  Chairman : This  would  seem  to 
suggest  that  it  would  be  in  the  power  of 
the  B.M.A.  to  help  in  seeing  that  their 
members  do  not  offer  less  than  these 
figures,  since  the  B.M.A.  accept  the 
basis  of  Spens.  Would  that  be  a fair 

conclusion  or  not? Dr.  Wand : Well, 

Sir  Harry,  as  I said  earlier  on,  there 
are  different  circumstances  in  which 
assistants  are  taken,  and  to  determine 
precisely  the  terms  of  employment  of 
every  assistant  in  every  practice  by  the 
setting  up  of  rules  in  regard  to  advertise- 
ments would  be  impossible.  By  and 
large  the  advice  given  by  our  Bureau  is 
consistent  with  the  statement  that  I made 
earlier  on — that  the  majority  of  full- 
time assistants  in  full  practice  do  get 
the  fully  bettermented  £500  a year. 

1225.  Mrs.  Baxter : Might  I ask 

whether  that  'is  the  initial  net  income? 

1 have  no  information  about  that 

because  once  an  assistant  is  in  a practice 
his  future  arrangements  will  be  between 
him  and  his  principal ; or  he  may  leave 
because  he  does  not  like  the  arrange- 
ments. One  does  not  know  what  goes 
on  because  it  is  a private  arrangement. 

1226.  The  words  in  the  recommenda- 
tion are  “initial  net  income”. Dr. 

Stevenson:  I think  the  recommendation 
does  not  refer  to  the  type  of  assistant 
about  which  Dr.  Wand  is  talking.  It 
refers  to  the  public  trainee  scheme. 

1227.  Chairman : I think  you  have 

said,,  in  reply  to  Sir  David,  that  the  fully 
qualified  doctor,  not  the  trainee  assistant, 
would  naturally  be  paid  more  than  the 
trainee  since  the  figure  for  the  trainee 
would  set  the  pace? Yes. 

1228.  So  we  would  expect  nobody  to 

be  getting  less  than  this  figure? Yes. 

1229.  I did  not  expect  we  should  be 

getting  so  involved  in  this  at  this  stage, 
but  it  does  seem  to  be  of  some  import- 
ance because  this  is  a recommendation 
that  the  B.M.A.  accepts  ; this  is  part  of 
the  Spens  Report  that  they  accept,  is  it 
not? -Dr.  Davies : Yes. 

1230.  And  this  is  something  which 
they  can,  through  their  membership,  take 

steps  to  see  carried  out? Dr.  Wand : 

By  advice  and  indication,  yes,  but  not 
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by  a restriction  o£  advertisement. 
Exhortation  is  the  -word  I think. 

1231.  Advice  and  exhortation  have  in 
fact  been  consistently  used  throughout 

the  last  eight  years  on  this? Our 

Medical  Practices  Advisory  Bureau  does 
give  advice  on  this  subject  and,  if  you 
wish,  we  would  bring  along  the  Director 
of  the  Advisory  Bureau.  You  could 
have  the  precise  terms  of  his  advice, 
which  I cannot  quote  to  you  off  the  cuff. 

1232.  I have  here  some  figures,  Dr. 
Wand,  submitted  by  another  body,  which 
cover  a slightly  different  period  from 
the  period  Dr.  Davies  mentioned ; in 
fact  a shorter  one,  up  to  April  last  year. 
Those  figures  analysed  100  vacancies  ad- 
vertised in  the  B.M.I.,  and  of  those,  14 
offered  less  than  £1,000,  whether  initial 
or  not  I do  not  know ; they  might  even 
not  be  initial.  I wondered  whether  the 
B.M.A.  felt  any  responsibility  to  try  and 
ensure  that  the  initial  minimum  was 

observed? >We  do  not  know  whether 

those  jobs  were  filled,  or  whether  they 
were  even  filled  at  that  price.  In  some 
cases  we  do  get  advertisers  who  just  do 
not  know  when  they  put  in  an  advertise- 
ment what  the  current  price  is,  what  the 
current  remuneration  should  be.  When 
they  get  their  replies  the  person  who  is 
applying  for  the  job  will  put  them  right. 
(Laughter.)  That  is  not  so  facetious  as 
it  may  sound.  It  simply  means  that 
assistants  say:  “That  is  not  the  right 
salary  to  offer  me ; I am  not  interested 
at  that  price.”  That  is  what  I mean  by 
putting  them  right. 

1233.  Professor  Jewkes:  This  surely  is 

a most  important  point  that  Dr.  Wand 
has  raised,  .because  in  fact  all  these 
figures  that  are  being  quoted  are  figures 
of  salaries  offered.  It  might  conceivably 
be  that  these  are  also  figures  of  salaries 
rejected? It  could  be,  yes. 

1234.  Chairman-.  Dr.  Wand,  we  have 
some  figures  following  on  a questionnaire 
conducted  elsewhere  showing  a consider- 
able number  of  assistants  receiving  less 
than  the  minimum  figure — we  will  deal 
with  that  later  on.  But  the  point  here  is 
that  the  B.M.A.  approve  of  this  recom- 
mendation, regard  it  as  part  of  Spens, 
and  are  not  quite  aware  of  the  extent  to 
which  it  has  in  fact  been  carried  out? 
That  is  so. 

1235.  But  you  think  it  should  be 

carried  out?  You  attach  importance  to 
it? Yes. 


1236.  Professor  Jewkes-.  In  this  con- 
nection perhaps  it  would  be  useful  to 
mention  that  in  the  factual  memorandum 
presented  by  the  Ministry  of  Health,  on 
page  98,  there  is  in  fact  an  analysis  of 
salaries  offered  to  assistants,  and  this 
shows  in  great  detail  the  number  of 
offers  at  each  salary  range.  It  does  look 
there  as  if  in  50  per  cent,  of  the  cases 
the  salary  offered  was  less  than  £1,050. 
As  you  say,  these  may  not  be  salaries 
accepted,  but  at  first  glance  one  would 
think  this  does  suggest  that  less  than 
£1,050  is  perhaps  sometimes  being  taken. 

Chairman-.  £1,000  would  be  the 
appropriate  figure  at  that  time ; that  was 

before  the  5 per  cent. But  there  are 

also  other  factors.  In  some  cases 
arrangements  are  made  with  an  assistant 
to  give  him  a salary  and  pay  him  a 
proportion,  shall  we  say,  of  the  mater- 
nity fee.  That  was  an  old  custom  ; I do 
not  say  I approve  or  disapprove  of  that ; 
but  I want  to  indicate  that  sometimes  the 
salary  is  not  the  total  remuneration.  In 
some  cases  the  salary  includes  a modi- 
fied sum  for  subsistence  when  the 
assistant  lives,  shall  we  say,  in  _ a prin- 
cipal’s house  or  a house  belonging  to  a 
principal.  The  assessment  of  the  value 
of  the  emoluments  may  he  made  in  a 
particular  way.  There  are  all  sorts  of 
factors  which  have  to  be  gathered  to- 
gether, and  that  is  why  I have  been 
reluctant  to  give  you  a simple  yes  or 
no  to  one  or  two  of  the  questions. 
There  are  so  many  imponderables  and 
so  many  differences  as  between  one 
assistant  in  one  practice  and  another 
assistant  in  another  practice.  With  the 
facts  before  me  complete  for  each  one 
it  would  be  much  easier  to  give  a defi- 
nite answer  on  each  individual  case,  but 
you  do  appreciate  the  difficulties  because 
of  these  factors. 

1237.  Yes,  Dr.  Wand.  We  are  not  at 
this  stage  dealing  with  any  suggestion  by 
anybody  of  exploitation  or  anything  like 
that. — —No,  quite. 

1238.  The  question  is  this.  Here  is. one 
of  the  Spens  recommendations;  this  is 
one  which  you  accept.  We  do  not  know 
the  extent  to  which  it  has  been  carried 
out,  although  Dr.  Stevenson  says  that,  in 
regard  to  the  part  to  which  he  felt  the 
recommendation  really  related,  it  has 

been  carried  out. Dr.  Stevenson:  I 

would  say  probably  not. 

1239.  Professor  Jewkes : Has  it  been 

carried  out  in  the  case  of  trainees? 
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I say  probably  not. — Dr.  Davies : Within 
a small  margin.  There  was  a recent 
increment  which  was  applied  following 
the  interim  award  which  brought  the 
total  value  to  f 1,000. — Dr.  Stevenson : I 
think  it  is  £850  and  £150  car  allowance, 
making  a total  of  £1,000  with  expenses 
paid.  So  I suppose  broadly  it  is  getting 
on  towards  the  1952  figure  but  not  the 
1958  figure. 

1240.  Sir  David  Hughes  Parry  : May  I 
for  the  purposes  of  the  record  clear  up 
two  things,  one  with  Dr.  Stevenson?  I 
should  have  thought,  reading  this  last 
paragraph  on  page  9 of  the  Spens  Report 
on  practitioners,  that  the  two  opening 
sentences  refer  to  assistants  generally 
without  any  question:  — 

“ Altogether  apart  from  the  problem 
with  which  we  are  now  concerned  we 
had  decided  to  recommend  that  after 
the  completion  of  house  appointments 
a doctor  who  wished  to  enter  general 
practice  should  spend  one  and  prefer- 
ably two  years  as  an  assistant,  and 
receive  a net  salary  of  not  less  than 
£500  per  annum.” 

Then  it  goes  on  to  deal  with  one  specific 
type  of  assistant,  namely  the  trainee.  Is 
not  that  the  construction?  Therefore 
whatever  applies  to  the  trainee  surely 
applies  to  the  other  as  regards  salary — ■ 

£500  as  a minimum? Dr.  Wand : I 

would  agree  with  you,  Sir  David. — Dr. 
Stevenson:  One  sets  the  pace  for  the 
other. 

1241.  I should  have  thought  that  was 
quite  dear  in  the  circumstances.  Really 
the  answer  to  the  question  is  that  you 
accept  recommendation  (7),  but  so  far 
you  have  left  it  to  free  competition  to 
try  and  implement  it.  There  has  been  no 
effort  on  the  part  of  the  Government, 
except  in  so  far  as  it  pays  the  trainee  fee, 
and  nothing  done  on  the  part  of  the 

B.M.A.  Is  that  right? Dr.  Wand:  I 

would  not  say  nothing  done  on  the  part 
of  the  B.M.A.  We  have  the  Medical 
Practices  _ Advisory  Bureau  which  does 
give  advice.  We  could  on  some  other 
occasion,  if  you  would  like  some  further 
information,  bring  along  the  Director  of 
the  Bureau  who  is  a doctor — one  of  our 
medical  secretaries.  He  will  give  you  the 
fullest  possible  information,  much  fuller 
than  I can  possibly  give. 

Sir  David  Hughes  Parry:  We  should 
be  grateful  to  have  that. 

1242.  Mr.  Bonham-Carter : The  fact 
does  remain  that  it  is  a matter  of  private 


arrangement  and  it  cannot  be  enforced 
by  the  B.M.A.  or  any  other  body  in  pre- 
sent circumstances? That  is  so. 

1243.  Sir  David  Hughes  Parry  : I think 
we  should  take  note,  therefore,  of  the 
extent  to  which  these  seven  recommenda- 
tions have  been  implemented.  I do  not 
■think  we  need  go  over  -them  again  ; we 
have  gone  through  each  one  of  them. 
Some  have  been  fully  implemented,  with 
others  every  effort  has  been  made  to 
implement  them — we  do  not  quite  know 
what  the  general  result  of  that  effort  is 
— and  there  is  one  that  has  so  far  been 
found  impracticable  to  implement,  is  that 

right? 1 think  that  roughly  sums  it 

up. 

Chairman:  Taking  them  just  generally, 
those  are  the  only  recommendations  of 
Spens,  are  they  not,  broadly  speaking? 
Those  are  the  ones  9hown  in  -the  sum- 
mary. We  have  gone  through  them  ail 
and  I think  that  is  the  total. 

1244.  Sir  David  Hughes  Parry : There 
is  one  to  which  I would  refer.  Would 
you  look  at  page  8?  There  is  one  with 
which  you,  Dr.  Wand,  are  very 
familiar:  — 

“ If  the  recruitment  and  status  of  the 

profession  are  to  be  maintained  men 

must  be  able  to  feel  that  more  than 

ordinary  ability  and  effort  receive  an 

adequate  reward.” 

That  has  never  been  implemented,  out- 
side the  capitation  fee,  has  it? No. 

I would  like  to  refer  again  to  paragraph 
14  which  starts  on  that  page,  and  which 
continues  right  down  to  the  bottom  of 
page  9,  where  yon  see  that  under  certain 
circumstances  10  per  cent,  of  practi- 
tioners were  to  get  an  increased  sum  of 
money  for  doing  certain  things.  That 
was  a suggestion.  Other  suggestions 
were  made  later  on  in  regard  to  a post- 
graduate course  for  example.  These 
suggestions  were  made  and  a sum  of 
money  was  suggested  as  being  necessary 
to  carry  them  out,  a sum  of  money  which 
is  referred  to  as  a 6d.  in  paragraph  19. 
May  I refer  to  Appendix  II  to  our 
memorandum — the  case  we  presented  to 
Mr.  lustice  Danckwerts?  You  will 
see  that  when  the  Ministers  came  to 
fix  their  own  figure  they  were  able  to  use 
as  a starting  point  certain  conclusions 
reached  by  Professor  Bradford  Hill.  These 
conclusions  were  se.t  out  in  paragraph  15 
(11  and  (2)  of  the  case.  In  (2)  you  see 
that  if  recommendations  Nos.  (1)  and 
(2)  of  the  Spens  Committee  had  been 
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applied  the  sum  of  money  would  be 
increased  by  £3Tm.  As  I said  earlier 
on,  I have  been  trying  to  find  out  if  that 
included  this  paragraph  14,  and  I have 
no-t  found  any  evidence  of  it  at  all.  In 
the  payments  which  are  made  to  general 
practitioners  this  sum  for.  trainee  assist- 
ants which  has  replaced  the  suggestion 
of  Spens  has  been  taken  from  the  pool. 
That  sum  of  money  .in  my  view  should 
have  been  extra  to  the  pool  and  applied 
for  the  purpose  of  the  early  part  of  para- 
graph 13,  page  8.  As  it  is  it  has  come 
out  of  the  central  pool  and  unless  I can 
be  satisfied  that  it  was  not  included  in 
the  computation  of  £3-lm— and  I am 
only  saying  I have  no  evidence  that  it 
was  ever  included — I should  have  thought 
that  this  sum  would  have  been  made 
available  outside  the  pool,  with  the 
appropriate  betterment  of  course. 

1245.  I wonder  if  I can  now  take  you 
through  certain  suggestions  that  were 
made  in  the  body  of  the  Spens  Report 
and  which  have  not  been  incorporated 
in  the  seven  firm  recommendations.  I 
am  glad  to  hear  you  refer  to  these  as 
hopes  and  suggestions — or  suggestions  at 

any  rate.- Some  are  hopes,  some 

recommendations,  some  suggestions. 

1246.  In  the  body  they  are  hopes  and 

suggestions  rather  than  recommenda- 
tions.  1 would  not  like  to  give  a dog- 

matic “ yes  ” on  that,  but  I think  in 
general  terms  that  must  be  so. 

1247.  May  we  take  paragraph  6 ; that 
is  the  first  one  which  contains  one  of 
these  suggestions.  The  last  two  sen- 
tences : — 

“ We  leave  to  others  the  problem  of 
the  necessary  adjustment  to  present 
conditions  . . .” 

That  presumably  is  referring  forward  to 
Danckwerts,  is  that  right? 

Professor  Jewkes : An  extraordinary 

example  of  prescience  if  it  was! 

Shall  we  say  Danckwerts  and  all  that 
should  have  followed  from  Danckwerts. 

1248.  Sir  David  Hughes  Parry : 

“ . . . but  we  would  observe  in  this 
connection  that  such  adjustment  should 
‘ have  direct  regard  not  only  to  esti- 
mates of  the  change  in  the  value  of 
money  but  to  the  increases  which  have 
in  fact  taken  place  since  1939  in 
incomes  in  other  professions.” 

That  is  the  Danckwerts  suggestion,  is  it 
not,  that  you  should  compare  the  general 


practitioner  remuneration  with  the 

income  in  other  professions? 1 do  not 

think  it  is  as  simple  as  that,  Sir  David. 

I have  read  this  through  many  times, 
and  I am  quite  satisfied  that  what  this 
means  is  this:  that  you  have  obviously 
got  to  have  regard  to  the  change  in  the 
value  of  money ; that  is  what  they  say. 
But  they  say,  having  had  regard  to  the 
change  in  the  value  of  money,  in  order 
to  maintain  your  status  you  have  got 
to  be  sure  that  the  other  professions  do 
not  run  away  from  you.  So  that,  having 
got  your  change  in  the  value  of  money 
allowed  for,  you  have  got  to  make  sure 
that  somebody  has  not  got  up  above 
you.  Therefore  that  is  the  second  point 
that  you  have  to  consider,  not  a parallel 
point.  You  take  your  value  of  money ; 
if  the  other  professions  have  not  got 
ahead  of  you  in  value  of  money  that  is 
that,  that  is  the  end  of  the  computation. 
But  if  they  have  got  ahead  of  you  in 
the  value  of  money  you  have  then  got 
to  make  an  allowance  on  top  of  that 
first  computation  in  order  that  you  may 
compete  on  equal  terms  at  least  with 
other  professions  for  the  men  of  the  best 
ability.  I think  that  is  what  that  means  ; 
that  is  my  view. 

1249.  Chairman : I take  it,  Dr.  Wand, 
that  at  the  present  time  you  are  rather 
inclined  to  think  that  other  professions 

have  gone  ahead  of  you? 1 think  so 

if  you  include  professions  in  the  widest 
sense. 

1250.  That  is  another  matter;  but  I 
take  it  you  think  that  at  the  moment 
they  have  got  ahead  of  you.  That  is 

your  point,  is  it  not? 1 think  I would 

rather  Professor  Allen  answered  this 
because  it  is  a matter  of  economics  on 
which  I must  be  advised. 

1251.  I am  pursuing  the  broad  ques- 
tion.  May  I say  in  answer  to  that 

just  that  I do  not  know  how  far  that 
second  point  applies  at  this  moment. 

1252.  All  right.  If  you  considered 
that  you  had  got  well  ahead  of  other 
professions  by  any  chance,  which  I 
believe  you  do  not  at  the  moment  con- 
sider, would  you  hold  that  the  first  part 

only  of  this  statement  applied? 1 

would. 

1253.  You  would  consider  that  this 

ensured  that  you  had  the  choice  of  either 
of  two  methods  to  . . . No. 

1254.  I thought  that  was  what  you 
said?— No,  I did  not  say  two  methods. 
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I said  we  had  got  to  be  level  pegging 
with  the  value  of  money  with  the 
remainder  of  the  population.  I am  not 
an  economist,  I cannot  speak  in  precise 
terms  on  that,  but  in  general  terms  value 
of  money  is  the  rest  of  the  whole  popu- 
lation. On  top  of  that,  competition  with 
the  other  professions  for  the  best  avail- 
able ability,  for  the  best  available  men 
and  women  for  medicine. 

1255.  Professor  Jewkes:  Could  I put 

it  this  way,  Mr.  Chairman,  to  see  if  Dr. 
Wand  agrees  with  this?  Are  you  really 
saying  that  the  earnings  of  the  general 
practitioner  should  increase  either  corre- 
spondingly to  any  decrease  in  the  value 
of  money,  or  correspondingly  to  the 
increase  in  other  professions,  whichever 
is  the  higher? 1 think  it  means  that. 

Chairman:  It  is  useful  to  have  that 
statement  in  such  a plain  form. 

( The  proceedings  were  adjourned  for 
lunch ) 

On  Resumption 

Chairman : Dr.  Wand,  Sir  David 

Hughes  Parry  was  just  going  to  turn  to 
paragraph  S on  page  5 of  the  Spens 
Report. 

1256.  Sir  David  Hughes  Parry  : If  you 
remember,  we  are  dealing  with  the  sug- 
gestions or  hopes  expressed  in  the  main 
body  of  the  Specs  Report.  There  is  this 
sentence  on  page  5: — 

“We  consider  that  unless  conditions 
are  substantially  improved  in  both 
these  respects,  and  on  the  basis  of  a 
pre-war  value  of  money,  the  social  and 
economic  status  and  the  recruitment  of 
general  medical  practice  could  not,  in 
the  long  run,  be  maintained.” 

Then  later  in  the  same  paragraph  about 
six  or  seven  lines  from  the  end : — 

“We,  and  not  least  our  lay  mem- 
bers, consider  that  it  would  be  disas- 
trous to  the  profession  and  to  the 
public  if  general  practice  were 
recruited  only  from  the  less  able 
young  doctors.  We  consider,  however, 
that  unless  the  financial  expectations 
in  general  practice  are  substantially 
improved,  the  great  majority  of  the 
abler  men  will  seek  to  become  special- 
ists, in  view  of  the  fact  that  as  special- 
ists they  have  an  equal  outlet  for  their 
interests  in  medicine  ...” 

and  so  on.  What  the  Commission  would 
like  to  hear  is  your  opinion  generally  as 


to  whether  these  improvements  and  their 
distribution  have  resulted  in  the  main- 
taining of  the  social  and  economic  status 
of  general  medical  practice,  whether  they 
have  caused  recruitment  to  deteriorate, 
if  I may  use  that  expression,  and  whether 
general  practice  has  held  its  own  with 
consultant  practice.  Those  are  the  three 
main  hopes  that  the  Committee  ex- 
pressed in  this  paragraph.  Would  you 

deal  with  each  one  of  those? Dr. 

Wand : I think  I can  say  that  the  change 
brought  about  by  the  award  of  Mr. 
Justice  Danwkwerts  has  by  and  large  re- 
sulted in  these  factors  being  dealt  with 
adequately. 

1257.  All  three? 1 should  say  so, 

by  and  large. 

1258.  We  shall  in  due  course  deal  with 
the  Spens  Report  on  Consultants.  We 
will  take  the  opportunity  then  of  dealing 
with  the  award  that  was  made  to  consul- 
tants after  the  Danckwerts  Report  and 
compare  the  two.  I think  we  had  better 
leave  that  until  we  have  dealt  with 

consultants. Sir  David,  may  I make 

something  quite  clear  in  that  reply?  I 
am  taking  your  question  in  the  context 
of  the  situation  as  it  existed  at  that  time. 

1259.  At  what  time? After  the 

Danckwerts  award.  Similarly  some  of 
your  questions  this  morning  on  the 
recommendations  of  Spens.  So  far  as 
the  money  factor  is  concerned,  I am 
talking  entirely  in  terms  of  monev  as  at 
that  time. 

1260.  I appreciate  that. Changes 

may  have  taken  place  since  because  the 
decrease  in  the  value  of  money  has  not 
been  properly  dealt  with,  but  that  I think 
is  the  answer  to  your  question. 

1261.  As  regards  recruitment,  I am  not 

quite  certain  from  paragraph  110  of  your 
memorandum  whether  there  is  an  impli- 
cation, or  simply  an  expression  of  fear, 
that  the  standard  of  recruitment  may  be 
going  down?  If  you  would  make  that 
quite  clear? Which,  are  you  particu- 

larly referring  to? 

1262.  I am  referring  to  the  last 
part: — • 

If  the  remuneration  of  the  profes- 
sion is  progressively  and  relatively 
reduced  there  can  be  little  incentive, 
other  than  that  of  vocation,  for  an 
“try  into  medicine.  In  other  parts 
of  the  world  where  the  salaries  of  the 
medical  profession  have  been  ‘ pegged  ’ 
during  an  inflationary  period  there  has 
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been  a marked  tall  in  quality  of  the 
entry  of  medical  students.” 

There  is  no  implication  there,  is  there, 
that  the  quality  of  those  entering  general 

practice  is  lower  than  it  was? 

That  is  not  the  implication  at  the 
moment,  but  there  is  another  implication 
that  perhaps  Mr.  Holmes  Sellors  will 
deal  with. — Mr.  Holmes  Sellors:  The 
other  implication  is  that  in  certain  coun- 
tries I have  visited,  particularly  countries 
in  South  America,  where  they  have  a 
state  service  and  where  there  has  been 
a fairly  heavy  inflationary  period  with 
pegged  medical  salaries,  there  has  been  a 
considerable  movement  from  the  medical 
profession  into  other  callings.  I knew 
three  or  four  doctors  who  were  taking  up 
commercial  travelling  because  the  medi- 
cal profession  did  not  give  them  suffi- 
cient financial  incentive  to  continue. 
That  sort  of  thing  had  affected  their 
student  intake  very  considerably  and  it 
was  becoming  a major  problem  in  their 
health  service  at  that  time. 

1263.  It  is  really  then  an  expression  of 

fear,  in  case? Dr.  Wand:  Yes,  that 

puts  it  very  well. 

Sir  David  Hughes  Parry:  I was  not 
quite  certain  when  I read  that  paragraph. 

1 264.  Chairman : In  these  countries  to 
which  you  refer  are  general  practitioners 

in  a salaried  service? Mr.  Holmes 

Sellors:  They  are  in  a salaried  service 
very  largely,  with  a very  limited  private 
outlet. 

1265.  It  is  not  a capitation  fee,  it  is 

basically  salary? Yes. 

1266.  And  in  those  countries  inflation 

has  run  away? The  inflation  has  been 

so  large  that  men  have  actually  moved 
to  other  work.  Two  men  I met  in  actual 
fact  were  giving  up  their  practices  and 
had  jobs  as  commercial  travellers. 

1267.  Has  their  remuneration  been  ad- 
justed at  the  same  rate  as  the  civil 
service,  for  instance,  or  government 

employees? 1 think  they  were  kept 

about  the  same  as  far  as  I knew. 

1268.  Sir  David  Hughes  Parry:  I take 

it  that  you  have  studied  the  Willink 
Report  on  the  intake  of  medical 
students?  Do  you  wish  to  make  any 
observation  on  that?  Would  you  accept 
it  generally,  because  the  question  of  re- 
cruitment is  important? Dr . Wand : 

There  is  no  Association  policy  on  the 
Willink  Report  because  it  has  not  yet 


been  studied  adequately  for  that  purpose. 
But  we  have  with  us  one  of  the  members 
of  the  Willink  Committee. — Dr.  Davies: 

I was  a member  of  the  Willink  Commit- 
tee, Sir. 

1269.  You  agree  with  it?— I signed 
the  document. 

1270.  The  opinion  there  is  that  recruit- 
ment so  far  has  been  adequate. 

Adequate  to  the  present  time. 

1271.  And  the  number  of  students  to 

be  accepted  might  be  diminished? 

That  is  a long-term  view,  Sir.  It  is  en- 
visaged that,  providing  present-day  con- 
ditions remain  static,  a state  of  satisfying 
the  demand  should  be  reached  about  the 
year  1965  as  regards  requirements  for 
the  output  of  medical  students  as  quali- 
fied medical  men.  The  demand  and  the 
supply  should  meet  in  the  year  1965. 

1272.  So  the  general  conclusion  would 
be,  would  it  not,  that  the  trials  and  tribu- 
lations of  the  profession  as  regards  re- 
muneration have  not  affected  recruitment 
in  quality  or  in  quantity.  Is  that  right— 

so  far? Dr.  Wand:  That  cannot  be 

taken  quite  like  that.  A boy  makes  up 
his  mind,  or  his  parent  makes  up  his 
mind,  that  he  is  going  to  go  in  for 
medicine  when  the  boy  is  15  or  16  years 
of  age.  And  the  boy  is  not  qualified 
until  he  is  24  or  25.  So  the  decision  has 
got  to  be  made  considerably  anterior  to 
the  point  at  which  you  will  get  the  in- 
formation. The  Danckwerts  award  was 
not  made  until  1952,  and  the  impact  of 
the  Danckwerts  award  on  the  number  of 
students  who  were  going  to  find  their 
way  ultimately  into  the  universities  would 
not  be  known  until  considerably  after 
that  time.  Even  now  it  would  only  just 
be  beginning  to  show  itself.  When  I say 
that  the  boy  makes  up  his  mind  to  go 
in  for  medicine  at  the  age  of  16  perhaps 
I am  even  then  putting  the  age  too  high. 

I think  most  boys  who  decide  on  a career 
in  medicine  or  in  science  make  up  their 
minds  rather  before  that  time.  So  you 
will  not  yet  get  the  impact  of  the  advan- 
tages of  the  Danckwerts  award,  or  the 
disadvantages  of  the  inflationary  slide  to 
which  the  profession  has  been  subjected 
adequately  shown  in  figures.  But  even 
so  it  is  an  extraordinary  thing  that  the 
figures  that  are  being  produced— for 
example  those  in  the  report  to  this  Com- 
mission of  the  Royal  College  of  Physi- 
cians of  Edinburgh — show  that  the 
number  of  applications  is  going  down ; 
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and  some  figures  that  I have  before  me 
show  that  most  of  the  people  seem  to  be 
getting  in.  When  you  take  into  con- 
sideration the  number  of  multiple  appli- 
cations that  are  being  made  the  figures 
are  not  very  illuminating  in  the  sense  of 
being  completely  accurate,  but  they  do 
seem  to  indicate  something  of  that 
nature. 

1273.  Chairman : These  people  you  are 

talking  about,  what  age  are  they? 1 

am  speaking  now  of  the  entry  to  the 
universities. 

1274.  That  is  to  say  people  from  the 
period  before  the  war  when  the  birth 

rate  was  rather  low? No,  the  figures 

I have  got  are  the  relative  figures  for 
acceptances  and  non-acceptances  in  the 
various  universities  at  this  present 
moment,  or  rather  the  date  at  which 
they  were  given. 

1275.  People  born  in  1939  or  there- 
abouts?^  Yes,  I suppose  so. 

1276.  Sir  Hugh  Watson:  Dr.  Wand, 

may  I ask  you  a question  about  the 
Edinburgh  figures  to  which  you  refer?  I 
have  them  in  front  of  me,  and  it  appears 
that  in  the  only  pre-war  year  for  which 
a figure  was  given  the  number  of  those 
who  applied  for  admittance  to  Edinburgh 
University  was  521,  of  which  212  were 
accepted? Yes. 

1277.  If  you  go  on  to  the  period  when 

you  work  off  what  you  might  call  the 
backlog  that  rose  up  during  the  war,  you 
find  in  the  five  years  succeeding  that  the 
average  appeared  to  be  about  800  apply- 
ing, and  the  average  who  were  accepted 
was  about  178.  The  number  who  were 
accepted  was  in  the  control  of  the 
University,  was  it  not? Yes. 

1278.  There  does  not  appear  to  be 
much  diminution  in  the  demand  there, 

does  there  Dr.  Wand? -No,  I was 

saying  I think  from  what  one’s  knowledge 
is  that  the  number  of  multiple  applica- 
tions has  increased  enormously  ; nobody 
seems  to  know  quite  how  many  multiple 
applications  are  made  to  universities.  The 
figure  of  2-l  for  men  and  2‘5  for  women 
has  been  used,  but  I do  not  think  that  is 
accurate  because  that  excludes  the 
individual  colleges  at  Oxford  and 
Cambridge.  We  do  not  know  how  many 
men  applied,  for  example,  to  go  to  half  a 
dozen  colleges.  I know  when  my  son 
went  to  Cambridge  he  naturally  applied 
for  three  and  so  he  would  have  appeared 
as  three  applications.  He  also  applied  to 


a provincial  university,  so  he  had  four 
applications,  all  of  which  were  actually 
accepted. 

1279.  Sir  David  Hughes  Parry : Would 
you  agree,  Dr.  Wand,  that  the  financial;, 
incentive  to  enter  the  medical  profession 
was  not  quite  so  powerful  before 

Danckwerts  as  after  Danckwerts? -J 

would. 

1280.  You  say  there  is  a lag  of  three 
or  four  years  perhaps  between  the  time 
students  enter  the  university  and  the  time 

they  decide  to  go  in  for  medicine? 

No,  I said  there  was  a longer  lag.  I said 
the  boy  may  determine  or  it  may  be 
determined  for  him,  whether  he  is  going 
into  medicine  or  not  at  the  age  of  15  or. 
16.  I did  use  the  figure  16.  I said  I 
thought  perhaps  even  that  was  rather  high 
because  boys  very  often  make  up  their 
minds  before  that  time.  By  the  time 
these  boys  have  qualified  when  they  are 
24  years  of  age  there  has  been  a gap  of 
eight  or  maybe  nine  years. 

1281.  As  much  as  that? A boy 

does  not  go  into  medical  school  until  on 
the  average— I think  we  have  some 
figures  somewhere — 17-§-  years  of  age,  and 
the  average  age  of  qualification  is  about 
24-h  so  that  is  seven  years.  From  say 
15-^  to  24|  is  nine  years.  It  is  only  just 
over  5 years  since  Mr.  Justice 

Danckwerts  actually  reported,  and  it  was 
some  little  time  after  before  the  impact 
was  known. 

1282.  We  are  really,  are  we  not,  talk- 
ing about  the  entry  into  the  university 
rather  than  the  passing  out  from  the 
university.  We  have  figures  to  indicate 
what  the  entry  is  at  the  present  moment 
in  1957.  Allowing  three  years’  lag,  or 
four  years’  lag,  from  the  decision  to  enter 
for  medicine,  those  that  are  entering  or 
have  recently  been  entering  universities 
have  been  entering  under  the  economic 
incentive  of  Danckwerts,  is  that  right? 

We  are  on  very  dangerous  ground 

here  because  there  are  so  many  impon- 
derables— the  war,  the  aftermath  of  the 
war,  the  change  in  population,  the  move- 
ments of  families,  people  coming  back 
from  the  war,  senior  men  coming  back 
from  the  war  with  their  families,  all  sorts 
of  factors  enter  here.  I am  trying  to 
answer  your  question,  Sir,  but  the  ques- 
tion which  you  asked  me,  if  I remember 
rightly,  going  back  a bit  now,  is  a ques- 
tion relating  to  the  financial  attractions 
of  medicine. 
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1283.  And.  their  effect  on  recruitment. 
.-—And  their  effect  on.  recruitment.  I 
am  only  saying  that  it  is  not  yet  time 
to  measure  the  improved  attractions  pro- 
duced by  the  Danckwerts  award  in  terms 
of  entry  into  the  medical  schools.  Other 
points,  for  example,  are  the  fact  that  the 
Government  has  now  attracted  a larger 
number  of  people  by  its  increased  grants 
to  universities  in  general  terms.  In  that 
way  it  has  increased  the  field  from  which 
people  can  go. 

1284.  What  I was  suggesting  to  you 
was  that  even  before  the  Danckwerts 
award  there  were  no  signs — there  are  no 
signs  now— of  under-recruitment  either  in 
quality  or  in  quantity  for  entry  to  qualify 

as  a doctor? In  quantity  I cannot  say, 

because  we  do  not  know  how  many 
multiple  applications  were  made.  We 
know  that  the  medical  schools  have  had 
in  the  main  a larger  number  of  applica- 
tions than  they  had  places.  We  do  not 
know,  because  of  the  multiple  applica- 
tions, by  how  much  that  exceeded  the 
number  of  places  in  previous  years  and 
whether  that  excess  has  gone  up  or 
down.  We  do  not  know  that,  so  on  the 
first  question  I do  not  feel  I am  able  to 
answer  you  accurately.  The  second  ques- 
tion again  is  difficult  to  answer.  I per- 
sonally can  only  assess  the  quality  of 
those  with  whom  I come  into  personal 
contact,  my  partners,  my  assistants^  the 
doctors  whom  one  meets  in  the  evenings. 
The  teaching  hospital  staff  are  much 
better  able  to  do  that,  and  I feel  that  it 
would  be  improper  for  me  to  make  a 
statement  of  that  kind. 

1285.  We  will  take  an  opportunity 
when  the  university  representatives  are 
before  us  to  question  them  upon  this 
matter,  because  we  would  like  to  be 

assured  on  it,  naturally. 1 think  they 

would  be  the  best  people.  I do  not  think 
they  would  be  able  to  make  a complete 
and  absolutely  accurate  assessment,  but 
I think  they  are  best  able  to  make  some 
kind  of  assessment. 

1286.  Professor  Jewkes : If  I might  just 
ask  a supplementary  question  there. 
Although  it  is  very  difficult  to  state 
whether  present  earning  levels  of  doctors 
are  tending  to  reduce  the  supply,  is  there 
any  evidence  that  there  is  shortage  of 
doctors  of  any  particular  type?  You 
will  recall  that  at  some  stage  in  your 
evidence  you  mentioned  the  problem  of 
registrars.  We  want  to  deal  with  hospi- 
tal staff  I suppose  generally  together,  but 


you  do  mention  one  shortage  there.  Is 
this  significant  in  any  way?  Does  this 
arise  from  the  fact  that  earnings  of  doc- 
tors in  your  opinion  have  not  risen  as 

they  should  have  done? Yes,  there  is 

no  doubt  about  it.  There  are  three  par- 
ticular fields  here.  The  first  is  the  junior 
hospital  staff  where  I understand  there  is 
still  a considerable  shortage.  The  second 
is  the  armed  forces,  and  the  third  is  the 
public  health  field.  You  will  have  evi- 
dence from  the  public  health  field  in 
due  course  I expect,  and  the  armed 
forces ; I have  no  doubt  you  have  the 
figures. — Dr.  Davies'.  There  is  also  a 
shortage  in  the  prison  medical  service, 
which  is  a small  matter. 

1287.  Sir  David  Hughes  Parry : The 
only  other  matter  that  I have  which  we 
might  as  well  dispose  of  now,  is  the 
ability  of  general  practice  to  hold  its  own 
with  consultant  attractions.  Do  you  think 
that  on  the  whole  the  balance  is  reason- 
ably held  as  regards  remuneration  of  the 

two  branches  of  the  profession? Dr. 

Wand : I think  you  have  got  to  look  at 
this  from  the  widest  possible  standpoint. 
You  have  to  look  at  it  from  the  point  of 
view  of  remuneration  and  risks  over  the 
whole  of  a man’s  professional  career. 
Some  of  the  people  who  want  to  become 
consultants  will  fall  by  the  way  and  will 
lose  thereby  financially ; they  will  lose 
money  on  the  road  back — finding  their 
way  back  to  another  road.  The  general 
practitioner  is  in  the  main  able  to  earn 
a sum  of  money  on  which  he  can  live  at 
an  earlier  age  than  the  consultant.  He 
is  also  able  to  go  on  for  a greater  num- 
ber of  years,  he  can  go  on  until  he  is 
70  if  he  likes.  Whether  you  think  that 
is  a desirable  argument  or  not  I do  not 
know;  I should  not  have  thought  it 
was  a very  good  one,  but  still  there  is 
the  fact.  We  know  that  the  consultant 
can  attain  very  much  higher  earnings. 
Nevertheless,  we  have  been  satisfied  that 
in  general  practice  the  proper  way  of 
dealing  with  this  problem  is  to  implement 
Spens  by  the  use  of  the  global  sum 
method,  and  arrange  a distribution. 
Indeed  in  the  Working  Party  we  did 
arrange  a re-distribution  which  gave 
practically  nothing  to  the  men  at  the  top 
in  order  to  assist  those  in  the  middle 
groups.  This  sort  of  re-distribution  was 
indicated  in  the  Working  Party’s  terms  of 
reference.  We  are  not  going  to  complain 
about  that ; we  have  these  differentials. 
I would  draw  your  attention  once  more 
to  a statement  I made  this  morning,  and 
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that  is  that  I have  no  evidence  that  para- 
graph 14  of  Spens  has  been  implemented. 
I think  in  the  context  of  your  question, 
something  on  the  lines  of  paragraph  14 
outwith  the  global  sum  might  deal  with 
the  exceptional  case  which  arises  where 
the  gap  is  a little  too  wide  to  be  spanned 
by  the  bridge  of  ordinary  distribution 
machinery. 

1288.  We  have  that  very  much  in  mind 

since  this  morning. You  will  realise 

that  what  I am  saying  is  that  the  big-list 
practitioner,  as  he  is  called  in  general 
practice,  is  earning  below  the  maximum 
figure  set  out  in  Spens.  The  maximum 
figure  set  out  in  Spens  is  £2,500  plus, 
which  with  betterment  of  even  100  per 
cent,  comes  to  over  £5,000.  This  is  a 
much  bigger  sum  than  any  general  prac- 
titioner can  earn.  There  may  be  one  or 
two  very  rare  exceptions  over  a short 
period  of  time  as  I would  explain  to 
you  if  you  asked  me.  But  I think  that 
this  sort  of  gap  ought  to  be  bridged  to 
some  extent ; and  I think  paragraph  14 
gives  the  clue — outwith  the  global  sum. 
Really  what  paragraph  14  was  trying  to 
find  was  a merit  award  for  general  prac- 
titioners. 

1289.  Something  additional? Yes. 

1290.  Professor  Jewkes:  Would  you 
like  to  comment  on  that?  That  was  a 
question  I was  going  to  ask.  What  about 
merit  awards  for  general  practitioners? 

If  a scheme  could  be  found  that 

could  use  these  paragraph  14  moneys 
fairly  and  properly  I think  my  colleagues 
would  welcome  it,  but  many  committees 
have  looked  at  it.  Lord  Cohen,  or  Sir 
Henry  Cohen  as  he  then  was,  looked  at 
this  problem,  but  could  not  find  an 
answer.  We  have  not  found  an  answer. 
It  is  difficult.  How  are  you  going  to  assess 
a man’s  ability?  By  age?  By  experi- 
ence? Quite  probably  that  may  be  quite 
the  proper  way,  but  there  are  also  a 
number  of  other  factors.  Are  you  going 
to  decide  by  the  man’s  degrees?  A man 
can  get  an  M.D.  at  a university  by 
writing  a thesis  on  something  which  is 
of  absolutely  no  value  at  all  to  clinical 
medicine. 

1291.  Chairman : How  is  ability 

assessed  at  the  moment? The  ability 

to  attract  patients,  that  patients  will  put 
their  trust  in  you,  and  continue  to  put 
their  trust  in  you. 

1292.  So  that  the  more  patients  you 

have  on  your  books  the  more  able  you 
are? 1 think  it  can  reasonably  be  said 


that  on  the  whole  that  is  so.  When  your 
list  reaches  the  maximum — which  was 
reduced  as  you  know  after  the  Working 
Party’s  report — then  according  to  Spens 
it  should  be  possible  for  you,  by  employ* 
ing  an  assistant,  to  spread  the  value  of 
that  ability  over  a still  larger  number  of 
people.  That  is  indicated  in  the  Spens 
Report. — Dr.  Davies : May  I add  some- 
thing here,  Sir?  In  view  of  some 
evidence  you  have  received  and  to  which 
some  publicity . has  been  given,  I hope 
the  Royal  Commission  do  not  regard 
general  practitioners  as  part  of  ah 
inferior  race.  They  are  by  no  means 
failed  specialists  ; the  majority  of  general 
practitioners  are  family  doctors  by 
vocation. 

1293.  We  gather.  Dr.  Davies,  that  the 
profession,  and  also  the  lay  members  of 
the  Spens  Committee,  attached  a great 
deal  of  importance  to  that  point  at  that 
time.  That  is  also  the  view  of  the 

B.M.A.  as  a whole? That  is  so,  and 

in  fact  the  White  Paper  at  the  inaugura- 
tion of  the  service  said  that  the  family 
doctor  service  should  be  the  foundation 
of  the  whole  Health  Service. 

Sir  David  Hughes  Parry : The  whole 
object  of  the  questioning  has  been  to 
draw  this  out  and  to  get  your  views  on 
it.  That  is  why  I am  pressing  the 
matter. 

1294.  Mr.  G unlake:  On  the  question 
of  the  size  of  list,  some  of  our  witnesses 
have  urged  that  the  present  maximum 
should  again  be  reduced.  What  would 
be  the  attitude  of  your  Association  on 

that? Dr.  Wand:  The  lists  were 

reduced  by  the  Working  Party  in  1952 
or  1953.  The  lists  were  reduced  in  effect 
when  the  Health  Service  came  into 
operation  in  1948.  What  is  the  right 
list?  I think  we  can  say  from 
experience  that  a good  experienced 
doctor  who  is  prepared  to  work  hard 
does  not  find  the  present  sized  list  too 
great  a burden.  When  I say  work  hard 
I mean  work  hard  as  a doctor  knows 
hard  work.  I do  not  think  it  can  be 
regarded  as  too  great  a burden.  But  I 
would  say  this,  that  most  of  us  feel  that 
the  work  per  patient  has  increased,  is 
increasing,  and  is  likely  to  go  on 
increasing.  And  I think  if  that  increase 
does  go  on  to  some  greater  extent,  the 
situation  will  have  to  be  looked  at  again: 
Then  I think  there  will  come  this 
question  of  re-distribution  in  respect  of 
such  global  sum  as  may  be  determined!. 
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just  as  happened  after  the  Danckwerts 
award. 

1295.  Chairman : Does  that  mean.  Dr. 
Wand,  that  you  would  not  then  agree 
with  the  Willink  Committee’s  con- 
clusion that  there  are  enough  doctors  in 

prospect? The  Willink  Committee’s 

Report  was  an  excellent  report  hut- 
well,  it  was  really  asked  to  look  into  a 
crystal  ball. 

1296.  Do  you  agree  with  its  con- 
clusions?  1 said  earlier  on  that  we 

had  not  yet  discussed  them  and 
analysed  them  sufficiently  to  be  able  to 
say  whether  we  agreed  or  disagreed. 
But  they  looked  into  a crystal  ball,  as 
I say,  and  throughout  the  document  you 
will  see  phrases  which  indicate  that  it 
may  be  this  way,  or  it  may  be  that  way, 
it  may  be  like  this,  it  may  be  like  that. 
There  was  a good  deal  of  uncertainty, 
and  I think  in  the  face  of  these 
uncertainties  they  produced  a report 
which  was  rather  striking  in  the  material 
it  contained  and  for  the  results  that  they 
achieved.  But  so  far  as  their  findings 
are  concerned  there  has  been  no  firm 
determination  made  yet  by  the  Associa- 
tion. But  it  may  be  that  there  would 
be  need  for  more  general  practitioners 
if  the  work  continues  to  increase. 

1297.  Meanwhile  you  say  items  of 
service  . per  patient  are  tending  to 
increase? — —I  have  no  precise  figures. 
Taking  the  prescription  figures  and 
allowing  for  all  the  variations  that  have 
taken  place — for  example,  the  fact  that 
the  prescription  charge  has  sometimes 
deterred  people  from  taking  prescriptions 
to  the  chemists,  the  fact  that  we  have 
been  encouraged  since  the  recent  increase 
to  give  larger  quantities  and  so  on— the 
prescription  figures  do  indeed  indicate 
that  the  items  of  service  have  gone  up. 
But  what  has  gone  Up  much  more  than 
that  is  the  time  taken  per  patient.  There 
is  no  doubt  about  that,  and  that  is  a 
thing  that  is  continuing  to  increase.  The 
amount  of  nervous  ailments,  what  is 
known  as  psychosis,  has  increased  a 
great  deal  with  the  stresses  of  modem 
life.  A lot  of  these  people  who  come 
in  with  physical  symptoms  complain  of 
something  which  is  attached  to  an  organ 
of  the  body.  It  is  a much  more  difficult 
and  time-consuming  job  to  find  nothing 
organic  than  to  find  something  organic, 
and  we  are  getting  that  constantly.  And 
of  course  we  are  getting  patients 
realising  that  we  are  people  to  whom 


they  can  come  and  tell  their  troubles. 
We  would  wish  them  to  do  this  because 
if  we  know  their  troubles  we  are  able  to 
deal  with  them  better,  we  are  able  to 
treat  them  better,  to  guide  them  and 
help  them.  All  those  are  time-consuming 
things,  they  are  part  of  a doctor’s  life. 
And  if  this  grows,  as  I said  it  would 
appear  to  be  growing,  then  the  number 
of  doctors  that  will  be  needed  may  be 
greater.  Another  point  of  course  is  that 
as  improvements  take  place  in  medicine, 
as  we  get  our  antibiotics  and  so  on,  we 
cure  our  people  more  effectively  perhaps 
in  some  cases,  more  easily  in  other  cases. 
But  the  result  of  these  new  measures, 
very  often  is  that  a man  who  would 
previously  have  been  unbeatable  or  who 
might  have  died  becomes  a case  who 
is  going  to  attend  the  doctor  for  the 
rest  of  his  natural  life,  which  may  be 
almost  as  long  as  that  of  anybody  else. 
The  diabetic  is  not  a recent  example  but 
is  the  sort  of  thing  that  might  put  it 
in  your  minds.  So  that  if  we  get  in  the 
future,  for  example,  a cure  for  cancer, 
it  may  be  that  that  cure  for  cancer  will 
be  something  that  will  require  not  only 
the  constant  attention  of  the  doctor  for 
the  rest  of  that  person’s  life ; it  may  also 
mean  constant  tests  at  laboratories. 
X-rays,  pathological  tests  and  what  have 
you  for  the  rest  of  his  natural  life.  Those 
are  things  we  do  not  know  about; 
but  we  do  know  that  the  modern 
improvements  in  medicine  have  resulted 
in  more  work  for  the  doctor  in  very 
many  fields  indeed,  because  of  the  tests, 
the  watchfulness  we  have  to  have,  and 
the  care.  So  many  of  these  wonder 
drugs,  and  believe  me  they  are  wonder- 
ful, have  meant  a great  deal  more  care- 
ful observation  of  a patient  because  they 
have  so  many  side  effects  and  dangers. 

I am  sorry  to  have  been  so  long  on  this 
point. 

1298.  Mr.  Gunlake : These  matters 
raise  certain  difficulties  in  my  mind,  Dr. 
Wand.  You  said  earlier  it  was  your 
desire  that  the  abler  general  practitioner 
should  be  remunerated  in  some  addi- 
tional way,  if  a way  could  be  found,  but 
that  the  only  way  that  has  been  found, 
despite  a great  deal  of  effort,  is  to  rely 
on  the  law  of  supply  and  demand  in  the 
sense  that  the  abler  practitioner  _ will 
attract  a larger  number  of  patients. 
Having  regard  to  those  witnesses  who 
have  contended  before  us  that  the  maxn 
mum  size  of  list  as  it  at  present  stands- 
should  be  still  further  reduced,  all  you 
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have  been  saying  in  the  last  ten  minutes 
suggests  to  my  mind  that  circumstances 
are  going  to  remove,  or  at  any  rate 
diminish,  this  method  of  rewarding  the 

abler  general  practitioner. 1 cannot 

see  that ; I cannot  see  that  at  all. 

1299.  Chairman : Do  you  consider 

then.  Dr.  Wand,  with  all  these  things, 
that  the  abler  general  practitioner  can 
still  deal  with  as  many  as  he  did  before? 

1 said,  and  I stand  by  this  statement, 

that  at  the  present  moment  the  able 
general  practitioner  can  deal  with  a list 
of  the  present  maximum,  but  I am  indi- 
cating that  the  trend  of  affairs  in  medi- 
cine may  lead  to  the  necessity  at  some 
unknown  future  date  of  revising  this 
situation.  I am  sorry  I got  led  away, 
Sir  Harry,  but  that  was  the  trend  of  what 
I was  saying. — Dr.  Davies:  Sir,  the 
debate  has  moved  rather  fast  in  the  last 
quarter  of  an  hour,  and  one  or  two 
threads  are  still  lying  loose.  There  have 
been  references  again  to  the  Willink 
Committee,  Sir.  May  I remind  the 
Royal  Commission  that  in  my  first  obser- 
vations I did  say  the  Willink  Committee 
reported  under  conditions  which  would 
be  assumed  to  be  static.  By  that  we 
mean  that  there  would  be  no  state  of 
war,  for  example,  no  major  government 
legislation  altering  the  structure  of  the 
health  service,  and  no  maior  scientific 
discovery  or  scientific  methods  which 
would  alter  the  health  service  procedure 
as  it  was  at  the  time  the  Committee 
reported.  Now,  having  said  that,  the 
Willink  Committee  also  had  some  obser- 
vations on  the  size  of  lists.  You  have 
the  document.  It  is  reported  in  para- 
graph 37  at  the  top  of  page  12.  You  also 
have,  because  there  has  been  reference  to 
it  today,  the  Central  Health  Services 
Council  Report  on  General  Practice, 
commonly  known  as  the  Cohen  Com- 
mittee Report.  They  also  make  observa- 
tions in  paragraph  42  on  page  14.  I 
should  like  to  amplify  what  Dr.  Wand 
said  about  the  ability  of  doctors.  Ability 
does  vary  and,  in  addition  to  ability, 
there  are  such  things  as  method  and 
organisation,  and  an  able  and  efficient 
doctor  with  good  organisation  can  deal 
with  much  more  work  and  more  patients 
than  a doctor  who  does  not  have  this 
Inborn  natural  ability  or  the  power  of 
organisation.  However,  doctors  do  work 
very  hard  according  to  their  ability,  and 
we  have  no  evidence  whatever  to  show 
that  doctors  with  large  lists  are  giving 
an  inferior  service. 


1300.  Professor  Jewkes:  Of  course 

I can  understand  everything  that  Dr. 
Davies  has  been  saying,  but  in  one  way 
or  another  we  have  got  to  make  up  our 
minds  what  is  happening  both  on  the 
supply  side  and  on  the  demand  side. 
On  the  supply  side  I think  Dr.  Wand  has 
explained  that  it  is  very  difficult  indeed 
to  see  whether  the  failure  of  doctors’ 
earnings  to  rise  since  1950  has  had  any 
real  effect  on  supply.  But  on  the  demand 
side  we  have  the  Willink  Report — and 
Dr.  Davies  was  a member  of  that  Com- 
mittee. The  Willink  Report  contains  the 
best  information  that  is  available  for  us 
on  this  subject,  and  one  of  its  conclusions 
— the  second  conclusion  on  the  last  page 
is:  — 

“Up  to  1961  output  from  the 
medical  schools  is  already  substantially 
determined  by  the  number  of  students 
now  at  various  stages  in  training. 
After  that  year  however  a reduced  out- 
put will  suffice.” 

The  Willink  Report  is  suggesting — and 
in  fact  present  evidence  seems  to  con- 
firm this — that  after  1961  a reduced  out- 
put will  be  sufficient,  although  later  on 
again  in  1975  it  will  have  to  go  up.  Is 
it  right  for  us  to  deduce  from  that  that, 
looking  over  the  next  10  or  15  years, 
there  is  going  to.  be  no  increase  in  the 
demand  for  doctors?  Because  this  would 
be  a surprising  conclusion  to  arrive  at  in 
view  of  what  Dr.  Wand  has  already 
explained  to  us  about  the  responsibilities 

of  doctors  in  general  practice? Dr. 

Wand : I said  if  they  go  on. — Dr. 

Davies : Dr.  Wand  was  referring  to  a 
tendency,  I think  that  was  the  word  he 
used  at  the  beginning  of  his  remarks.  I 
would  agree  there  is  a tendency,  and  the 
evidence  on  which  that  opinion  is  based 
is  the  lengthening  of  surgery  hours. 

1301.  You  meet  the  increased  demand 

for  doctors’  services  by  increasing  sur- 
gery hours? Work  of  a time-consum- 

ing nature,  yes.  It  is  not  more  than  a 
tendency ; it  has  not  affected  my  compe- 
tence to  the  best  of  my  ability;  but  the 
tendency  is  there. — Dr.  Wand : I wonder 
if  Professor  Jewkes  would  look  at  page 
32  of  the  Willink  Report?  The  number 
of  doctors  it  is  indicated  will  be  needed 
for  export  is  reduced  over  the  next  six- 
teen years,  and  of  course  that  to  a small 
extent  does  indicate  some  change  that 
is  going  to  take  place,  or  is  expected  to 
take  place.- — Mr.  Holmes  Sellors : I 

would  like  if  I may  just  to  add  a word 
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on  the  hospital  side  of  the  Willink  Re- 
port. I think  that  there  may  well  -be  an 
increased  demand  in  the  hospital  services 
for  personnel,  with  the  rapidly  changing 
and  developing  structure  of  medicine  and 
surgery,  and  the  need  for  more  and  more 
detailed  investigations.  When  we  were 
preparing  evidence  for  the  Willink  Com- 
mittee we  had  very  definite  evidence 
before  us  that  there  would  be  an  in- 
creasing expansion,  certainly  in  some 
branches,  even  though  it  was  realised 
that  others  might  be  diminishing  in  their 
requirements  as  time  went  on.  But  I feel 
that  the  hospital  service  as  a whole  will 
be  undergoing  an  expansion  in  numbers 
in  the  coming  years  rather  than  a reduc- 
tion. 

1302.  I am  just  anxious  ,to  know  what 
is  the  best  bet  about  the  future.  Nobody 
knows.  The  Willink  Committee  is 
rather  suggesting  there  will  not  be  an 
increased  demand.  You  are  rather  sug- 
gesting there  may  be  an  increased  de- 
mand. Is  that  a fair  way  of  putting  it? 

Dr.  Davies : I think  that  is  a fair 

way  of  putting  it. 

1303.  Chairman:  On  the  point  Sir 
David  .was  raising  earlier  about  the 
balance  between  the  two  sides  of  the 
profession,  bearing  in  mind  Mr.  Holmes 
Sellors’  point  that  the  increasing  com- 
plexity in  some  branches  means  that 
there  may  be  a bigger  expansion  in  parts 
of  the  hospital  service,  you  still  feel  that 
the  balance  is  such  that  people  can  go 
into  either  branch  as  things  now  are; 
that  the  balance  between  the  two  sides 

is  about,  right  at  the  present? Dr. 

Wand : I think  if  Paragraph  No.  14  of 
Spens  had  been  properly  implemented  I 
could  give  you  an  unqualified  “yes.”  I 
think  I can  .give  you  a less  dogmatic 
“ yes.”  Nevertheless  a “ yes  ” within  the 
general  field  of  the  Spens  determinations 
if  properly  implemented,  with  betterment 
and  so  on  brought  right  up  to  date. 

1304.  Tam  not  talking  about  distribu- 
tion between  doctors  and  anybody  out- 
side, but  as  between  .the  two  main 
branches  of  the  service.  Do  you  think 
that  the  balance  of  numbers  is  about 
right? — —Mr.  Holmes  Sellors : I would 
suggest  at  the  present  time  the  balance  is 
about  right.  We  know  and  will  prob- 
ably be  discussing  the  deficiencies  in 
various  parts  where  there  may  be  a ten- 
dency to  pile  up  in  some  areas,  but  it 
does  not'  seem  to  me  from  the  hospital 
angle  to  - be  a major  problem  at  the 


present  .time.  There  is  .the  major  prob- 
lem of  people  who  cannot  get  appointf 
ments,  such  as  senior  registrars,  but  I 
imagine  that  will  be  a question  you  will 
be  discussing  at  some  later  time. 

1305.  Professor  Jewkes:  Nevertheless 
I gather  from  what  Dr.  Wand  says  .that 
if  some  methods  could  be  devised  for 
making  payable  some  rather  higher  in- 
comes at  the  top  for  .general  practitioners 

it  would  be  a useful  device? Dr, 

Wand : I think  so  and  I think,  as  I say, 
Paragraph  No.  14  of  Spens  allows  for  it 
outside  the  global  sum,  which  would  be 
a great  advantage. 

1306.  Professor  Jewkes : Have  you 
any  further  ideas  as  to  how  that  can  be 
done?  We  have  talked  about  merit 
awards  for  general  practitioners ; we 
have  talked  about  loading  for  age.  What 
other  ideas  can  be  put  forward  to  imple- 
ment this  suggestion? 

Chairman:  It  would  be  a departure 

from  the  capitation  system? No,  it 

would  be  an  additional  thing,  I think  it 
would  be  a loading  on  top  of  the  capi- 
tation fee. 

1307.  Sir  David  Hughes  Parry:  The 
capitation  fee  would  be  the  basis  and 
then  there  would  be  an  addition? 

Professor  Jewkes : A bit  for  experience 

or  age? Age,  experience,  special 

qualifications,  special  post-graduate 
training.  It  is  very  difficult  indeed.  I 
need  not  explain  that  you  have_  had 
brought  to  your  notice  some  anxieties  in 
the  same  field  amongst  consultants.  So 
I hesitate  to  tread  in  this  field  without 
a good  deal  more  information. 

1308.  Sir  David  Hughes  Parry:  Any 
assistance  that  you  could  give  would  be 

appreciated. Thank  you  very  much. 

We  will  have  another  look  at  it. 

Chairman : This  really  is  obviously  a 
very  important  point.  To  make  the 
remuneration  of  general  practitioners 
such  that  it  does  give  some  incentive  to 
efficiency. 

1309.  Sir  Hugh  Watson:  I was  a little 
puzzled  when  the  Chairman  asked  you 
the  question,  why  you  turned  to  Mr. 
Holmes  Sellors — I was  thinking  in  terms 
more  of  the  junior  hospital  staff  than  the 
consultant.  Really  there  are  three  groups. 
There  is  the  junior  hospital  staff ; there 
is  the  general  practitioner ; and  there  is 
the  consultant  staff.  There  are  three 
groups  and  each  group  is  necessary  to  the 
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proper  carrying  out  of  the  Health  Service, 
and  each  group  has  its  attractions  and  its 
detractions.  I was  trying  to  marry  the 
three.  I was  drawing  in  Mr.  Holmes 
Sellors  because  he  was  concerned  with 
two  of  these  groups.  I was  thinking  in 

terms  of  the  junior  hospital  staff. Mr. 

Holmes  Sellors:  I could  put  it  briefly. 
Everyone,  whether  they  go  into  the  hos- 
pital service  permanently  or  into  general 
practice,  must  come  through  the  junior 
hospital  course  in  the  first  instance ; They 
must  take  a qualification  through  the 
hospital  post-graduate  scheme  and  they 
must  perform  house  jobs.  Therefore  we 
have  a common  interest  in  the  particular 
point. — Dr.  Wand : We  will  have  another 
look  at  this.  We  have  looked  at  it  before 
and  never  been  satisfied  about  how  it 
could  be  done.  I once  drew  up  a plan 
which  was  so  involved  that  even  I could 
not  understand  it — it  would  have  meant  a 
Jot  of  calculations.  I have  never  yet  seen 
any  positive  workable  suggestion  put 
up  which  would  have  commended  itself 
to  the  bulk  of  general  practitioners. 
However,  I thank  you  for  your  sugges- 
tion that  we  should  look  at  it  again. 

1310.  Sir  David  Hughes  Parry:  We 
certainly  want  a practical  proposition 
which  can  be  implemented.  Not  like  No. 
6 of  the  Spens  recommendations  which 

we  have  all  found  difficult. Dr. 

Davies:  We  will  look  at  it. 

1311.  Thank  you.  I wonder  whether 
we  can  go  back  to  paragraph  6 of  Spens. 
There  is  a statement  there  which  I 
repeat : 

“ We  leave  to  others  the  problem  of 

the  necessary  adjustment  to  present 
conditions.” 

That  refers  very  largely  to  the  global  sum 
and  the  betterment,  does  it  not? — —Dr 
Wand : Yes. 

1312.  I am  drawing  your  attention  to 
the  fact  that  the  two  things  were  compli- 
cated in  the  recommendations ; a global 
sum,  an  adjustment  thereto  in  the  future, 
and  the  distribution  of  that  fund  by 
members  of  the  profession.  That  is 

right,  is  it  not? 1 think  those  are  the 

three  features:  getting  the  whole  sum 
together,  distributing  it  properly  and 
.adjusting  it  to  the  changes  that  were  in- 
dicated for  the  future. 

■ i313-  That  is  right,  thank  you  very 
much  Those  were  the  three  things. 
■Now  I would  like  to  spend  a little  time 
on  the  methods  of  distribution,  leaving 


aside  for  the  time  being  the  global  sum 
and  the  adjustments  to  it  because  that 
would  involve  your  claim.  Can  you  assist 
us  as  regards  the  methods  of  distribu- 
tion?  Dr.  Davies:  May  I give  you  a 

picture  of  the  general  situation? 

1314.  Indeed,  it  would  help  me. 

There  is  a population  in  Great  Britain 
of  approximately  50  million  people  and 
they  are  not  fixed  in  position.  It  is 
almost  like  an  anthill — people  are  mov- 
ing about  all  the  time  from  place  to 
place.  In  addition,  there  is  somewhere 
between  half  a million  and  three  quarters 
of  a million  people  who  visit  these  shores 
every  year.  There  are  sailors  whose  occu- 
pations take  them  in  and  out  of  the 
country.  There  are  members  of  the 
Armed  Forces  who  are  doing  their 
National  Service  either  at  home  or 
abroad  for  about  two  years  of  their 
lives.  There  are  practitioners  who  are  in 
industrial  areas,  urban  areas;  there  are 
others  who  are  in  rural  areas.  There  are 
other  practitioners  in  specially  difficult 
positions,  such  as  those  to  whom  we  re- 
ferred this  morning,  in  the  Highlands  and 
Islands,  and  so  on.  There  are  the  normal 
holiday  movements  of  the  population 
— people  going  to  the  Isle  of  Wight  or 
Torquay  or  Blackpool  or  Southport  and 
being  taken  ill  there.  There  are  school- 
children  going  to  school  camps.  There 
are  people  going  to  advertised  camps — I 
do  not  know  whether  I am  permitted 
here  to  use  the  word  “ Butlin’s  ” but  that 
does  convey  something  to  most  people, 
the  Butlin  camp  type  of  holiday. 

The  only  way  in  which  you  can  supply 
a _ medical  service  to  satisfy  all  these 
migrations  and  variations  of  practice, 
bearing  in  mind  that  every  general  prac- 
titioner has  an  overall  obligation  to  the 
whole  population — not  merely  to  those  on 
his  own  list  but  to  the  whole  popula- 
tion— is  by  having  an  elastic  distribution 
scheme.  In  order  to  devise  a distribu- 
tion scheme  you  must  have  a global  sum 
in  which  you  can  operate.  Therefore, 
providing  the  sum  is  adequate  to  supply 
all  these  needs  then  the  matters  of  dis- 
tribution are  matters  with  which  we  have 
always  dealt  and  still  do  by  the  process 
of  direct  negotiation  between  the  Minis- 
try and  the  General  Medical  Services 
Committee.  I do  not  know  whether  I 
have  gone  far  enough  for  you  at  the 
present  time? 

1315.  You  think  that  the  question  of 
distribution  is  properly  dealt  with  in 
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those  negotiations?  We  are  considering 
now  the  machinery. — -That  is  our  ex- 
perience, bearing  in  mind  that  we  have 
direct  access  to  (the  Ministry.  If  there  is 
any  evidence  at  any  time  of  a deteriora- 
tion of  the  affairs  of  a particular  section 
we  can,  by  negotiation  with  the  Minis- 
try, obtain  an  improvement.  That  is 
being  done  all  the  time.  We  have  applied 
that  in  the  last  few  weeks  in  the  matter 
of  the  Shipping  Federation,  the  amount 
that  we  pay  to  certain  doctors  for  attend- 
ing sailors  in  port.  We  have  quite 
recently  altered  the  amount  of  hardship 
payments  to  certain  elderly  doctors  and 
the  initial  practice  allowance  to  doctors 
just  starting.  These  variations  are  going 
on  all  the  time  by  direct  negotiation  and 
agreement  between  the  Ministry  and 
ourselves. 

1316.  Chairman-.  Are  these  variations 
done  always  with  Spens  in  view — to  try 
and  put  into  effect  the  recommendations 

of  Spens? Spens  is  constantly  in  our 

minds. 

1317.  They  are  done  deliberately  with 

that  end  in  view? Not  deliberately, 

but  the  picture  is  always  there. 

1318.  Yes.  We  felt  earlier  this  morn- 
ing that  none  of  us  knew  really  to  what 
extent  Spens  had  been  implemented  by 
these  different  methods  of  distribution. 

If  you  remember,  Sir,  I did  qualify 

a remark  I made  this  morning.  I think 
you  said  first  of  all  you  did  not  under- 
stand it  but  the  remark  I made  as  regards 
our  action  on  Spens  was  * as  far  as  it  is 
possible  to  implement  it  in  relation  to 
the  distribution.’  And  I referred  to  two 
phases.  First  of  all,  when  we  entered 
the  Service,  when  certain  things  were 
laid  down  by  the  then  Government,  the 
setting  up  Of  the  Medical  Practices  Com- 
mittee about  distribution,  the  limitation 
of  lists  to  a certain  number  and  other 
matters.  Then  the  second  phase  when 
the  Working  Party  was  set  up  after 
Danckwerts  and  certain  other  conditions 
were  laid  down.  As  far  as  it  is  possible 
to  reconcile  Spens  with  those  methods  of 
distribution  we  try -to  do  so. 

1319.  And  the  extent  to  which  you 

have  succeeded  so  far  we  shall  know 
better  when  we  have  some  figures?  But 
so  far  we  do  not  know? Yes. 

1320.  Professor  Jewkes:  Could  I just 
at  this  point  ask  for  an  amplification  of 
some  defects  which  you  yourself  have 
suggested  are  to  be  found  in  this  method 


of  employing  the  central  pool.  I under- 
stand that  there  are  two  major  items — 
capitation  fees  and  the  payment  for  other 
forms  of  service,  maternity  service  and 

the  like? Yes,  capitation  fee  and 

loading. 

1321.  Yes,  they  come  together,  and 

then  there  are  the  other  forms  of 
income.  As  you  pointed  out  in  your 
document,  paragraph  185,  if  for  any 
reason  the  payment  for  the  other  items 
to  general  practitioners  increases,  this  has 
the  effect  of  reducing  the  capitation  fees 
for  all  the  other  doctors  in  the  com- 
munity. That  is  true,  is  it? Yes. 

1322.  Is  that  not  a rather  serious  defect 
in  the  scheme?  For  example,  you  say 
“ Well,  we  have  got  to  deal  with  sailors 
who  come  into  the  country”.  Suppose 
there  is  a sudden  increase  in  the  number 
of  sailors  and  they  have  got  to  be  dealt 
with  somewhere.  Those  doctors  who 
treat  them  will  of  course  get  increased 
payment  but  the  net  effect  will  be  a 
decrease,  a small  decrease  of  course,  in 
the  capitation  fee  for  every  other  general 
practitioner  in  the  country.  Is  not  that 
a curious  and  irrational  consequence  of 
any  system  of  payment?  As  a result  of 
extra  effort  everybody  else  has  to  suffer 

in  your  own  profession? Dr.  Wand : 

Those  are  the  swings  and  roundabouts 
which  go  on  for  the  whole  of  the  prac- 
titioner’s life.  We  have  accepted  the 
principles  enunciated  by  Spens  which 
have  led  to  the  production  of  a sum  of 
money  which  is  called  the  global  sum 
and  which  represents  Spens  brought  up 
to  1951.  We  realise  that  within  that 
field  there  may  be  certain  minor  incon- 
sistencies. But  taken  over  the  whole  of 
the  doctor’s  life  we  feel  that  these  will 
be  to  some  considerable  extent  ironed 
out.  These  inconsistencies  are  as  nothing 
so  long  as  we  have  the  Spens  global  sum 
with  proper  betterment  so  that  we  can, 
with  our  particular  knowledge  of  the 
situation  in  these  various  places,  deal 
with  the  Government  with  its  own  par- 
ticular knowledge,  so  as  to  get  the  best 
possible  distribution  from  time  to  time. 
That  is  our  contention  in  the  matter,  that 
with  all  the  faults  that  may  lie  in  this 
global  sum  method  they  are  far  more 
than  outweighed  by  the  advantages  of 
being  able  to  work  out  something  with 
which  the  profession  is  satisfied.  And 
satisfied  for  one  main  reason,  that  when 
they  came  into  the  service  the  Govern- 
ment said  “We  agree  with  Spens”  and 
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the  profession  said — and  it  has  honoured 
its  word— “Right,  if  you  agree  with 
Spens  we  come  into  the  Service.” 

1323.  Chairman : Dr.  Wand,  I am  just 
trying  to  see  which  particular  part  of 

Spens  you  are  referring  to. In 

general  terms,  Sir. 

1324.  I am  trying  to  see  with  which 
particular  part  that  has  to  be  reconciled. 

It  is  in  general  terms.  The  general 

terms  are  worked  out  in  Spens.  It  was 
agreed  with  the  Government  that  a 
certain  sum  of  money  was  necessary  to 
provide  for  the  recommendations  of 
Spens. 

1325.  Which  paragraph  is  that?- 

That  is  a statement  made  in  Appendix  2, 
paragraphs  15  and  16 — the  statement  of 
case  for  the  General  Medical  Services 
Committee— when  we  agreed  that  a cer- 
tain number  of  practitioners  represented 
so  much  money  at  Spens  1939  values. 

1326.  No,  I was  wanting  to  see  it  in 

Spens. Spens  was  accepted  and  this 

was  the  calculation  that  was  made  by 
agreement  to  show  the  implementation 
of  Spens  in  terms  of  money. 

1327.  Yes.  I still  cannot  quite  find 
where  it  is  that  Spens  had  anything  in- 
terpretable to  the  effect  that  when  there 
were  more  sailors  coming  into  the  coun- 
try, other  general  practitioners  would  get 
less,  because  there  was  that  much  taken 

out  of  the  pool. Spens  did  not  say 

that.  Spens  said  having  regard  to  what 
conditions  were  when  Bradford^  Hill 
made  his  analysis,  doctors  were  getting  so 
much  money  here,  there  and  everywhere. 
But  each  doctor’s  money  was  made  up 
by  a number  of  items ; in  the  case  of 
this  doctor  it  was  perhaps  more  confine- 
ments and  in  the  case  of  that  doctor 
more  sailors  who  were  coining  into  the 
country.  That  produced  a range  of  in- 
comes. Now,  even  within  the  range  of 
incomes  indicated  by  Spens  you  cannot 
pick  out  any  age  group  and  say  that 
doctors  between  age  40  and  age  45  who 
in  terms  of  Spens  were  going  to  earn 
£1,000  would  have  500  sailors  on  their 
lists,  or  that  doctors  between  the  ages 
of  50  and  60  who  were  to  earn  £1,400 
were  to  have  25  confinements  in  a year. 
There  was  nothing  of  that  at  all.  It 
was  recognised  that  there  was  a coming 
and  going  as  between  the  years  of  a 
doctor’s  life,  a coming  and  going  as 
between  areas  of  practice,  a coming  and 
going  as  between  the  abilities  of  a doctor. 


which,  by  and  large,  produced  the  spread 
of  incomes  of  the  kind  set  out.  But 
before  you  can  get  this  spread  of  in- 
comes, even  from  these  various  sources, 
you  have  got  to  have  a big  enough  cake 
to  cut  up  amongst  those  doctors.  Spens 
produced  something  which  enabled  us  to 
determine  with  the  Ministry  the  size  of 
that  cake  and  how  much  each  doctor 
on  the  average  should  have.  Then,  just 
as  in  the  days  before  Spens  reported,  you 
have  the  various  factors  coming  in.  You 
have  the  same  factors  coming  in  now 
as  then.  Indeed,  the  man  who  was  at  a 
port  and  had  sailors  in  1939  is  at  the  port 
today  and  has  sailors,  or  his  successor 
has.  So  the  various  other  factors  of 
Spens  will  fall  in  once  you  have  a cake 
of  the  right  size  and  divide  it  by  some 
means  of  distribution,  geographical  or 
otherwise. 

1328.  Professor  Jewkes:  Dr.  Wand,  I 

can  see  the  importance  you  attach  to  the 
central  pool  because  as  long  as  the 
central  pool  exists  you  have  a convenient 
way  of  trying  to  make  sure  that  the 
Government  honours  what  you  regard  as 
the  Spens  recommendations. Yes. 

1329.  But  what  would  be  the  objection 
to  a scheme  which  would  seem  to  get 
rid  of  this  difficulty  that  if  one  group 
of  general  practitioners  works  a bit 
harder  the  capitation  fees  of  other 
doctors  are  reduced?  Suppose  you  had 
a scheme  by  which  there  was.  a separate 
set  of  negotiations  about  capitation  fees 
and  loadings  apart  from  negotiations 
about  payments  to  be  made  for  other 
items — maternity  services  and  so  on — so 
that  you  worked  under  a system  in  which 
if  the  payment  for  maternity  services 
went  up  then  capitation  fees  did  not  go 
down.  That  is  what  I am  looking  for 
and  it  is  on  that  I want  your  opinion. 

If  we  had  that  we  would  have  the 

best  of  both  worlds. 

1330.  Sir  Hugh  Watson : You  would 

be  eating  your  cake  and  having  it? 

We  would  be  eating  our  cake  and  having 
it. 

1331.  Professor  Jewkes : You  would 

not  have  the  central  pool? As  long  as 

in  the  aggregate  the  amount  to  be  divided 
was  not  less,  as  long  as  there  was  the 
proper  amount  produced  by  Spens  plus 
the  proper  betterment,  that  would  be 
fine.  But  I cannot  conceive  of  the 
Government  accepting  that  principle  and 
paying  us  what  you  might  call  a fixed 
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sum  for  capitation  fees  and  loadings  and 
then  saying  “ now  here  is  a fixed  sum 
for  capitation  and  loadings  but  we  do  not 
care  what  you  do  in  respect  of  the  re- 
mainder of  the  items  in  future.  You  go 
ahead  and  do  what  you  like.”  I can 
see  dangers  here  from  the  Government’s 
point  of  view  and  I can  see  that  the 
Government  would  be  unwilling  to  do 
this.  After  all,  we  are  a reasonable  body 
of  people,  we  try  to  see  the  difficulties 
for  the  other  side  as  well  as  our  own. 
Our  only  trouble  is  that  the  other  side 
do  not  see  our  difficulties. 

1332.  If  the  Government  were  not 
afraid  of  this  scheme,  you  would  not  be 

afraid  of  it  either? No,  as  long  as  we 

were  assured  .that  the  total  figure 
involved  was  not  less  than  that  recom- 
mended by  Spens,  not  less  than  the  net 
figure  recommended  by  Spens  with 
proper  betterment  up  to  date. 

1333.  Sir  David  Hughes  Parry : May 
we  come  back  to  the  size  of  cake  shortly. 

I am  concerned  at  this  point  with  the 
distribution,  with  the  cutting  of  the  cake. 
Spens,  in  several  of  the  recommenda- 
tions, deals  with  the  cutting  of  the  cake. 
There  is  no  question  about  it  and  the 
interesting  thing  is  .that  the  cake  has  not 
been  cut  quite  in  the  way  that  Spens 
indicated  because  you  have  agreed  that  it 
should  be  cut  in  a slightly  different  way, 

is  that  right? We  do  not  know.  We 

do  not  know  how  near  we  are  to  the 
Spens  indications,  but  the  Spens  Com- 
mittee quite  definitely  indicated  certain 
things.  For  instance,  that  only  at  a cer- 
tain age  did  they  make  certain  recom- 
mendations. It  also  said: 

“ We  anticipate  that  the  general 

introduction  of  a publicly  organised 

service  would  have  the  effect  of  level- 
ling up  to  a considerable  extent.” 

Even  in  that  very  narrow  field  of  those 
aged  40  to  50  where  there  is  a specific  re- 
commendation. Even  there  they  were 
qualifying  it  in  the  context  of  their  report 
to  some  extent  because  they  said  “ even 
this  might  be  levelled  up  in  some  way  ”. 
Spens  did  not  set  out  a precise  table  of 
recommendations  throughout  the  ages  of 
a doctor’s  life  in  terms  of  percentages 
and  the  sizes  of  practice  he  was  to 
achieve.  He  just  said  that  here  is  the 
basis.  If  you  take  the  actual  years  of 
an  average  doctor’s  life  we  expect  that 
as  a result  of  our  recommendations— 
• which,  in  point  of  fact,  are  the  ingredi- 
ents of  the  cake — we  expect  that  you  will 


be  able  to  cut  up  a cake  in  respect  of 
these  men  more  or  less  in  these  propor- 
tions. In  a nationally  organised  service 
we  expect  .the  cake  to  be  flattened  out  a 
bit  at  the  top,  or  whichever  way  you 
look  at  it.  Is  that  not  what  has  been 
said  about  distribution? 

1334.  No.  I thought  that  we  had  gone 
together  through  these  recommendations 
very  carefully  this  morning  and  tried  to 
make  clear  which  of  those  recommenda- 
tions relative  to  distribution  had  been 
implemented  and  which  had  not.  The 
interesting  thing  is  that  you  are  rather 
receding,  if  I may  say  so,  from  the  posi- 
tion that  these  recommendations  as  to 
the  cutting  of  the  cake  are  binding.  You 
have  agreed  that  one  of  them  could  not 
be  put  into  effect  at  all.  With  some  of 
the  others  you  have  made  an  effort  to 
put  them  into  effect  but  although  you  are 
not  quite  certain  whether  you  have  suc- 
ceeded, you  have  done  your  best.  But 
you  are  quite  prepared  to  see  the  recom- 
mendations as  to  distribution  departed 

from  in  certain  cases.  Is  that  right? 

Yes,  within  the  general  framework  of  the 
intentions.  Actually  I do  not  think  we 
ever  have  departed  from  these.  I think 
the  effects  of  the  increases  of  Spens  in 
1946  or  1947,  with  the  impact  of  the 
National  Health  Service  in  1948,  followed 
by  the  changes  that  took  place  as  a result 
of  the  Working  Party  in  1952  will  be 
found  to  have  resulted  in  roughly  this 
sort  of  .thing. 

1335.  Chairman:  You  have  said  your- 
self that  there  has  been  a departure  at 

the  top? There  has  been  a departure 

at  the  top.  The  profession  has  been 
satisfied  to  agree  to  this.  In  order  to 
deal  with  practices  of  a lower  size  which 
they  felt  needed  some  addition  the  men 
at  the  top  have  accepted  the  elimination 
of  an  increase  in  order  that  there  may 
be  a larger  sum  available  for  those  below 
the  top  level,  mostly  in  the  intermediate 
level  but  in  part  at  the  very  bottom  in 
the  form  of  initial  practice  allowances  for 
those  who  were  just  entering  practice. 

1336.  They  have  done  this  by  accept- 
ing a limitation  on  the  number  of 

patients  they  can  handle. If  the  top 

level  had  remained  at  4,000  then  those  at 
the  top  of  the  list  would  have  had  a lot 
more  money  and  looked  after  more 
people.  They  accepted  this  limitation  of 
3,500  and  in  point  of  fact  the  money 
thus  saved— I cannot  quote  the  precise 
amount  it  came  to — but  a lot  of  it  was 
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used  for  loadings  for  those  with  lists 
between  500  and  1,500  in  order  to 
increase  the  incomes  at  those  levels  where 
it  was  felt  that  doctors  were  doing  a first 
class  job  of  work  in  the  National  Health 
Service.  It  was  felt  that  those  were  the 
incomes  that  in  the  light  of  modern-day 
conditions  were  most  in  need  of  increase. 

1337.  Professor  Jewkes : This  is  some- 

thing of  a repetition.  Dr.  Wand,  but  I 
just  want  to  press  this  point  a little.  It 
seems  to  me  that  the  present  situation  is 
a challenge  both  to  you  and  to  us.  We 
had  a case  quoted  .to  us  last  week  that 
doctors  are  being  called  upon  these  days 
to  do  a great  deal  of  inoculations  for 
polio? Yes. 

1338.  As  a result  of  this  those  doctors 
who  are  doing  most  of  this  work  will  find 
at  the  end  of  the  year  that  their  earnings 
have  increased.  But  they  are  doing  this 
extra  work  with  the  knowledge  that  as  a 
result  of  that  extra  effort  the  capitation 
fees  of  other  general  practitioners  will  be 
reduced.  It  seems  to  me  so  irrational 
that  increased  effort  on  the  part  of  one 
lot  of  doctors  should  have  the  result  of 
reducing  the  payment  of  other  doctors. 

The  injection  for  polio  is  part  of  our 

terms  of  service.  We  do  not  get  paid 
to  immunise  against  polio.  It  is  part  of 
our  job  to  do  this  sort  of  thing. 

1339.  Sir  Hugh  Watson : May  I make 
a,  slight  correction.  The  charge  in  ques- 
tion was  not  given  to  the  doctors  for 
doing  the  injections  but  for  notifying  the 

local  authorities. For  notification,  so 

that  in  terms  of  doctoring  it  is  just  part 
of  our  ordinary  terms  of  service.  We 
have  accepted  that.  Notification  is  the 
thing  for  which  payment  is  made.  It  so 
happens  that  we  do  get  paid  for  notifica- 
tion and  it  simply  means  that  there  is  a 
slight  re-distribution  of  the  pool  in 
respect  of  that  very  small  amount  relative 
to  the  total  size  of  the  pool.  Under  that 
re-distribution  some  doctors  get  more 
and  others  get  less.  In  point  of  fact  it. 
is  not  re-distribution  Of  the  capitation 
fees  ; these  are  fixed.  It  is  a re-distribu- 
tion of  monies  which  are  taken  from  the 
rest  of  the  pool. 

1340.  Chairman : Yes,  but  it  is  a re- 

distribution of  what  would  have  been 
distributed  as  the  balance  at  the  end  of 
the  year.  So  it  is  really  a re-distribution 
of  the  capitation  fees. It  is  a re- 

distribution of  some  of  the  monies  due  to 
a doctor  in  respect  of  the  work  that  is 
done.  If  the  man  does  one  hundred  polio 


injections  he  will  as  a result  get  a slightly 
larger  sum  of  money  than  the  man  who 
does  less,  .but  it  is,  as  I say,  a re-distribu- 
tion of  monies  in  respect  of  work  done 
— that  work  being  so  far  as  the  actual 
clinical  side  is  concerned,  part  of 
our  terms  of  service. — Mr.  Holmes 
Sellors : And  there  is  equal  opportunity 
to  undertake  the  service. 

1341.  Professor  Jewkes : In  some  cases 

there  may  not  be  equal  opportunity.  In 
the  case  of  polio,  perhaps,  yes.  In  other 
cases,  no. 1 meant  polio. 

I was  hoping  to  have  an  answer,  but 
maybe  there  is  no  answer  here.  I was 
hoping  to  find  some  possibility  of  getting 
over  this  particular  difficulty  where 
apparently  you  penalise  one  section  of 
your  profession  when  another  section 
works  harder. 

1342.  Chairman : But  in  any  case  you 
feel  that  this  is  on  the  fringe,  it  is  a small 

part  of  the  total? Dr.  Wand : It  is  a 

small  part  of  the  total. 

1343.  I think  there  are  other  things  we 

want  to  talk  about  that  are  not  so  small. 
The  capitation  fee  under  Spens  is  a gross 
fee,  is  it  not? Yes. 

1344.  Covering  expenses? Dr. 

Davies:  Oh,  yes. 

1345.  A net  remuneration  in  addition 
to  practice  expenses.  You  all  know  that 
this  has  been  very  much  challenged  as  a 
system  by  other  people.  Do  you  think  it 

is  a good  system? Dr.  Wand : I think 

it  is  a good  system.  It  has  worked  for  a 
long  time.  The  fact  that  it  has  worked 
for  a long  time  is  not  proof  of  that,  but 
I think  it  is  as  reasonably  fair  as  any 
other  system.  Taking  the  overall  fife  of 
a doctor  I think  you  will  find  that  over 
the  years  he  will  have  had  a fair  crack  of 
the  whip  on  the  percentage  of  the 
expenses.  When  he  starts,  if  he  starts  in 
one  of  these  designated  areas,  he  gets 
from  the  pool  a sum  of  money  to  help 
him  along  the  first  three  years.  This 
should  buffer  him  to  some  extent  against 
his  vastly  increased  expenses. 

1346.  He  receives  the  initial  practice 

allowance? He  receives  the  initial 

practice  allowance. 

1347.  Sir  David  Hughes  Parry : Has 

that  been  changed? It  only  started 

with  the  Working  Party. — Dr.  Davies: 
Therp  was  a fixed  annual  payment  prior 
to  the  initial  practice  allowance. — Dr. 
Wand:  The  two  were  worked  rather 
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differently.  I do  not  think  you  will  want 
me  to  go  into  details. 

1348.  No. As  a man  goes  through 

his  life  there  will  be  periods  at  which  his 
expenses  will  be  higher  and  periods  at 
which  his  expenses  will  be  lower.  If  he 
has  to  take  an  assistant,  his  expenses  will 
be  considerably  higher  because  he  has  to 
take  an  assistant  if  and  when  his  list  goes 
in  excess  of  3,500.  For  the  small 
increases  to  3,700  or  3,800  he  will  get 
only  a couple  of  hundred  extra  capita- 
tion fees  and  have  to  pay  for  an  assistant. 
His  net  income  will  go  down.  Presum- 
ably the  assistant  will  take  some  work 
off  his  shoulders  but  his  income  will  go 
down.  The  same  situation  arises  where 
a man  takes  a partner.  There  will  be 
all  sorts  of  other  situations  in  which  a 
man’s  expenses  will  go  up  or  down  in 
the  course  of  his  professional  life. 

It  is  often  said  that  the  man  with  a 
big  list  or  multiple  practice  is  the  one 
with  the  small  proportion  of  expenses. 
That  is  not  always  so.  In  one  such 
practice  I happen  to  know  that  the 
expenses  in  1955-56  were  47  per  cent,  of 
the  receipts.  So  that  it  does  not  always 
apply  that  these  high  ratios  of  expenses 
occur  only  at  the  lower  levels.  But  as 
a man  goes  through  his  professional  life 
building  up  his  list,  if  he  is  a good  doctor 
retaining  his  list  and  then  tapering  it  off 
as  he  usually  does  at  the  end  of  his 
career,  I think  it  will  be  found  that  as 
a rough  and  ready  method  this  is  as  good 
as  can  'be  found.  The  alternatives  are 
difficult  and  here  again  I do  emphasise 
the  fact  that  we  are  not  an  unreasonable 
body  of  people  trying  to  get  something 
to  which  we  have  no  right.  If  we  went 
to  the  Government  and  asked  them  to 
allow  us  to  draw  what  amounts  to 
expense  allowances  ad  Mb  it  would  be 
entirely  unreasonable. 

1349.  Sir  Hugh  Watson : Surely  these 
expenses  could  ‘be  controlled,  Dr. 
Wand? Dr.  Davies:  It  is  very  diffi- 

cult. 

Sir  Hugh  Watson:  I know  it  is. 
Could  we  have  a few  words  on 
this?  You  have  no  doubt  seen  the 
figures  which  were  produced  by  the 
Inland  Revenue  for  the  first  quarter 
of  1953.  As  you  know,  the  average 
expense  which  is  included  in  the  figures 
about  which  we  are  all  talking  is  33-4  per 
cent.  You  have  your  gross  remuneration 
of  £3,333  ; you  deduct  £1,111  and  you 
get  the  magical  figure  of  £2,222.  The 


figures  produced  by  the  Inland  Revenue 
for  these  months  of  1953  show  that  the 
average  expense  ratios  varied  from 
44-39  per  cent,  in  practices  of  3,000  and 
over  with  an  assistant,  down  to  the 
lowest  one  which  was  28*57  in  the  case 
of  partnerships  of  three  partners  in 
urban  areas.  What  has  been  strongly 
suggested  to  us  from  another  source  was 
that  these  expenses  apply  most  in- 
equitably and  that,  in  fact,  there  is  an 
inducement  to  doctors  not  to  spend  on 
their  ancillary  help,  on  thedr  surgeries, 
on  their  equipment  and  so  on,  the  sums 
that  they  ought  to  spend,  because  their 
expenses  are  not  treated  in  the  proper 
way,  because  if  they  do  that  they  will 
land  themselves  with  an  expense-  ratio 
of  44.  In  point  of  fact  they  will  be  pay- 
ing the  tax  -on  the  income  which  they 
have,  in  fact,  used  for  expenses.  It  has 
been  strongly  suggested  to  us  that  some 
system  could  be  worked  out  under 
which,  with  proper  supervision,  through 
the  committees  of  which  you  axe  aware, 
a recognised  plan  could  be  laid  down  by 
the  Ministry  of  Health,  who  as  you  said 
already  are  not  unreasonable.  In  this 
way  this  system  of  expenses  could  be 
made  more  reasonable.  Of  course  we 
all  know  that  what  is  most  important 
today  is  net  income. 

1350.  Chairman:  May  I come  back 
to  one  point  that  Sir  Hugh  mentioned 
about  paying  tax  on  income  that  they 
have  not  received.  I think  that  they 
only  pay  on  actual  income,  what- 
ever their  expenses  are. Dr.  Wand:  I 

have  Sir  Hugh’s  point.  It  is  the 
difference  between  44-4  and  28-7.  Sir 
Hugh’s  suggestion  is,  of  course,  a most 
attractive  one.  Suppose  every  doctor 
in  this  country  in  the  National  Health 
Service  knew  that  he  could  spend  any 
reasonable  sum  'he  wished  on  his 
equipment,  his  practice  premises,  his 
car,  his  ancillary  staff.  Even  with  what 
is  called  supervision  by  the  Ministry — 
which  I do  not  quite  understand  because 
it  would  mean  having  one  snooper  to 
every  two  or  three  doctors’  surgeries  to 
find  out  how  they  were  spending  thedr 
money — I think  that  the  Service  would 
cost  the  country  a great  deal  more.  I 
think  it  would  be  an  encouragement  to 
a doctor  to  spend  more,  whereas  now 
he  knows  'he  spends  his  own  money,  he 
makes  his  ordinary  application  to  the 
tax  man  for  a tax  relief  in  respect  of 
expenses  and  these  figures  are  ultimately 
going  to  be  thrown  up  at  an  inquiry, 
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such  as  we  have  made  from  time  to  time 
by  the  Inland  Revenue.  I think  we  are 
saving  the  country  considerable  sums  of 
money.  I think  when  everybody  knows 
that  all  they  have  to  do  is  put  in  a chit 
at  the  end  of  a certain  time  for  repay- 
ment of  that  specific  sum,  you  would  get 
a very  different  thing  from  the  present 
method.  If  Sir  Hugh’s  method  com- 
mended itself  to  the  Government,  and 
as  long  as  we  got  our  net  remuneration 
from  Spens  with  the  full  betterment,  we 
should  not  resist  it.  We  would  like  it. 
But  I am  not  going  to  make  a plea  for 
it  because  I think  it  would  cost  the 
country  more  money. 

1351.  Sir  Hugh  Watson : Dr.  Wand,  I 
would  not  like  you  to  think  it  was  my 
suggestion.  It  was  made  to  us  in 

evidence. 1 am  sorry.  Sir  Hugh. — 

Dr.  Davies'.  May  I refer  to  these  tables. 
You  take  a set  of  figures  on  these  tables 
and  draw  certain  deductions  as  to 
expense  ratios ; I think  44*39  was  quoted 
as  the  highest  and  28-57  as  the  lowest. 
That  is  a reasonable  deduction  for  the 
circumstances  obtaining  at  the  time 
these  figures  were  prepared.  But  the 
position  of  the  doctors  concerned  at  that 
time  is  only  a snapshot  in  life  and  each 
of  those  doctors  or  groups  of  doctors 
will  be  on  different  lines  in  five  or  ten 
years’  time.  I want  to  give  you  the 
impression  that  while  a doctor  who  is 
starting  with  a small  list  may  have  a 
relatively  high  expense  ratio,  throughout 
the  whole  span  of  his  career  it  does 
average  itself  out  reasonably. 

1352.  Chairman : That  is  what  we 
would  like  to  know  really.  Such  in- 
dividual evidence  as  we  have  had  so  far 
has  been  that  there  is  this  very  wide 
variation  in  expenses  that  does  make  a 
tremendous  difference  to  the  net  income 
received  by  doctors  with  approximately 

similar  lists  and  practices. Dr.  Wand : 

That  will  be  so.  Sir  Harry,  there  will  be 
wide  discrepancies.  I would  not  dispute 
that.  There  may  be  wide  discrepancies 
in  certain  individual  cases  throughout 
the  whole  of  their  lives.  They  may  be 
getting  too  little  or  a lot  too  much.  I 
would  only  say  by  and  large  it  would  be 
difficult  to  find  a scheme  any  better  than 
this  that  would  not  be  more  expensive 
to  the  country. 

1353.  We  may  have  to  try  and  find 

a better  scheme. As  long  as  the  net 

figure  is  right  we  would  be  very  pleased 
to  study  it. 


1354.  Dr.  Wand,  there  is  some  reason 
to  think  that  if  there  are  some  doctors 
who  are  always  having  too  high  expenses 
as  a percentage  of  their  gross  takings 
they  will  tend  to  be  the  doctors  who 
offer  rather  more  facilities,  take  longer 
over  their  patients,  have  better  surgeries- 
and  vice  versa.  So  there  is  some  evi- 
dence to  suggest  that  the  average  expense 
ratio  encourages  mediocrity  in  service. 

That  is  bound  to  be  found. I would 

not  associate  myself  with  that.  I would 
not  associate  myself  with  that  at  all. 
There  are  all  sorts  of  factors  involved. 
One  doctor  may  have  his  surgery  at  his 
house.  His  family  may  give  a consider- 
able amount  of  help  to  him  for  which 
he  makes  no  claim  except  just  the  very- 
small  claim  that  he  is  allowed  to  make 
— I do  not  know  what  it  is  now — in 
respect  of  income  tax  relief,  although  his 
wife  may  be  giving  absolutely  full  time 
to  the  practice  and  more  than  full  time. 
His  expenses  may  appear  to  be  unduly 
low.  He  may  be  giving  an  absolutely 
first  class  service.  His  whole  family  is 
giving  a service.  There  are  so  many 
differences  and  throughout  the  whole  of 
a doctor’s  life  there  may  be  differences. 
Another  factor  is  now  cropping  up  which 
is  not  making  the  problem  any  easier, 
and  that  is  the  re-development  areas.  A 
doctor  who  is  in  an  old  house  in  an  old 
area  may  be  paying  a rent  of  £50  or  £100' 
a year.  That  is  all  the  Inland  Revenue 
has  to  allow  in  these  figures  and  the 
country  has  to  pay,  so  to  speak,  through 
the  expenses  for  this  doctor.  But  where 
that  house  is  being  pulled  down  and 
being  replaced  by  one  put  up  by  the 
local  authority,  where  the  local  autho- 
rity is  refusing  to  allow  the  doctor  to 
build  and  so  preventing  him  from  getting 
the  advantage  of  this  special  fund  which 
comes  out  of  the  central  pool,  it  is 
known  that  in  some  cases  the  rents  have 
gone  up  to  nearly  four  figures.  There 
may  be  discrepancies  of  that  kind.  I 
think  we  would  welcome  you  having  a 
look  at  this  problem  to  see  if  anything 
can  be  done.  I do  not  know  but  it  may 
be  that  over  the  whole  of  some  of  these 
doctors’  lives  even  these  increased  rents, 
set  against  the  previous  low  rents,  may 
put  them  level  pegging  with  others. 
There  are  a lot  of  swings  and  round- 
abouts, a lot  of  difficulties. 

1355.  Sir  Hugh  Watson : Dr.  Davies 
did  mention  that  one  of  the  things 
thrown  up  by  this  was  the  fact  that  the 
younger  doctor  would  be  hard  hit  in  his 
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initial  years  and  he  went  on  to  say  it 
could  be  even  harder  as  he  got  older. 
Would  not  that  be  a substantial  deterrent 
to  a young  man  starting  up  practice? 
The  case  given  to  us  was  that  a doctor 
with  1,100  patients,  a gross  income  of, 
say,  £1,650,  and  an  expense  ratio  8 per 
cent,  higher  than  the  average,  loses  £132 
per  annum. Loses? 

1356.  Loses  ; his  expense  ratio  is  8 per 

cent,  higher  than  the  average. You 

mean  that  he  loses  on  expenses? 

1357.  Yes.  Another  doctor  with  4,400 
patients  and  a gross  income  of,  say, 
£6,600  and  with  an  expense  ratio  8 per 

cent,  below  the  average  gains  £628. 

Did  this  doctor  have  an  assistant? 

1358.  He  must  have  had  otherwise  he 
would  not  have  had  that  number  of 

patients. There  have  been  odd  cases 

in  which  doctors  in  certain  areas  have 
been  unable  to  get  assistance.  I would 
like  to  know  the  details.  A doctor  may 
be  without  an  assistant  for  several 
months  because  he  may  be  in  an  area 
where  he  cannot  get  assistance  at  any 
given  time.  The  doctor  with  1,100 
patients  is  losing,  but  if  he  continues  he 
is  going  to  go  through  the  mill  as  an 
average  doctor  establishing  himself ; his 
list  will  grow  to  1,300,  1,500,  1,700  and 
there  will  come  a time  when  he  gets  to 
3,000  and  when  he  will  be  8 per  cent, 
below  the  average  expense  ratio.  I 
would  like  to  follow  the  doctor  right 
through  his  life  in  order  to  be  sure.  Dr. 
Davies  has  used  the  word  snapshot.  I 
am  speaking  of  a film  from  which  you 
are  taking  one  still  at  a time. 

1359.  Professor  Jewkes:  Could  I ask 
Dr.  Wand — I am  sure  it  is  as  he  says — 
that  if  there  were  a system  by  which 
doctors  were  reimbursed  for  their  ex- 
penses and  no  questions  asked,  of  course 
there  would  be  a lot  of  waste.  But  do  you 
think  that  under  the  existing  system  not 
enough  is  spent  on  surgeries  and  facili- 
ties and  so  on?  We  have  had  complaints 

of  that  kind. 1 think  more  could  be 

spent  with  advantage.  I think  some 
doctors  do  spend  less  than  they  would  do 
but,  here  again,  it  is  a question  of  the 
money  available.  After  the  Danckwerts 
award  there  is  evidence  that  doctors  spent 
considerable  sums  of  money  on  re-doing 
their  practice  premises.  There  were 
alterations,  renovations,  and  quite  a lot 
of  rebuilding.  The  Danckwerts  money 
was  used,  and  being  capital  expenditure 
none  of  it  was  reimbursed  in  the  form  of 


income  tax  relief.  That  is  an  important 
factor  in  dealing  with  these  problems, 
the  question  of  income  tax  relief  on 
capital  expenditure.  That  money  was 
spent  in  that  way.  I believe  that  had  the 
proper  betterment  been  added  to  our 
remuneration  during  the  years  since 
Danckwerts  that  more  money  would  have 
been  spent.  I believe  that  the  reason 
why  less  money  has  been  spent  is  that 
the  doctors  have  not  been  properly  paid. 

I think  it  is  as  simple  as  that. 

1360.  Mr.  Bonham-Carter:  Dr.  Wand, 
do  you  think  it  is  true  to  say  that  by 
accepting  this  method  you  have  described 
to  us,  you  are,  in  fact,  accepting  a system 
which  hits  the_  profession  where  it  hurts 
most?  That  is  to  say,  the  young  man 

coming  in  to  begin  practice? We 

have  tried  to  deal  with  that  in  certain 
ways.  The  young  men  coming  in  get 
in  in  three  ways.  They  get  in  by  taking 
a partnership  in  which  case  they  are 
assured  of  a reasonable  income  right 
from  the  beginning;  or  they  get  in  by 
getting  a vacancy  and  the  vacancies  that 
are  advertised  are  usually  sufficient  to 
allow  a prudent  man  who  is  careful  in 
his  first  years — as  careful  as  we  all  had 
to  be  in  our  first  years  before  the 
National  Health  Service  and  before  the 
war — to  enable  him  to  carry  on.  There 
is  the  third  man  who  gets  the  initial 
practice  allowance. 

We  have  tried  to  help  that  man  in 
two  ways.  We  have  indicated  to  him  the 
area  in  which  we  think  he  can  build  a 
practice  up ; and  we  help  him  addition- 
ally by  giving  him  from  the  pool  a sum 
of  money  for  three  years  to  enable  him 
to  buffer  himself  against  his  expenses. 
In  no  walk  of  life  is  anybody  expected 
to  go  into  anything  without  a penny  at 
all.  They  have  had  a certain  amount  of 
training  and  in  the  old  days  they  used 
to  save  a bit  of  money.  This  is  one 
of  the  snags.  During  their  hospital 
period  they  are  so  badly  paid  that  they 
do  not  really  save  money,  they  owe 
money  when  they  come  out  in  many 
cases,  or  have  used  up  their  meagre 
savings.  So  the  young  man’s  lot  is  made 
much  worse  because  of  the  preliminaries 
that  go  to  his  entering  practice.  If  he 
goes  into  a designated  area  his  chances 
of  building  up  a reasonable  list  within 
two  or  three  years  are  quite  good.  They 
are  designated  for  that  reason.  That 
also  applies  in  some  of  the  new  estates. 
I am  not  saying  that  these  are  the  usual 
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cases  but  in  some  of  the  new  estates  some 
of  these  young  men  have  built  up  very 
successful  practices  in  a comparatively 
short  time. 

1361.  Chairman:  What  proportion  of 

new  starters  go  to  designated  areas? 

I do  not  know. 

1362.  Would  it  be  one-quarter? 1 

just  do  not  know. — Dr.  Davies : I will 
try  and  find  out  for  you.  Sir. 

1363.  I just  wanted  to  be  sure  whether 
we  were  dealing  with  the  usual  way  of 

entry,  or  not. We  could  provide  you 

with  this,  assuming  it  is  available. 

1364.  I was  very  interested  in  what  you 
and  Dr.  Davies  were  saying.  That  it 
is  a mistake  to  take  a standard ; that  over 
a period  of  ten  years  people  will  vary 
a good  deal  and  it  will  average  out  about 
right.  We  have  not  had  any  evidence 
about  that ; no  evidence  to  the  contrary 
because  this  point  is  a new  one.  I would 
like  to  have  some  further  evidence  be- 
cause it  has  been  suggested  to  us  in- 
directly, rather  to  the  contrary,  that  in 
many  towns  it  will  be  the  practices  giving 
rather  hasty,  shoddy  doctoring  that  are 
getting  the  largest  lists,  that  therefore 
have  the  largest  expense  allowances  and 
yet  are  spending  least  on  expenses ; and 
that  there  are  other  doctors  doing  very 
conscientious  work  with  more  than  the 
average  expenses.  If  that  is  not  so  we 
ought  to  know  it 

By  the  way,  I see  the  answer  to  the 
earlier  point  is  about  one-sixth.  About 
one-sixth  of  new  members  enter  practices 
through  this  designated  area  method. 

On  this  other  point.  Dr.  Wand,  you 
are  making  a very  important  statement 
that  over  a period  of  years  the  33-4  per 
cent,  ratio,  or  whatever  it  may  be, 
balances  by  and  large? By  and  large. 

1365.  Can  we  get  some  evidence  to 

that  effect,  please? 1 do  not  know 

that  we  can.  I do  not  know  that  we 
can  produce  evidence  of  a character 
which  would  satisfy  the  statistician.  The 
interesting  feature  of  the  statement  that 
was  made  by  Sir  Hugh  Watson  is  that 
of  the  two  extremes,  one  is  only  one- 
third  above  the  mean,  and  the  lower  one 
is  less  than  one-sixth  below  the  mean. 

1366.  Those  were  extremes  of  aver- 

ages, they  were  not  extremes  of  indi- 
viduals.  Even  so  as  extremes  of 

averages  for  the  quite  large  number  of 
groups  involved  they  are  not  so  wide  as 


one  would  have  thought,  as  one  of  the 
groups  would  be  concerned  with  these 
very  small  lists.  I should  have  thought 
that,  by  and  large,  over  the  years  the 
average  was  satisfactory.  You  may  get 
a bad  case,  I agree — you  are  bound  to, 
with  20,000  doctors — but  by  and  large 
I should  say  that  the  average  works  out 
over  the  years.  But  I can  only  repeat 
what  I said  before,  Sir,  that  if  you 
find  a scheme  which  will  give  us  the  net 
remuneration  of  Spens  with  proper 
betterment,  and  a completely  free  hand 
on  practice  expenses,  who  would  we  be 
to  refuse  such  a thing? 

1367.  That  may  not  be  the  answer  but 
we  would  still  wish  to  have,  if  we  can, 
some  actual  evidence  about  what  does 
happen  to  these  doctors  who  are  at  one 
stage  having  a very  much  higher  than 
normal  proportion  of  expenses.  You  see, 
supposing  a doctor  is  getting  £3,333  gross 
— and  we  are  rather  talking  in  many 
cases  of  the  doctors  who  are  getting  a 
bit  less  and  who  would,  therefore,  have 
the  higher  proportion  of  expenses.  The 
average  expenses  on  £3,333  is  £1,111  but 
if  instead  of  being  33 1 per  cent,  this 
doctor’s  expenses  are  say  45  per  cent. 
They  would  amount  to  about  £1,600  ; 
which  means  that  instead  of  having 
£2,200  net  he  will  get  about  £1,700.  It 

•is  a very  considerable  difference. 

The  figures  are  not  as  big  as  that,  are 
they,  Sir? 

1368.  I think  they  are. If  there  are 

any  figures  you  would  wish  us  to  try  to 
find,  and  you  could  indicate  them  to  us, 
we  will  do  our  best.  But  we  have 
always  been  a little  bit  unhappy  about 
providing  figures  which  were  not 
approved  by  the  statisticians  as  having 
given  the  proper  picture.  We  can  take 
an  odd  man  here  or  there,  and  out  of 
the  blue  might  be  able  to  indicate  the 
£1,100  and  the  £4,400  man,  but  this 
would  be  of  little  use  in  the  statistical 
sense.  We  could  get  a group  of  people 
together  but  the  same  accusations  may 
be  made  against  those,  that  they  were 
just  a chosen  group  of  people  whose 
figures  are  not  sufficiently  typical  to  be 
used.  But  if  you  could  tell  us  with 
what  information  we  can  supply  you,  we 
will  do  our  best. — Dr.  Davies : Statistic- 
ally it  is  almost  an  impossibility,  start- 
ing from  now,  because  you  will  have  to 
pick  out  a number  of  individuals,  regard 
them  as  pilgrims,  and  discover  what  the 
pilgrim’s  progress  throughout  the  year 
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is ; but  the  Royal  Commission  cannot 
wait  that  long.  The  only  way  we  can 
give  you  the  impression  is  not  by  statis- 
tical evidence  of  any  kind ; it  ds  by  having 
regard  to  the  reverse  process.  Dr.  Wand 
and  I are  only  two  examples  of  the 
general  practitioner,  and  we  have  both 
been  through  the  mill  for  over  35  years. 

1369.  The  last  10  years  will  serve  for 

this  purpose. 'What  I am  saying  is 

that  it  is  retrospective  opinion,  experi- 
ence, for  what  it  is  worth. 

1370.  Sir  David  Hughes  Parry : We 
are  very  anxious  that  any  method  of 
remuneration  should  not  constitute  an 
incentive  to  the  black  sheep  who,  admit- 
tedly, are  in  every  profession.  We  do 
not  want  them  to  make  any  money  by 
not  spending  somewhere  near  the  aver- 
age on  improving  the  facilities  and  the 
ancillary  services  in  the  practice.  That 
is  what  we  really  want  to  do. 

Chairman : It  really  comes  down  to 
money  made  at  the  expense  of  their 

colleagues. -Dr.  Wand : I would  like 

to  take  up  this  point,  because  after  the 
Danckwerts  Award  we  were  determined, 
and  we  are  still  determined,  that  we  shall 
do  all  we  can  as  a body,  in  the  General 
Medical  Services  Committee,  to  bring 
doctors’  premises  up  to  the  best  possible 
standards.  I think  that  every  general 
practioner  in  the  National  Health  Ser- 
vice had  his  premises  inspected  about 
three  years  ago.  Then,  if  it  was  found 
that  they  were  unsatisfactory  in  any  way, 
the  doctors  were  written  to  and  asked 
to  put  them  right.  A second  inspection 
took  place  later  and,  if  the  doctor  had 
not  carried  out  his  improvements  the 
matter  was  brought  to  the  notice  of  the 
Executive  Council.  We  did  that  our- 
selves. That  was  our  own  contribution 
to  what  you  are  referring,  in  some 
respects.  The  Executive  Council  has  the 
authority  of  inspection  of  doctors’ 
premises,  and  can  require  that  to  these 
premises  certain  things  shall  be  done ; 
that  otherwise  they  will  not  be  accepted. 
So  that  in  respect  of  the  premises  them- 
selves there  is  something  in  the  regula- 
tions. 

1371.  Sir  David  Hughes  Parry:  There 

is  a minimum  standard? No,  there  is 

no  minimum  set  out  and  no  maximum ; 
It  is  entirely  according  to  judgment. 

1372.  Chairman:  The  Cohen  Com- 

mittee has  suggested  that  more  should 
be  done. Dr.  Davies:  It  was  as  a 


result  of  their  recommendations  that  we 
did  that. — Dr.  Wand : This  is  what  fol- 
lowed the  Cohen  Committee’s  report. 

1373.  Mr.  Bonham  Carter:  You  use  the 
term  “ a free  hand  with  expenses,”  but  I 
think  what  we  had  in  mind  was  actual 

expenses. 1 am  not  asking  for  the 

moon,  and  my  colleagues  are  not  asking 
for  the  moon.  A man  may  be  satisfied 
with  a very  small  car  for  himself;  but  if 
he  knows  that  all  he  has  to  do  is  to  put 
in  a chit  to  the  Government,  he  may 
decide  to  buy  himself  a much  larger  car. 
Would  the  Inland  Revenue  accept  a 
16  h.p.  car  instead  of  a 10  lup.  or 
12  h.p.  car? 

1374.  Sir  Hugh  Watson:  The  Inland 

Revenue  would  have  nothing  to  say. 

Throughout  that  year  the  expenses  of 
running  a car  would  be  higher.  Whereas 
if  the  doctor  knows  he  cannot  go  with 
a chit  to  the  Government,  he  may  be 
satisfied  to  spend  less  money  on  an  item 
of  that  kind.  I am  not  suggesting  he 
would  be  inclined  to  spend  less  money 
on  those  things  which  are  necessary — but 
in  a matter  of  that  kind  how  are  you 
going  to  check  it? 

1375.  Sir  David  Hughes  Parry:  Who 

checks  it  now? There  is  no  check 

now,  except  that  the  man  himself  does 
not  get  reimbursed. 

1376.  Chairman:  He  only  gets  the  tax 

allowance. He  only  gets  the  tax 

allowance.  The  expenses  do  come  out 
eventually  and  are  shown.  But  this  is 
after  a lapse  of  time ; there  ds  a psycho- 
logical point  there. — Dr.  Stevenson:  If 
he  does  buy  a more  expensive  car  he  will 
not  get  the  price  of  that  car  back,  he 
will  get  one  twenty-thousandth  of  it, 
because  it  affects  his  part  of  the  final 
settlement.  So  it  is  a very  real  encour- 
agement to  economy  in  that  sort  of 
expenditure. 

1377.  Chairman:  Dr.  Wand,  it  is  not 
simply  on  the  question  of  premises  that 
this  has  arisen.  There  are  many  other 
ways  that  have  been  suggested.  For 
instance,  one  doctor  may  push  a great 
many  more  people  off  to  consultants 
and  to  the  hospital  service  than  another 
doctor,  who  may  keep  them  and  do  much 
more  of  the  whole  treatment  of  the 
patients  himself.  There  can  be  those 
differences  in  degree  which  may  amount 
to  a considerable  amount.  The  doctor 
who  keeps  the  smaller  number  of 
patients  gets  not  merely  less  in  salary, 
but  also  a lower  contribution  towards  his 
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expenses. Dr.  Wand : I do  not  think 

this  means  such  a lot  from  the  point  of 
view  of  expenses.  This  is  a matter  which 
could  be  discussed  in  another  context.  I 
can  only  say  that  a successful  doctor  is 
a man  who  gives  a proper  service,  con- 
tinues to  give  a proper  service,  builds  up 
a large  list,  and  retains  that  large  list.  I 
do  not  think  such  a doctor  would  fail  to 
provide  himself  with  all  such  necessary 
equipment  and  place  of  practice  as 
would  be  necessary.  There  may  be  some 
occasions  when  there  are  some  tem- 
porary difficulties,  due  to  redevelopment, 
for  example.  But  on  this  question  of 
expenses  I realise  here  that  T am  arguing 
for  the  Government. 

1378.  Mr.  Bonham  Carter : You  are 

also  arguing  for  one  section  of  the  pro- 
fession as  against  another. No,  I am 

arguing  on  the  basis  of  the  overall  aver- 
age, the  swings  and  roundabouts. 

1379.  You  were  talking  about  snap- 
shots a moment  ago. 1 thought  we 

had  got  past  the  snapshot  stage. 

1380.  You  were  saying  that  at  any 
given  moment  the  system  is  favouring 

ope  section  against  another. At  any 

given  moment  the  majority  of  doctors 
would  not  be  on  the  average ; I think 
that  must  be  freely  admitted. 

1381.  And  by  and  large  it  is  likely  to 
be  the  younger  ones  who  are  at  the 

wrong  end  of  the  stick? It  depends 

on  the  number  of  practices;  it  should 
not  be  for  a very  long  time,  and  we  have 
taken  certain  steps  to  try  to  help  with 
the  problem. — Dr.  Davies’.  I have  one 
point,  Mr.  Chairman.  I should  like  to  be 
satisfied  that  we  are  all  talking  the  same 
language.  Certainly  outside  this  room 
there  is  an  impression  that  all  the  doc- 
tors' expenses  are  allowed.  That  is  not 
true.  These  practice  expense  ratios  and 
figures  apply  only  to  that  proportion  of 
expenses  which  are  allowed  by  the  In- 
come Tax  inspector. 

1382.  Chairman : I think  that  is  quite 

well  understood  here,  at  any  rate.  But 
it  still  remains  that  the  method  of  paying 
a gross  fee  increases  inequalities  among 
net  fees. Dr.  Wand : Temporarily. 

1383.  That  is  something  we  shall  have 
to  find  out  more  about,  because  that  has 
not  been  put  to  us  before.  Many  people, 
as  you  well  know,  have  considered  that 
the  method  of  paying  expenses  in  with 
the  capitation  fees  as  not  a good  one. 
1 can  only  sum  up  that  so  long  as 


the  ultimate  purpose  is  a proper  net 
payment  to  all  general  practitioners,  they 
would  be  very  willing  to  discuss  any 
method  of  computing  expenses  which  are 
produced  by  this  or  any  other  Commit- 
tee. They  are  not  bound  to  this  method 
but  they  think  it  the  only  convenient  and 
fair  way  they  have  been  able  to  find  yet. 

1384.  Sir  Hugh  Watson : At  the 

moment,  to  sum  up  your  position  in  the 
language  which  you  have  been  using,  the 
opinion  of  -the  B.M.A.  is  that  so  long  as 
there  is  proper  bettermenting  you  will 
get  a cake  such  that  you  are  perfectly 
happy  with  its  distribution,  and  also  with 
the  proper  method  of  dealing  with  the 

expense  of  cooking  dt. Dr.  Wand  : I 

do  not  know  what  you  mean  by  the 
expense  of  cooking  it. 

1385.  To  follow  on  Dr.  Davies’  point, 

if  it  does  make  it  clear,  the  average  doc- 
tor is  in  fact  paid  £3,333,  and  he  then 
has  to  go  to  the  Inspector  of  Taxes  and 
justify  his  expenses. Yes. 

1386.  Mr.  Gunlake : You  will  have 
gathered  from  the  series  of  questions  on 
expenses  that  we  have  in  this  Commis- 
sion received  a number  of  complaints 
from  individual  doctors  that  their 
expense  ratios  differ  markedly  from  the 
average,  some  of  them  in  the  region  of 
50  per  cent.,  or  60  per  cent.  Could  we 
ask  whether  such  complaints  come  to  the 

ears  of  your  Council? They  would 

not  come  to  the  Council,  but  perhaps 
Dr.  Davies  has  received  them. — Dr. 
Davies:  I have  never  had  any  brought 
to  me  as  high  as  that. 

1387.  I was  asking  about  complaints 

from  individual  doctors. Dr.  Steven- 

son : We  have  had  letters  on  the  subject 
from  time  to  time,  and  I think  when  a 
full  explanation  is  given  as  to  ho-w  it 
works — the  swings  and  roundabouts, 
etc. — the  explanation  is  readily  accepted. 

1388.  Chairman:  Dr.  Wand,  you  will 

know  that  in  Table  B,  on  page  5 of 
Spens,  it  is  actually  proposed  that  7 per 
cent,  of  the  doctors  would  be  getting, 
after  allowing  for  betterment,  an  income 
of  up  to  £1,400 — I think  £1,475  at  present 
— and  that  means  that  on  the  33  per  cent, 
expense  ratio  expenses  would  be  about 
£500.  Are  there  many  doctors  who  could 
conceivably  manage  with  total  practice 
expenses  of  £500? — —Dr.  Wand:  It 

depends  where  he  is  living — if  he  is  in 
practice  at  home. 
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1389.  I was  just  asking.  I am  taking 
that  figure  from  Spens,  because  that  is 
obviously  one  of  the  things  that  concern 

us. 1 would  not  like  »to  answer  that 

off  the  cuff.  I would  like  a little  time 
to  work  out  some  figures. 

1390.  We  said  we  would  finish  about 
half-past  four,  so  perhaps  you  could 
work  out  the  figures  before  tomorrow. 
We  will  be  wanting  to  go  on  a bit  further 
on  parts  of  this  question  because  there 
have  been  no  other  methods  of  payment 
suggested,  and  we  do  want  to  arrive  at 

a proper  conclusion. We  will  work 

out  some  figures  overnight. 

(The  proceedings  were  adjourned  until 
the  following  day ) 

Friday,  24 th  January,  1958 
On  Resumption 

Chairman : Now  Sir  David  would  you 
like  to  start  off  again? 

1391.  Sir  David  Hughes  Parry:  We 
are  still  concerned  with  distribution  and 
one  or  two  other  matters  which  we  did 
not  quite  finish.  We  are  placing,  as  you 
realise,  very  great  emphasis  on  this 
because,  after  all,  the  Spens  Report 
recommendations  were  very  largely  con- 
cerned with  the  question  of  distribution. 
It  has  been  very  strongly  -represented  to 
us  that  there  is  a certain  amount  of  dis- 
content and  unhappiness  at  the  methods 
of  distribution.  I will  refer  to  that  later 
on  and  give  you  certain  quotations.  Some 
of  the  evidence  that  we  have  received 
seems  to  indicate  that  there  is  some  sup- 
port for  a full  salaried  service  and  we 
w-ould  like  to  hear  what  you  have  to  say 

on  that  suggestion. Dr.  Wand:  You 

mean  -on  the  general  suggestion  of  a 
salaried  service? 

1392.  Chairman:  Of  a salaried  service 
for  general  practitioners. — * — The  pro- 
fession is  against  it.  I want  to  make 
that  abundantly  clear — the  profession 
generally  is  against  it.  Representative 
bodies  time  after  time  have  indicated 
their  opposition  to  it.  There  are  a num- 
ber of  reasons.  I do  not  know  whether 
you  have  the  report  of  the  Medical 
Planning  Commission,  for  example,  in 
which  some  of  these  reasons  were  set 
out.  I do  not  know  whether  you  want 
me  to  go  into  the  details,  but  _ we  are 
an  independent  profession,  and  if  I can 
put  it  as  nearly  in  a nutshell  as  I can, 


we  prefer  to  work  for  the  patient  rather 
than  for  the  Government.  The  recent 
relationship  ito  the  Government  on  this 
particular  matter  has  certainly  not 
increased  our  anxiety  to  be  placed  under 
governmental  control. — Dr.  Davies : 

May  I add  to  that,  Sir?  There  is  the 
financial  matter.  It  would  be  extremely 
costly  for  -the  Government  to  provide  the 
surgery  premises  or  health  centres  for 
the  whole  of  the  general  practitioner 
medical  service  at  the  present  time. 
General  practitioners  do  own  their  own 
premises  and  all  their  own  equipment. 

1393.  Sir  David  Hughes  Parry:  And 

under  a salaried  service  I take  it  the  pre- 
mises would  have  to  be  provided  by  the 
Government? -Yes. 

1394.  There  are  certain  places  where 

-there  are  these  health  centres? There 

are  a few  health  centres. — Dr.  Wand:  I 
do  not  know  whether  you  want  me  to 
elaborate  this  at  all.  I should  have 
thought  you  would  have  wanted  very 
little  elaboration.  We  have  certain  fears 
which  I think  are  not  ungrounded. 

1395.  Chairman:  We  wanted  to  get 
the  B.M.A.’s  views  on  this  suggestion 
which  has  been  made  to  us  from  other 

quarters. We  are  absolutely  against  it. 

It  will  eliminate  completely  in  our 
opinion  the  freedom  of  choice  of  the 
patient.  There  will  be  direction  of  the 
doctor,  all  sorts  of  factors,  and  I think 
the  net  result  in  this  country  would  be 
a complete  disaster  for  medicine. 

1396.  Just  one  further  question  on  this 
I want  to  ask  you,  Dr.  Wand.  It  has 
been  put  to  us  that  it  is  particularly  the 
older  generation  of  doctors  who  dislike 
the  departure  from  the  previous  estab- 
lished traditions  and  methods,  and  that 
the  younger  doctors  on  the  whole  are 
more  favourable.  Would  that  be  con- 
trary to  your  impression  in  the  B.M.A.? 

Yes.  I have  been  very  much 

impressed  by  the  remarks  of  the  younger 
men  in  practice.  We  have,  as  I indicated 
yesterday  morning,  a young  Practitioners 
and  Assistants  Committee  and  that  Com- 
mittee is  against  a full  time  salaried 
service. — Mr.  Holmes  Sellors:  May  I just 
add,  Sir,  though  I do  not  think  ft  is 
within  your  actual  question,  the  hospital 
side  would  endorse  precisely  what  Dr. 
Wand  has  said  in  all  respects.  They  hold 
very  strongly  that  a whole-time  hospital 
service  would  be  disastrous  so  far  as  the 
medical  service  in  this  country  is 
concerned. 
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Sir  David  Hughes  Parry:  We  wanted 
to  give  you  the  opportunity  to  make 
your  reply  to  these  other  submissions. 

1397.  Chairman : I think  I must  follow 

up  what  Mr.  Holmes  Sellors  said.  I 
understand  at  present  the  profession 
is  divided  into  two  main  branches, 
one  of  which  is  the  hospital 

service,  which  is  basically  salaried 
and  the  other  is  the  general  prac- 
tioner  service  which  is  basically  capita- 
tion fee.  I do  not  think  you  are  suggest- 
ing the  hospital  service  should  depart 

from  that? No,  I do  not.  All  I was 

trying  to  imply  was  that  a whole-time 
salaried  service  for  the  hospitals  would  be 
in  our  view  a disaster. 

1398.  I think.  Dr.  Wand,  your 

comments  apply  to  a salaried  method  for 
G.P.’s,  whether  whole-time  or  not  whole- 
time?  Dr.  Wand : Any  element  of 

salary  in  the  remuneration. 

1399.  I appreciate  that  you  find  the 

great  body  of  your  members  prefer  the 
present  system,  but  it  must  be  there  are 
some  who  do  not? We  are  a profes- 

sion of  individualists  and  in  certain 
circumstances  a man  may  feel  impelled 
towards  a particular  thing  but  when  he 
realises  the  implications  we  find  that  he 
is  dead  against  it. 

1400.  You  would  say  it  is  a small 

minority? 1 would  say  it  is  a small 

minority  and  I would  say  even  that  small 
minority  to  a large  extent  changes  its 
opinion  when  the  realisation  of  the  impli- 
cations of  full-time  service  is  brought 

home  to  them. Dr.  Stevenson : Dr. 

Wand  referred  to  our  own  Assistants  and 
Unestablished  Practitioners  Committee. 
He  mentioned  yesterday  this  is  a com- 
pletely democratic  body.  Its  members 
are  elected  from  assistants  and  young 
practitioners  throughout  the  whole  coun- 
try— twenty  doctors  geographically 
elected.  That  Committee  is  completely 
against  any  proposal  for  a salaried 
service.  I think  it  is  fair  to  say  that 
the  great  majority  of  young  men  would 
be  against  it. — Dr.  Macrae : I think.  Sir 
Harry,  that  the  idea  of  a salaried  service 
sometimes  appeals  to  young  doctors  who, 
for  some  reason,  are  feeling  themselves 
frustrated  because  they  have  not  been 
able  to  achieve  advancement  in  the  pro- 
fession. They  see  some  hope  in  this  idea. 
The  fact  that  it  may  appeal  to  some 
doctors  thus  situated  does  not  mean  it 
would  be  a good  thing  for  medicine. 


1401.  Mr.  Bonham-Carter : I think. 

Dr.  Wand,  you  and  your  colleagues  have 
made  your  position  very  clear  on  this.  I 
do  want  to  ask  one  further  question  so 
I may  understand  what  you  mean  by 
salaried  service.  Your  original  point  was 
that  the  profession  were  against  it,  I 
think  you  said  on  the  grounds  there  had 
to  be  a closer  relationship  between  the 
patient  and  the  doctor.  You  wish  to 
retain  that.  In  fact  the  payment  you 
receive  now,  excepting  that  it  is  based  on 
a capitation  fee,  comes  from  the  same 
source  as  a salary  anyway,  does  it  not? 

Dr.  Wand:  That  may  be  so,  but  it 

simply  means  the  Government  signs  the 
cheque,  if  I may  put  it  that  way.  But 
it  is  the  patient  who  decides  whether  he 
wants  me  or  some  other  doctor  ; on  the 
patient’s  behalf,  the  Government  pays 
me.  But  in  a salaried  service  there 
would  be  a number  of  other  elements 
coming  in — direction,  decision  as  to  how 
many  patients  would  be  allocated  to 
a doctor  in  a particular  place  and  which 
patients  would  be  so  allocated.  A scheme 
was  drawn  up  at  one  time  by  the 
Advocates  of  such  a service  in  high 
places — that  is  to  say  towards  the  latter 
end  of  the  war  if  I remember  rightly — 
in  which  doctors  were  allocated  streets 
of  patients  to  attend  to.  Presumably  in 
course  of  time  when  they  received 
advancement,  when  they  had  got  to- 
know  the  patients  in  those  streets,  they 
were  allocated  streets  in  an  another  town 
because  they  needed  a doctor  with  more 
experience.  It  is  a fantastic  system. 

1402.  Sir  David  Hughes  Parry : An- 
other mode  of  payment  has  been  sug- 
gested to  us  which  still  concerns  dis- 
tribution and  is  described  as  an  item  of 
service  mode  of  payment.  You  have- 
got  that  to  some  extent  in  one  or  two 

instances,  now,  have  you  not? Dr. 

Davies:  An  item  of  service  mode  of  pay- 
ment could  operate  under  any  of  three 
systems.  There  would  be  the  one  in 
which  the  State  pays  the  whole  of  the 
cost.  There  would  be  a system  which 
does  obtain  in  some  parts  of  the  world 
today  where  the  State  pays  a part  and 
either  the  patient,  or  the  patient  through 
an  insurance  corporation,  pays  a part. 
The  third  method  would  be  where  the 
patient  paid  the  cost  entirely.  I wonder 
to  which  of  those  three  you  are  direct- 
ing the  question? 

1403.  The  first  or  the  second Dr. 

Wand : In  theory  the  relationship 
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between  two  people  in  medicine  would 
be  most  properly  dealt  with  by  an  item  of 
service  payment.  I think  on  that  there 
can  be  little  doubt.  But  in  a National 
Health  Service  where  everybody  is 
entitled  to  receive  any  medical  care  that 
they  need  there  are  then  obvious  dis- 
advantages to  the  State.  If  a soheme 
could  be  evolved  to  which  the  State  could 
attach  itself  and  give  a proper  item  of 
service  payment  I think  that  would  re- 
ceive very  favourable  consideration 
indeed  from  the  profession.  But  it  has 
been  tried  out  so  far  as  the  full  item  of 
service  is  concerned  in  the  early  days  of 
the  National  Health  Insurance  Act ; but 
it  was  tried  out  within  a global  sum  for 
a particular  area  and  it  was  dropped.  I 
need  not  go  into  the  reasons : I think 
they  will  be  obvious. — Dr.  Davies'. 
There  is  a further  matter,  Sir,  of  im- 
portance to  the  health  of  the  community, 
and  that  is  continuity  of  treatment.  On 
an  item  of  service  basis  the  patient  can 
please  himself  where  he  goes  at  any  time. 
It  is  not  in  the  patient’s  interest  to 
wander  about  from  one  doctor  to 
another.  Under  the  present  system  he  is 
frozen  as  to  choice  of  and  acceptance 
by  a doctor  and  is  in  receipt  of  con- 
tinuous treatment  and  observation. 
Thereby  early  diagnosis  is  made  and  con- 
tinuing observation  and  treatment  are 
obtained.  Those  advantages  are  not 
necessarily  obtained  in  an  item  of  service 
scheme. 

1404.  Chairman : Dr.  Davies,  before 
the  National  Health  Service  came  along, 
when  patients  were  private,  they  could  I 
suppose  change  their  doctor  if  they 

liked? They  had  that  freedom  and  in 

fact  they  have  that  freedom  in  a capi- 
tation system.  The  very  fact  they  are 
on  the  list  of  a doctor  in  the  majority  of 
cases  means  that  there  is  continuity. — 
Dr.  Wand'.  They  have  the  right  of 
change.  The  patient  can  change  if  he  is 
not  satisfied  with  his  doctor. 

1405.  In  the  majority  of  cases  there 
would  have  been  continuity  of  care  even 

in  the  old  days,  would  there  not? Dr. 

Davids:  That  is  so,  but  the  inclusion  of 
a fee  did  imply  a break  in  early 
consultation. 

1406.  Mr.  Watson : That  might  be  so  if 
the  State  pays  the  whole  of  the  item  of 
service.  If  not,  should  it  be  any  more 
easy  for  a patient  to  change  from  one 
doctor  to  another  than  it  is  at  present? 
Except  that  capitation  means1  regis- 


tration. There  are  also  the  factors  of 
record  keeping  and  indeed  of  book- 
keeping. Now  under  the  item  of  service 
system  book-keeping  would  be  a 
tremendous  matter. 

1407.  Chairman:  I take  it  Dr.  Davies 
that  the  objections  that  the  B.M.A.  would 
have  against  an  item  of  service  system 
are  not  so  much  based  on  this  point, 
whether  the  patient  is  foolish  enough  to 
change  from  one  doctor  to  another,  as 

on  some  of  these  other  matters? Dr. 

Wand : I think  the  crux  of  the  matter  is 
purely  one  of  finance.  I think  if  the 
Government  said  to  us:  “We  do  not 
want  to  pay  you  a capitation  fee  but  on 
an  item  of  service  basis — we  do  not 
care  how  much  it  costs  ” — I think  we 
would  accept,  but  would  the  Government 
be  willing  to  do  that?  As  I indicated  on 
certain  subjects  yesterday  we  realise  that 
this  would  mean  a sum  of  money  which 
could  not  be  anticipated  even  month  by 
month.  But  I would  attach  importance — 

I am  sure  my  colleagues  would  do  the 
same — to  an  item  of  service  system  if 
it  could  be  devised.  But  if  you  are  going 
to  devise  it  in  such  a way  as  to  give  the 
whole  of  the  population  the  full  rights  of 
medical  care  that  it  has  under  the  present 
National  Health  Service,  and  devise  it 
within  a ceiling  of  payment,  then  I think 
the  capitation  fee  has  many  advantages 
over  it. 

1408.  Sir  David  Hughes  Parry : But 

there  would  be  administrative  difficul- 
ties?  1 do  not  think  there  would  be 

any  administrative  difficulties ; I think 
the  difficulties  would  be  financial.  But  if 
you  think  it  is  possible  we  can  look  at 
this  again  later.  The  point  we  have 
always  made,  as  I say,  is  that  if  we  are 
working  within  a ceiling  the  capitation 
fee  is  preferable ; if  there  is  no  ceiling 
we  will  be  reimbursed. 

1409.  Chairman : I do  not  think  we 
need  ask  you  to  look  at  it  again, 

especially  at  present,  Dr.  Wand. As  a 

matter  of  fact  there  is  another  point  of 
course  which  is  being  looked  at  by  the 
Association  and  that  is  something 
analogous  to  the  Australian  and  New 
Zealand  scheme  whereby  there  is  an  item 
of  service  payment  of  which  the  Govern- 
ment pays  a part.  Dr.  Davies  has  already 
indicated  this.  There  is  a sort  of  tripod. 
There  is  one  payment  by  the  Govern- 
ment, one  payment  by  the  insurance  com- 
panies and  one  payment  by  the  patient. 
In  one  country— I think  it  is  New 
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Zealand— insurance  for  certain  sections 
is  compulsory.  I am  speaking  from 
memory.  I am  not  quite  certain  of  my 
facts  here  but  in  Australia  it  is  not  com- 
pulsory to  become  insured. 

1410.  I think  we  can  leave  that  where 
it  is  for  the  moment.  We  have  not 
received  much  detailed  evidence  on  this 
point  yet.  If  later  we  find  some  im- 
portant omissions  we  might  have  to  ask 

you  to  look  into  it  further. We  can 

give  you  information  as  to  how  these 
services  do  go  on  in  other  countries.  We 
do  have  information. 

1411.  Sir  David  Hughes  Parry : That 

would  be  helpful. Would  you  like 

New  Zealand  and  Australia? 

If  we  have  Australia  and  New  Zealand 
it  will  be  sufficient. 

1412.  Mr.  Watson:  The  system  does 

apply  in  dentistry? Yes. 

Chairman : Dentistry  is  entirely  on  an 
item  of  service  basis. 

1413.  Sir  David  Hughes  Parry:  I do 
hope  we  have  made  this  issue  clear.  We 
have  given  all  this  time  to  methods  of 
distribution,  because  we  have  received 
evidence  pointing  to  some  discontent  in 
the  profession.  May  I just  read  one 
sentence  from  this  evidence?  It  is  this : 

“The  majority  (of  general  practi- 
tioners) are  however  suffering  from  a 
sense  of  grievance  derived,  not  only 
from  insufficient  earnings,  but  from  a 
recognition  that  the  funds  available 
are  being  distributed  in  an  inequitable 
manner.” 

There  is  some  evidence  suggesting  to  us 
that  there  is  a good  deal  of  unhappiness 
at  the  arbitrary  manner  in  which  the 
cake  is  being  cut,  if  I may  come  back 

to  our  illustration. 1 would  like  to 

know  what  is  an  inequitable  manner.  Is 
the  present  method  inequitable?  Is 
Spens  inequitable?  If  so,  for  what 
reason?  I have  heard  this  statement 
made  many  times,  of  course,  as  you 
would  expect.  I would  like  more  details 
of  the  actual  inequity.  I wonder,  Sir, 
if  you  have  more  details  to  which  I 
could  perhaps  reply? 

1414.  I have  not  got  any  details  but 
this  general  statement  has  been  made.  I 
wondered  what  your  reaction  would  be. 
You  realise  we  have  to  probe  the  matter 
having  regard  to  the  statements  of  this 

nature  that  are  made? -I  can  only  say 

this,  that  if  the  general  broad  banding 
indicated  by  Spens  has  not  been  fulfilled 


as  revealed  by  your  figures,  or  in  any 
other  way  within  the  global  sum  avail- 
able, just  as  we  were  willing  and 
anxious  to  try  to  rectify  matters  in  the 
Working  Party  so  we  will  be  willing  to 
do  so  again. — Dr.  Davies:  I was  about 
to  add,  Sir,  that  we  do  try  within  our 
democratic  machinery  to  deal  with  these 
complaints  of  inequitable  treatment,  and 
every  doctor  has  the  right  of  representa- 
tion. I am  referring  to  the  general  prac- 
titioner now.  He  has  the  right  of  repre- 
sentation through  his  Local  Medical 
Committee  and  through  the  Conference 
and  these  claims  are  very  fairly  heard.  If 
there  is  any  substance  in  them  we  do, 
as  I indicated  yesterday,  go  to  the 
Ministry  and,  between  us,  we  do  hammer 
out  some  fair  method  of  redistribution 
on  a particular  point.  There  is  another 
example,  for  instance,  which  I did  not 
quote  yesterday,  namely,  the  temporary 
resident  fee.  That  is  a device  for  pay- 
ing doctors  when  a patient  who  is  travel- 
ling or  on  holiday  is  taken  ill  or  has  an 
accident  in  an  area  which  is  not  his  own 
area.  This  system  also  applies  at  the 
holiday  camps  to  which  I did  refer.  We 
did  have  some  representations  that  one 
stage  of  the  temporary  resident  fee  was 
inequitable,  and  in  consultation  with  the 
Ministry  we  did  obtain  an  improvement 
in  that  respect.  I also  referred  yesterday 
to  the  fact  (that  the  Central  Mileage 
Committee  is  sitting  now  to  reconsider 
and  readjust  the  position  of  the  rural  prac- 
titioner as  regards  his  mileage  payments. 
Those  are  examples  of  the  kind  of  situa- 
tion with  which  we  do  try  to  deal 
democratically. 

1415.  Sir  Hugh  Watson : I do  not  want 
to  take  up  time  over  this.  We  discussed 
all  these  matters  yesterday.  What  the 
people  who  made  the  statement  complain 
of  is  in  the  first  place  that  there  is  no 
variation  in  the  method  of  payment  for 
the  work  load.  There  is  no  recognition 
of  merit.  There  is  no  recognition  of 
experience.  Further,  it  is  said  it  is  not 
equitable  that  the  division  of  the  pool 
should  be  by  means  of  capitation  pay- 
ment when  all  these  other  payments  can 
have  the  effect  of  making  the  range 
bulge  out  in  another  place.  These  are 
the  reasons,  I think.  We  discussed  them 

all  yesterday. Dr.  Wand:  Some  of 

them  we  promised  to  look  into  again. 

1416.  Sir  David  Hughes  Parry : 
Before  passing  on  to  the  central  pool  I 
think  I would  like  to  ask  this.  I am 
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not  quite  clear  in  my  own  mind  as  to 
whether  the  Spens  Report  was  intended 
to  be  an  operation  once  and  for  all,  that 
is,  to  get  the  profession  into  a national 
and  properly  organised  Health  Service 
on  a fair  footing ; or  alternatively 
whether  it  was  an  operation  to  get  the 
medical  profession  into  the  National 
Health  Service  and  then  to  apply  the 
principles  of  the  Spens  Report  for  ever 
after.  Those  are  the  two  possibilities  as 
far  as  I can  see  and  I would  like  to  hear, 
having  regard  particularly  to  the  prob- 
lems of  distribution,  what  view  you 

take. -Now,  Sir  David,  of  course  we 

are  getting  to  the  matter  which  is  con- 
tained in  our  case  as  presented  to  the 
Ministry. 

1417.  We  are  on  the  borders  now.-; — 
Yes.  Before  we  get  over  the  borders  into 
what  you  might  call  the  legal  field,  may 
I as  a layman  with  no  legal  knowledge  at 
all,  indicate  our  view?  Paragraph  6 of 
Spens  makes  it  abundantly  clear  to  me, 
and  it  did  to  the  profession.  If  you  look 
in  the  last  line  but  one  of  paragraph  6 
you  will  see  the  words  “ will  be  main- 
tained”. The  dictionary  definition  of 
the  word  “ maintained  ” is  “ to  keep  up, 
to  carry  on  and  to  cause  to  continue  in  ”. 
That  is  the  Oxford  Dictionary  definition 
of  the  word,  and  you  cannot  carry  on 
or  continue  in  something  unless  it  goes 
on  beyond  a certain  point.  If  it  is 
maintained  that  the  word  does  not  mean 
that,  if  you  feel  that  perhaps  it  may  not 
mean  that,  you  have  only  got  to  go  to 
the  previous  line  and  you  will  see  the 
word  “ changes  ” in  the  plural.  I am 
quite  certain  that  if  these  words  were 
intended  to  mean  only  what  you  call  a 
“once  for  all”  that  that  word  would 
not  have  been  “ changes  ” — it  would  have 
been  “ change  ”.  That  is  my  interpreta- 
tion purely  as  a layman,  but  there  is  an 
interpretation  which  goes  of  course  more 
deeply  than  that.  In  a moment  I am 
going  to  ask  Mr.  Cooke  to  speak  on  this 
matter.  He  of  course  can  deal  with 
the  matter  contained  in  our  evidence. 
We  have  now  gone  slightly  oyer  the 
border  on  that  point  but  I think  Dr. 
Macrae  wishes  to  raise  something. — Dr. 
Macrae : I want  to  say  I _ think  it  is 
expressed  even  more  clearly  in  the.  terms 
of  reference  of  the  Spens  Committee — 
“ the  desirability  of  maintaining  in  the 
future  . . The  future  did  not  come 
to  an  end  on  5th  July,  1948. 


1418.  What  we  are  after  are  your  sub- 
missions on  this  matter.  You  realise 

that? Dr.  Wand : I think,  Sir  David, 

we  can  consider  we  are  over  the  borders 
now  into  the  legal  field.— Mr.  Cooke: 

Of  course,  the  Spens  Report  has  been 
looked  at  by  a number  of  lawyers.  I 
think  I can  begin  by  saying  this,  that 
the  overwhelming  and  I think  unanimous 
concensus  of  legal  opinion  is  there  is 
not  the  slightest  doubt  that  the  recom- 
mendations of  the  Spens  Committee  en- 
visage continuous  adjustments  to  the 
global  sum  available  for  remuneration 
and  in  the  light  of  the  two  considerations 
set  out  in  paragraph  6 of  the  Report. 
There  are  two  major  considerations 
which  lead  to  that  conclusion.  The  first 
is  the  one  which  has  been  mentioned  by 
Dr.  Macrae,  namely,  that  the  Spens 
Committee  were  instructed  to  frame  their 
recommendations  having  regard  to  the 
desirability  of  maintaining  certain 
desiderata  which  were  expressed  in  the 
terms  of  reference.  That  is  the  first 
consideration.  The  future,  as  Dr.  Macrae 
said,  did  not  come  to  an  end  on  5th 
July,  1948.  The  second,  of  course,  is 
that  the  language  of  the  recommenda- 
tions themselves  indicate  quite  clearly 
that  the  intention  was  that  these  two 
desiderata  should  be  maintained.  The 
first  is  that  the  money  available  for 
doctors  for  remuneration  should  be  ad- 
justed according  to  changes  in  the  value 
of  money,  and  the  second  is  that  it  should 
be  adjusted  in  the  light  of  increases  in 
the  income  of  other  professions.  Those 
are  two  conditions  and  they  each  require 
to  be  fulfilled  independently  of  the  other. 
One  can  see  why  the  Spens  Committee 
reported  in  those  terms.  Of  course,  if 
the  global  sum  was  not  adjusted  accord- 
ing to  changes  in  the  value  of  money, 
then  the  very  object  which  the  Spens 
Committee  obviously  had  in  mind, 
namely,  maintaining  the  doctor’s  status, 
his  freedom  from  financial  anxiety,  would 
not  be  attained.  Obviously  what  the 
Spens  Committee  had  in  mind  was  that 
if  the  value  of  money  is  to  fall  it  should 
not  lie  in  the  Government’s  mouth  to 
say:  “We  are  not  going  to  make  an 
adjustment  because  look  how  badly  the 
barristers  are  doing  or  how  badly  the 
clergymen  are  doing.”  The  Government 
was  to  be  put  under  an  obligation  to 
make  adjustments  according  to  changes 
in  the  value  of  money  independently  of 
What  was  happening  to  the  other  pre- 
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fessions.  Separately  from  that  there  was 
the  obligation  to  make  adjustments 
according  to  increases  in  other  profes- 
sions, and  the  reason  for  that  again  is 
obvious.  It  is  given  in  the  Spens  Report. 
If  you  did  not  make  adjustments  accord- 
ing to  increases  which  occurred  in  other 
professions,  then  of  course  you  would 
be  impairing  the  recruitment  and  status 
of  the  profession.  So  there  were  two 
requirements  which  had  to  be  satisfied 
each  independent  of  the  other.  You  must 
keep  up  with  changes  in  the  value  of 
money  and  also  increases  in  other  pro- 
fessions. One  can  see  why  they  wished 
these  requirements  should  be  met. 

1419.  You  would  agree,  would  you 

not,  that  the  recommendations  in  Spens 
are  the  vital  things? Certainly. 

1420.  Can  you  point  out  anything  in 

the  recommendations  themselves  to  sup- 
port this?  That  is  what  I am  after. 

I wonder  if  you  would  look,  Sir  David, 
at  Appendix  VIII — the  supplementary 
case  which  the  profession  put  to  the 
Ministry?  It  is  on  page  3,  paragraph  13. 
I think  that  really  is  the  answer.  It  is 
in  terms  of  recommendation  (1)  of  the 
Spens  Report  which  is  set  out. 

1421.  Sir  Hugh  Watson : You  see, 

Mr.  Cooke,  it  humbly  appears  to  me 
that  Dr.  Macrae’s  argument  on  the  use 
of  the  word  “future”  in  file  terms  of 
reference  is  entirely  destroyed  by  the 
famous  words  in  Spens  “We  leave  to 
others  . . .”  That  takes  away  the  argu- 
ment about  the  future. What  Spens 

was  looking  for  was  a firm  basis.  The 
only  firm  basis  for  it  was  the  1939  value 
of  money.  What  they  said  was  that 
the  basis  is  not  to  be  undermined  by 
future  changes  in  the  value  of  money 
which  might  work  to  the  prejudice  of  the 
profession. 

1422.  Sir  David  Hughes  Parry : They 
do  not  say  it  in  the  recommendations — 

that  is  our  difficulty. That  is  where 

I wanted  to  direct  you.  It  says  at  the 
end  of  paragraph  1 of  the  Recom- 
mendations : 

“Here  also,  as  in  the  body  of  the 

report,  we  are  expressing  our  recom- 
mendations in  terms  of  the  1939  value 

of  money.” 

Since  this  recommendation  was  expressed 
on  that  basis  it  is  obvious  -that  the  two 
objectives  of  status  and  recruiting  powers 
that  the  Committee  desired  should  be 
achieved  throughout  the  future  would 


not  in  fact  be  achieved  unless  there  ware 
in  fact  contemplated  periodical  adjust- 
ments or  changes  in  the  value  of  money 
and  income.  It  is  an  inevitable  result 
of  that : 

“Here  also,  as  in  the  body  of  the 

report,  we  are  expressing  our  recom- 
mendations in  terms  of  the  1939  value 

of  money.” 

That  is  the  firm  basis.  Whatever  is 
necessary  to  give  effect  to  that  is  some- 
thing which  must  be  done. 

1423.  Mr.  Gunlake : You  have 

directed  our  attention  to  the  terms  of 
reference  of  the  Spens  Committee. 
These  do  refer  to  these  two  factors 
which  you  say  have  to  be  taken  into 
account.  But  the  words  used  in  the 
terms  of  reference  are  “ maintaining  in 
the  future  the  proper  social  and 
economic  status  of  general  medical 
practice.  . . .”  The  words  are  not 
“maintaining  in  the  future  the  status 
quo  ante.”  Does  it  in  your  view  mean 
the  same  thing?  Do  you  consider  the 
proper  economic  and  social  status  means 

the  status  that  existed  at  that  time? 

I would  say  the  Spens  Committee 
directed  their  attention  to  what  was 
necessary  to  maintain  the  (proper  social 
and  economic  status  of  general  medical 
practice.  Their  answer  was:  in  order 
to  do  that  we  want,  in  terms  of  the  1939 
value  of  money,  these  figures. 

1424.  Chairman'.  Mr.  Cooke,  is  it 
your  case  that  the  proper  social  and 
economic  status  of  general  practice  is 

an  unvarying  status? 1 think  it  is  one 

which  the  Spens  Committee  thought 
should  'be. 

1425.  I want  to  know  whether  it  is 

your  case. It  is  a status  which  cer- 

tainly should  not  be  depreciated.  I 
think  I must  accept  that.  Sir.  It  is  an 
unvarying  status,  but  it  is  certainly  one 
which  in  any  event  should  not  H* 
depreciated. 

1426.  Sir  Hugh  Watson : Whatever  is 
the  situation  of  barristers  or  solicitors, 
the  value  of  the  social  and  economic 
status  of  doctors  should  be  maintained? 

Yes.  The  Spens  Committee  may 

very  well  have  thought  it  would  be  of 
the  greatest  public  importance  to  main- 
tain the  social  and  economic  status  of 
the  medical  profession.  The  social  and 
economic  status  of  barristers  is  probably 
of  far  less  importance  to  the  community 
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in  general  than  the  social  and  economic 
status  of  the  doctor. 

1427.  Chairman:  You  appreciated 

yourself  what  Mr.  Cooke  said  about 

barristers,  did  you,  Dr.  Wand? -Mr. 

Cooke : I feel,  Sir,  the  community  gets 
the  barristers  it  deserves.  There  are 
obviously  dangers  in  allowing  the  social 
and  economic  status  of  the  medical 
profession  to  be  overlooked.  That  is 
no  doubt  why  the  Spens  Committee 
were  most  anxious  to  have  a firm 
monetary  basis  on  -which  to  anchor 
themselves.  The  last  one  they  could 
find,  very  naturally,  reporting  when  they 
did,  was  the  value  of  money  in  1939. 

1428.  Sir  David  Hughes  Parry : I want 
to  get  the  full  implications  of  your  sub- 
mission. I wonder  whether  you  would 
interpret  Spens  in  this  way:  that  in 
order  to  maintain  for  the  immediate 
future  the  economic  and  social  status  of 
general  medical  practice,  this  sort  of  pay- 
ment and  this  sort  of  distribution  that 
we  outline  in  our  recommendations  will 
be  necessary ; then  of  course  if  there 
are  changes  there  will  have  to  be  made 
certain  adjustments ; but  we  are  only 
concerned  with  the  entry  at  the  present 
moment  into  the  National  Health 
Service  and  we  leave  to  others  the 
adjustments.  We  are  only  fixing  it  at 

1939  values  and  that  is  all. 1 do  not 

think  they  meant  that.  First  of  all  I 
think  if  they  had  meant  that  they  would 
really  have  been  declining  to  act  on  that 
part  of  their  remit  to  which  Mr.  Gunlake 
has  just  referred,  the  preservation  of  the 
social  and  economic  status  of  general 
practice.  Secondly,  throughout  their  Re- 
port one  finds  phrases  about  the  main- 
tenance of  the  status  of  the  profession 
which  do  indicate  that  they  must  have 
had  something  more  in  mind  than  a mere 
adjustment  as  at  the  moment  when  the 
profession  entered  the  Service.  It  really 
would  be  rather  astonishing  if  what  the 
Spens  Committee  were  really  saying 
was:  provided  the  doctors  are  offered 
terms  which  look  attractive  on  5th  July. 
1948,  we  do  not  care  what  happens  to 
them  afterwards.  That  is  not  really  in 
my  submission  a very  reasonable  con- 
struction of  the  Report  of  a responsible 
committee.  It  is  not  consistent  with  their 
terms  of  reference  and  it  is  not  consistent 
with  the  language  they  use  in  reporting. 

1429.  That  is  your  submission.  I am 
not  here  to  argue  the  other  way,  but 
other  interpretations  are  possible.  That 


is  all.— —I  think  I ought  to  add  of 
course  it  is  quite  obvious  that  when  Mr. 
Justice  Danckwerts  was  considering  this 
matter  some  years  after  the  inception  of 
the  National  Health  Service,  it  never 
occurred  to  him  for  one  moment  that  the 
only  point  as  at  which  the  Spens  Report 
could  be  implemented  was  5th  July,  1948. 

It  never  occurred  to  him  and  indeed  it 
was  not  even  argued  by  the  Government. 
On  the  contrary  the  chosen  representa- 
tive of  the  Government,  their  chief  wit- 
ness at  the  adjudication,  made  it  quite 
clear  that  what  he  envisaged  was  con- 
tinuing adjustments  in  the  light  of  what 
he  called  major  or  important  changes  in 
the  value  of  money.  The  passage  on 
his  evidence  in  this  matter  is  stated  in 
the  documents.  It  is  paragraph  20  on 
page  4 of  this  Appendix  VIII,  Sir.  As 
you  will  see,  the  principal  witness  of  the 
Government  at  the  Danckwerts  hearing 
was  the  Deputy  Accountant  General  to 
the  Ministry.  What  he  says  is  this:  I 
think  it  was  in  answer  to  his  own  Coun- 
sel— I am  not  quite  sure. 

“What  I had  in  mind  was  this. 
After  this  adjudication  was  over  (that 
is,  after  Danckwerts)  and  the  adjudica- 
tor had  given  us  a figure  which  he 
regards  as  an  appropriate  one  for  the 
Central  Pool,  then  that  figure  would 
be  taken  as  the  basis  of  our  pool  pay- 
ments and  adjusted  to  take  account 
of  changes  in  the  population  year  by 
year,  adjusted  at  certain  intervals 
which  we  should  have  to  agree  with 
the  professions,  because  you  cannot 
do  this  sort  of  thing  every  five  minutes, 
to  take  account  of  a major  change  in 
practice  expenses  and  again  at  intervals 
to  take  account  of  any  future  major 
change  in,  shall  we  say,  the  value  of 
money.  That  -is  what  I think  we  had 
in  mind”. 

It  did  not  occur  to  anybody ; it  did  not 
occur  to  the  Government  themselves  at 
the  Danckwerts  adjudication  to  put  for- 
ward that  limited  interpretation,  namely, 
one  has  got  to  put  one’s  mind  in 
blinkers,  look  simply  at  the  position  on 
5th  July,  1948,  and  ignore  everything  that 
happens  afterwards. 

1430.  It  was  contemplated  that  of 
course  changes  will  occur  that  will  -make 
it  necessary  to  readjust  this  amount  and 
this  distribution  from  time  to  time.  The 
interesting  thing  is  that  changes  have 
occurred  so  far  as  distribution  is  con- 
cerned. You  will  agree  to  that,  there 
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have  been  changes? There  have  been 

some  changes  but  broadly  the  profession 
accepts  and  founds  on  the  broad  banding 
of  distribution  which  is  to  be  found  on 
paragraph  1 of  the  Spens  recommenda- 
tions in  terms  of  the  1939  value  of 
money. 

1431.  Mr.  Bonham  Carter : We  do 
not  know  that  has  been  achieved. 

What  Dr.  Wand  has  said  is  of  very 

great  importance.  We  do  not  know 
that,  but  if  it  can  be  shown  that  broad 
banding  is  not  in  every  respect 
achieved  the  profession  will  be  happy  to 
rectify  it. — Dr.  Macrae : May  I draw 
your  attention  to  Appendix  III  where 
you  find  the  terms  of  reference  of  Mr. 
Justice  Danckwerts: 

“To  determine  the  size  of  the  Cen- 
tral Pool,  after  taking  account  of  re- 
muneration from  all  other  sources 
received  by  general  practitioners,  in 
order  to  give  effect  to  the  recomenda- 
tions  of  the  Spens  Committee  ...” 

It  will  make  it  abundantly  clear  that  as 
late  as  1952  the  Government  accepted 
the  view  that  adjustments  in  accordance 
with  the  Spens  Committee  recommenda- 
tions should  be  made,  that  it  was  not  a 
once  for  all. — Dr.  Wand : May  I add  one 
word  to  this.  The  profession  came  into 
this  Service  under  an  interpretation  of 
Spens  such  as  I have  indicated.  Mr. 
Justice  Danckwerts  upheld  that  interpre- 
tation. The  Government  made  no  attempt 
a l that  time  to  dispute  that  interpreta- 
tion. It  seems  to  me  a very  strange  thing 
indeed  that  because  it  does  not  suit  the 
Government  to  adhere  to  that  interpreta- 
tion, they  should  not  review  that  interpre- 
tation when  they  had  the  opportunity  of 
reviewing  it  four  years  after  the  inception 
of  the  Service.  They  did  not  do  so  at 
that  time.  I should  have  thought  that 
those  very  facts  indicated  quite  clearly 
that  the  terms  on  which  the  profession 
came  into  the  service  were  not  only 
accepted  by  the  Government  at  the  time 
of  Spens,  but  were  accepted  in  our  inter- 
pretation by  the  very  actions  they  took 
or  failed  to  take  afterwards. 

1432.  Sir  David  Hughes  Parry : We 
take  vour  submission.  I am  not  concerned 

to  argue  as  you  realise. Professor 

Alien:  I wonder  if  I can  make  a com- 
ment going  back  to  the  remit  to  the 
Spens  Committee  on  maintaining  in  the 
future  the  proper  social  and  economic 
status  of  general  medical  practice.  I 
am  very  aware  myself  that  this  must  not 


imply  that  everyone  is  frozen  for  ever- 
more in  the  position  he  occupied  at  a 
certain  date.  If  you  had  that  there 
would  be  no  flexibility  in  the  system  at 
all.  No  one  could  get  more  money. 
They  would  go  along  frozen  in  the  track. 
The  crux  of  the  matter  seems  to  me  to 
be  the  use  of  the  words  “ proper  social 
and  economic  status  ”,  which  throws  it 
back  to  the  profession  to  maintain  that 
their  status  should  be  maintained  or 
indeed  improved.  I believe  it  to  be  the 
submission  of  the  British  Medical  Asso- 
ciation that  the  status  of  general  practice 
should  not  be  diminished  but  should  in 
fact  be  improved.  I think  they  would 
not  accept  any  criterion  that  the  status 
should  remain  frozen  for  evermore.  I 
think  they  are  claiming  it  should  not 
depreciate  because  of  that  particular 
argument. 

1433.  Chairman:  I think  we  under- 
stood that  yesterday.  Either  an  adjust- 
ment is  made  against  inflation  or  an 
increase  in  line  with  other  professions, 

whichever  is  the  greater. -Dr.  Wand: 

Otherwise  if  they  had  meant  us  to  be 
associated  only  with  changes  an  other 
professions  there  would  have  been  no 
need  to  mention  the  value  of  money  and 
other  professions. 

1434.  Mr.  Bonham-Carter : May  I ask 
Mr.  Cooke  to  intimate  his  interpretation 
of  the  words  “ should  have  direct 
regard”  which  occur  in  paragraph  6? 
That  is  paragraph  6 of  the  Report.  What 
interpretation  do  you  put  on  “ should 

have  direct  regard”? Mr.  Cooke : It 

seems  to  me  that  “direct55  used  in  this 
context  must  mean  that  the  amount  of 
money  available  for  payment  of  the  doc- 
tors should  be  directly  related  to  the 
changes  in  value  of  money.  In  other 
words,  that  there  should  be  some  method 
by  which  changes  in  the  value  of  money 
would  be  reflected  without  undue  dis- 
tortion in  the  money  made  available  for 
the  remuneration  of  doctors. 

1435.  Sir  David  Hughes  Parry:  We 
are  going  to  pursue  that  further,  but 
there  is  only  one  further  question  I 
would  like  to  put.  You  have  emphasised 
in  particular  the  changes,  the  adjust- 
ments, that  ought  to  be  made  in  regard 
to  the  changes  in  the  value  of  money. 
Now  you  insist  that  the  Government 
should  carry  out  its  obligation  to  the 
full  so  far  as  that  is  concerned.  Any 
question  about  that  means  also  the  pro- 
visions of  the  recommendations  as  to  dis- 
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tribution  generally.  But  these  have  been 
departed  from.  This  is  one  of  our 

difficulties. Dr.  Wand : But  with 

great  respect  I will  draw  your  attention 
again  to  that  phrase  of  the  Spens  Report 
with  which  the  Spens  Committee  itself 
indicated  that  to  carry  out  precisely  the 
suggestions  made  in  their  various  tables 
in  regard  to  distribution  would  not  be 
possible  when  the  National  Health  Ser- 
vice came  in.  They  expected  there  would 
be  certain  changes.  “We  expect  there 
will  be  an  evening  out  ”,  they  said. 

1436.  Chairman : Will  you  just  tell 
me  which  paragraph  you  are  quoting? 
Page  9.  The  first  incomplete  para- 
graph on  the  page,  about  half  way  down 
that  paragraph: 

“ We  anticipate,  that  the  general 
introduction  of  a publicly  organised 
service  would  of  itself  level  up  low 
incomes  to  a considerable  extent.” 

So  they  did  indicate  that  their  recom- 
mendations were  to  be  taken  in  that 
context. 

1437.  Yes.  That  is  leading  up  to  their 
general  recommendations  a little  later 

on — their  seven  recommendations. 1 

Yes.  I am  simply  pointing  out  that  we 
agreed,  as  I said  earlier  this  morning, 
that  if  the  general  intention  of  Spens  in 
regard  to  distribution  had  not  been 
carried  out,  and  is  proved  not  to  have 
been  carried  out,  within  the  global  sum, 
we  would  wish  to  look  at  it  again. — 
Mr.  Cooke : What  is  quite  certain  is  that 
the  recommendations  of  Spens  cannot  be 
carried  out  if  the  global  sum  provided  is 
insufficient. 

1438.  Sir  David  Hughes  Parry : The 
terms  of  reference  of  the  Working  Party, 
that  is  your  Appendix  IV,  was : 

“To  secure  an  equitable  distribu- 
tion of  the  Central  Pool  based  upon 
the  recommendations  of  the  Spens 
Committee  . . .** 

Presumably  the  object  was  to  implement 
the  Spens  recommendations  as  to  distri- 
bution?  Subject  to  the  qualifying 

words  which  came  at  the  end,  that 
undoubtedly  is  so. 

1439.  Chairman : Which  qualifying 

words  do  you  mean?- — -*  at  the  same 
time,  to  bring  about  a relative  improve- 
ment in  the  position  of  those  practi- 
tioners least  favourably  placed  under  the 
present  plan  of  distribution  . . .” 

1440.  Sir  David  Hughes  Parry : You 

agreed? Dr.  Wand : We  agreed  that 


the  Working  Party  should  look  at  this 
problem.  But  at  the  time  of  the  adjudi- 
cation it  was  made  quite  clear  to  us  that 
if  we  did  not  agree  to  a Working  Party 
carrying  out  this  type  of  terms  of  refer- 
ence there  would  be  some  doubt  as  to 
whether  the  adjudication  would  take 
place.  In  other  words,  we  agreed  to  this 
Working  Party  with  this  type  of  terms  of 
reference  under 

1441.  Under  pressure? Yes,  under 

pressure. 

1442.  That  is  all  I would  point  out  to 

you,  that  the  Spens  recommendations  do 
not  seem  to  be  referred  to  at  all  from 
beginning  to  end  of  the  Working  Party 
Report. But  the  Spens  recommenda- 

tions were  at  the  back  of  the  minds  of 
all  members  of  the  Working  Party.  An 
attempt  was  made  to  implement  these 
recommendations  as  modified  by  group 
practice  and  small  lists  which  were 
rewarded  by  agreement. — Mr.  Cooke : 
That,  agreement  does  not  in  any  way 
invalidate  the  main  argument  of  para- 
graph 1 of  the  Spens  recommendations. 

1443.  We  regard  the  recommendations 

as  one  body  from  one  to  seven. Dr. 

Stevenson : May  I just  say  again  that  we 
are  so  much  in  the  dark  here.  I do  not 
think  anybody  in  this  room  can  say 
whether  those  recommendations  have 
been  fully  implemented.  And  the  same 
position  applied  when  this  Working  Party 
met  in  1952.  There  were  no  figures 
available.  All  one  can  say  is  an  honest 
attempt  was  made  to  implement  those 
recommendations  as  modified  by  the 
terms  of  reference. 

1444.  Chairman : I think  the  Working 
Party  was  an  honest  attempt,  as  you  put 

it,  to  implement  Spens. Dr.  Wand: 

Within  the  terms  of  reference.  The 
Government  insisted  these  points  should 
be  indicated  in  the  terms  of  reference. 

1445.  It  was  an  honest  attempt  in  1952 
to  implement  Spens  with  these  minor 
fringe  amendments.  From  1952  to  1.958 
there  has  been  no  means  of  knowing 
whether  the  honest  attempt  was  a good 

or  bad  shot. Dr.  Stevenson:  That  is 

so. 

1446.  You  'know  we  have  issued  a 
questionnaire  to  a sample  of  the  profes- 
sion, to  find  out  what  they  are  actually 
earning.  It  is  an  attempt  to  find  out 

whether  you  hit  the  target. We  hone 

it  will  be  effective. — Dr.  Macrae:  If  the 
cutting  of  the  cake  has  not  been  effected 
with  mathematical  precision,  I should 
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have  thought  that  no  argument  existed 
for  reducing  the  size  of  the  cake— Dr, 
Wand : Not  bringing  the  cake  up  to  its 
proper  size.  You  cannot  cut  the  cake 
into  a number  of  pieces  as  indicated 
unless  the  cake  is  of  a size  that  will  take 
that  amount  of  cutting. — Mr.  Cooke : 
One  thing  certain  is  that  the  Spens 
recommendations  cannot  be  carried  out 
unless  adequate  money  is  provided  for 
the  purpose. 

1447.  Sir  David  Hughes  Parry : Can 
we  turn  completely  over  now  to  the  ques- 
tion of  the  central  pool?  Can  I draw 
your  attention  to  paragraphs  74,  77  and 
86  of  your  preliminary  memorandum. 
Now  you  have  sentences  there  the  mean- 
ing of  which  is  not  quite  clear.  Para- 
graph 74  says: 

“ All  the  arguments  so  far  adduced 
merely  show  the  extent  to  which  the 
professions  relative  position  in  society 
has  fallen  short  of  the  standards 
applicable  in  1948  and  ignore  any 
changes  which  have  taken  place  in  the 
economic  position  of  the  community  as 
a whole 

Dr.  Wand : I think  this  would  be 

very  much  more  effectively  dealt  with 
by  an  expert  in  this  field,  if  you  do  not 
mind. 

1448.  He  will  have  an  opportunity. 
Then  at  paragraph  77,  the  third 
sentence : 

“ The  medical  profession  has  a right 
to  expect  a share  of  this  increase,  not 
only  from  the  point  of  view  of  their 
relative  standards  of  living  as  mem- 
bers of  the  community,  but  also 
because  they  have  made  their  contribu- 
tion to  the  increased  productivity 
responsible  for  the  rising  national 
income”. 

Then  in  paragraph  86: 

M . . . the  Council  submits  that  the 
medical  profession  has  every  right  to 
participate  in  the  benefits  which  are 
now  enjoyed  by  other  sections  of  the 
community  ”. 

I put  it  in  the  first  instance  that  you  are 
enjoying  all  the  amenities  that  we  are 
enjoying  as  regards  all  sorts  of  things  that 
are  dispensed  to  us  by  the  Welfare  State, 
but  you  want  to  have  a guarantee  in 
addition  to  that? No.  I think  Profes- 

sor Allen  will  explain  this  situation. 

1449.  Professor  Allen,  can  I put  it  in 
this  form?  Is  this  a claim  being  made 
for  a benefit  having  regard  to  the  raising 


of  the  standard  of  living  of  the  com- 
munity as  a whole,  or  is  it  only  in  refer- 
ence to  professions  or  to  the  value  of 

money? Professor  Allen : These  are  I 

think  subsidiary  to  the  claim  as  it  has 
been  formulated.  It  was  based  upon  the 
fall  in  the  value  of  money.  Then  the 
argument  goes  that  so  far  the  basis  of 
the  claim  is  concentrated  on  the  fall  in 
the  value  of  money,  which  simply  leaves 
the  standard  where  it  was  at  the  begin- 
ning in  1948  or  1951.  It  draws  attention 
to  the  fact  that  since  that  time  the  total 
output  of  the  country  and  hence  the 
standard  of  living  of  the  whole  com- 
munity has  in  fact  gone  up.  It  is  not 
the  increase  in  the  welfare  service  but 
the  increase  in  the  total  amount  available 
to  improve  the  standard  of  living  of  the 
whole  community  which  is  in  question. 
The  figures  in  paragraph  76  show  that 
the  output  per  head,  hence  the  standard 
of  living  of  the  whole  community  per 
head,  in  1956  was  20-6  per  cent,  higher 
than  it  was  in  1948,  so  that  the  cake  to 
be  cut  up  nationally — not  the  central 
pool — was  so  much  bigger.  The  implica- 
tion then  is  even  if  the  doctor’s  remunera- 
tion is  adjusted  to  take  account  of  the 
fall  in  the  value  of  money,  it  is  still  only 
at  the  level  of  100  and  is  not  participating 
at  all  in  the  20-6  per  cent,  rise  in  the 
general  standard  of  living  due  to  the 
general  increase  in  production.  That  is 
the  point. 

1450.  There  is  no  claim  in  respect  of 
that  extra?  That  is  not  turned  into 

money  at  all? Not  in  this  particular 

claim,  no. 

1451.  Professor  Jewkes : This  is  an  im- 

portant conclusion  and  I think  we  all 
ought  to  be  quite  sure  what  is  being 
meant.  I am  referring,  Dr.  Wand,  to 
paragraphs  61  to  91  of  your  memoran- 
dum which  we  call  the  remuneration 
claim.  It  seems  to  me  that  you  there 
really  mention  three  criteria  and  I would 
just  like  to  talk  about  each  one  of  those 
in  turn  for  a moment.  The  first  criterion 
of  course  is  that  the  cost  of  living  has 
increased  since  1950  to  1951  by  29  per 
cent.,  and  that  therefore,  in  order  to  leave 
the  purchasing  power  of  doctors’  earn- 
ings unchanged,  it  would  be  necessary 
to  increase  doctors’  earnings  by  29  per 
cent.? Dr.  Wand : That  is  so. 

1452.  That  is  straightforward  and 
clear,  as  mentioned  by  Mr.  Cooke.  Then 
we  come  to  paragraphs  74  to  77.  There 
Professor  Allen  has  set  down  figures 
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which  show  that  the  standard  of  living 
of  the  community  has  been  rising.  In 
fact  it  has  risen  by  20-6  per  cent,  per 
capita  between  1949  and  1956.  The 
standard  of  living  of  the  community  has 
been  rising,  but  what  the  medical  pro- 
fession is  asking  for  is  simply  that  your 
proper  place  in  the  1950  standard  of 

living  should  be  preserved. Yes.  We 

are  pointing  out  here  that  were  we  going 
for  something  other  than  the  recognition 
of  Spens  at  the  present  moment,  we 
should  be  justified  in  adding  to  our  29 
per  cent.,  but  we  are  not  doing  so.  We 
are  just  bringing  the  fact  to  the  notice 
of  the  Royal  Commission. 

1453.  Yes.  The  medical  profession 

you  claim  has  a right  to  expect  a share 
of  this  increase  but  in  fact  you  are  not 
making  that  claim. That  is  ^o. 

1454.  In  fact  if  you  were  in  the  pro- 
cess of  making  that  claim  the  29  per  cent. 

would  have  to  be  something  higher? 

Yes.  We  are  in  fact  saying  that. 

1455.  Let  us  now  turn  to  the  third 

criterion.  This  will  involve  some  matters 
of  technical  detail.  The  third  criterion 
you  have  mentioned  really  is  that  doc- 
tors’ earnings  should  rise  roughly  pari 
passu  with  the  earnings  in  other  profes- 
sions, at  least  not  less  than  those. 

May  I just  modify  that?  Not  less  than 
such  increase  as  has  taken  place  above 
the  changed  value  of  money  increases. 

1456.  Chairman : Yes,  I think  we  have 
got  the  point.— — I do  not  want  to  be 
misinterpreted. 

1457.  Professor  Jewkes:  Now  there  is 
the  question  as  to  whether  the  earnings 
of  general  practitioners  have  been  rising 
as  rapidly  as,  or  more  rapidly  than, 
earnings  in  other  professions.  I would 
like  you  to  deal  with  Appendix  VII— 
the  sub-appendix  prepared  by  Professor 
Allen.  I want  you  to  turn  to  table  4. 
The  crucial  figure  for  our  present  pur- 
poses there  is  this  line  of  statistics  which 
shows  professional  earnings.  Those  earn- 
ings are  the  total  earnings  of  the  pro- 
fessions ; they  are  not  earnings  per  head. 

That  is  correct,  is  it  not? That  is 

right. — Professor  Allen : Yes. 

1458.  Professor  Allen  will  know  the 
next  question  I am  going  to  ask.  What 
relevance  can  we  attach  to  statistics  of 
the  aggregate  income  of  the  earners  of 
professional  fees  if  we  do  no  know  their 
number?  Is  not  the  important  thing 
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to  know  the  earnings  per  head  and  com- 
pare them  with  the  earnings  per  head 

of  general  practitioners? -Yes,  Sir,  I 

could  not  agree  more.  This  particular 
line  is  limited  in  two  ways.  There  is  the 
line  labelled  “ the  aggregate  annual  earn- 
ings of  professions  ”.  In  the  first  place 
it  is  only  the  independent  professions 
who  are  fee  earners.  It  is  not  the  new 
salaried  professions,  which  are  far  more 
numerous.  These  are  inextricably  mixed 
up  in  the  previous  line,  “ salaries  ”. 
Whereas  we  have  an  idea  of  the  number 
of  wage  earners  and  salary  earners,  we 
have  no  idea  of  the  number  of  indepen- 
dent fee  earners.  We  have  no  idea  and 
can  only  guess.  For  both  those  reasons 
I place  very  little  weight  upon  the  move- 
ment in  these  particular  figures.  It  is 
a reed  on  which  we  cannot  rely.  My 
own  view  is  that  the  number  of  inde- 
pendent fee  earning  professional  people 
has  gone  down.  And  I would  here  make 
another  point  that  the  independent  fee 
earners  are  very  often  part-timers;  for 
sometimes  nine-tenths  of  their  time  they 
may  be  salary  earners.  Equivalent  full- 
time  independent  fee  earners  have  gone 
down  since  1948  partly  because  of 
the  entry  into  salaried  jobs  of 
people  who  previously  earned  fees,  like 
the  consultant.  That  is  only  a guess.  We 
have  no  information  at  ah.  All  I can 
say  is  this  information  is  not  of  very 
much  guidance,  which  is  one  reason  why 
we  have  so  little  to  offer  you  on  the  sub- 
ject of  the  movement  of  earnings 
amongst  professional  people  or  indepen- 
dent professional  people. 

1459.  Mr.  G unlake : May  I ask  you 
to  look  at  page  5 of  your  Appendix  II? 
That  appendix  contains  a reprint  of  the 
case  which  was  submitted  on  behalf  of 
the  B.M.A.  before  Mr.  Justice 

Danckwerts,  and  in  paragraph  26  you 
will  see  the  words:  “It  is  possible  to 
determine  with  reasonable  accuracy  . . .** 
And  then  there  is  a statement  of  four 
statistical  indices.  Would  you  look  at 
(b):  “The  general  level  of  net  profes- 
sional incomes  per  head.”  Not  only  is 
it  there  stated  that  it  is  possible  to  deter- 
mine with  reasonable  accuracy  a change 
in  the  general  level  of  net  professional 
incomes  per  head,  but  of  all  those  statis- 
tical indices  that  was  the  one  that  was 
picked  out  in  the  following  paragraph 
as  the  basis  of  the  submission  made  to 
Mr.  Justice  Danckwerts.  Yet  you  now 
tell  us  that  nobody  has  any  idea  how 


Digitisation  Unit 


300 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


many  persons  there  are  in  this  category 
and  therefore  it  is  not  possible  to  deter- 
mine the  level  of  incomes  per  head. 

I would  say  on  that,  that  during  the 
hearings  before  Mr.  Justice  Danckwerts 
this  particular  point  was  much  pursued, 
and  the  only  way  in  which  it  wras  pos- 
sible to  determine  with  reasonable 
accuracy  the  changes  in  the  independent 
national  earnings  per  head,  as  compared 
with  before  the  war,  was  to  ask  the 
Inland  Revenue  to  produce  figures  which 
were  otherwise  not  available.  They  did 
so,  and  those  were  among  the  figures 
that  Mr.  Justice  Danckwerts  took  into 
account  in  making  his  decision.  Those 
figures  were  produced  in  camera  and  are 
still  not  published  figures. 

1460.  Professor  Jewkes  : They  are  still 
not  published,  but  in  fact  they  were 
blurted  out  in  the  course  of  the  proceed- 
ings and  were  printed  in  the  B.MJ.  in 
1952.  On  the  points  Mr.  Gunlake  has 
raised,  your  Appendix  says : “ It  is  pos- 
sible to  determine  with  reasonable 
accuracy  the  general  level  of  net  profes- 
sional incomes  per  head.”  It  is  true  that 
the  Inland  Revenue  provided  certain 
figures;  you  yourself  provided  certain 
figures,  did  you  not.  Professor  Allen? 
In  fact  was  there  not  a conflict  between 
their  figures  and  your  figures?  What 
figures  did  you  use  to  determine  the 
general  level  of  net  professional  incomes 
per  head  in  the  course  of  the 

Danckwerts  adjudication? First  of 

all  I made  the  same  points  about  inde- 
pendent professional  earnings  that  I have 
just  made  on  the  figures  you  quoted 
first,  that  is  not  being  able  to  do  more 
than  guess  at  the  changes,  or  numbers 
even,  between  1938  and  1950.  It  is  pos- 
sible to  do  something  over  a long  period, 
because  you  have  census  figures.  For 
short  periods  you  are  hopelessly  at  sea. 
But  as  between  1938  and  1951  you  could 
do  something,  e.g.  1931  to  1951,  so  I did 
that  something.  So  the  comparison  with 
pre-war  is  one  thing,  but  the  comparison 
year  by  year  since  the  1951  census  is 
another. 

1461.  I see.  I understand  that  per- 
fectly.  Then  I referred  to  the  fact 

that  the  Inland  Revenue  had  the  data 
available.  Then  I passed  on  to  a wider 
point — all  earnings  in  the  hierarchy 
coming  down  from  the  top  can  be  deter- 
mined at  least  once  every  five  years  by 
Inland  Revenue  data.  That,  again,  I use 
in  the  present  submission.  This  can  be 


done  by  using  data  which  becomes 
available  only  once  every  five  years  and 
enables  you  to  take  all  earnings  together, 
however  they  are  earned,  from  the  top 
down  and  compare  them.  I then  moved 
on  to  that  position,  having  done  as  much 
as  I could  with  the  first  position  on  the 
independent  professional  earnings  per 
head. 

1462.  So  really  the  position  is  you  do 
not  know  year  by  year,  and  we  do  not 
know  year  by  year,  what  the  changes  are 
in  professional  earnings  per  head.  Do 
you  not  regard  it  as  a misfortune  that 
although  the  proper  fixation  of  doctors’ 
earnings  calls  for  statistics  of  this  kind 
they  have  in  fact  never  been  provided? 
Yes,  I do.  In  a much  wider  con- 
text I regard  it  as  a misfortune  too.  My 
own  personal  view  as  a non-official 
statistician  is  that  the  failure  of  the 
Inland  Revenue  to  publish  more  statistics 
is  very  damaging  to  our  knowledge  in 
this  field. 

1463.  Chairman : Would  you  feel  the 
enquiries  we  are  making,  not  only  from 
the  doctors  but  from  other  professions, 
■ought  to  produce  in  this  particular  field 
just  the  information  we  are  wanting? 

Yes.  My  difficulty  is  this.  You 

can  by  special  enquiries  get  information 
applying  to  a particular  period ; but  that 
is  quite  a different  thing  from  keeping 
that  information  up  to  date,  bringing  it 
up  to  date  and  keeping  it  up  to  date. 
You  are  always  some  years  in  arrears. 

I think  Professor  Jewkes’s  point  is 
primarily  directed  to  the  need  for 
current  information,  and  I could  not 
agree  more.  The  data  are  there.  They 
have  only  got  to  be  analysed  and 
published.  We  could  get  them  perhaps 
no  more  than  a year  behind  the  times 
from  the  Inland  Revenue,  but  the  data 
are  not  published. 

1464.  The  data  that  you  had  in  1952 
from  the  Inland  Revenue  was  sufficiently 
dissected  as  between  self-employed  and 
salaried  people  as  well  as  between  age 
groups,  and  so  forth,  was  it?— — The 
evidence  that  was  produced  there  was  for 
earnings  of  professions  that  were  named 
— surveyors,  engineers,  and  so  on. 

1465.  Yes,  but  within  the  figures  for 
the  main  professions  did  it  mingle,  for 

instance,  salary  and  fee  earners?- No, 

the  information  was  produced  for 
Schedule  D,  fee  earning.— Dr.  Wand: 

Sir  Harry,  I cannot  speak  as  one  having 
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any  particular  knowledge  of  this,  but  one 
of  the  difficulties  was  brought  home  to 
me  from  one  of  the  papers  I read  last 
Sunday,  in  which  it  was  indicated  that  the 
Institute  of  Chartered  Accountants  is 
ruled  by  a Council  of  45  members,  who 
hold  between  them  162  company  director- 
ships. I am  not  quite  clear  how  it  could 
be  possible  to  find  out  in  that  sort  of 
arrangement  what  were  the  earnings  of 
fee-receiving  professional  people  in  other 
fields.  It  would  seem  to  me  to  make  it 
very  difficult  indeed,  because  the  director- 
ships associated  with  their  work  would 
result  from  that  qualification.  That  was 
the  purpose  of  the  article,  to  show  that 
they  resulted  from  that  qualification,  but 
they  would  not  be  shown  as  part  of  their 
fee  earnings  in  respect  of  their  account- 
ancy work.  Yet  it  would  be  as  a direct 
result  of  qualifying  as  chartered 
accountants. 

Chairman : I think  you  may  be  wrong, 
but  it  is  a point  we  could  put  when  we 
see  the  Inland  Revenue — as  to  whether  a 
man’s  earned  income  excluded  income 
earned  from  something  outside  his  purely 
professional  activities.  But  I would  be 
surprised  if  you  were  right. 

■ 1466.  Professor  Jewkes : The  deduc- 
tion would  be  if  we  cannot  get  satis- 
factory figures  of  professional  earnings 
per  head,  that  we  must  give  up  all  attempt 
to  try  and  think  of  the  proper  associa- 
tion of  doctors’  earnings  in  terms  of 
comparison  with  other  professional 

earnings. 1 think  that  Professor  Allen 

pan  answer  this  very  much  better  than  I 
can  in  the  field  of  economics,  but  in 
general  terms  I would  say  no.  I would 
say,  having  determined,  as  Spens  did,  our 
place  in  the  general  hierarchy  of  the 
community,  that  place  being  determined 
by  a relationship  between  the  professions 
and  commerce,  industry,  and  so  on,  it 
could  be  reasonably  estimated  that  there 
would  not  be  such  an  enormous  change 
in  the  position  of  the  professions  from 
year  to  year.  And  if  you  could  determine 
a similar  place  in  the  heirarchy  having 
regard  to  the  known  incomes  of  the 
whole  community  you  could  place  the 
doctor  there  without  needing  to  know 
the  per  head  income  of  each  individual 
member  of  every  profession:  you  could 
assume  there  was  some  sort  of  relation- 
ship that  would  be  continuous  enough  to 
be  ignored  if  there  was  any  marked 
change  in  the  general  standard.  I think 
that  perhaps  with  that  general  observa- 


tion I might  ask  Professor  Allen  to  deal 
with  this.  It  does  actually  form  the 
subject  on  one  of  the  points  that  he  has 
taken  up  in  the  Appendix. — Professor 
Allen : I wonder  if  I may  go  back  a 
little  and  formulate  my  reaction  to  the 
two  legs  of  the  Spens  statement  about 
bringing  up  to  date  their  1939  figures — 
the  two  legs  being  the  change  in  the  value 
of  money  and  increases  in  earnings  in  the 
professions  generally.  The  first  leg  can 
be  tackled  by  means  of  a figure  on  which 
agreement  can  easily  be  got — the  decline 
in  the  value  of  money.  By  and  large 
you  can  produce  a figure  and  you  can 
produce  it  year  by  year,  indeed  month  by 
month,  to  show  the  decline  in  the  value 
of  money. 

1467.  Chairman : That  is  at  the 

moment  your  29  per  cent.? Yes. 

1468.  And  that  is  the  protection  against 

inflation? Yes.  My  contention  is 

that,  though  there  may  be  minor  dis- 
agreements affecting  the  decimal  point, 
broadly  that  can  be  agreed.  The  diffi- 
culty comes  in  trying  to  put  measures  to 
the  other  criterion,  the  increases  in  the 
remuneration  of  the  professions.  In 
answer  to  Professor  Jewkes,  I have  gone 
over  some  of  the  difficulties,  using  only 
published  data,  trying  to  get  a figure  for 
the  professions  as  a whole.  I have  also 
made  the  point  that  the  Inland  Revenue 
do  have  data  which  would  help,  but  are 
not  published.  Therefore,  looking  at  this 
problem  of  making  a claim  it  can  be 
argued,  as  it  was  argued  yesterday,  that 
you  take  whichever  is  the  higher  of  the 
two  criteria,  either  the  decline  in  the 
value  of  money  or  the  increase  in  the 
other  professions.  Or  you  can  do  what 
a statistician  often  does,  play  for  safety 
and  go  to  the  other  extreme  and  take 
whichever  is  the  lower.  Then  you  stand 
pat  on  that  and  point  to  the  other  one  as 
a further  addition.  In  this  particular  case 
we  have  one  measure,  29  per  cent.  We 
can  take  that  as  one  of  the  legs.  What 
we  try  to  show  iin  addition  ds  that,  though 
all  professions— -increases  in  the  incomes 
in  other  professions,  saralied  or  fee-earn- 
ing— such  information  as  we  have 
is  that  the  increases  on  the  second 
criterion— other  professions— are  bigger 
than  the  fall  in  the  value  of  money 
of  29  per  cent.  And  though  none 
of  the  facts  are  conclusive  we  point  to 
changes  that  have  taken  place  in  the 
incomes  of  higher  civil  servants  and  of 
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teachers,  amongst  others,  to  indicate  that 
at  least  in  those  professions  changes .since 
1951  have  been  more  than  the  29  per 
cent,  of  the  decrease  of  the  value  of 
money.  Therefore  the  position  I was 
trying  to  take  was  that  we  know  one 
thing,  the  29  per  cent.  This  takes  no 
account  of  the  other  leg,  hut  if  we  could 
have  full  information  on  the  other  leg 
it  is  likely  that  the  increase  on  that 
account  will  be  greater,  and  we  produce 
a certain  amount  of  evidence  that  points 
m this  direction. 


1469.  You  say  the  increases  in,  for 
instance,  the  higher  civil  servants.  Since 
1951,  Danckwerts  has  given  100  per 
cent,  on  the  general  practitioners’  re- 
muneration. Might  it  be  that  within  the 
different  professions  there  is  a little  bit 
of  time  lag  and  that  the  choice  of  a par- 
ticular date  might  have  a considerable 

bearing? Yes,  I was  wanting  to  make 

a point  here,  even  more  generally  per- 
haps than  you  have  put  it.  There  is 
always  a difficulty  in  making  com- 
parisons and  it  is  concerned  with  the 
choice  of  dates.  Even  when  you  are 
making  the  comparison  on  the  decline 
in  the  value  of  money  it  does  matter 
which  date  von  start  from — whether  you 
start  from  April,  1951,  or  September, 
1949,  or  May,  1952 — because  the  move- 
ments are  up  and  down  around  a trend 
line,  sometimes  faster,  sometimes  slower. 
So  comparisons  are  always  dangerous 
from  one  particular  date  to  another.  The 
advantage  you  have  with  the  measure 
of  the  value  of  money  is  that  you  can 
see  it  month  by  month  and  can  guard 
against  bad  comparisons — for  example, 
taking  the  high  points  of  one  cycle  with 
the  low  points  of  another.  I think  the 
measure  of  the  comparison  between 
April,  1951,  and  the  present,  in  the 
decline  of  value  of  money  is  a reason- 
able one.  When  we  come  to  the  other 
criterion  of  Spens  we  are  in  much  more 
serious  difficulty.  The  value  of  money 
is  changing  all  the  time.  The  remunera- 
tion of  any  particular  profession  or 
broad  group  of  professions  is  going  to 
change  discontinuously  in  the  form  of 
steps.  You  will  see  the  diagrams  I have 
given  in  Charts  V and  VI  of  the  sub- 
appendix to.  Appendix  VII.  Movements 
in  particular  incomes  are  by  steps  ; there- 
fore it  is  very  easy  to  get  two  quite 
different  figures  by  varying  the  period  of 
comparison  by  a month  or  two.  For 


example,  if  a change  took  place  in 
October,  1950,  as  it  did  in  the  higher 
Civil  Service  and  you  make  comparison 
with  November,  1950,  you  get  a small 
increase ; if  you  do  it  with  September, 
1950,  you  get  a big  increase.  In  addition 
to  that  at  no  time  can  you  say  that  one 
profession’s  income  or  salary  is  in 
line  with  others.  They  are  advancing  at 
different  times  and  are  always  more  or 
less  out  of  step,  and  that  to  my  mind 
makes  it  extremely  difficult  to  apply 
Spens’s  second  criterion  at  all.  If  you 
look  at  individual  professions  you  have 
to  take  so  much  into  account  as  to 
exactly  when  changes  are  taking  place 
and  for  what  reason.  So  I did  no  more 
than  to  point  out  what  is  obviously  true, 
that  between  October,  1950,  and  the 
present  the  salary  of  a Permanent  Secre- 
tary, Deputy  Secretary  and  Under  Secre- 
tary changed  by  so  much.  I did  not  try 
to  say  that  was  right  or  appropriate  or 
in  line  with  other  professions.  That  is 
something  which  is  difficult  and  quite 
different. 

1470.  In  fact  if  there  was  a starting 
date  for  that  second  leg  of  Spens  it  was 

1939? Yes,  and  that  date  is  so  far  in 

the  past  now.  And  you  are  not  even 
certain  they  were  in  hue  with  1939. 

Chairman : But  that  is  the  only  date 
mentioned. 

1471.  Mr.  Gunlake:  Professor  Allen 
mentioned  a number  of  difficulties  that 
there  are  in  getting  any  idea  of  net 
professional  incomes  per  head.  I still  do 
not  understand  why  in  the  case  sub- 
mitted to  Mr.  Danckwerts  it  was  stated 
it  was  possible  to  determine  this  figure 
with  reasonable  accuracy  ; and,  secondly, 
why,  out  of  the  four  statistical  indices 
there  mentioned,  that  particular  one, 
which  you  have  explained  is  the  most 
unreliable  one  of  the  lot,  was  in  fact 
selected  as  the  basis  of  the  submissions 
made  to  Mr.  Justice  Danckwerts,  with  no 
warning,  as  far  as  I can  see  in  the  text, 
of  the  possible  inaccuracy  of  the  figure. 
That  is  in  paragraph  26  of  Appendix  II. 

This  document  is  without  the  very 

large  statistical  appendix  which  was 
attached  at  the  time. 

1472.  I see. It  was  an  enormous 

statistical  exercise,  .and  this  was  the 
legal  presentation  by  Counsel  to  Judge. 

-Mr.  Cooke : That  is  so. — Professor 
Allen:  It  is  not  as  I would  put  it  myself. 
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it  is  in  a different  context.  The  statistical 
appendix . which  was  taken  as  expert 
evidence  in  this  connection  was  on  quite 
different  lines.  T am  sorry  you  are 
looking  at  one  without  the  other. 

1473.  Professor  Jewkes:  I am  just 
trying  to  get  absolutely  clear  how  much 
reliance  we  can  place,  given  the  absence 
of  comprehensive  statistics,  upon  this 
comoarison  of  earnings  of  doctors  with 
earnings  in  other  professions.  Gould  we 
turn  to  table  4 of  your  sub-appendix 

again.  Professor  Allen? Tf  vou  look 

at  professions,  index  number  1950=100. 
Then  the  professions  show  an  increase 
from  100  to  119.  Now.  if  in  fact  the 
earnings  of  general  practitioners  were 
increased  by  29  per  cent.,  which  is  the 
present  claim,  would  this  not  mean  that 
the  earnings  of  general  practitioners 
would  be  out-stripping  the  earnings  of 
other  professions ; or  is  there  some 

explanation  there? It  is  partly  an 

extension  of  the  time.  If  you  take  1951 
to  1955,  which  is  all  that  table  4 does, 
the  movement  is  from  98-7  to  1 18*8.  Tf 
you  exclude  general  practitioners,  whose 
incomes  were  constant  in  that  time,  it  is 
from  97*3  to  121  \3,  which  is  about  24 
per  cent. 

1474.  Still  not  29  per  cent.? The  29 

per  cent,  is  to  October,  1957.  Since  1955 
the  general  level  of  pr-ices,  wages  and 
earnings  has  gone  up  considerably.  In 
fact  there  has  been  a period  of  more 
marked  inflation  than  the  years  after 
1952  shown  here,  and  the  change  from 
24  per  cent,  to  29  per  cent,  is  the  change 
from  1955  to  1957. 

1475.  If  it  were  true,  as  you  have  sug- 

gested— and  I think  my  opinion  would  be 
much  the  same  as  yours— that  the  actual 
number  of  people  included  in  this  profes- 
sional group  had  been  declining  between 
1951  and  1956,  and  if  it  were  also  true — 
we  know  this  to  be  true,  in  fact — that 
the  numbers  of  general  practitioners 
have  been  increasing,  the  conclusion 
would  be  that  the  earnings  of  the  profes- 
sional groups  had  gone  up  by  more  than 
29  per  cent.? Yes. 

1476.  In  fact  your  29  per  cent,  would 

then  look  a very  reasonable  claim? 

That  is  mv  contention,  yes. 

1477.  But  in  fact  we  do  not  know 

whether  the  number  of  heads  in  the 
grouo  of  orofessions  has  gone  up  or 
down? No. 

1478.  Chairman : I mentioned  the  civil 
servants  because  you  referred  to  them. 


and  also  because  that  happens  to  be  one 
particular  group  for  which  we  have  some 
figures,  Professor  Allen.  You  may  not 
have  these  ; 1 am  not  sure.  But  it  is  a 
fact  that  between  1939  and  now  the  top 
civil  servants  have  gone  up  by  one  hun- 
dred per  cent.,  which  is  the  same  as 
Danckwerts.  But  of  course  since  1951, 
as  you  rightly  point  out,  they  have  gone 
up  much  more  than  doctors  went  up 
under  the  1957  interim  award. Yes. 

1479.  If  you  know  those  figures  you 
may  know  that  there  are  very  few  of 
the  others  who  have  gone  up  by  more 
than  one  hundred  per  cent.,  except  the 
Chief  Medical  Officer,  who  has  gone  up 
rather  more.  I do  not  know,  Dr.  Wand, 
whether  you  are  implying  that  he  is 
overpaid  in  comparison  with  the  rest  of 

the  profession? Dr.  Wand:  I have  no 

comments  at  this  stage,  Sir — you  are  in 
the  realm  of  economics. — Mr.  Cooke : 
May  I just  say  one  thing  on  Mr.  Gun- 
lake’s  question?  I do  think  it  is  very 
important  in  regard  to  paragraph  26  ( b ) 
of  Appendix  II  that  he  should  see  the 
statistical  appendix  to  which  that  para- 
graph was  referring,  because  I think  that 
when  that  has  been  seen  he  will  prob- 
ably see  that  the  material  presented  was 
pretty  solidly  justified.  It  may  not  be 
very  happily  described  in  26  (h),  but  1 
think  the  appendix  itself  is  of  very  great 
importance.  I think  it  is  the  thing  that 
really  matters  on  that  aspect. — Dr. 
Stevenson : Would  you  wish  to  have  the 
appendix? 

1480.  Professor  Jewkes : Yes. Mr. 

Cooke:  I am  sure  that  copies  can  be 
found. 

1481.  Chairman:  We  would  be  glad  to 
have  that,  thank  you,  Dr.  Stevenson.  Are 
there  any  other  points  you  want  to 
make?  As  I have  said  before,  we  are 
hearing  your  views  now  on  the  interpre- 
tation of  Spens,  and  particularly  on  the 
interpretation  of  this  one  paragraph  of 
Spens  to  which  you  attach  so  much  im- 
portance. Of  course,  as  I explained  yes- 
terday at  the  beginning,  the  fact  that  we 
are  questioning  you  on  these  things  does 
not  mean  that  we  accept  your  view  on 
them  by  any  means,  but  at  least  you  can 
try  to  convince  us  that  that  is  the  rieht 
view.  Are  there  any  other  points  on  this 

main  group  of  paragraphs? Dr. 

Wand:  I should  have  thought  that  the 
matters  set  out  in  the  various  documents 
we  have  submitted  would  have  convinced 
you. 
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1482.  Professor  Jewkes:  This  is  a 
matter  on  which  if  we  could  get  agree- 
ment it  would,  I think,  save  us  all  a 
good  deal  of  thought.  I do  not  know 
how  far  you  would  agree  with  this — I 
will  not  go  through  the  details  to  start  off 
with  because  you  may  agree  forthwith, 
in  which  case  we  can  avoid  the  details. 
Would  you  agree.  Doctor  Wand,  that  the 
increase  in  the  average  earnings  of  a 
general  practitioner  between  1939  and  the 
period  after  Danckwerts,  1950,  was  136 
per  cent.?  I will  go  through  the  details 

if  you  like. Professor  Allen : I am 

sure  we  can  agree  what  it  is.  A good 
deal  of  misunderstanding  has  arisen  on 
this  point.  It  is  between  135  per  cent, 
and  140  per  cent.,  made  up  as  follows : 
the  increase  of  the  actual  1939  earnings 
to  what  Spens  thought  the  earnings 
should  be,  which  amounted  to  about  19 
per  cent. ; and  then  the  application  of 
the  Danckwerts  one  hundred  per  cent, 
to  that. 

1483.  Yes. Dr.  Wand : I would 

make  this  point,  of  course.  This  figure 
has  been  used  in  other  places — in  my 
opinion  in  the  wrong  context.  The  36 
per  cent,  which  is  added  to  the  100  per 
cent,  of  Danckwerts  and  the  figure  you 
have  given  us  represents  the  underpay- 
ment determined  by  the  Spens  Committee 
of  the  general  practitioners  in  respect  of 
their  work  under  the  old  National  Health 
Insurance  at  1939,  an  underpayment 
which  had  been  going  on  for  many,  many 
years  before  that,  and  was  never  made 
up.  We  never  got  the  back  payment 
which  was  inherent  in  the  findings  of  the 
Spens  Committee  and  which  was  indi- 
cated by  the  £3T  million.  As  long  as 
I have  made  that  abundantly  clear  I do 
not  think  we  need  say  any  more  about  it. 

Professor  Jewkes : I think  we  are 
agreed  on  that  figure. 

1484.  Chairman : Since  Danckwerts 
has  been  mentioned  there  is  just  one 
question  I want  to  ask  before  we  go  to 
lunch.  There  is  a deduction  made — or 
addition,  whichever  way  you  put  it — for 
private  earnings,  earnings  outside  the 
National  Health  Service.  I think  it  is 
always  agreed  that  that  should  be  as 
nearly  as  possible,  the  actual  figure,  but 
it  is  at  the  moment  an  arbitrary  figure. 

Professor  Allen : Yes. — Dr.  Wand : 

The  figure  determined  by  Mr.  Justice 
Danckwerts. 


1485.  Yes,  it  was  an  assumed  figure,  I 

think,  not  a calculated  figure,  and  that 
figure  has  remained  unchanged. Yes. 

1486.  It  would  be  surprising  if  it  is 

exactly  what  it  is  assumed  to  be. -It 

was  the  determination  of  Mr.  Justice 
Danckwerts  in  the  light  of  the  informa- 
tion he  received  from  both  sides. 

1487.  Chairman : I do  not  think  we' 

really  want  to  go  info  that  at  this 
moment.  May  I ask  you  this?  You. 
do  say  in  paragraph  8 of  your  evidence 
that  you  are  going  to  let  us  have  a great 
many  other  supplementary  memoranda 
in  due  course. Yes. 

1488.  These  will  include  more  detailed 
evidence,  for  example,  on  junior  hospital 
staff,  senior  hospital  medical  officers, 
teaching  staff  and  so  on.  Can  you  give 
me  any  idea  when  this  series  of  memo-, 
randa  is  likely  to  start  coming  through 

to  us? Dr.  Stevenson : There  is  one 

memorandum  on  part  (c)  of  your  terms 
of  reference  which  we  are  very  anxious 
to  have  an  opportunity  of  presenting, 
and,  I hope,  discussing  with  you.  We 
would  hope  to  have  that  in  your  hands 
by  the  1st  March.  The  other  memoran- 
dum I think  you  will  also  have  by 
March,  certainly  before  April. 

1489.  There  are  just  two,  are  there? 

At  the  moment  we  want  to  let  you 

have  our  thoughts  on  the  review  machin- 
ery of  the  future.  But  the  other  evidence; 
which  will  be  mainly  on  the  hospital- 
field,  will  embrace  all  grades  of  hospital 
staff.  There  will  also  be  a memorandum 
on  the  public  health  service.  I think 
probably  they  will  be  in  your  hands  by 
March,  certainly  by  1st  April. — Dr. 
Wand : I am  hoping  you  will  have  a lot 
of  further  evidence  by  1st  March  or 
thereabouts. 

Chairman : Thank  you  very  much.  I 
can  assure  you  we  are  getting  a great 
deal  of  evidence  from  many  other 
bodies,  but  we  would  like  to  know  when 
we  are  to  get  the  B.M.A.  evidence. 

(■ The  proceedings  were  adjourned  for 
lunch) 

On  Resumption 

Chairman : For  a number  of  reasons, 
Dr.  Wand,  it  will  be  convenient  for  the 
Commission  to  try  and  finish  rather, 
earlier  than  4.30  today. 

Sir  David  Hughes  Parry : There  are 
two  or  three  matters  on  these  figures  to 
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be  cleared  up,  and  I thought  that  Pro- 
fessor Jewkes  might  clear  up  one  straight 
away. 

1490.  Professor  Jewkes : Mine  is  a 
small  point.  Dr.  Wand.  In  the  last  four 
or  five  years  the  average  size  of  list  has 
been  falling.  The  average  net  earnings 
of  general  practitioners  has  remained 
constant  at  £2,222 ; so  that  although  the 
earnings  of  general  practitioners  have 
not  increased  you  have  had  some  advan- 
tage in  the  sense  that  you  are  earning  the 
same  amount  of  money,  although  the 
average  size  of  list  has  declined. — -Yes, 
that  was  enyisaged  in  the  Danckwerts 
award  in  which  Mr.  Justice  Danckwerts 
did  indicate  that  that  principle  should 
apply  unless  at  any  time— I will  quote 
the  precise  words  out  of  Appendix  3 : 

“ If  the  number  of  doctors  in  .the  Service 
became  unreasonably  large  this  point 
would  require  reconsideration.”  He  did 
not  say  it  would  be  altered  at  that  point, 
but  it  would  require  consideration  at 
that  point.  That  was  anticipated  by 
Mr.  Justice  Danckwerts. 

1491.  Chairman : You  do  not  consider 

that  the  number  of  doctors  in  the  service 
is  unreasonably  large? No. 

1492.  Mr.  Gunlake : I have  some 

matters  to  raise  of  a rather  general 
nature.  Dr.  Wand,  you  will  recall  that 
just  prior  to  the  luncheon  interval  yes- 
terday it  was  made  clear  by  you  in 
answer  to  a question  by  Professor 
Jewkes,  and  indeed  it  has  been  reiterated 
in  this  morning’s  proceedings,  that  it  is 
your  contention  that  the  remuneration 
of  the  medical  profession  should  be 
adjusted  upwards  in  accordance  with  the 
decline  in  the  value  of  the  pound  ster- 
ling, or  in  accordance  with  the  increase 
in  the  remuneration  of  other  professions, 
if  that  should  be  larger.  I would  like  to 
ask  you  in  the  first  instance  whether  it  is 
your  view  that  that  method  of  adjusting 
remuneration  should  be  applied  to  other 

citizens  as  well  as  to  doctors. We  are 

only  concerned  here  with  the  remunera- 
tion of  doctors,  and  I do  not  think  that 
I could  properly  answer  a question 
which  is  based  on  so  many  other  factors 
without  giving  it  very  much  more 
thought  than  just  giving  you  an  answer 
off  the  cuff. 

1493.  Chairman'.  And  that  applies  to 
both  those  two  criteria,  does  it,  the  infla- 
tion and  the  changes  in  other  professions 
and  occupations?— — 'Well,  Mr.  Gunlake, 
if  I may  say  so,  has  omitted  one  of  the 


essential  premises  that  apply  to  a ques- 
tion like  that.  If  he  had  put  the  question 
to  me  in  this  way,  that  are  there  any 
special  circumstances  which  make  it 
necessary  for  you  to  have  your  remunera- 
tion adjusted  in  this  way,  my  answer 
would  have  been  an  unqualified  yes.  But 
the  question  was  not  that ; it  was — what 
is  the  situation  in  regard  to  the  rest  of 
the  community.  I can  only  say  that  we 
as  doctors  came  into  the  National  Health 
Service  under  certain  conditions,  of 
which  acceptance  by  the  Government  of 
the  Spens  Report  was  probably  as 
important  as  any  other.  My  answer  to 
such  a question  can  only  be  that  here 
was  a promise  given  by  the  Government. 

It  is  true  that  Governments  change,  and 
Ministers  change  with  even  more  amaz- 
ing rapidity,  but  even  so  the  profession 
came  in  on  this  basis  and  therefore  it  is 
on  this  basis  that  remuneration  has  to  be 
adjusted.  This  matter  should  surely  have 
been  considered  by  those  who  made 
these  promises  before  they  made  the 
promises. 

1494.  We  were  just  asking  your  view. 

Yes,  Sir.  You  see,  on  the  question 

itself  I do  not  feel  competent  to  reply. 
— Dr.  Stevenson:  Could  I make  one 
point  on  this?  Although  the  question  is 
applied  to  the  whole  of  the  community, 
in  so  far  as  professions  are  concerned, 
medicine  is  now  in  the  position  of  being 
practically  entirely  dependent  on  State 
funds.  There  is  no  other  way  in  which 
these  funds  can  be  adjusted,  as  those  of 
many  sections  of  the  community  can  be. 

1495.  Mr.  Gunlake : They  could  not 

be  adjusted  by  the  usual  process  of  nego- 
tiation?  1 think  if  you  read  this  docu- 

ment you  will  see  what  has  happened. 

1496.  I understand  your  answer  in 
effect  to  be  this : that  whatever  might  be 
right  or  wrong  for  the  rest  of  the  com- 
munity, you  do  claim  this  particular 
method  of  adjustment  on  behalf  of  the 

medical  profession? Dr.  Wand:  The 

claim  has  been  made  on  our  behalf  and 
accepted  by  the  Government.  The  claim 
was  made  by  Spens  and  accepted  by  the 
Government.  And  we  look  on  that  as 
part  of  our  contract  with  the  Govern- 
ment, an  obligation  on  the  Government. 
Indeed,  I would  go  further  and  say  that 
in  the  past  it  has  been  an  obligation  for 
the  Government  to  come  to  us  without 
our  having  to  make  a claim  in  order  to 
implement  dt. 
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1497.  I think  I have  that  clear.  You 
claim  this  as  an  automatic  right  on  the 
basis  of  the  circumstances  in  which  you 

agreed  to  enter  the  health  service? 

That  is  right. 

1498.  And  you  allege  that  it  is  an  agree- 

ment made  with  the  Government.  What 
you  mean  is  that  it  is  an  arrangement 
made  with  governments  for  ever,  that 
the  government  of  the  time  in  entering 
into  this  arrangement  with  you  com- 
mitted its  successors  in  perpetuity? 

Not  in  perpetuity.  Mr.  Justice 
Danckwerts  has  indicated  one  way  in 
which  circumstances  could  change.  We 
say  that  in  1948  we  were  in  the  service 
on  one  particular  obligation.  It  was 
brought  up  to  date  in  1952  by  a judg- 
ment of  Mr.  Justice  Danckwerts,  who 
determined  that  the  only  change  that  he 
could  foresee  in  this  contract,  as  I will 
call  it,  was  that  the  number  of  doctors 
might  become  unreasonably  large. 

1499.  Chairman : I think,  Dr.  Wand, 
Mr.  Justice  Danckwerts’  qualification 
related  to  the  fact  that  he  had  adjusted 
remuneration  by  reference  to  the  num- 
ber of  doctors  and  not  of  the  population. 
He  was  stiTl  trying  to  interpret  the  Spens 
figures  of  the  distribution  of  income  as 
between  doctors.  He  had  taken  that 

measure. 1 was  taking  the  question  to 

be  one  in  more  general  terms  than  that. 

1500.  Yes,  you  are  right. I was 

taking  the  question  in  general  terms  and 
in  its  general  impact,  and  I tried  to 
answer  in  its  general  impact.  The  only 
comment  that  Mr.  Justice  Danckwerts 
made  about  its  general  impact  was  in 
re’ation  to  the  number  of  doctors,  and 
there  he  said  that  if  there  was  an 
unreasonably  large  increase  further  con- 
sideration would  be  necessary.  Of 
course.  I have  been  answering  these 
questions  in  general  terms.  I could  go 
into  more  detail.  For  example,  the 
number  of  doctors  has  got  to  increase 
because  the  population  has  increased, 
and  so  on. 

1501.  We  have  not  spent  much  time 

on  Mr  Jusfice  Danckwerts’  award,  and 
I do  not  think  there  is  any  particular 
reason  to  do  so.  I think  it  is  fairly  clear. 
But  one  of  the  changes  of  method  that  he 
made  compared  with  Spens,  for  pur- 
poses of  convenience  and  with  no  other 
significance,  was  to  interpret  in  terms  of 
the  number  of  doctors  rather  than  in 
terms  of  the  population ; is  that  not 
right? 1 would  not  say  for  reasons 


of  convenience — for  reasons  of  justice, 
equity.  I do  not  mind  which  of  the 
words  you  use,  but  I mean  them  all  to 
have  the  same  context  more  or  less. 

1502.  Thank  you  for  that.  I am  not 
quite  clear  that  I know  where  that  comes 
from.  I understood  that  he  was  in  fact 
trying  to  interpret  the  change  in  the 
value  of  money  and  that  he  did  it,  and 
he  says  there : “ by  reference  to  the  num- 
ber of  doctors  in  the  National  Health 

Service,  and  not  the  population.” 1 

say  he  went  further  than  -that  in  that 
particular  field. 

1503.  Mr.  Gunlake:  I would  just  ask 
one  further  question.  I think  it  is  fair 
in  the  circumstances.  Do  you  consider. 
Dr.  Wand,  that  if  a government  enters 
into  an  agreement  such  as  you  contend 
was  entered  into  here,  it  is  not  an  un- 
conscionable arrangement  fro-m  the  point 

of  view  of  the  economy? In  1950  we 

received  a letter,  which  is  quoted  in  para- 
graph 16  of  our  memorandum : “ The 
Minister  agrees  that  the  Spens  Report 
remains  the  basis  of  the  remuneration  of 
general  medical  practitioners  until  such 
time  as  after  the  usual  consultations 
some  other  basis  is  substituted.”  If  the 
purpose  of  the  question  is  to  say  should 
we  have  a day  to  day  adjustment  in 
terms  of  that,  my  answer  would  be  no,  it 
was  never  so  intended.  But  in  general 
terms,  this  sort  of  thing  must  go  on  if  the 
obligation  contained  in  the  acceptance  of 
the  Spens  Report  is  continued  until  such 
time  as  the  promise  of  the  Permanent 
Secretary  that  I have  just  read  out  to  you 
is  dealt  with. 

1504.  Mr.  Watson:  Would  that  be 
irrespective  of  any  internal  factors — of 
trade  or  further  inflation  or  governmental 

difficulties? This  is  again  a matter  of 

economics  which  may  be  considered  to 
be  outside,  and  probably  is  outside,  my 
sphere,  but  I would  say  this:  that  if  we 
are  tied  up  with  the  diminished  value  of 
money  and  we  find  that  the  rest  of  the 
community  has  been  able  to  make 
arrangements  to  deal  with  this  changed 
value  of  money,  it  is  a reasonable  thing 
for  doctors  to  say  that,  having  waited 
for  five  years  (nearly  six  years  now — it  is 
over  six  years  now  since  we  had  an 
adjustment)  we  have  carried  out  all  that 
the  rest  of  the  country,  having  regard 
to  the  economy,  could  have  expected  of 
us — indeed,  a lot  more.  It  is  our  sense  of 
responsibility  which  will  enable  us  to 
have  regard  for  that,  and  this  long  delay 
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is  an  indication  of  our  sense  of 
responsibility. 

1505.  Chairman : That  is  not  quite  a 
reply  to  Mr.  Watson’s  question,  Dr. 

Wand. 1 think,  Sir,  with  respect,  I 

have  got  the  idea  behind  the  question. 

I am  trying  to  reply  to  that.  I see  the 
purpose  of  the  question,  I think.  I 
think  I can  say  that  we  have  delayed, 
that  the  remainder  of  the  community  has 
indeed  got  in  front  of  us.  And  it  is 
partly  because  they  have  got  so  far  in 
front  of  us  that  we  have  found  it  neces- 
sary to  make  this  claim.  Should  that 
situation  arise  again — and  this  is  my 
point — it  would  have  to  be  done  again  if 
the  rest  of  the  country  had  been  able  to 
buffer  itself  against  the  changed  value  in 
money.  Have  I answered  your  question. 
Mr.  Watson? 

1506.  Mr.  Watson : You  have  not,  Dr. 

Wand,  really. Could  I have  it  in 

another  form  then? 

1507.  In  the  event  of  the  country  being 
faced  with  economic  difficulties,  in  the 
event  of  the  Government  being  faced 
with  grave  economic  problems,  is  it  the 
contention  of  the  B.M.A.  that  irrespec- 
tive of  those  factors  the  promises  made 
or  the  awards  given  should  automatically 
apply  to  the  members  of  the  profession? 

If  others  have  been  insulated  in  that 

fashion,  and  if  we  have  waited  an  ade- 
quate time,  then  I think  the  answer  must 
still  be  yes.  If  others  have  insulated 
themselves,  if  we  have  given  the  econQjny 
a chance  to  reverse  the  trend,  if  that 
trend  is  not  reversed  we  have  got  to 
come  in  on  the  original  trend.  Does  that' 
answer  it? 

1508.  Yes. And  in  this  case  we 

have  waited  six  to  seven  years.  There 
should  be  an  automatic  adjustment  under 
those  circumstances.  When  we  come  to 
provide  you,  Sir,  with  some  suggestions 
on  your  terms  of  reference  3, 1 think  you 
will  find  that  we  have  had  regard  to  that 
sort  of  principle,  concerning  the  question 
of  delay. 

1509.  Chairman'.  If  I can  follow  that 
up,  I am  still  not  quite  clear  on  your 

• answer  to  Mr.  Watson.  Are  there  cir- 
cumstances, national  circumstances,  in 
which  you  feel  that  an  adjustment  in 
the  changed  value  in  money  would  not 

be  required? Well,  Sir,  this  is  an 

absolute  question ; it  is  a question  which 
can  mean  “ for  all  time  But  if  you 
take  it  as  meaning  “at  any  given  time 


I think  I have  answered  it.  I have 
answered  it  in  this  sense,  that  we  must 
have  an  automatic  adjustment,  but  being 
reasonable  people  we  will  wait  to  see 
if  adjustments  that  have  taken  place  in 
other  fields  require  compensatory  adjust- 
ments in  medicine.  We  do  in  fact  wait 
because  we  are  always  behind  due  to 
the  delay  in  getting  statistical  evidence, 
for  example.  We  have  waited  to  see 
what  would  happen  in  the  economy,  and 
the  time  has  come  when  we  are  com- 
pelled to  say : “ The  time  has  come  when 
we  have  got  to  be  considered”.  We 
have  delayed  a considerable  time.  But  I 
am  not  asking  for  day  to  day  adjustments 
such  as  do  occur  in  some  industries. 
Dr.  Stevenson  has  just  pointed  out  to  me 
that  in  the  case  of  war  there  would  be 
a very,  very  different  set  of  circum- 
stances. We  may  then  be  in  the  middle 
of  a claim.  We  were,  indeed,  in  the 
middle  of  a claim  when  the  last  war 
broke  out. 

1510.  Mr.  Bonham-Carter:  Dr.  Wand, 
it  is- — if  I understood  Mr.  Cooke  this 
morning  quite  correctly — an  important 
part  of  your  case  that  the  words  “ should 
have  direct  regard  ...  to  estimates  of 
the  change  in  the  value  of  money”  are 
interpreted  to  mean  that  the  adjustment 
should  be  100  per  cent,  of  the  change 

of  the  value  of  money. Obviously, 

once  an  adjustment  is  made  it  should 
be  the  proper  adjustment.  The  adjust- 
ment, being  very,  very  late,  and  in  view 
of  the  delay  in  obtaining  figures,  is  of 
itself  a reduction  in  an  inflationary  trend. 

Chairman : Thank  you.  That  is  what 
we  wanted  to  know. 

1511.  Mrs.  Baxter : Might  I ask  this? 
We  have  heard,  Dr.  Wand,  about  the 
doctor /patient  relationship,  which  of 
course  is  a matter  of  great  interest,  par- 
ticularly to  lay  members  of  the  com- 
munity. Is  it  the  view  of  the  Association 
that  this  relationship  would  be  improved 
or  affected  in  any  way  by  the  knowledge 
that  the  doctor  alone  of  the  professions 
had  the  certainty  that,  whatever  happened 
to  the  other  professions,  his  position  with 
regard  to  remuneration  is  cushioned 
against  inflation?  Do  you  think  that  this 
would  improve  the  relationship  between 

doctor  and  patient? I am  perfectly 

certain  that  if  doctors  felt  and  knew 
that  the  promises  of  the  Government, 
which  by  Act  of  Parliament  ha 5 taken 
on  the  responsibility  for  the  whole 
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medical  services  of  the  country,  if  they 
knew  that  the  Government  were  going 
to  implement  their  promises  adequately 
it  would  create  a feeling  of  satisfaction 
with  the  persons  with  whom  they  were 
in  contact,  which  is  bound  to  improve 
all  relationships.  Under  any  circum- 
stances we  try  to  ensure  the  best  pos- 
sible relationship  between  the  patient  and 
the  doctor.  Yet  in  the  Spens  Report  it 
was  indicated  quite  clearly  that  doctors 
should  not  have  their  work  hampered. 

1512.  Spens  refers  to  the  anxiety  of 

doctors,  does  it  not? We  have  no 

doubt  that  low  incomes  have  in  fact 
been  a source  of  grave  worry  to  many 
general  practitioners  and  must  have  pre- 
judiced their  efficiency.  That  is  what 
the  Spens  Committee  thought,  and  I 
think  that  would  be  part  answer  to  your 
question.  But,  if  I may  say  so,  I do  not 
think  that  this  is  a cushioning  as  com- 
pared with  other  professions.  Other  pro- 
fessions are  in  a different  position.  The 
doctor  can  only  practise  medicine.  Mem- 
bers of  other  professions  have  other 
walks  of  life  to  which  they  can  go,‘  and 
in  fact  do  go.  Other  professions,  many 
of  them,  are  fee  earning ; the  profes- 
sional man  is  his  own  master,  or  can 
easily  become  his  own  master. 

1513.  Chairman:  I think  Mrs.  Baxter 
has  got  the  answer  to  her  question.  You 
mentioned  before  about  the  Government 
honouring  their  promises,  as  though 
they  had  broken  them.  I want  to  make 
that  quite  clear.  This  is  just  your  view, 
is  it  not?  It  is  not  of  course  admitted 

by  the  Government.  Is  that  right? 

But  throughout  the  document  which  is 
before  you  it  is  indicated  over  and  over 
again  that  the  Government  have  said: 

“ We  accept  this  ” and  “ We  accept 
that 

1514.  Yes,  but.  Dr.  Wand,  is  it  your 

interpretation  that  the  Spens  document 
has  not  been  honoured? Dr.  Steven- 

son : There  is  no  doubt  that  the  Govern- 
ment accepted  Spens. 

1515.  That  is  the  point  I am  trying  to 
make.  Dr.  Wand:  They  accepted  the 
Danckwerts  award  as  well. 

Chairman : That  is  the  point.  You 
are  maintaining  that  the  Government 
have  broken  their  promises.  We  have 
no  reason  to  believe  that  the  Govern- 
ment say  that,  nor  have  you  any  reason 
to  believe  that  we  necessarily  share  your 
interpretation  of  Spens  and  its  conse- 
quences. 


1516.  Mr.  Gunlake:  Dr.  Wand,  1 
think  we  fully  take  your  point  about 
your  forbearance  in  waiting  all  these 
years  before  making  any  claim  in  the 
face  of  inflation  which  successive  Gov- 
ernments have  wickedly  allowed  to  con- 
tinue. You  did  refer  to  other  members 
of  the  community  maintaining  their 
position  in  the  face  of  that  continuing 
inflation.  I am  wondering  if  you  have 
any  evidence  you  can  lay  before  us  as  to 
the  extent  to  which  people  remunerated 
at,  say,  the  £2,000  a year  level,  have 
maintained  their  incomes  in  relation  to 
what  you  are  now  using  as  the  basis 
of  your  claim,  namely  the  index  num- 
ber of  market  prices  for  all  consumers. 

1 think  Professor  Allen  would  be 

the  appropriate  person  to  answer  that. 
— Professor  Allen:  There  is  not  much 
evidence  at  this  level.'  The  supplement 
to  Appendix  7 gives  civil  servants’  and 
teachers’  salaries,  but  among  civil  ser- 
vants when  you  get  to  the  higher  levels 
the  changes  occur  less  frequently  and 
there  is  a longer  wait.  Teachers’  salaries 
just  about  get  to  the  £2,000  level,  but 
no  more.  The  only  other  piece  of 
evidence  I have  got  is  rather  out  of  date. 
It  may  be  indicative.  It  is  in  Appendix 
9,  where  I use  Inland  Revenue  data  that 
becomes  available  once  every  five  vears, 
and  show  a period  from  1949-1950  to 
1954 — 1 955— Table  I and  the  figure  that 
goes  with  it.  Around  the  £2.000  level 
the  increase  in  earned  income,  taking 
all  earned  incomes,  however  they  are 
earned,  was  of  the  order  of  16  per  cent, 
in  those  five  years.  At  a slightly  lower 
figure  it  was  nearer  17  per  cent,  and  at  a 
slightly  higher  figure  it  is  15  per  cent. 
But  around  £2,000  or  £2,500  it  can  be 
said  with  this  evidence  to  have  been  15 
or  16  per  cent,  over  a period  of  five 
years.  That  takes  us  to  1954-1955.  This 
kind  of  information  which  it  is  very  use- 
ful to  have  is  unfortunately  only  made 
available  once  every  five  years.  This  in- 
formation.  became  available  to  us  and 
was  published  in  the  Inland  Revenue 
report  last  January,  just  a year  ago,  and 
related  to  the  years  1954-1955. 

1517.  Chairman:  I think  we  realise 
your  difficulty,  Professor  Allen,  and  we 
are  trying  of  course  in  a number  of  ways 
to  get  accurate  information  ourselves 
that  may  assist  -in  that  way.  I would, 
by  the  way,  like  to  say,  Dr.  Wand,  that 
the  total  amount  of  information,  and  the 
Appendices  that  you  have  provided  for 
us  inside  these  rather  gloomy  folders, 
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have  been  extremely  useful.  You  have 
given  us  a great  deal  of  information  in 
a nice  compact  handy  form.  I do  not 
know  whether  you  had  any  particular 
reason  for  clothing  it  in  black?— : — Dr. 
Wand:  None  at  all,  Sir;  it  is  the  sober 
truth,  Sir. 

1518.  Sir  David  Hughes  Parry:  We 

would  like  now,  in  the  short  time  that 
there  is  available,  to  consider  the  Spens 
Report  on  Consultants.  The  terms  of 
reference  are  very  much  like  those  for 
the  general  practitioner  report — prac- 
tically on  the  same  lines. Yes. 

1519.  Can  we  move  straight  away  to 

the  summary  of  recommendations  and 
conclusions  because  those  are  the  things 
that  contain  the  gist  of  the  Report.  May 
I take  No.  (1)  and  ask  how  far  that  has 
been  implemented  if  it  has  been  imple- 
mented at  all? On  this  we  are  on 

very  different  ground  from  the  general 
practitioners,  and  Mr.  Holmes  Sellers 
will  show  you  how  in  some  of  these 
cases,  where  the  general  practitioner  has 
in  our  opinion  been  treated  unjustly  over 
the  last  few  years  and  advantage  has 
been  taken  of  our  professional  obliga- 
tions, these  factors  are  even  more  blatant 
in  the  case  of  consultants  on  hospital 
staffs.  I think  Mr.  Holmes  Sellors  will 
enlarge  on  that. 

1520.  I think  it  would  be  convenient 
to  us  to  take  (the  recommendations  one 
by  one,  and  then  we  could  have  a general 

run  afterwards. Mr.  Holmes  Sellors: 

Yes,  Sir,  with  the  knowledge  that  there 
have  been  a number  of  adjustments 
within  this  scale  since  the  Spens  Report 
— I mean  alteration  in  grades,  other 
grades  introduced,  and  so  on. 

1521.  The  general  answer  is  that.  No. 
(1)  has  been  implemented,  is  that  right? 

It  has  been  implemented,  but  after 

the  Spens  Report,  of  course,  we  did  have 
the  two  appointments  in  the  post-registra- 
tion phase  before,  qualifying  and  they 
come  as  one  heading  in  the  Report. 

1522.  Has  there  been  betterment  added 

to  these  figures? May  I go  . a little 

through  the  history  because  it  is  a 
rather  complicated  story.  As.  you  are  all 
aware  when  the  Act  came  in  1948  this 
Report  had  barely  been  published,  and 
there  had  been  no  chance  of  discussion 
on  the  Report  and  its  contents  between 
the  Ministry  and  ourselves.  There  was 
therefore  about  a year’s  interim  period 
where  -the  hospital  staff  worked  on  in- 
terim contracts  at  a very  much  lower 


rate  than  what  they  hoped  the  final 
figures  would  be.  Leading  on  from  that 
were  the  negotiations  to  decide  if  any 
betterment  was  to  be  allowed  taking  the 
basis  of  the  value  of  money  in  1939. 
The  consultant  side  suggested  that  some 
figure  in  the  region  of  85  per  cent, 
should  be  looked  at.  As  time  was  getting 
on — we  were  in  1949  and  1950  by  then 
— this  was  not  so  very  far  from  what 
the  Danckwerts  Award  gave  the  general 
practitioners.  But  the  outcome  was  that 
at  the  end  of  one  year  the  Ministry,  as 
you  will  see  in  our  main  document  of 
evidence  in  paragraph  52,  issued  not 
quite  an  ultimatum  but  something  that 
might  almost  be  regarded  as  that.  They 
said  if  you  go  on  postponing  entering 
into  contracts  it  is  an  aspect  we  shall  be 
bound  sooner  or  later  to  review.  And 
the  impression  that  was  given  was  that 
it  might  well  be  reviewed  adversely.  The 
figure — I will  not  say  agreed — allowed 
to  us  was  10  per  cent,  at  the  maximum 
end  of  the  scale  in  1948  and  13-3  per 
cent,  at  the  minimum  plus  an  employers’ 
superannuation  contribution  as  well.  At 
very  best  that  could  not  be  counted  as 
more  than  a 20  per  cent,  betterment. 
That  figure  was  not  accepted  by  the  pro- 
fession, who  said  that  when  proper 
negotiating  machinery  had.  been  estab- 
lished they  would  like  to  raise  that  again. 

1523.  But  these  figures  were  accepted 

at  what  time? 1949.  In  1949,  after 

we  had  had  one  year  on  interim  con- 
tracts at  lower  salaries,  and  after,  there 
had  been  this  virtual  revolution  in  the 
whole  hospital  world  under  which  the 
State  became  the  virtual  monoDolistic ' 
controller  of  all  hosnital  beds— with  very 
few  exceptions.  The  only  form  of 
employment  that  a consulting  surgeon 
or  physician  could  apply  himself  to  in. 
properly  ea  uipped  hospitals  was  in 
charse  of  the  State.  The  next  point 
was  during  this  time  when  we  were  try- 
ing to  establish  negotiating  machinery, 
and  as  you  know  that  came  within  the 
realm  of  the  Whitley  machine— we  had 
dealings  with  the  Management  Side  of 
Whitley  Committee  B— the  Danckwerts 
adjudication  was  under  way.  It  was 
made  quite  clear  then  that  we  would; 
certainly  re-open  our  case.  As  soon  as 
the  award  was  known  there  was  an 
announcement  in  the  House  of  Com- 
mons by  the  Chancellor  of  the-  Exche- 
quer and,  as  a result  of  that,  the  them 
Minister  of  Health  I do  not  know  if 
he  was  the  third  or  the  fourth  we  have: 
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had  in  the  Service — surrmoned  the  Joint 
Committee  to  him  and  told  us  in  no 
uncertain/  terms  that  as  far  as  other 
branches  of  the  profession  were  con- 
cerned the  Danckwerts  principle  had  no 
application.  In  other  words  there  was 
no  question  of  our  being  allowed  to  go 
to  arbitration  or,  as  far  as  we  could 
make  out,  to  take  part  in  any  form  of 
negotiation  as  a result  of  that  award 
on  any  back  claim  that  we  felt  had  been 
accumulating  since  our  entry  into  the 
Service.  That  was  opposed  very 
vigorously  and  finally  it  was  agreed,  in 
the  celebrated  phrase  that  is  used — “on 
the  merits  of  the  case  ” — that  the  dis- 
parity of  balance  the  Danckwerts  Award 
had  now  caused  between  the  general 
practitioner  and  the  hospital  service 
remuneration  was  detrimental  to  recruit- 
ment to  the  hospital  service.  That  was 
not  negotiated  until  the  very,  very  last 
stages.  What  happened  we  do  not  know, 
but  after  an  interval  of  the  best  part  of 
two  years  to  my  recollection,  we  were 
faced  with  a sum  of  money  that  was  to 
be  offered  to  consultants  very  much  on 
a take  it  or  leave  it  principle.  There 
was  no  negotiation  about  that  figure ; it 
was  presented  to  us  as  a figure  we  could 
take  or  not  as  we  wished.  It  has  been 
impossible  to  interpret  this  sum  into  any 
terms  of  betterment  because  conditions 
applied  to  it  at  the  same  time  meant 
that  a certain  number  of  consultants 
with  the  higher  merit  awards  were 
actually  offered  a reduction  in  their  rates 
of  remuneration.  They  also  lost  the 
weighting  to  which  considerable  impor- 
tance had  been  attached.  Those  factors 
were  still  more  adversely  affected  in  the 
1957  5 per  cent,  adjustment,  because  that 
reduction  has  worked  even  stiff  more 
adversely  to  those  people’s  salaries.  So 
if  one  puts  it  in  short  our  whole  process 
of  negotiation  on  the  major  problem  of 
remuneration  has  been,  I think  I might 
almost  say,  fruitless  since  the  beginning 
of  the  Service.  Negotiation  in  the  sense 
that  we  would  understand  it  has  hardly 
ever  taken  place. 

1524.  And  the  total  betterment  figures, 
therefore,  were  16  per  cent,  in  the  first 
instance  and  somewhere  near  30  per 

cent,  in  the  second? No,  I do  not 

think  we  would  calculate  anything  as 
high  as  that.  In  1954  we  would  say  12 
per  cent,  at  the  maximum  and  20  some- 
thing at  the  minimum. — Dr.  Macrae : I 
have  some  exact  figures  here  that  might 


interest  the  Commission — figures  for  the 
consultant  on  the  basic  scale  and  figures 
for  the  senior  registrar.  Taking  the  con- 
sultant on  the  basic  scale  first:  what  he 
got  at  the  minimum  of  the  scale  when  the 
terms  of  service  were  agreed  in  1949  was 
Spens  plus  19  per  cent.,  19  per  cent, 
higher  than  Spens — that  is  the  figure  for 
1949.  In  the  case  of  the  senior  registrar 
it  was  Spens  plus  17  per  cent.  That  is 
the  gross  betterment  figure  taking  into 
account,  of  course,  the  Government’s  8 
per  cent,  superannuation  contribution. 

1525.  Chairman : Are  these  broadly 

the  figures  in  Appendix  B of  the  Minis- 
try’s factual  memorandum? 1 do  not 

know.  Sir,  they  are  figures  I worked  out 
for  myself. 

1 526.  Probably  the  same  figures  except 
that  yours  are  in  terms  of  percentages. 

However,  continue  to  give  them. At 

the  time  of  the  1954  adjustment  the  con- 
sultant at  the  maximum  of  the  basic 
scale  got  an  increase  of  12-7  per  cent, 
which  brought  his  betterment  up  to  the 
figure  of  34.  What  he  got  an  1954  at 
the  maximum  of  the  basic  scale  was 
Spens  plus  34.  What  the  senior  regis- 
trar got  in  1954  was  an  addition  of  only 
7-7  per  cent,  on  his  existing  salary, 
again  at  the  maximum,  which  brought 
him  up  to  a betterment  figure  of  26  per 
cent.  So  the  consultant  at  the  maximum 
went  up  to  Spens  plus  34 ; the  senior 
registrar  at  his  maximum  went  up  to 
Spens  plus  26  at  the  time  of  the  1954 
adjustment. 

1527.  Could  you  perhaps  give  me  two 
other  figures?  One  is  what  the  consul- 
tant on  the  top  merit  award  got — 
obviously  a much  lower  percentage — 
and  the  other  is  the  figure  at  the  bottom 

of  the  scale,  the  junior  house  officer. 

The  figures  I have  here,  which  are  some 
I worked  out  in  April,  1954,  show  that 
the  consultant  with  the  top  merit  award 
got  a betterment  at  the  old  1949  scale 
of  13  per  cent.,  and  as  a result  of  the 
adjustment  in  1954  he  went  up  to  15 
per  cent,  at  the  minimum  and  14  per 
cent,  at  the  maximum.  The  house 
officer  got  in  1949  20  per  cent,  over 
Spens,  and  as  a result  of  the  1954  adjust- 
ment went  up  to  46  per  cent,  over  Spens 
at  the  minimum,  40  per  cent,  at  the 
maximum.  But  he  did  not  actually  get 
as  much  as  that  because  there  was  an 
addition  to  the  sum  he  had  to  pay  in 
respect  of  residential  emoluments.  But 
the  actual  salary  figures  showed  that  the 
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degree  of  betterment  was  46  over  Spens 
at  the  minimum  and  40  at  the  maximum. 

1528.  Sir  David  Hughes  Parry : 

Therefore,  if  the  same  considerations 
were  to  apply  to  both  Spens  reports  the 
betterment  should  have  been  136  per 
cent,  which  is  the  figure  we  agreed 
on  earlier  for  general  practitioners. 
— Chairman : No,  100 — at  the  moment 
105. Dr.  Stevenson : That  is  right. 

1529.  Sir  David  Hughes  Parry : And 
there  has  been  no  implementation  in  that 

way? Mr.  Holmes  Sellors:  And  even 

one  other  factor,  Sir — there  has  never 
been  any  betterment  to  the  merit  awards 
at  all. 

1530.  Sir  David  Hughes  Parry:  No 
betterment  at  all.  Now  we  have  got 
that,  I think.  Now  would  you  like 
to  make  any  comment  as  to  the  imple- 
mentation of  Spens  recommendations 

(2),  (a),  (b)  and  (c)? 1 think  the  same 

applies  to  all.  All  these  scales  have  fol- 
lowed the  lines  of  whatever  adjustments 
have  been  made  with  the  exception  of 
the  top  consultant  with  an  A or  B award 
who  has  actually  been  abated  in  the 
1954  award'  by  £200  and  £300. 

1531.  Is  there  any  other  matter  than 
the  betterment  in  which  there  has  been 

no  implementation? There  has  been 

no  question  of  any  implementation  on 
such  subjects  as  domiciliary  consultations 
which  were  originally  part  of  the  Act, 
and  the  schedules  of  fees  for  private 
patients  and  so  on.  The  figures  are 
as  they  were  originally  negotiated. 

1532;.  No  increase  at  all? No  in- 

crease. Of  course  we  have  had  a gTeat 
deal  of  difficulty  on  the  question  of  ex- 
pense allowances — for  expenses  of  both 
part-time  and  whole-time  officers. 

1533.  Chairman : Perhaps  it  does  not 
arise  just  on  that,  but  did  the  consult- 
ants at  the  top  ask  for  a betterment  of 
any  kind  in  the  1954  negotiations,  or  did 
they  consider  that  the  merit  awards  . . • 

'Sir,  there  were  no  1954  negotiations. 

There  was  a sum  of  money  presented 
and  I think  the  mechanism  by  which  it 
was  regularised  was  by  correspondence 
with  the  Management  Side  of  the 
Whitley  machine.  The  negotiation  got 
as  far  as — I suppose  in  those  days — a 
2£d.  stamp. 

1534.  Thank  you.  Now  I think  we 
have  heard  that  it  was  considered  at 
the  time  that  the  disparity  between 
the  two  different  branches  of  the  pro- 
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fession  was  pretty  well  redressed  by  those 

negotiations? As  far  as  we  could 

judge.  Sir.  There  was  clearly  some  point, 
when  we  had  made  no  progress  in  any 
negotiation  ourselves,  to  decide  what  vve 
considered  on  both  sides  of  the  profes- 
sion would  be  approximately  equitable. 
There  was  nothing  that  could  be  cal- 
culated in  figures — I have  nothing  to 
say  about  figures  at  all.  We  assumed, 
as  reasonable  people,  the  attitude  that 
the  1954  agreement  certainly  redressed 
any  unevenness  that  had  existed  in  the 
salary  scale. 

1535.  One  is  bound  to  conclude  that 
Danckwerts,  just  applied  to  the  general 
practitioner  side,  certainly  produced  a 
disparity  in  the  view  of  the  profession. 

1 think  that  was  fully  thought  and 

agreed  at  that  time. 

1536.  I think  one  is  also  bound  to 
conclude  from  those  figures  that  before 
Danckwerts  there  was  a disparity  in  the 

other  way. The  disparity  was 

assumed  to  be  to  the  disadvantage  of 
the  general  practitioner  at  the  start  of 
the  Service  and,  after  Danckwerts,  to 
the  disadvantage  of  the  consultant. 

1537.  The  assumption  is  that  the  two 

Spens  Reports  taken  together  produced 
a disparity  in  favour  of  the  hospital  ser- 
vice. Is  that  right? It  was  our  delay 

of  a year  in  negotiating.  We  had 
accepted  Spens  in  1948  as  a basis  to 
work  on  and  agreed  to  start  the  Service 
on  the  terms  and  undertakings  we  had 
understood  the  Government  to  give.  We 
did  not  negotiate  any  betterment  terms 
until  the  best  part  of  a year  later. 

1538.  I can  understand  that  there  is 

no  parity  near  the  top  of  the  profession 
when  you  are  well  established  in  the 
one  branch  or  the  other,  but  near  the 
bottom  of  the  profession — in  the  earlier 
ages  I mean — was  it  thought  right  that 
the  house  officer  should  only  get  46  per 
cent,  betterment,  I think  Dr.  Macrae  said, 
compared  to  105  per  cent.  _ for  the 
younger  people  in  general  practice?  Was 
the  disparity  adjusted  at  that  end  as  well 
as  elsewhere? 1 think  one  must  re- 

member that  at  the  start  to  either  branch 
of  the  service  you  must  come  through 
the  hospital  service  in  the  first  year  or 
two  years.  People  are  working  in  hos- 
pitals before  they  have  decided  on  their 
careers,  and  the  terms  negotiated  -for 
the  house  officer  on  those  scales  were  on 
the  figures  that  were  given  and  have  now 

A 15 
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been  implemented.  And  it  is  not  until 
you  get  beyond  that  stage  where  the 
junction  takes  place  that  any  comparison 
could  or  should  have  been  made,  be- 
cause it  is  common  ground  for  the  two 
up  to  that  point 

1539.  Yes.  My  point  really  was  that 
once  he  has  passed  the  junction,  the 
general  practitioner  is  getting  105  per 
cent,  on  what  Spens  said,  and  before  he 
gets  to  the  junction  he  is  only  getting 
a maximum  of  46  per  cent,  on  what 
Spens  said.  There  is  presumably  a much 
bigger  jump  at  that  stage  than  was  ever 

contemplated? Dr.  Wand:  There  is 

this  point.  There  was  no  worked-out 
relativity  as  between  the  different  parts 
of  the  profession  in  the  early  days  of 
the  Act.  There  seems  to  be  an  idea 
that  perhaps  there  might  have  been  some 
very  definite  relativity  worked  out.  That 
was  not  so.  There  was  imposed  on  the 
consultants  a betterment  with  which  they 
disagreed,  and  once  that  had  been  im- 
posed there  was  a certain  relativity 
between  the  consultants  and  the  general 
practitioners.  In  other  words  once  the 
general  practitioners  were  on  their  par- 
ticular remuneration  and  the  consultants 
had  accepted  their  contracts  under  the 
betterment  factor  with  which  they  dis- 
agreed, that  produced  a certain  rela- 
tivity and  it  was  that  artificial  relativity 
that  had  been  broken  by  the  Danckwerts 
award. 

1540.  It  is  right  to  say  that  medical 

practitioners  in  training  during  their 
tenure  of  the  hospital  posts  would 
receive  in  the  first  job  a fixed  salary  of 
£600  a year? That  is  set  out  in  Spens. 

1541.  Spens  recommendation  1 (a). 

Pnofessor  Allen : That  is  not  the 

house  officer. 

1542.  I am  sorry,  I was  at  cross  pur- 

poses ; you  are  quite  right  The  house 
officer  actually  started  at  £350  in  1948 
which  was  presumably  the  equivalent  of 
perhaps  £250  or  £300  in  terms  of  the 
1939  values  as  translated  for  the  con- 
sultants?^  Dr.  Wand:  Was  it  as  much 

as  that?  I was  referring  to  your  previous 
remark  about  the  bifurcation. 

1543.  Sir  David  Hughes  Parry:  You 
were  referring  to  the  senior  house 

officer? No,  I was  referring  to  the 

point  that  was  made  that  up  to  a certain 
point  we  were  all  on  common  ground 
and  after  that  point  the  two  sections  of 
•the  profession  each  went  in  its  own 
direction.  I was  referring  to  the  con- 


sultants as  against  the  general  practi- 
tioners in  terms  of  relativity,  and  I was 
trying  to  indicate  that  an  artificial  rela- 
tivity had  been  provided  by  the  Govern- 
ment’s imposition  of  this  too  low 
betterment  factor  in  the  early  contracts, 
ihat  this  artificial  relativity  had  been 
broken  by  the  Danckwerts  award.  I was 
trying  to  indicate  that  there  was  no 
deliberate  relativity  ever  engineered  as 
between  the  two  groups. 

1544.  But  you  came  to  the  conclusion 
yesterday  that  this  artificial  relativity  was 
at  the  present  time  on  the  whole  working 

reasonably  well? 1 said  that  the 

general  practitioners  were  satisfied  that 
if  the  proper  amount  was  put  into  the 
global  sum  they  were  prepared  to  work 
out  any  changes  that  may  be  thrown  up 
when  information  is  available.  But  that 
there  should  be — if  it  was  possible  to 
find  some  method  of  implementing  para- 
graph 14  of  the  General  Practitioners 
Spens  Report— some  additional  re- 
muneration in  certain  circumstances.  I 
then  said  that  if  that  chasm  could  be 
bridged  to  some  extent  by  that  paragraph 
14,  then  it  would  bring  them  into  closer 
alignment,  and  that  one  also  had  to  look 
at  the  overall  picture  of  a man’s  pro- 
fessional life. 

1545.  I wonder  if  I could  move  just 
a little  from  there.  You  talked  about 
•the  bifurcation  at  this  particular  point. 
We  are  very  concerned,  naturally,  with 
the  remuneration  of  those  who  im- 
mediately go  into  general  practice.  As 
I understand  it  they  can  go  in  one  or 
two  ways,  generally  speaking.  They  can 
go  as  assistants — and  I think  we  are 
going  to  hear  more  about  that  in  due 

course? Dr.  Wand : We  have  with 

us  this  afternoon  Dr.  Potter  who  can 
answer  any  questions  on  that. 

1546.  Another  way  is  that  they  can  put 
up  their  plate  in  particular  areas,  and  a 
third  way  is  that  they  can  be  taken  into 

a partnership? And  the  fourth  way 

is  they  can  get  a vacancy. 

1547.  Perhaps  we  had  better  hear  a 

little  about  the  assistant. Could  I 

introduce  Dr.  Potter,  who  is  the  Medical 
Director  of  our  Medical  Advisory 
Bureau?  Dr.  Potter  handles  enquiries 
on  this  subject  and  he  is  at  your  mercy. 
Sir. 

1548.  Would  you  tell  us  generally 
about  the  procedure  for  advertisements 
for  assistants ; what  sort  of  salary  is 
offered;  what  sort  of  advice  you  give?. 
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We  want  all  the  assistance  we  can  get. 

Potter : I have  no  direct  control 

over  advertisements. 

1549.  Before  you  go  any  further  at 
all,  there  is  a possibility  of  control,  is 

there  not,  by  refusing  to  advertise? 

That  depends  on  the  policy  of  the 
Association.  I have  no  control  over  that. 

1550.  Chairman : But  by  the  Associa- 
tion you  mean  the  B.M.A.? Yes. 

On  the  other  hand  I am  Director 
of  a Bureau  which  introduces  assistants 
to  principals,  and  I send  out  a number 
of  circulars  from  time  to  time  to  those 
eligible  for  posts  in  which  the  salaries 
offered  and " conditions  of  service  are 
stated.  I looked  up  yesterday  all  the 
posts  of  that  nature  which  I have  circu- 
lated this  year.  There  are  some  16  of 
them  and  an  average  salary  gross— I 
must  speak  in  gross  terms  because  of 
the  value  of  such  emoluments  as  rent- 
free  furnished  house  and  so  on  . . . 

.1551.  You  used  the  expression  “this 

year  ”.  That  means  ■ . • ? During 

this  month.  Actually  the  report  that  I 
have  is  that,  assuming  a rent  and  rate- 
free  house,  furnished  or  unfurnished,  is 
worth  £200  a year,  and  full  hoard  and 
lodging  is  worth  £250  per  annum,  the 
average  gross  remuneration  offered  to 
assistants  in  these  posts  is  £1,250.  Turn- 
ing to  advertisements,  I notice  it  is  re- 
ported in  “The  Times”  that  out  of  100 
advertisements  14  offered  salaries  lower 
than  £900.  I have  looked  at  the  last  two 
issues  of  the  Journal  which  contain  in  all, 
34  advertisements  for  assistants.  In  only 
nine  of  those  are  specific  details  given. 
In  those  nine  there  is  no'  salary  less  than 
£1,000,  and  there  are  several  which  offer 
considerable  additions.  For  instance 
there  were  these  examples  last  week: 
£1,000  plus  increments  of  £50  a year 
plus  a rent  and  rate  free  house ; an 
assistant  for  three  months,  £300 — that  is 
£1,200  a year  all  found;  another 
assistant  £1,200.  These  are  all  advertise- 
ments which  have  appeared  in  the  last 
two  weeks.  Another  one : an  assistant- 
ship  in  Yorkshire — £1,000  plus  free 
accommodation  and  all  car  expenses. 
That  is  the  average  level  of  all  assistant- 
ships. 

1552.  Professor  Jewkes:  When  you 
mention  a case  of  £1,250  gross,  would 
that  mean  the  assistant  in  that  case  might 
have  to  meat  certain  expenses?  He  must, 
for  example,  if  he  ran  a car  and  so  on 
and  so  forth? Yes,  Sir,  most  gross 


salaries  include  a basic  salary  plus  a 
car  allowance,  plus  certain  residential 
emoluments.  In  a proportion  of  cases 
the  car  allowance  is  calculated  to  include 
the  probable  cost  of  petrol  and  oil.  In 
a great  many  other  cases  a car  allowance 
does  not  include  that  because  the 
principal  regards  it  as  a practice  expense. 

1553.  Mr.  Bonham-C after:  May  I 

just  dear  my  mind  as  to  the  youngest 
candidates  that  could  be  considered  for 
these  vacancies.  They  would  have  quali- 
fied, say,  at  23? Dr.  Wand:  at  24-1. 

1554.  They  may,  at  the  present 
moment,  have  done  some  National 

Service? They  usually  do  two 

hospital  posts  which  entitles  them  to 
come  on  to  the  register.  They  then  do 
their  National  Service — those  who  have 
not  done  it  during  their  training. 

1555.  At  28  years  old? One  finds, 

comparing  with  the  conditions  when 
Spens  made  his  recommendations,  a very 
much  larger  proportion  of  these 
assistants  are  Several  years  older  and  a 
very  much  larger  proportion  are  married. 

1556.  Chairman : I think  it  is  dear  in 

Spens  that  this  figure  of  £500  was  in- 
tended to  be  a net  salary.  I think  any 
question  of  their  having  to  provide  a 
car  and  to  drive  was  intended  to  be  met 
by  an  extra  payment? Yes. 

1557.  £500  would  now  be,  in  terms  of 
Spens  plus  interim  adjustment,  £1,050. 
That  is  one  of  the  few  things  that  is  to 
some  extent  in  the  control  of  the  pro- 
fession in  that  if  anybody  offered  less 
than  £1,050  as  an  initial  figure  now  to 
someone  just  qualified  you  could  refuse 
■the  advertisement — if  that  were  the 

policy  of  the  Association. Dr. 

Potter:  It  is  not  the  policy  of  the 

Association,  but  of  course  it  could  be 
done.  But  one  would  have  to  be  sure 
in  the  offer  of  a lower  salary  that  there 
was  not  a rent  free,  rate  free  house  in 
addition  which  would  immediately  bump 
up  the  value  of  the  appointment. 

1558.  Sir  David  Hughes  Parry  : One 
would  really  have  to  fix  on  the  figure  of 

£1,050  as  a purely  net  figure? Yes. 

'If  I may  give  an  example;  a salary  of 
£900,  car  allowance  £200,  and  a rent  and 
rate  free  furnished  flat  would,  in  the 
terms  I have  been  quoting,  come  up  to 
something  like  £1,350.  Yet  it  would  still 
be  possible  to  claim  that  that  was  a 
salary  of  less  than  £1,000.  If  I may  just 
offer  another  piece  of  information  which 
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may  help— I assume  Spens  made  his 
recommendations  on  values  of  salaries 
paid  to  assistants,  offered  at  that  time.  I 
have  looked  up  this  morning  certain 
posts  offered  by  the  old  British  Medical 
Bureau.  They  advertised  in  the  region 
of  £400.  together  with  certain  additions 
such  as  car  allowance,  then  in  the  region 
of  £50.  There  is  another  point  which  I 
think  is  relevant  to  this.  The  salaries 
that  I have  quoted  today  are  not  yet 
conditioned  to  the  £50  rise  in  the  car 
allowance  which  has  been  given  to 
trainees ; that  will  follow  naturally  after 
a certain  lag.  Certain  advertisements 
have  now  been  accepted  including  that. 
There  was  one  this  morning  of  £1,200, 
but  that  allowance,  the  extra  £50,  has 
only  been  published  to  the  profession  for 
a fortnight  and  there  has  not  been  time 
for  these  car  allowances  to  be  adjusted. 

1559.  Chairman : Thank  you  very 
much.  I think  that  gives  us  a starting 
point  on  that  side  of  the  bifurcation. 
Now  the  comparable  post  immediately 
after  the  fork,  Mr.  Holmes  Sellors — 
that  would  normally  be  the  medical 
practitioner  in  his  hospital  post 
described  in  Spens  recommendation  1 (a). 
Would  that  have  been  comparable  to  the 

assistant,  roughly  speaking? Mr. 

Holmes  Sellors : Their  first  appointments, 
shall  we  say,  after  their  registration  are 
at  a lower  rate  because  as  you  see  in 
the  house  officer  case  there  is  a deduc- 
tion in  respect  of  board  and  lodging  off 
their  salary  which  does  make  it  on  the 
very  meagre  side.  It  simply  depends  on 
the  stage  they  gain  on  the  promotion 
scale,  through  senior  house  officer  to 
registrar  and  then  the  bigger  and  more 
important  jump  to  senior  registrar.  The 
salary  scale  is  mounting,  but  by  that 
time  a man  is  virtually  committed  to  the 
hospital  service.  There  will  be  excep- 
tions, of  course,  but  by  and  large  he  will 
be  in  training  for  consultant  work.  In 
eveiy  grade  below  that,  until  that  time, 
he  might  opt  into  general  practice  or 
any  other  branch  of  the  profession. 

1560.  The  transfer  can  take  place? 

At  a number  of  points  along  that  scale,, 
but  once  he  has  reached  the  senior 
registrar,  which  we  regard  as  the  proper 
training  grade,  then  he  is  committed 
more  or  less. 

1561.  Sir  David  Hughes  Parry.  Could 
we  turn  to  the  man  setting  up  his  plate 
in  a designated  area?  What  happens  in 


that  case? Dr.  Davies : A young 

man,  to  be  accepted  in  a designated  area 
— that  is  an  open  area — applies  to  the 
Executive  Council  and  through  them  to 
the  Medical  Practices  Committee  and  he 
is  accepted.  He  can  then  qualify  for 
an  Initial  Practice  Allowance,  known  as 
the  I.P.A.,  which  subsidises  him  for  the 
first  three  years.  I am  talking  at  the 
moment  without  the  application  of  the 
interim  award — I will  make  a comment 
on  that  afterwards  if  you  wish  me  to, 
because  we  have  made  a selective 
differentiation  in  favour  of  this  type  of 
entrant  in  our  allocation  within  the  dis- 
tribution scheme  of  the  interim  award. 
During  the  first  year  he  is  allowed  a 
grant  of  £600  per  annum  without  any 
-conditions  whatever.  In  the  second  year 
he  has  to  show  a return  of  how  he  has 
done,  and  a ceiling  is  fixed.  He  is 
entitled  in  the  second  year  to  the  sum 
of  £450  provided  there  is  room  in  his 
return  between  his  receipts  and  the  ceil- 
ing. It  can  be  made  up  to  the  extent 
of  £450.  Now  there  is  one  condition 
tied  to  that.  In  the  first  12  months  he 
must  have  acquired  150  patients  on  his 
list.  That  is  to  show  that  he  is  honestly 
trying  to  build  up  a practice.  As  regards 
the  third  year  of  the  I.P.A. — he  is  allowed 
a maximum  of  £200  provided  his  return 
does  allow  that  against  the  ceiling.  The 
Initial  Practice  Allowance  ceases  after 
three  years,  and  in  order  to  qualify  for 
the  third  leg  he  must  have  built  round 
himself  a list  of  500  patients  or  there- 
abouts within  a very  narrow  margin.  So 
that  is  a considerable  inducement  and  a 
help  to  a young  man  starting. 

1562.  Chairman:  When  you  say 

within  a very  narrow  margin,  you  mean 

below? If  he  had  495  that  would  be 

accepted. 

1563.  But  if  he  can  get  1,000,  well  and 

good? That  is.  all  right,  but  if  he 

had  1,000  his  income  would  have 
absorbed  the  ceiling  of  the  grant. 

1564.  Sir  David  Hughes  Parry : Will 
you  tell  us  about  any  betterment  that 

has  been  applied  here? We  worked 

out  a scheme  ourselves  in  the  General 
{Medical  Services  Committee  first  and 
then  told  the  Ministry  we  agreed  with 
them  that  the  very  first  thing  we  should 
do  with  the  interim  award  was  to  allocate 
it  where  the  shoe  pinched  most.  There- 
fore we  did,  out  of  the  5 per  cent,  for 
the  profession,  award  these  boys  the 
whole  of  25  per  cent,  of  our  then  claim. 
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Instead  of  giving  them  an  interim  5 per 
cent,  we  gave  them  25  per  cent,  bringing 
the  £600  allowance  up  to  £750  and  the 
other  legs,  proportionately. 

1565.  There  is  a control  on  the  putting 

up  of  a plate  in  a particular  area? 

There  is  control  by  the  Medical  Prac- 
tices Committee.  The  Royal  Commis- 
sion is  familiar  with  the  Medical 
Practices  Committee?  . 

1566.  Will  you  tell  us  very  generally 

the  composition  of  it? It  was  set  up 

at  the  time  of  the  Act  in  order  to  obtain 
an  equitable  distribution  of  doctors 
throughout  the  population.  It  was  re- 
garded by  Parliament  then  that  there 
were  too  many  doctors  in  some  places 
and  too  few  in  others.  The  Medical 
Practices  Committee — which  consists,  I 
think,  of  seven  medical  and  two  lay 
members  plus  secretariat — have  classified 
all  the  areas  of  the  country  according 
to  the  numbers  of  patients  per  head  of 
doctors.  And  they  have  taken  two  lines. 
They  are  rather  arbitrary ; the  lines  are 
these:  upper  2,500  and  the  lower  1,500. 
If  an  area  has  an  average  number  of 
patients  above  2,500  per  doctor,  that  is 
called  a designated  or  open  area,  and 
any  doctor  can  have  the  right  to  apply 
to  practise  in  that  area  and  go  in  and 
receive  this  Initial  Practice  Allowance. 
The  area  between  the  2,500  and  the 
1,500  line  is  called  an  intermediate  area. 
A doctor  may  apply  to  go  in  and  he 
will  generally  be  accepted,  but  he  does 
not  get  the  allowance.  The  third  area 
is  where  the  average  number  of  patients 
per  doctor  is  1,500  or  less  that  is 
declared  a closed  area  because,  in  those 
circumstances,  it  is  considered  that  that 
area  is  adequately  doctored. 

1567.  Chairman : Dr.  Davies,  we  must 

not  pursue  this  for  more  than  a minute 
or  so,  but  are  there  a considerable 
number  of  practices  in  each  of  those 
three  categories? Yes,  Sir. 

1568.  It  is  not  equal  thirds,  but  quite 

a lot  in  each? Yes,  but  the  tendency 

throughout  the  years  has  been  a levelling 
down  to  the  intermediate.  There  has 
been  an  entirely  new  distribution. 

1569.  Yes.  Fewer  open  and  fewer 

completely  free? Yes. 

1570.  Sir  David  Hughes  Parry : There 
is  only  one  other  matter  on  that.  In 
paragraph  110  of  the  memorandum  there 
is  an  expression — and  I was  not  quite 
certain  what  the  significance  of  that 


expression  was.  It  is  the  third 
sentence : — 

“ Moreover  the  comparative  free- 
dom of  members  of  other  professions 
to  change  employment  or  to  move 
from  froth  one  area  to  another  must 
be  weighed  against  the  monopolistic 
control  which  virtually  exists  in 
medicine  today  and  isolates  doctors 
from  such  freedom.” 

It  is  really  the  monopoly  exercised  by 

the  Medical  Practices  Committee? 

Dr.  Wand : No,  the  fact  that  we  have  a 
National  Health  Service  and  that  prac- 
tically all  people  in  the  country — the 
vast  majority — are  registered  with 

doctors  means  not  only  that  the  doctor 
cannot  change  easily  or  at  all  indeed  from 
public  service  to  private  practice,  but  that 
he  cannot  change  his  place  of  work  very 
.easily.  Indeed  it  is  practically  impos- 
sible once  you  are  set  in  one  place  to 
get  established  somewhere  else ; very, 
very  difficult  indeed.  It  is  very  difficult 
to  get  from  one  section  of  the  profession 
into  another  section  for  reasons  which, 
if  there  is  time,  Mr.  Holmes  Sellors  will 
no  doubt  tell  you.  It  is  almost  impos- 
sible— or  virtually  impossible — for  a 
doctor  to  get  employment  in  something 
else  because  he  is  only  qualified  to  prac- 
tise medicine.  He  cannot  escape  into 
industry  or  commerce  because  he  has  no 
training. 

1571.  Chairman : That  is  the  general 

point  you  are  making? All  those 

four  points  are  intended  to  be  brought 
in. — Dr.  Davies : One  point  which  will 
give  Sir  David  his  direct  answer  on  the 
freedom  of  movement  of  general  practi- 
tioners is  that  in  the  nearly  ten  years 
that  have  elapsed  since  the  Health  Service 
began  it  has  been  possible  for  only  about 
25  doctors  to  exchange  practices. — Mr. 
Holmes  Sellors  : The  only  thing  I would 
like  to  add  to  that  is  the  practical  impos- 
sibility of  any  consultant  who  is  wishing 
to  obtain  ancillary  services,  of  doing  his 
work  anywhere  except  in  a hospital, 
which  wiU  almost  certainly  be  controlled 
by  the  State.  In  other  words,  you  are 
confined  to  working  in  premises  and 
under  conditions  that  are  owned  by  what 
one  might  almost  call  a monopoly. 

1572.  And  private  practice? You 

can  do  some  private  practice  but  the 
needs  of  modem  surgery  and  medicine 
sometimes  make  the  amount  you  can  do 
outside  hospital  negligible. 
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1573.  But  there  is  a trend  towards 
maximum  part-time  among  consultants? 

There  is  a trend,  yes,  rather  on  the 

grounds  of,  shall  we  say,  freedom,  than 
necessarily  the  building-up  of  any  large 
private  practice  that  migh^  intrude  on 
that  free  time. 

1574.  Mr.  Bonham-Carter:  Was  there 

much  movement  before  the  war? Dr. 

Wand:  Yes.  A doctor  started  off  very 
often  in  a highly  industrialised  area  and 
in  the  course  of  time  he  wanted  to 
change  his  place  of  work.  He  went,  for 
example,  to  the  south  coast  and  bought 
a practice  there.  But  today  if  the  doctor 
is  in  an  industrial  area  and  finds  one  of 
his  family  has  asthma  or  finds  he  himself 
cannot  cope  with  the  strain  of  an 
industrial  practice,  it  is  practically 
impossible  for  him  to  get  a vacancy 
elsewhere. 

1575.  Chairman:  I do  not  suppose 
you  can  quantify  that  particular  thing, 
but  you  might  have  a look  at  it  some- 
time and  see  if  you  can.  You  say  it  is 

considerable? There  are  a lot  of 

doctors  who  want  to  get  into  another 
type  of  practice.  We  have  a little 
evidence  on  emigration  which  shows  that 
some  doctors,  wanting  to  get  out  of 
practice,  have  gone  out  of  the  country 
altogether. 

1576.  Mr.  Bonham-Carter:  I do  not 
question  that  there  is  difficulty  today,  but 
I was  interested  to  hear  that  there  was 
a fairly  free  movement  before  the  war. 
I would  just  like  to  ask  you  one  more 
question  in  relation  to  that.  I take  it 
that  many  doctors  before  the  war  started 
off  as  a junior  partner  in  a partnership? 
Yes. 

1577.  Was  there  more  movement  when 
they  ceased,  as  it  were,  being  a junior 
partner?  There  is  a good  deal  I can  see 
happening  then.  They  leave  the  position 
of  junior  partner  and  go  off  into  a bigger 

practice? Yes.  If  a doctor  did  not 

like  the  district  or  his  senior  partner  or 
that  type  of  medicine,  he  could  buy  a 
practice  in  some  other  part  of  the 
country. 

1578.  Yes,  but  would  an  older  man 

move  much  before  the  war? In  his 

later  years,  yes.  A man  of  my  age 
in  an  industrial  area  would  feel  perhaps 
that  he  wanted  a change  and  move  south. 

1579.  There  is  one  other  thing.  You 
implied  in  one  of  the  things  you  said 
that  people  in  Other  professions  would 


find  it  quite  easy  or  much  easier  to 
change  their  horses.  Is  that  what  you 

really  think? Yes,  and  I think  I can 

justify  that  statement.  A doctor  is  quali- 
fied to  do  medicine.  There  is  really 
nothing  else  that  he  can  do.  But  you  will 
remember  this  morning  I referred  to  the 
accountants  who  had  164  or  so  director- 
ships between  them.  This  article  set  out 
to  show — this  article  was  only  one  of  a 
series,  I understand — that  if  you  wanted 
to  diversify  your  life  ultimately  and  go 
into  the  field  in  which  you  could  be  most 
successful,  the  best  thing  to  do  was  to 
start  off  by  qualifying  as  an  accountant 
because  thereby  you  could  ultimately  go 
into  so  many  different  fields.  You  could 
use  your  accountancy  knowledge  either 
in  banks,  insurance  companies,  in  indus- 
try, in  commerce,  on  your  own  account 
or  with  somebody  else,  or  just  do 
accountancy  for  which  you  were  trained. 
Even  in  law— I think  Mr.  Cooke  will 
agree — many  lawyers  have  by  their  legal 
training  made  themselves  more  pro- 
ficient and  more  useful  to  people  in 
trade  and  commerce  outside  a lawyer’s 
office.  But  a doctor  has  nothing.  Per- 
haps one  of  the  best  examples  is  the 
politician. 

1580.  Sir  David  Hughes  Parry:  I 

think  we  have  dealt  more  or  less  with 
partnership  agreements — we  dealt  with 
those  yesterday? Yes. 

1581.  The  fourth  method  of  entry  was 
the  present  equivalent  of  buying  a prac- 
tice under  the  old  scheme,  and  perhaps 
you  could  say  how  is  that  controlled? 
-Buying  practices? 

1582.  No,  the  taking  up  of  a vacancy. 

Dr.  Davies : A vacancy  is  advertised 

by  the  Executive  Council,  the  applications 
are  accumulated,  considered  and  short- 
listed, and  a selection  made.  Then  in 
England  the  decision  of  the  Executive 
Council  is  vetted  by  the  Medical  Prac- 
tices Committee.  It  may  be  confirmed 
or  not. 

1583.  In  other  words  the  Medical  Prac- 
tices Committee  has  a certain  measure 

of  control  over  this  means  of  entry ?: 

Yes,  a very  great  measure  of  control. 

1584.  As  well  as  over  the  method  of 

setting  up  a plate? Yes. 

1585.  I think  you  did  mention  earlier 

what  the  membership  was? 1 -think  I 

am  right — perhaps  Dr.  Stevenson  will 
confirm— it  is  either  six  or  seven  . . . 
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— Dr.  Stevenson : Seven,  one  of  whom 
is  a barrister. 

1586.  So  that  the  majority  in  control 

would.  be  medical  men? Yes, 

appointed  by  the  .Minister. 

1587.  Mr.  Watson:  Arising  out  of 

that  question,  Dr.  Davies,  would  you 
agree  that  some  of  the  limitation  of 
freedom  placed  on  the  general  prac- 
titioner coming  under  the  jurisdiction 
of  an  Executive  Council  is  in  the  in- 
terests of  the  practitioner  himself? 

Dr.  Davies : I think  I can  go  so  far  as 
to  say  that  the  profession,  in  entering 
the  service,  did  accept  the  Act  and  its 
implications. 

1588.  And  one  of  the  implications  of 
the  Act  was  to  protect  and  at  the  same 
time  limit? — ? — As  far  as  the  Executive 
Council  is  concerned — you  quote  the 
Executive  Council — it  has  a comprehen- 
sive constitution  and  it  is  assumed  that 
it  protects  the  interests  of  all  parties  in- 
cluding the  patients,  the  doctors,  the 
dentists,  the  pharmacists  and  the 
opticians. 

1589.  Chairman : Mr.  Holmes  Sellors, 
we  are  not  going  deeply,  as  you  will 
see,  into  the  question  of  consultants  now. 
We  shall  probably  do  that  in  greater 
detail  with  the  Joint  Consultants  Com- 
mittee and  the  Colleges.  But  if  I have 
understood  it  correctly,  so  far  as  the 
general  practioners  are  concerned  the 
claim  that  has  been  made  is  for  the  29 
per  cent.,  of  which  you  have  had  5 per 
cent.,  to  go  globally  to  the  pool ; you 
could  then  adjust  the  distribution  within 
the  pool,  as  between  different  parts  of 
the  general  practice  profession,  by  nego- 
tiation with  the  Ministry.  As  far  as  the 
hospital  service  is  concerned,  do  I under- 
stand that  the  claim  is  for  a direct  in- 
crease of  a uniform  percentage  of 

salaries  at  all  levels? Mr.  Holmes 

Sellors:  That  is  so. 

1590.  Including  merit  awards? 

That  will  come  before  you  in  the  near 
future.  Merit  awards,  you  see,  have  had 
no  adjustment  at  all,  and  so  we  have  had 
to  calculate  back. 

1591.  I was  dealing  really  with  the 
claim  that  has  been  made.  In  our  public 
statement  of  23rd  April,  1957,  we 
said : — 

“That  part  of  the  Royal  Commis- 
sion’s task  that  consists  of  considering 

. what  should  be  the  proper  current 
levels  of  remuneration  of  doctors  and 


dentists  will  include  hearing  submis- 
sions from  those  professions  as  to  the 

remuneration  which  they  are  now 

claiming.” 

I understood  that  was  in  fact  the  claims 
that  they  made  to  the  Government  some 
time  back.  I just  want  to  know  whether 
the  claim  for  29  per  cent,  to  all  the 
consultants  from  top  to  bottom  includes 

29  per  cent,  on  to  merit  awards? 

There  will  be  an  addition  on  the  merit 
awards. 

1592.  It  may  well  be  separate? A 

separate  claim. 

1593.  Otherwise  what  you  are  claiming 

on  your  side  of  the  house  is  a uniform 
percentage  addition  to  the  existing  re- 
muneration?  To  each  existing  re- 

muneration.— Dr.  Stevenson:  Could  we 
make  this  point  quite  clear?  The 
answer  is  yes  to  this  question  quite 
definitely,  but  as  we  have  indicated 
in  an  earlier  paragraph  of  our  memoran- 
dum we  are  putting  in  a detailed  claim 
on  behalf  of  all  grades  of  hospital  staff, 
and  it  is  possible  there  might  be  some 
change  of  differentials  within  that  broad 
29  per  cent. 

1594.  I see,  yes,  thank  you.  But 
of  course  it  is  particularly  in  the 
earlier  stages  of  the  doctor’s  career 
that  the  comparability  is  nearest, 
and  then  there  would  seem  to  be 
a relativity  that  would  be  extend- 
able. That  is  why  we  have  been  asking 
these  questions  about  what  happened  to 
the  young  doctor  at  the  fork,  and  I think 
it  might  be  worth  while  if  you  could  set 
out  in  a little  detail  just  what  the  pattern 
normally  is.  I know  it  is  not  precise 
because  there  is  considerable  variety,  but 
you  could  perhaps  make  it  clearer  than 

dt  is. Dr.  Wand : We  have  made  a 

note  of  the  various  points  which  you 
have  raised  for  clarification,  and  we  hope 
we  shall  be  able  to  provide  you  with  the 
material. 

1595.  You  will  see,  Dr.  Wand,  that 
we  have  in  fact  studied  the  Spens  Re- 
ports and  the  Danckwerts  Award  as  we 
promised  'in  paragraph  1 of  our  public 
statement  of  12th  April.  There  are  other 
things  that  will  come  at  a later  stage  and 
which  we  will  bear  in  mind,  but  you  will 
see.  we  have  also  covered,  I think,  the 
additional  statement  that  we  made  on 
23rd  April.  That  is  to  say  that  we  have 
heard  submissions  from  the  doctors — hut 
not  yet  from  the  dentists — as  to  the  re- 
muneration that  they  are  now  claiming. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


318 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


If  there  is  any  point  that  has  been  missed 
in  that  I would  be  glad  if  you  would 
draw  our  attention  to  it.  But  I think 

we  have  covered  that  matter. 1 would 

not  like  to  give  an  absolute  yes  without 
going  through  it  in  detail,  but  I should 
think  on  the  whole  we  have.  Indeed  we 
seem  to  have  been  discussing  some  things 
which  are  excluded  by  paragraph  7 of 
the  public  statement.  But  I think  we 
have  covered  most  of  the  ground  that 
you  indicated  just  now. 

1596.  Then  having  covered  that  part, 
are  there  any  other  points  you  want  to 
make  to  us  at  this  moment.  Dr.  Wand? 
We  would  still,  of  course,  have  the  whole 
of  your  memorandum  and  appendices  in 
front  of  us  on  future  occasions  when  we 

meet. Dr.  Stevenson : There  was  one 

remark  you  made.  Sir  Harry.  You  did 
say  that  so  far  as  the  consultants  were 
concerned  you  would  be  dealing  with 
that  in  detail  with  the  Joint  Consultants 
Committee.  Of  course  you  will  do  so, 
but  I just  want  to  make  it  quite  clear 
we  are  here  representing  the  whole  of 
our  members,  including  the  consultants. 
Mr.  Holmes  Sellors  will  be  submitting  a 
very  detailed  memorandum  on  hospital 
staffs  from  the  ^British  Medical 
Association. 

1597.  If  Mr.  Holmes  Sellors  thinks 
there  are  parts  of  this  case  that  we  have 
omitted  to  cover  now,  and  that  ought 
to  be  more  usefully  covered -now  . . .? 

Mr.  Holmes  Sellors:  I do  not  think 

there  is  anything  at  the  present  time. 
There  is  a great  deal  which  you  might 
wish  to  discuss  later  when  we  have  sub- 
mitted our  more  detailed  evidence  to 
you. 


Chairman:  We  appreciate  that  the 

B.M.A.  is  representative  of  consultants, 
but  that  it  is  more  the  major  mouthpiece 
for  the  general  practitioners  in  a sense. 
It  is  not  the  sole  mouthpiece  even  for 
general  practitioners,  but  there  are  other 
mouthpieces  for  the  consultants. 

1598.  Sir  David  Hughes  Parry:  We 
did  bear  in  mind  that  you  were  going 
to  submit  further  information  on  con- 
sultant matters  and  therefore  I personally 
did  not  think  that  any  useful  purpose 
could  be  served  by  going  into  them  today. 
— — Dr.  Wand : I think  the  only  purpose 
of  Dr.  Stevenson’s  remark  was  that  I 
think  he  gathered  from  what  you  said 
that  in  spite  of  these  further  documents 
that  are  coming  from  the  British  Medical 
Association  most  of  the  matters  con- 
tained in  them  would  be. discussed  almost 
in  their  entirety  with  the  Joint  >Com- 
mittee  and  the  Colleges.  I .gather  from 
what  has  been  said  that  is  not  so. 

'1599.  Chairman : I think  Mr.  Holmes 
Sellors  himself  -is  a link  with  these  other 

bodies. Dr.  Stevenson : My  only  wish 

in  saying  that  was  to  make  it  quite  clear 
we  are  not  a general  practitioner 
organisation ; we  -are  representing  the 
whole  of  ithe  -profession. 

1600.  I realise  that.  Your  memoran- 
dum says  that.  Tf -there  are  any  points 
that  you  think  should  have  been  covered 
particularly  about  the  consultants  . . . ? 

-No. — Mr.  Holmes  Sellors:  I do  not 

think  so.  I think  those  will  all  come 
up  in  more  detail  in  our  case. 

Chairman : Then  thank  you  very 

much. 


.{The  witnesses  withdrew .) 
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ROYAL  COLLEGE  OF  PHYSICIANS 

Memorandum  of  Evidence  Submitted  to  the  Royal  Commission  on  Doctors’  and  Dentists’ 
Remuneration. 

PART  I 

At  the  Comitia  on  25  th  April,  1957,  the  President  announced  the  setting  up  of  a nucleus 
committee  to  prepare  the  draft  evidence  to  be  submitted  to  the  Royal  Commission  on 
Doctors’  and  Dentists’  Remuneration. 

The  following  Committee  was  appointed: 

Dr.  R.  Platt,  President 

Lord  Moran 

Sir  Russell  Brain,  Bt. 

Sir  Harold  Boldero 
Dr.  T.  C.  Hunt 
Dr.  T.  F.  Fox 
Dr.  M.  I.  A.  Hunter 

Evidence  to  Royal  Commission 


INTRODUCTION 


The  Royal  College  of  Physicians  of  London  was  founded  in  1518  by  King  Henry  VIII. 
It  was  thus  the  first  medical  corporation  in  Great  Britain.  The  purpose  for  which  the 
College  was  founded  was  to  ensure  that  “ none  should  be  allowed  to  practise  physic  but 
those  deeply  studied  therein  ” and  to  this  day  the  chief  interest  of  the  College  has  been  the 
maintenance  of  a high  standard  of  medical  practice. 

The  Governing  Body  of  the  College  is  the  “ Comitia  ”,  which  is  a General  Meeting  to 
which  all  Fellows  are  summoned  and  which  is  held  quarterly  and  at  other  times. 


The  College  Roll  consists  of  Licentiates,  Members  and  Fellows.  The  Licence  (L.R.C.P.) 
is  granted  after  examination  in  association  now  with  the  Membership  of  the  Royal  College 
of  Surgeons  of  England  and  together  they  constitute  a qualification  which  entitles  the 
holder  to  be  registered  to  practise  aU  branches  of  medicine,  surgery  and  midwifery. 

Members  are  elected  by  Comitia  after  passing  an  examination.  The  M.R.C.P.  is 
recognised  as  a valuable  higher  qualification  in  medicine  for  a consultant  post.  There  are 
at  present  about  3,680  Members. 

Fellows  are  elected  by  Comitia  from  among  the  Members  by  selection,  no  examination 
being  reauired  There  axe  about  860  Fellows  at  the  present  tune.  It  is  no  longer  the 
custom  to  restrict  the  Fellowship  to  those  who  practise  in  General  Medicine.  The  College 
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now  counts  among  its  Fellows  men  and  women  who  are  distinguished  in  all  aspects  of 
consultant  practice  of  Medicine. 

The  College  is  thus  unique  in  the  profession  in  being  able  to  draw  upon  the  corporate 
opinion  of  several  hundreds  of  Fellows  who  have  been  elected  by  virtue  of  their  standing 
in  the  profession  and  who  practise  in  all  manner  of  hospitals. 

A°ain  the  College  through  its  joint  machinery  with  the  Royal  College  of  Surgeons, 
institutes  and  conducts  examinations  for  the  various  post-graduate  diplomas,  e.g.,  the 
diploma  in  Child  Health,  Pathology,  Radiology,  Psychological  Medicine. 

In  addition  to  medical  education,  which  is  a dominant  interest,  the  College  has  many 
other  activities.  Each  year  it  holds  several  important  lectures  and  administers  scholar- 
ships for  medical  research.  It  sets  up  various  committees  which  report  from  time  to  time 
upon  various  branches  of  medicine,  such  as  Paediatrics,  Neurology,  Cardiology  Rheu- 
matic Diseases,  and  on  matters  of  topical  importance.  These  reports  are  often  published 
and  circulated  to  the  Ministry  of  Health  and  other  interested  bodies. 

Opinions  of  Fellows  naturally  differ  to  some  extent  on  the  degree  to  which  the  Royal 
College  of  Physicians  shpiddcgncem  itself  withmedicalpglitics.  That  the  main  function 
of  the  College  is  educative  : that  it  is  primarily  concerned  with  the  setting  and  keeping  of 
the  highest  possible  standards  of  medical  practice.  Remuneration,  since  it  influences  the 
recruitment,  training  and  well-being  of  consultants,  is  a subject  which  cannot  be  ignored. 

PART  I 

In  1948  under  pressure,  doctors  agreed  to  enter  a service  in  which  they  would  be  paid 
from  public  funcis.'  Tfieir  reluctance  to  rely  on  the  Treasury  for  their  remuneration  was 
eventually  overcome  because  the  Government  of  the  day  accepted  the  reports  of  the  two 
medical  Spens  Committees.  The  first  said  that  many  general  practitioners  had  been 
underpaid  before  the  war  : in  a publicly  organised  service  their  financial  position  should  be 
improved,  while  that  of  their  more  prosperous  colleagues  should  be  kept  much  the  same. 
The  second  said  that,  though  consultants  could  no  longer  hope  for  the  large  incomes  some 
of  them  formerly  reached,  they  should  be  better  paid  in  their  earlier  years.  Both  for 
practitioners  and  for  consultants  the  difference  between  minimum  and  maximum  earnings 
was  to  be  reduced ; but  the  intention  of  the  two  reports  was  clearly  to  ensure  that,  in  the 
Service,  the  economic  status  of  doctors  in  the  community  would  be  generally  maintained. 

It  has  not  been  maintained. 

The  Spens  recommendations  for  general  practitioners  were  translated  into  1950  money 
by  Mr  Justice  Danckwerts  ; but  there  has  never  been  a similar  award  to  hospital  doctors. 
In  1954  faute  de  mieux , these  accepted  terms  which  for  some  of  the  juniors  represented  a 
betterment  on  Spens  1939  figures  of  as  much  as  40  per  cent  (though  the  position  of  their 
seniors  with  the  highest  distinction  awards  was  actually  worsened  by  the  revision).  Since 
the  National  Health  Service  started,  no  other  alteration  of  incomes  has  been  made  to 
compensate  for  the  change  in  the  value  of  money  since  1939.* 

To  provide  such  compensation  in  full,  the  Spens  figures  would  now  have  to  he  raised  by 
at  least  155  per  cent,f  which  would  give  whole-time  consultants  a salary  range  of  £3,825  to 
£6  375  on  top  of  which  they  would  be  eligible  for  distinction  awards  of  up  to  £2,500.  The 
College  recognises  that  such  increases  are  out  of  the  question.  But  in  view  of  their 
experience  in  the  past  few  years  consultants  may  be  excused  for  insisting  that,  if  they  and 
their  juniors  finally  forgo  the  notional  pound  of  flesh  which  they  have  never  claimed,  the 
arrangements  accepted  in  exchange  shall  be  such  as  will  fulfil  the  Spens  Committee’s 
general  intention  not  only  now  but  in  the  future. 

A year  ago  the  College  participated  in  a claim  that  24  per  cent  should  be  added  to  the 
pay  of  doctors  to  make  up  for  the  depreciation  of  money  since  1950.  With  this  rise  the 
range  for  consultants  (excluding  distinction  awards)  would  have  been  £2,604  to  £3,844 
—representing  an  average  betterment  of  about  61  per  cent  on  Spens  1939  figures,  or 
considerably  less  than  half  of  what  might  have  been  claimed.  The  same  method  of 
calculation  would  give  consultants,  in  late  1957,  a salary  range  of  perhaps  £2,700  to  £4,000. 

* In  this  memorandum  no  account  is  taken  of  the  “ interim  adjustments  ” of  April,  1957. 
t Taking  the  estimated  purchasing-power  of  the  pound  as  100  in  1938,  it  was  97  in  1939 
and  38  in  1956  [ Hansard , House  of  Commons,  Nov.  27,  1956,  Col.  32], 
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The  College  does  not  suggest  that  medical  remuneration  should  rise  automatically  with 
the  cost  of  living.  It  does  not  think  that  members  of  a public  service  should  enjoy  special 
protection  against  public  misfortune.  On  the  other  hand,  as  newcomers  to  the  national 
pay-roll,  doctors  do  not  accept  the  view  of  successive  Governments  that  in  times  ot  finan- 
cial difficulty  (no  longer  rare)  a particular  patriotic  contribution  should  be  demanded  from 
people  who  happen  to  get  their  pay  from  the  Exchequer.  Economies  at  the  expense  of 
the  Civil  Service  and  officers  of  the  Armed  Forces  have  become  a normal  Treasury 
reaction  to  stress ; but  they  are  quite  unjust,  since,  unlike  other  taxes,  they  operate  selec- 
tively against  particular  citizens  regardless  of  any  circumstances  other  than  the  source  ot 
their  remuneration.  This  official  reaction  has  been  typified  by  the  Government  s refusal 
even  to  examine  a claim  which  was  based  on  depreciation  of  doctors  pay  over  the  long 
period  of  five  years.  If  people  in  public  services  should  not  be  specially  privileged,  neither 
should  they  be  specially  deprived. 

In  a period  of  inflation,  as  is  now  seen  very  plainly,  the  standards  ofthosewhoworkin 
a service  can  be  quietly  reduced  to  more  convenient  levels  by  merely  denying  them  the 
compensation  that  others  are  receiving  for  the  decline  m the rvalue  of  money ' Aether 

or  not  there  has  been  any  such  intention  as  regards  doctors  m the  National  Health  Service, 
the  Governments  of  the  past  few  years  have  certainly  not  shown  any  positive  wish  to 
preserve  the  conditions  on  which  the  doctors  entered  it. 


oaoivt*  uw  wuuiuvjuj  v*.*  .. — 

After  ten  years  there  may  well  be  a case  for  reviewing  those  conditions  : to  achieve  its 
object,  the  remuneration  of  any  group  must  be  related  to  that  of  other  people  Md  much 
has  happened  in  these  years.  But  the  arguments  Tor  maintaining  the  relatively  high 
economic  status  of  the  medical  profession  are  as  valid  as  when  they  were  accepted  by  the 
Spens  Committees  and  by  Mr.  Attlee’s  Government. 


REASONS  FOR  HIGH  REMUNERATION 


The  interests  of  the  public  and  the  profession  ultimately  coincide  m that  both  require  a 
continuing  supply  of  able  entrants  to  Medicine.  Hence  he  profession  must  remain 
relatively1  attractive.  But,  apart  from  this,  the  severity  of  the  doctor’s  trammg  and  the 
weight  of  his  responsibilities  need  recognition,  and  his  financial  circumstances  should  be 
such  as  will  allow  him  to  do  his  work  well. 


Training 

About  five  years  after  leaving  school,  the  future  doctor  can  qualify  and  take  a paid  house 
appointment ; and  a year  later  he  will  be  legally  entitled  to  practise  independently.  But 
many  students  take  a longer  course,  either  because  they  refuse  to  specialise  in.  science  at 
school  or  because  they  take  a scientific  degree  on  the  way.  Moreover,  for  many,  registra- 
b on  as  adoctais  only  ffie  beginning  of  a new  stage  of  training.  Those  who  intend  to  be 
Sly  doctms  ma^hold  several  hospital  or  other  posts  before  becoming  assistants ; m 
practice  • and  those  who  hope  to  become  consultants  must  settle  down  to  at  least  five 
years  Cpost-graduate  Sag  and  often  far  more.  Both  before  and  after  qualification 
these  are  arduous  years,  making  considerable  demands  on  stamina , and  in  the  mam 
specialties  they  are  also  anxious  years,  because  of  fierce  competition  and  the  risk  of  failure. 

It  is  true  that  training  for  many  other  occupations  has  lengthened  likewise,  and  it  is  also 
true  'thathi  Medicine^  as  elsewhere,  a large  proportion  of 

thirds*)  are  now  partly  or  wholly  supported  by  grants.  Hence  the^particular  claim  ot 
doctors  to  a financial  return  for  an  exceptionally  long  course  of  study  paid  for  by  their 
parents  is  not  as  steong  as  it  once  was.  But  the  fact  remains  that  all  doctors  mvest  long 
years  in  training,  and  some  still  do  so  at  heavy  expense  to  fathers  whose  income  disqualifies 
them  from  receiving  grants  towards  maintenance  or  fees. 


Responsibility  . 

The  National  Health  Service  differs  fundamentally  from l State 


me  JNauonai  neaun  oerviuc  uuioia  , he  of  low 

in  which  every  doctor  is  subordinate  to  a superior  and  those  at  th > Per*P^  ^ nrfficiple 

grade  and  paid  accordingly.  Medicine  m this  country  is  based  on  the  c<mtrary  prin  ip 
that  every  fully  trained  member  of  the  profession  is  a doctor  in  his.own  rlght  • 
responsible  not  to  any  central  authority  but  to  his  patient  and  his  conscience. 

* Report  on  Enquiry  commissioned  for  Mountford  Committee,  1957. 
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Though  the  new  Service  has  helped  doctors  to  consult  one  another,  their  personal  respon- 
sibilities increase  as  Medicine  grows  more  intricate.  As  specialties  multiply,  it  is  more 
and  more  important  for  the  family  doctor,  as  his  patient  s personal  guardian,  to  decide 
Snrertty  what  specialists  shall  be  consulted  and  whether  (in  the  Particular  circumstances^ 
their  advice  shall  be  taken.  Similarly  in  hospital,  when  diagnosis  and  tieatment  are 
imcLS  by  teams  of  doctors  and  members  of  allied  or  ancillary  professions  the  burden 
is  often  heavier  on  the  consultant  who  takes  final  responsibility  and  has  to  give  the  decisive 
opinion  The  practice  of  Medicine  is  far  more  successful  than  formerly,  but  at  all  levels 
itPis  also  far  more  difficult.  To  ensure  that  a patient  gets  the  full  benefit  of  modem 
methods,  yet  suffers  no  unnecessary  injury  of  body  or  imnd,  calls  increasingly  for  know- 
ledge and  judgment— to  say  nothing  of  those  qualities  of  character  which  may  be  equally 
important  to  the  sick  person,  though  commonly  taken  for  granted. 

In  contemporary  society,  responsibility  does  not  by  itself  rate  highly  for  pecuniary 
tewaxT  the  railway  signataan  is  poorly  paid,  though  his  errors  can  be  disastrous.  The 
^n  why  the  pubhc  hlvein  general  been  glad  to  accord  the  good  doctor  high  remunera- 
tion is  that  his  continuing  responsibility  for  life  and  death  is  borne  at  an  intellectual  level 
dS  hi  day  out,  any  failure  to  observe  and  to  think-to  notice  and  deduce-cau  be  fatal 
to  ^patient.  Only  intermittently  aware  of  the  responsibilities  of  the  profession,  the 
layman  is  apt  to  play  them  down;  but  the  doctor  is  conscious  of  them  all  the  time,  and 
appalled  by  the  growing  complexity  of  a task  which  must  never  be  allowed  to 
become  a mere  routine. 


Conditions  of  Work 

If  the  community  want  medical  care  of  a consistently  high  standard,  it  will  have  to  grant 
the  doctor  a position  in  which  he  is  neither  overworked  nor  financially  harrassed-m 
which  he  can  not  only  keep  physically  fit  but  also  retain  and  cultivate  the  interests  of  an 
educated  person.  That  is  the  price  the  community  must  be  prepared  to  pay  ior  having 
doctors  in  the  British  tradition  of  personal  responsibility— doctors  who  will  bring  well- 
balanced  judgment  to  bear  on  each  individual  case  mstead  of  applying  a routine  or 
following  instructions. 

Similar  needs  are  felt  in  other  professions . Many  a schoolmaster  or  engineer  spends  on 
household  duties,  or  on  efforts  to  earn  a little  money,  the  leisure  which  if  he  is  to  give  of 
■ his  best,  should  be  used  for  reading,  reflection  and  relaxation.  But  the  situation  of  the 
doctor  differs  in  that  anyone  who  accepts  the  care  of  patients, _ who  put  their  trust  in  him, 
is  in  a sense  on  duty  twenty-four  hours  a day  : the  serious  case  is  never  out  of  his  thoughts 
For  the  family  doctor,  this  unlimited  obligation  sometimes  means  periods  of  almost 
incessant  work  ; and,  much  though  he  may  like  the  vocation  he  has  chosen,  the  combina- 
tion of  mental  and  physical  fatigue  is  not  well  borne  in  an  impecunious  home,  with  a wile 
pressed  into  the  service  of  the  practice.  For  the  consultant,  responsibility  to  patients 
involves  a special  duty  to  keep  his  knowledge  up  to  date,  and  a favourable  environment  is 
essential  if  he  is  to  make  full  use  of  his  opportunities  for  learning,  teaching  and  investigation. 

People  outside  the  profession  often  suppose  that  Medicine  advances  only  through  the 
labours  of  whole-time  research  workers,  and  that  those  who  practise  in  the  hospital  or 
the  home  do  little  more  than  apply  knowledge  gained  in  the  laboratory.  But  actually 
medical  progress  depends  largely  on  the  innovations  and  discoveries  of  those  who  treat 
the  sick  Much  of  the  interest  of  the  clinician’s  task  lies  m his  efforts  to  improve  or. 
what  has  been  done  before  ; and  if  Medicine  were  ever  to  be  depressed  into  a routine 
application  of  what  is  already  known  its  spirit  would  be  destroyed.  It  must  either  go 
forward  or  it  must  go  back  : and  doctors  are  united  in  believing  that  the  conditions  oi 
their  life  and  work  in  this  country,  as  in  others,  should  be  such  that  it  continues  to  go 
forward. 


JlWtUU. 

Those  who  look  on  medical  expenditure  as  unproductive  must  be  unaware  of  the 
contribution  that  Medicine  has  made  to  the  world  of  today  and  can  make  to  the  world 
of  tomorrow.  In  the  words  of  a non-medical  historian,  Sir  David  Lindsay  Keir  : 

“ Western  medicine  has  transformed  the  modern  world.  Where  it  goes,  life  takes 
on  a shape  never  known  before.  It  makes  possible  the  enterprises  of  the  builder, 
of  the  agriculturist  and  stock-breeder,  of  the  miner,  of  the  engineer  . . . pt  an 

who  are  bringing  prosperity  to  peopies  who  have  been  condemned  for  centuries  to 
poverty  and  the  frustration  and  suffering  that  goes  with  it.” 
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By  its  share  in  this  work,  British  Medicine  won  high  respect  abroad,  and  despite  vicissi- 
tudes it  has  so  far  retained  that  respect  by  its  continuing  contributions  to  discovery. 
But  it  can  scarcely  hope  to  go  on  making  these  contributions  if  support  is  weakened  at 
home. 


THE  PRESENT  SITUATION 

Doctors  in  the  National  Health  Service  are  paid  in  1950  money  which  has  lost  about 
a quarter  of  its  value.  Naturally  even  this  degree  of  inflation  has  seldom  spelt  actual 
hardship  for  those  consultants  who  have  relatively  big  incomes  derived  from  the  larger 
distinction  awards  and  from  private  practice.  But  in  the  hospital  service  there  has  never 
been  much  room  for  retrenchment  in  the  budgets  of  junior  staff,  and  to  many  ot  these 
the  loss  of  even  a tenth  of  their  income  was  a domestic  disaster. 

For  an  important  minority,  an  additional  cause  of  financial  distress  is  the  fact  that 
they  have  not  secured  the  more  senior  appointments  which  they  could  reasonably  expect. 
Whereas  the  Spens  Committee  supposed  that,  after  training,  a man  would  normally  become 
a consultant  about  the  age  of  32,  the  failure  to  create  enough  consultant  posts,  which 
are  needed  by  the  Service,  has  meant  that  many  able  men— some  of  them  now  ot  middle 
age— who  have  been  given  exclusive  specialised  training  are  not  yet  getting  me 
consultant’s  pay  to  which  their  merits  and  experience  entitle  them.  Commonly  tney 
had  years  of  war  service  behind  them  before  entering  Medicine  ; and  now,  in  their  late 
30s  and  early  40s,  they  are  trying,  against  almost  impossible  odds,  to  maintain  a 
professional  standard  of  life  for  themselves  and  their  families  while  also  continuing  then- 
struggle  for  professional  advancement.  The  Service  is  saving  money  not  only  by  paying 
their  grade  too  little  but  also  by  preventing  them  from  reaching  a higher  grade;  and  it 
this  is  intended  as  an  economy  it  is  certainly  a very  expensive  one.  It  is  these  doctors, 
and  their  juniors  who  see  what  has  happened  to  them,  that  are  starting  to  emigrate 
not  from  Medicine  but  from  Britain  and  the  National  Health  Service,  though  our 
hospitals  still  have  waiting-lists  for  consultation  and  care. 

The  responsibilities  borne  by  many  of  the  younger  specialists— working  (or  over- 
working) as  registrars  and  senior  hospital  medical  officers— are  often  indistinguishable 
from  those  of  consultants  : indeed  a registrar  may  be  deputising  officially  for  his  con- 
sultant chiefs,  very  often  performing  major  operations  without  supervision,  and  taking 
full  charge  of  wards  and  out-patient  clinics. 

For  such  a man  the  conditions  offered  are  no  longer  tolerable.  His  remuneration- 
appropriate  enough  before  it  was  devalued  and  while  he  was  still  m training— is  patently 
insufficient  for  the  experienced  doctor  he  has  now  become.  Before  the  interim  a^rd’ 
a senior  registrar  on  the  top  salary  of  £1,400,  with  a wife  and  two  children,  had  a 
purchasing-power,  after  taxation,  of  well  under  £500  m pre-war  money  , whereas  on 
the  Spens  recommendations  he  would  have  had — when  perhaps  five  or  ten  years  younger 
at  least  £1,100  (less  about  £140  in  taxes). 


least  111  jXVA/  vicaa  auuui  in. 

Earning  less  than  many  artisan  patients  younger  than  himself,  he  has  no  security 
whatever  until  he  succeeds  in  gaming  a consultant  post— perhaps  afto  the  tenth  or 
twentieth  application,  or  perhaps  never.  And  to  obtain  work  he  may  have  to  move 
his  home  repeatedly,  at  a cost  he  can  ill  afford.  Yet,  unlike  a registrar  before  the  war, 
he  can  seldom  relinquish  his  specialty  in  favour  of  general  practice,  which  no  longer 
welcomes  young  men.  trained  in  other  branches. 


31COH1C5  yuuug  iutu  uoiuw  VW.VA  r 

Nor  is  the  young  consultant  any  longer  well  off— though  he  will  often  be  chosen 
from  fifty  applicants.  His  appointments  may  give  him  only  a few  sessions,  and  will 
have  little  or  no  private  practice  to  supplement  what  he  earns  from  the  Service.  Even  m 
later  years,  when  he  has  reached  the  middle  of  his  salary  scale,  a fufl-time  income 
£2,650  will  give  him  after  taxation  (if  he  has  two  children)  the 3“  ?2  Soo  Hess  £360 

a year  before  the  war* — compared  with  the  Spens  recommendation  of  £2,000  (less  £3bU 

tcixcs) 

To  the  wage-earner  these  sums  sound  like  great  wealth;  but  the  combination  of 
depreciating  money  and  an  almost  stationary  level  for  surtax  has  transformed  much  of  the 
SWeinto  shadow.  For  the  young  consultant,  with  his  over-riding  duty  to  make  he 
most  of  his  exceptional  ability  and  hard-won  knowledge,  many  of  the  economies  of  the 


• See  Hansard,  House  of  Commons,  April  9,  1957,  Col.  113. 
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wage-earner  are  not  only  difficult  but  wholly  improper.  To  do  his  work  really  well, 
and  to  be  fit  in  every  way  for  it,  he  must  have  books,  service  if  possible,  and  time  for 
study,  reflection  and  recreation,  and  he  must  not  feel  obliged  to  sacrifice  these  things  as 
the  only  means  of  bringing  up  his  family  in  the  way  he  thinks  right. 


Recruitment  to  the  Profession 

In  the  long  run  the  gravest  defect  of  unsatisfactory  conditions  of  life  or  work  would 
be  lowering  of  the  quality  of  entrants  to  the  profession.  In  a calling  as  old  as  ours, 
this  effect  might  be  long  delayed  ; and  such  things  are  always  hard  to  assess.  But  the 
fear  of  qualitative  deterioration  is  very  much  in  the  minds  of  those  who  understand 
what  capacities  good  practice  already  demands,  and  know  that  to  cope  with  the  Medicine 
of  tomorrow  we  need  a generation  better  than  their  fathers. 

The  coming  of  the  National  Health  Service  has  done  little  to  make  Medicine  more 
attractive  to  the  young,  and  a good  deal  to  make  it  less  attractive.  Probably  most 
doctors  now  think  some  such  service  necessary;  but  their  favourable  comments  are 
seldom  such  as  to  kindle  positive  enthusiasm,  and  their  praise  is  generally  less  audible 
than  other  people’s  complaints.  Particularly  discouraging  to  the  schoolboy  or  his 
parents,  is  the  fact  that  many  doctors  have  not  found  the  places  they  hoped  for,  either 
in  general  practice  or  in  the  specialty  for  which  they  have  trained.  Whereas  much 
disapproval  of  the  Service  is  inevitable  in  men  who  were  brought  into  it  late  in  life,  it 
is  disturbing  in  those  who  entered  it  young  and  keen.  To  nearly  all,  of  course,  the  work 
itself  remains  absorbing;  but  their  vicissitudes  and  financial  circumstances — to  say 
nothing  of  their  emigration — must  often  dishearten  possible  successors. 

The  needs  of  Medicine  for  both  brains  and  character  are  such  that  we  cannot  afford 
to  lose  a single  first-rate  person  who  wants  to  be  a doctor.  Yet  we  are  bound  to  lose 
many  if  the  impression  develops  that,  through  public  organisation,  Medicine  in  this 
country  is  becoming  a depressed  industry,  which  Governments  are  content  to  see  reduced 
to  a lower  social  and  economic  level. 

Regarded  as  a means  of  livelihood.  Medicine  may  so  far  have  lost  little  of  its  attraction 
for  people  accustomed  to  considerably  lower  incomes  than  it  provides,  but  it  now  seems 
to  have  less  financial  appeal  in  the  circles  from  which  doctors  in  the  past  were  chiefly 
drawn.  Whereas  formerly  it  was  very  much  a family  profession,  followed  by  successive 
generations,  there  is  reason  to  think  that  fewer  doctors  are  now  putting  their  sons  into 
it.*  For  this  two  explanations  are  advanced.  First,  many  of  them  do  not  like  the  new 
conditions.  Secondly,  many  others,  especially  if  they  have  several  children,  can  no 
longer  afford  to  give  a boy  five  or  six  years’  unpaid  training.  Their  income  is  high 
enough  to  prevent  their  having  any  of  the  help  that  other  parents  get  from  public  grants, 
but  not  high  enough  for  them  to  find  several  hundred  pounds  a year  for  six  years  for 
one  child. 

. In  the  College’s  view,  the  contribution  of  family  tradition  to  the  profession  has  been 
important.  At  its  best,  the  medical  attitude  is  a fine  one;  and  in  the  past  a biggish 
proportion  of  entrants  to  Medicine  already  had  it  in  their  bones.  That  doctors,  for  any 
reason,  should  cease  to  want  their  boys  to  follow  them  is  a symptom  whose  causes  ought 
to  be  removed. 


All  will  agree  that,  m a profession,  money  must  not  be  the  principal  inducement 
to  recruits:  the  student  should  enter  primarily  because  he  wants  to  do  the  work  and 
is  likely  to  be  good  at  it.  In  Medicine  the  greatest  rewards  are  not  financial.  At  the 
same  time  the  person  who  is  capable  of  doing  medical  work  well  is  one  who  in  other 
and  often  far  less  arduous  and  anxious  capacities  could  secure  at  least  a good  living 
for  himself  and  his  family.  If  the  nation  wishes  doctors  to  be  paid  from  public  funds 
the  profession  is  entitled  to  insist  that  future  entries  to  it  shall  nnt  h*  k,’ 


THE  FUTURE 


U1  115  CYlUCUCe. 
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Financial  Incentives  within  the  Service 


Among  those  who  have  entered  the  profession,  differences  in  remuneration  are  neces- 
sary (1)  to  encourage  entrants  to  undergo  especially  long  training  for  work  in  which  they 
are  needed,  and  (2)  to  encourage  effort  and  reward  achievement. 


At  present  the  monetary  advantages  of  training  as  a specialist  in  medicine,  surgery,  and 
obstetrics  do  not  conspicuously  outweigh  those  of  early  entry  to  general  practice.  The 
College  believes  that  these  advantages  should  be  substantial  and  clearly  evident.  It  is 
particularly  concerned  at  the  possibility  that  some  of  the  gifted  young  doctors  who  are 
required  as  physicians  will  see  no  sufficient  reward  for  the  long  years  of  additional  training 
and  competitive  insecurity  which  they  must  now  face. 


Though  it  agrees  that  in  a publicly  organised  service  disparities  of  income  should  be  less 
than  they  were  in  the  old  days  of  purely  private  practice,  and  though  it  regards  better  pay 
for  the  younger  hospital  doctors  as  particularly  urgent,  the  College  thinks  it  important  to 
continue  the  professional  system  whereby  exceptional  ability  can  earn  exceptional  reward. 
The  increment  of  1954  reduced  the  differentials  : and,  at  a time  when  surtax  still  removes 
a substantial  proportion  of  any  large  salary,  this  process  cannot  be  carried  further  without 
abolishing  much  of  the  material  advantage  formerly  eamable  by  special  effort  and  special 
capacity.  In  Medicine,  as  in  other  comparable  occupations,  a leading  position,  with  the 
responsibilities  it  entails,  should  still  bring  reasonable  affluence  to  the  man  who  attains  it. 

The  Speus  Consultants  Committee  put  this  need  very  clearly,  and  proposed  that  it 
should  be  met  by  giving  distinction  awards  to  consultants  whose  work  was  regarded  by 
their  fellows  as  especially  meritorious.  To  decide  which  consultants  have  earned  these 
awards  is  not  easy,  and  the  Spens  innovation  in  the  distribution  of  public  money  has 
naturally  not  escaped  some  criticism.  But  the  College  believes  it  to  be  a good  one,  winch 
should  certainly  be  preserved 


In  the  National  Health  Service,  as  elsewhere ^policy  should  h®  *«ded  . mcen 

lives  should  then  he  created  to  subserve  it.  This  has  not  always  happened  and  the  effect 
of  some  of  the  existing  unplanned  and  accidental  incentives  needs  re-exaimmtion  For 
instance  the  Inland  Revenue  authorities  have  played  their  own  supplementary  part  in  the 
deuMof  Speml  tosu^efect  that  consultants  are  actively  discouraged  from 

posts  fa  which  they  are  commonly  denied  tax  relief  on  obviously  necessary  profes- 
SSCITa  as  books,  journals,  and  membership  of  societies.  Nobody,  surely, 
has  intended  this  disincentive. 


Revision  of  Remuneration 


icviaum  wi  — 

they  must  be  judged  by  their  effects. 


tcy  luuot  uujuuov-  

The  Whitley  machinery  which l shouU  * 

has  not  worked  well.  The  Medical  Vihitley  beforehand  and  the  function  of  the 

discussion  ; for  the  major  decisions  have  bem  made  belorenan^an^  ^ ^ „_to  which 
management  side  has  been  tofly  to  giv  ^essmn^^  orJy  if  the  wo  sides  agree  to  it. 


acreasmgiy  ponut/cu^iiaj.a.wLwi, 

The  finances  of  the  Service  and  of  those ^nd^hes?  hope  of  arranging 
foundation  than  the  mood  of a^e5™andhwheI1Ut]iey  are  necessary,  seems  to  lie  in  the 

interested  parties-the  Government  and 

those  who  work  in  the  Service. 


Drawing  attention  to  a comparable  proi*^1  ^smallpSanem^^mittee  should  be 
Civil  Service,  Lord  Moran  has and 
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CONCLUSION 

The  Spens  Committees  proposed  that,  in  a publicly  organised  service,  the  economic 
position  of  the  profession  in  the  community  should  be  broadly  maintained,  or  (in  the 
case  of  its  poorer  members)  improved.  This  proposition  was  accepted  by  the  Govern- 
ment of  the  day,  on  behalf  of  the  nation ; and  the  College  hopes  that  the  Royal 
Commission  will  wish  to  reaffirm  it  with  all  the  weight  of  their  authority. 

The  same  permanent  validity  cannot,  however,  be  claimed  for  the  monetary  terms 
by  which  the  Spens  Committees  sought  to  translate  their  proposition  into  practice. 
Clearly  these  should  be  negotiable  and  should  also  be  reviewed  from  time  to  time  in  the 
light  of  experience  and  changes  in  the  national  and  medical  situation. 

The  claim  last  year  was  for  a 24  per  cent  increase  because  the  current  hospital  salaries, 
fixed  in  1954,  related  to  the  1950  value  of  money.  As  the  1954  settlement  was  itself 
based  mainly  on  what  the  Government  at  that  time  was  prepared  to  pay,  the  rates  thus 
arrived  at  are  little  more  than  empirical.  Literal  translation  of  Spens  1939 
recommendations  into  1956  money  would  have  given  far  higher  figures. 

Though  the  most  urgent  need  is  to  improve  the  situation  of  the  younger  hospital 
doctors,  differentials  in  the  Service  should  not  be  further  reduced  in  such  a way  as  to 
diminish  the  rewards  of  high  achievement. 

Had  they  not  entered  the  National  Health  Service,  most  doctors  would  have  been 
free  to  increase  their  fees  as  the  pound  depreciated.  Their  present  vulnerable  position 
is  a direct  consequence  of  giving  up  this  freedom,  at  the  nation’s  request ; and  they 
feel  entitled  to  ask  both  for  the  restoration  of  their  relative  economic  status  and  for 
reasonable  security  against  its  subsequent  erosion. 

The  State  has  made  it  impossible  for  more  than  a few  doctors  to  earn  their  living 
outside  the  National  Health  Service.  Having  established  this  virtual  monopoly,  the 
State  is  responsible  for  the  consequences  to  the  profession  and  the  public. 

The  tendency  of  large  public  services  is  to  become  mediocre,  and  that  is  what  must 
happen  to  the  National  Health  Service,  too,  unless  it  can  develop — financially  as  in  some 
other  respects — a pattern  which  is  new  for  public  undertakings.  As  the  Earl  of  Home 
said  in  the  House  of  Lords  on  April  4th,  this  is  the  first  time  that  the  State  “ has  had 
to  work  out  a relationship  with  one  of  the  great  skilled  professions  ”,  and  to  make  the 
relationship  fruitful  it  will  need  fresh  methods  and  a fresh  attitude. 

In  the  long  run  the  advantages  to  the  public  of  a National  Health  Service  would  be 
bought  dearly  if  they  led  to  deterioration  of  the  medical  profession.  Yet  such 
deterioration  is  inevitable  if  suitable  entrants  are  discouraged,  and  their  elders 
disheartened,  by  a departure  from  the  original  agreements  not  only  in  the  letter  but 
also  in  the  spirit. 

The  College,  for  its  part,  would  not  acquiesce  in  the  continuance  of  such  damage  to 
Medicine  in  this  country. 


Robert  Platt, 
President. 

25 th  July,  1957. 


Note:  Part  II  of  the  Royal  College’s  evidence  is  to  be  submitted  at  a later  date. 
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Examination  of  Witnesses 
Dr.  Robert  Platt,  ( President ) 

Sir  Russell  Brain 
Sir  Harold  Boldero 

on  behalf  of  the  Royal  College  of  Physicians  of  London 
called  and  examined. 


1601.  Chairman : Dr.  Platt,  you  are 
the  President,  and  I suppose  you  are 
acting  mainly  as  the  spokesman  for  the 
College. — Dr.  Platt : I am,  yes  ; and  I 
hope  .my  colleagues  will  not  hesitate  to 
contribute  whenever  they  feel  they 
would  'like  to  do  so. 

1602.  As  far  as  we  are  concerned,  you 
will  find  rather  the  same  thing  going 
on.  We  have  allocated  the  task  of  sift- 
ing the  very  large  and  increasing  num- 
ber of  submissions  we  have  had  from 
many  of  the  medical  bodies  to  two  sub- 
committees. In  this  case  Sir  Hugh 
Watson  has  acted  as  the  chairman  of 
that  sub-committee,  so  he  will  ask  most 
of  the  questions  in  which  we  are  par- 
ticularly interested,  hut  any  member  of 
the  Commission  will  follow  on  with 
questions.  I do  want  to  emphasise  most 
strongly,  because  I 'think  in  the  past  I 
do  not  seem  quite  to  have  got  it  across, 
that  we  want  to  test  the  facts  thoroughly, 
and  therefore  we  may  ask  a good  many 
questions  which  must  not  in  any  way 
be  taken  to  imply  disbelief  or  hostility, 
or  that  we  have  formed  particular  views 
of  our  own  to  which  we  are  leading  up. 
Moreover,  we  may  want  to  ask  questions 
on  matters  that  are  not  in  your  evidence 
but  refer  to  what  other  people  have  said, 
and  perhaps  on  some  things  on  which 
you  may  be  submitting  evidence  later 
on,  and  if  you  want  to  defer  answering 
or  prefer  not  to,  please  do  not  hesitate 
to  say  so ; we  quite  understand,  and  we 
quite  expect  that.  Then  finally,  there 
may  be  particular  things  in  your  Memo- 
randum that  we  do  not  pursue.  That 
does  not  necessarily  imply  either  that 
we  think  they  are  irrelevant  or  that  we 
accept  them.  I think  that  outlines  the 
way  in  which  we  would  propose  to  deal 
with  your  evidence.  Just  as  a start, 
and  mainly  for  the  record  in  what  is  a 
public  hearing,  would  you  mind  telling 
me  a little  bit  about  the  representative 
character,  membership,  and  so  forth,  of 

the  College. -We  have  a qualifying 

examination,  the  Licenciateship,  which 
many  young  people  take  as  their  first 
qualifying  examination  in  medicine.  But 
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the  College  really  consists  of  its  Mem- 
bers and  its  Fellows.  To  become  a Mem- 
ber of  the  College  means  that  you  have 
to  pass  a higher  examination  in  medicine, 
which  is  known  to  be  of  a very  difficult 
standard ; it  is  an  examination  which 
nearly  every  consultant  physician  in 
England  has  passed,  and  which  is  practi- 
cally a necessity  in  order  to  become  a 
consultant  in  medicine.  I say  in 
England,  because  in  Scotland  a similar 
College  gives  a similar  Membership.  The 
College  is  really  governed  by  the  body 
of  Fellows,  and  the  number  of  Fellows 
at  present  is  I think  about  860.  Of 
course  one  is  a Fellow  for  life,  so  a good 
many  of  those  are  men  getting  old  and 
no  longer  taking  much  part  in  College 
affairs,  and  a good  many  are  abroad. 
So  perhaps  to  say  that  there  are  about 
400  or  500  active  Fellows  would  be 
nearer  the  mark.  They  are  elected  from 
the  Members  of  the  College,  and  are 
most  carefully  selected  once  a year. 
New  Fellows  are  limited  in  number, 
and  no  examination  is  required  for  the 
Fellowship.  We  represent  really  those 
who  practise  and  teach  and  are  pursu- 
ing research  in  medicine  as  a speciality 
— that  is  medicine  as  opposed  to  surgery, 
gynaecology  or  general  practice,  or  any 
other  branch  of  the  profession.  We 
do  of  course  claim  to  represent  first  of 
all  consulting  physicians  and  teachers, 
and  researchers  in  medicine  and  in  allied 
subjects.  But  many  consultants  in  the 
allied  subjects,  such  as  psychiatrists, 
paediatricians,  etc.,  are  Members  and 
Fellows  of  our  College,  but  they  have 
also  their  own  organisations.  Then  we 
also  admit  to  our  Fellowship  a certain 
number  of  more  distinguished  people  in 
other  branches  of  medicine  in  the  biggest 
sense,  like  radiologists  ; even  one  or  two 
surgeons  are  Fellows  of  our  College.  So 
we  really  speak  largely  for  medicine  as 
a speciality.  There  are  about  3,000  mem- 
bers— I have  got  the  exact  number  here. 

1603.  Sir  Hugh  Watson : The  figure 
given  in  your  memorandum  is  3,680. 

I am  sure  that  is  substantially 

correct. 

A 5 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


330 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


1604.  Chairman : And  you  said  practi- 

cally nobody  could  become  a consultant 
physician  without  passing  your  exami- 
nations ; but  equally  there  would  be 
many  general  practitioners  who  are  not 
in  the  consultant  branch  who  are  mem- 
bers.  Yes,  Members  of  the  College.  I 

am  glad  you  pointed  that  out,  because 
that  is  quite  true.  Quite  a number  of 
people  who  have  taken  Membership  have 
lately  gone  into  general  practice. 

1605.  Sir  Hugh  Watson : Can  you  give 
us  any  idea  of  how  many  general  practi- 
tioners are  in  fact  included  among  your 

members? 1 could  not ; I do  not 

know  whether  Sir  Harold  could. — Sir 
Harold  Boldero : I could  not  give  an 
accurate  figure,  but  I could,  if  I was 
asked  to  guess,  make  a guess. 

1606.  What  would  your  guess  be? 

From  400  to  500. 

1607.  Is  it  fair  to  say  on  the  whole 

your  membership  is  preponderatingly 
consultants? Dr.  Platt:  Yes. 

1608.  Chairman  : And  you  had  a com- 
mittee appointed  of  seven  of  you  to  pre- 
pare your  evidence.  Would  they  all  be 

consultants? They  are  all  Fellows  of 

the  College.  I myself  am  a Professor  of 
medicine.  Lord  Moran  you  know.  Sir 
Harold  here  you  know,  and  Sir  Russell 
Brain.  Dr.  Fox.  the  editor  of  “The 
Lancet  ” who  was  on  our  committee  was 
very  helpful ; Dr.  Hunt  and  Dr.  Hunter 
are  both  consultants  in  London. 

Chairman:  Thank  you,  I think  that 
gives  us  the  general  picture. 

1609.  Sir  Hugh  Watson:  I notice  you 
say  in  your  memorandum  with  reference 
to  the  Chairman’s  first  question,  that 
members  are  elected  by  Comitia  after 

passing  the  examination. Yes,  that  is 

one  might  almost  say,  a formality.  The 
Fellows  have  always  reserved  the  right 
finally  to  say,  yes  we  do  or  do  not 
approve.  In  actual  fact  I do  not  think 
any  name  has  been  struck  out  for  several 
hundred  years,  as  far  as  I know. 

1610.  Dr.  Platt,  this  memorandum  of 
yours  is  marked  Part  I,  and  you  indicate 
that  another  memorandum  is  to  follow. 
Would  you  suggest  that  there  are  any 
subjects  here  which  should  be  avoided 
today  because  they  are  going  to  be  dealt 
with  in  greater  detail  in  your  subsequent 
memorandum,  or  would  you  like  us  to 

go  through  all  this  memorandum? I 

do  not  think  I want  to  exclude  anything, 
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but  I may  perhaps  say  from  time  to  time 
that  we  are  going  into  this  or  that  more 
carefully  and  hope  to  bring  you  some 
better  and  more  accurate  details. 

1611.  Coming  to  your  memorandum 
at  the  first  paragraph  on  page  322 — this 
brings  us  right  into  the  middle  of  the 
thing  I think.  You  say  that  the  intention 
of  the  two  Spens  Reports  “ was  clearly  to 
ensure  that,  in  the  Service,  the  economic 
status  of  doctors  in  the  community  would 
be  generally  maintained.”  And  then  in  a 
paragraph  all  to  itself  you  say : “ It  has 
not  been  maintained  ”.  I think  the  Com- 
mission would  like  you  to  elaborate  on 
that.  In  the  first  place  could  you  tell 
us  what  you  mean  by  that  and  how  you 
know  it?  How  do  you  know  _ the 
economic  status  has  not  been  maintained 

— in  relation  to  what? You  would 

agree  that  the  Spens  Committee  made  it 
quite  clear  they  thought  the  remunera- 
tion of  the  profession  and  its  status 
should  be  maintained? 

1612.  The  remit  to  the  Spens.  Com- 
mittee laid  stress  on  the  desirability  of 
maintaining  in  the  future  the  proper 
social  and  economic  status  of  medical 
practice,  and  I think  the  Commission 
would  be  prepared  to  accept  that  that 
was  one  of  the  objects  of  Spens ; but  I 
think  what  the  Commission  would  like 
to  know  from  you  is,  in  what  respects, 
and  by  relation  to  what,  has  the 
economic  status  not  been  maintained? 

1 should  say  entirely  in  relation  to 

the  value  of  the  £,  and  the  cost  of  living 
at  the  present  time.  There  are  of  course 
certain  ways  in  which  some  people  have 
been  hit  more  than  others,  which  I could 
elaborate  upon,  but  in  general  the  state- 
ment that  the  economic  status  of  the 
profession  has  not  been  maintained  is 
based  on  the  cost  of  living. 

1613.  Spens  in  the  very  well-known 
sentence  suggested  that  any  adjustment, 
any  betterment  as  it  has  come  to  be 
called,  should  have  direct  regard  not 
only  to  estimates  of  the  change  in  the 
value  of  money,  but  to  increases  which 
have  in  fact  taken  place  since  1939  in 
incomes  in  other  professions.  He  had 
a double  criterion.  I would  like  to  be 
quite  clear  about  this.  In  this  matter 
may  I say  we  are  very  glad  to  have  the 
opportunity  of  discussing  this  question 
with  such  eminent  members  of  your  pro- 
fession. It  was  put  to  us  quite  clearly 
by  the  British  Medical  Association  that 
their  reading  of  that  phrase  from  Spens 
y Digitisation  Unit 
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was  that  the  medical  profession  was  to 
he  remunerated  according  to  the  change 
in  the  value  of  money  or  the  incomes  in 
other  professions,  whichever  was  the 
higher.  I think  that  was  quite  clearly 
what  the  British  Medical  Association 
said.  I think  the  Commission  would 
very  much  like  to  hear  the  views  of  your- 
self and  your  colleagues  on  this  very 

important  aspect  of  the  matter. 1 

think  it  would  he  rather  difficult  to  up- 
hold the  point  of  view — if  it  could  he 
proved,  for  instance,  that  all  professional 
people  had  suffered  to  some  extent — that 
the  medical  profession  alone  should  be 
specially  privileged.  In  fact,  I think  we 
say  in  our  memorandum  that  we  should 
not  be  specially  privileged,  but  neither 
should  we  be  specially  deprived ; be- 
cause almost  alone  we  are  now  very 
largely  dependent  on  the  Treasury. 

1614.  Chairman : Would  you  go  a bit 

further  and  say  that  you  should  not  be 
used  as  the  means  to  regulate  all  pro- 
fessions, either  holding  down  or  pushing 
up? 1 think  .that  must  be  the  case. 

1615.  Sir  Hugh  Watson:  You  will 
remember,  and  no  doubt  you  are  aware 
of  the  reasons  why  the  British  Medical 
Association  put  their  claim  in  that  form. 
They  say — and  of  course  with  justice — 
that  the  doctor  has  an  exceptionally 
arduous  life,  he  has  a life  of  exceptional 
responsibility,  he  is  constantly  on  call, 
he  is  in  a state  of  constant  anxiety  about 
his  patients.  Therefore  they  say  that 
justifies  doctors  being  singled  out  as  a 
class  and  being  insulated  against  the  cost 

of  living. 1 should  say  that  justifies 

doctors  having  a very  sympathetic  con- 
sideration in  this  question  of  remunera- 
tion, but  I do  not  think  it  justifies  com- 
plete insulation.  You  did  ask  if  my  two 

colleagues  would  also  speak  on  this 
memorandum,  and  I would  like  them  to 
do  so  on  this. — Sir  Russell  Brain : I 
■think  that  is  a very  complex  question, 
because  we  have  to  consider  the  fact 
that  we  think  very  little  regard  is  being 
-paid  to  Spens  in  respect  of  changes  in 
ithe  cost  of  living,  particularly  in  the  con- 
sultant branch  of  the  service,  and 
.especially  in  its  higher  reaches.  Prac- 
tically no  betterment  has  been  achieved 
at  all  in  the  case  of  the  highest  paid 
iconsultahts  compared  with  1948.  So 
that  there  is  the  fact  that  they  are  paid 
by  the  Government,  and  they  are  not 
in  the  position  of  private  individuals  so 
far  as  bargaining  is  concerned  or  putting 
:up  their  fees,  and  they  have  not  had  the 


implementation  of  Spens  in  any  sense  of 
the  word.  We  feel  there  should  be  an 
opportunity  for  periodical  adjustments  in 
relation  to  rises  in  the  cost  of  living.  It 
would  be  quite  wrong  that  the  medical 
profession  alone  should  be  deprived  of 
lthat,  which  is  a somewhat  different  ques- 
tion I think,  and  perhaps  a more  im- 
portant one. 

1616.  Were  you  referring  to  the  merit 

awards,  Sir  Russell? 1 was  referring 

,to  them  in  part,  but  only  in  part ; but 
even  the  basic  remuneration  of  con- 
sultants has  gone  up  relatively  little, 
especially  at  the  higher  levels. 

1617.  You  and  I discussed  this  ques- 
tion the  other  day.  May  we  take  it  that, 
roughly  speaking,  the  remuneration  of 
the  two  branches  achieved  what  one 

might  call  parity  in  1954? Dr.  Platt: 

I would  not  say  that  at  all,  no. 

1618.  Sir  Russell  knows  why  I was 

asking  him  the  question. Sir  Russell 

Brain : I am  prepared  to  answer.  What 
I said  then  was  first,  we  were  negotiating 
under  duress,  and  had  to  take  the  best 
we  could  get.  Secondly,  we  regarded 
parity  as  being  established  in  relation  to 
the  question  of  recruitment,  which  was 
all  that  the  Government  were  prepared 
to  consider.  We  also  said  then  we  had 
never  regarded  this  as  an  implementation 
of  Spens  or  as  satisfying  our  claim  under 
Spens;  and  that  we  should  be  asking 
you  shortly,  as  I said  then  I think,  that 
there  should  be  a substantial  increase  in 
merit  awards,  which  never  had  taken 
place  before,  and  which  we  regard  as 
important  from  the  long-term  recruit- 
ment point  of  view. 

1619.  I want  to  remove  any  mis- 
understanding about  this,  Sir  Russell. 
You  did  feel  in  1954  that  the  balance 
between  the  consultants  and  the  general 
practitioners  had  been  restored? — —In 
respect  of  recruitment,  and  at  that  time, 
and  without  prejudice  to  what  we  felt 
were  our  just  rights  under  Spens — all  of 
which  was  made  clear  at  the  time. 

1620.  Your  just  rights  under  Spens  at 

some  date  in  1954? No,  we  said  at 

the  time  we  did  not  regard  this  as  im- 
plementing Spens,  and  we  reserved  the 
right  to  ask  for  the  full  implementation 
of  Spens  at  any  future  date. 

1621.  Professor  Jewkes:  Our  difficulty 
there  is  that  if  in  fact  you  go  beyond 
the  24  per  cent— or  what  -I  understand 
now  is  a 29  per  cent,  increased  claim, 
which  is  mentioned  in  your  document  if 

A 6 
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you  go  beyond  that  is  there  not  the 
possibility  that  the  balance  would  be 
destroyed  once  again  between  con- 
sultants and  general  practitioners?— — 
Are  you  referring  to  basic  remuneration 
or  merit  awards? 

Professor  Jewkes : I would  like  to 
think  in  terms  of  the  earnings  of  con- 
sultants and  the  earnings  of  general 
practitioners.  I have  understood  it  is 
important  to  keep  the  right  balance 
between  the  two,  because  you  have  got 
to  have  general  practitioners  and  you 
have  got  to  have  consultants. 

1622.  Chairman : A balance  that  can 

be  measured,  as  I think  you  were  say- 
ing, largely  by  recruitment  in  the  long 
run;  and  I think  one  of  the  Spens 
reports  referred  particularly  to  that 
aspect  of  keeping  the  recruitment 
balanced  between  the  two  main 
branches,  the  hospital  branch  and  the 
general  practitioner  branch. Recruit- 

ment is  very  important,  but  there  is  the 
short  term  aspect  and  the  long  term 
aspect  of  recruitment,  which  is  an  im- 
portant distinction.  The  steps  you  now 
take  might  not  affect  recruitment  for  a 
long  time.  But  as  regards  the  other 
question,  1 think  so  far  as  the  basic  re- 
muneration is  concerned,  we  would  agree 
that,  assuming  Spens  is  implemented  in 
the  way  we  have  asked  in  our  recent 
claim,  that  that  part  of  the  balance 
would  be  all  right.  But  that  does  not 
prevent  us  reverting  to  merit  awards  ; 
if  they  are  to  have  any  value  whatever 
they  must  also  be  scaled  up.  There  is 
a differentiation  within  the  consultant 
branch,  which  is  also  important. 

1623.  Professor  Jewkes:  If  they  were 
scaled  up  you  would  not  have  any  anxiety 
about  destroying  the  balance  between  the 
general  practitoner  and  the  consultant 

side? 1 personally  should  not.  It  is 

important  that  this  difference  should  be 
maintained  from  the  point  of  view  of 
long-term  recruitment ; and  on  the 
general  question  of  maintaining  the  at- 
traction of  the  consultant  branch  of 
medicine  as  compared  with  the  Bar,  or 
industry,  or  other  branches  of  work. 

1624.  Chairman:  I think  quite  clearly, 
Sir  Russell,  you  put  two  quite  separate 
points.  One  is  the  relative  attraction  of 
two  branches,  the  general  practice  and 
the  hospital  service ; the  other  concerns 
the  spread  of  remuneration  within  each 
of  those  branches,  and  on  the  second  one 
you  feel  you  want  to  come  forward  with 


something  about  the  ‘merit  awards.  But 
taking  the  two  branches  as  a whole  and 
disregarding  the  internal  distribution 
within  them,  you  would  still  feel  that 
at  the  present  time  there  is  a balance 
that  is  not  very  far  wrong.  I think  that 

is  what  you  said. -Yes ; taking  as  an 

example  our  recent  claim,  and  also  the 
general  practitioner  . . . 

1625.  Each  of  you  have  made  at  the 
moment  the  same  claim.  There  is  no 
question,  for  instance,  of  the  hospital 
side  of  it  being  129  per  cent,  and  the 

general  practitioners  29  per  cent.? 

No. 

1626.  And  to  some  extent  you  are  not 
representing  today  one  side  or  other  of 
the  profession,  although  most  of  your 

members  are  on  the  consultant  side. 

Dr.  Platt : We  like  to  think  we  are  con- 
sidering the  interests  of  Medicine  as  a 
whole;  but  I think  we  would  be  wrong 
to  say  we  are  a body  which  represents 
general  practitioners — that  would  not  be 
true.  But  we  are  very  keen  on  the 
good  of  Medicine  as  a whole. 

1627.  Sir  Hugh  Watson : Following 
what  you  have  said,  there  are  various 
complicated  'matters  which  have  been 
brought  before  us  with  regard  to  the  dis- 
tribution of  general  practitioners’  in- 
comes. Would  you  rather  we  left  that 

to  other  people  to  deal  with? 1 would 

really ; with  the  exception  that  I would 
like  to  make  a remark  that  I think  sooner 
or  later  there  must  be  some  kind  of  treat- 
ment of  general  practitioners’  incomes 
which  does  not  entirely  depend  on  a per 
capita  payment.  Just  as  in  our  own 
branch  of  the  profession  there  are  men 
who  have  clearly  shown  greater  ability 
than  average,  and  so  on,  and  are  being 
given  merit  awards,  I think  it  is  quite 
clear  in  general  practice  also  there  are 
some  first  class  people  who  are  doing  a 
far  better  job  than  the  average  man. 
I think  it  is  a pity  myself — this  is  my 
personal  view — that  there  is  not  some 
way  of  rewarding  them.  But  what  that 
way  should  be  I would  rather  not  go 
into,  because  I do  not  think  it  is  a matter 
on  which  I have  the  knowledge  and 
information. 

1628.  It  was  also  the  view  of  the  Spens 
Committee  on  general  practitioners,  as 
you  know.  They  suggested  if  the  recruit- 
ment and  status  of  the  profession  were  to 
be  maintained,  men  must  be  able  to  feel 
that  more  than  ordinary  ability  and 
effort  receive  an  adequate  reward.  You 
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know  the  only  way  at  the  moment  of  1634.  Sir  David  Hughes  Parry.  You 
achieving  that  is  by  what  has  been  called  will  have  an  opportunity  between  now 
“ head-hunting.”  I was  referring,  when  I and  the  time  when  you  submit  Part  II 
asked  you  the  first  question,  to  a rather  of  your  evidence  to  think  about  this 
different  matter.  You  know  there  is  a matter  and  give  us  what  assistance  you 

pool,  and  there  are  various  intricate  can. I do  not  think  I could  possibly 

means  for  dividing  that  pool  among  the  do  that  without  consultation  with  the 


general  practitioners.  Perhaps  you  would 
rather  we  dealt  with  that  with  other 

bodies. 1 think  so,  yes.  I think  that 

is  a complicated  matter  on  which  I have 
no  special  information,  and  I do  not 
think  I could  be  of  very  much  help  to 
you. 

1629.  Professor  Jewkes:  We  have  had 
it  put  to  us  so  often  that  if  only  so’me 
way  could  be  found  of  rewarding  the 
general  practitioner  of  more  than  average 
zeal  and  ability,  that  method  should  be 
followed,  but  you  rarely  get  suggestions 
as  to  how  that  should  be  done.  If  some- 
one, even  speaking  only  for  himself,  has 
ideas  about  it  and  could  give  us  some 

suggestion,  it  would  be  a help. Is 

there  any  reason  why  they  should  not 
have  a merit  award? 

1630.  This  is  one  question  we  asked 
the  British  Medical  Association  last  week. 
Do  you  feel  such  a system  could  be 

operated? 1 do  not  at  „the  moment 

see  any  reason  why  it  should  not,  but 
there  may  be  reasons  that  I do  not  know 
about. 

1631.  Chairman : Would  you  think  it 
would  be,  from  your  knowledge,  more 
difficult  to  administer  than  in  the  hospital 

service? Yes,  very  much  more 

difficult. 

1632.  There  is  no  second  degree 

method,  there  is  nothing  at  all  parallel 
to  the  'membership  of  the  College  of 
Physicians,  the  College  of  Surgeons  or 
any  of  -those?  Would  you  think,  for 
instance,  the  development  of  a College  of 
General  Practice  holds  forth  any  possi- 
bilities?  Yes,  I do  think  so ; but  I do 

not  think  it  is  any  good  rushing  in  to 
the  field  of  higher  examinations.  A great 
deal  of  the  quality  of  general  practitioners 
does  not  depend  on  that  kind  of  thing, 
and  I .think  it  would  not  be  wise  to  go 
rushing  into  a higher  examination  for 
an  estimate  of  capabilities. 

1633.  Sir  Hugh  Watson:  Can  you 
accept  Professor  Jewkes’  invitation  and 
give  us  any  help  on  this  matter  as  to 

how  it  could  be  achieved? No,  I do 

not  think  I could  go  any  further ; it  is 
an  extremely  difficult  question. 


bodies  primarily  concerned,  and  really 
I think  it  would  be  better  for  you  to 
speak  to  them. 

1635.  Chairman:  At  any  rate  there  is 

one  positive  statement.  You  would  like- 
to  make  changes ; a pure  capitation  fee1 
is  not  the  sole  judge  of  ability  in  general 
practice — the  pure  number  of  patients  on 
the  list? Yes. 

1636.  Sir  Hugh  Watson : Dr.  Platt, 

you  know  the  Spens  remit  was  concerned 
with  two  things,  maintaining  the 
economic,  but  also  the  social  status  of 
the  doctor. Yes. 

1637.  It  has  been  suggested  to  us  that 
the  social  status  of  the  doctor — and  prob- 
ably this  is  referring  again  principally 
to  the  general  practitioner — has  suffered 
on  account  of  remuneration.  What 

would  your  view  be  about  that? On 

account  of  remuneration,  or  on  account 
of  the  National  Health  Service  in 
general? 

1638.  No,  firstly  it  is  put  to  us  that 
his  social  status  has  been  diminished 
by  the  way  in  which  his  remuneration 
has  been  dealt  with.  Would  you  have 

any  views  about  that? 1 think  the 

whole  profession  suffers  when  there  are 
periodic  crises  like  the  recent  one  which 
reached  its  height  before  this  Commis- 
sion was  brought  into  being.  I think 
the  whole  profession  suffered  as  a pro- 
fession. I think  it  is  extremely  undigni- 
fied to  have  to  make  there  pay  claims, 
and  so  on,  and  I think  it  a great  pity 
■that  successive  Governments  have  failed 
to  initiate  any  kind  of  review  of  medical 
salaries. 

1639.  I think  you  and  I both  feel  we 
want  to  look  to  the  future  rather  than 
to  the  past.  I was  not  meaning  that. 
It  has  been  suggested  to  us  that  the 
doctor  has  suffered  in  his  social  status, 
because  he  cannot  afford  to  employ 
appropriate  help  in  his  house ; his  wife 
has  got  to  be  at  the  end  of  the  telephone 
all  day ; he  has  got  to  be  dragged  from 
the  top  of  a painter’s  ladder  to  go  and 
attend  an  urgent  case.  Do  you  feel  that 
the  social  status  of  the  doctor  in  the 
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community  has  suffered  in  that  way  be- 
cause of  his  remuneration? 1 should 

think  it  probably  has,  but  I think  these 
are  difficult  things.  I think,  as  Sir  Russell 
was  saying,  there  is  a long-term  effect 
of  these  things  which  is  very  difficult 
to  calculate  and  to  foresee.  The  pro- 
fession, I think,  has  sufficient  status  in 
the  eyes  of  the  public  to  keep  fairly  high 
for  a long  time ; it  is  not  running  down 
too  badly.  One  of  the  difficulties  is,  as 
you  know,  that  there  has  been  a social 
revolution  going  on  for  many  years  now, 
and  the  medical  profession  are  not  the 
only  people  who  have  not  got  resident 
help  in  their  houses  and  have  to  do  their 
•own  work.  You  have  to  balance  it 
against  the  situation  of  other  people  at 
the  same  time. 

1640.  Mr.  McIntosh : Would  you  say 
there  are  a lot  of  factors  involved,  quite 
apart  from  remuneration,  in  the  loss  of 

social  status  in  the  Service? A great 

many  doctors  did  feel  that  very  much, 
that  as  part  of  the  Service  the  public 
tended  to  look  upon  them  as  servants 
rather  than  advisers,  and  that  it  had 
altered  their  status.  I do  not  think  that 
really  has  happened  very  much  in  the 
consultant  branch  of  the  profession. — 
Sir  Russell  Brain : Except  possibly 

among  the  junior  members  of  the  hos- 
pital staff,  where  there  is  certainly  a 
feeling  that  they  have  suffered  a loss  of 
social  status,  which  may  be  in  part  due 
to  factors  other  than  finance.  That  is  the 
feeling  one  hears  expressed  when  talk- 
ing to  them. — Dr.  Platt:  It  is  very  diffi- 
cult to  say  how  much  depends  on 
remuneration. 

1641.  Chairman : Do  you  feel  for  in- 
stance, that  the  generally  higher  level  of 
education  in  the  community  as  a whole 
has  meant  that  the  distance  in  know- 
ledge, and  therefore  in  standing,  between 
the  most  highly  educated  doctor  and  the 
ordinary  public  is  less  than  it  used  to  be, 
and  that  that  has  had  some  effect  on  the 

relative  circumstances? Yes,  I think 

that  ds  undoubtedly  so.  The  kind  of 
people  I see  in  the  out-patient  depart- 
ment today  are  not  the  depressed  poor 
that  one  used  to  see  in  the  nineteen- 
twenties.  There  is  a great  change  in  .that 
respect. 

1642.  Mr.  McIntosh:  You  did  say  the 
consultants  are  feeling  this  probably 
rather  less  than  the  general  practitioners. 
Are  there  any  factors  in  the  nature  of 


general  practice  which  might  make  the 
general  practitioner  feel  that  his  status 
has  been  lowered?  I am  thinking 
particularly  of  reference  of  patients  to 

hospitals. 1 think  this  is  one  of  the 

things  which  has  depended  on  the 
enormous  developments  in  Medicine  in 
the  last  thirty  years.  During  my  pro- 
fessional lifetime  the  status  of  the  general 
practitioner  was  rather  felt  to  be  going 
down — 'there  were  so  many  things  which 
he  could  no  longer  do  which  the  hospital 
people  could  do.  Now  I think,  and  very 
many  people  believe,  there  is  a 
renaissance  in  general  practice,  practi- 
tioners are  now  able  to  use  so  many  of 
these  modern  remedies,  and  to  be  the 
first  people  to  be  able  to  use  them,  long 
before  the  patient  ever  thinks  of  going 
to  a hospital  or  a consultant.  People  are 
beginning  to  realise  now  that  general 
practitioners  are  a very  important  part  of 
the  Service.  I think  they  had  reached  a 
low  level  and  are  going  up  again. 

1643.  And  the  public  are  beginning  to 

realise  that? The  public  will  realise  it 

sooner  or  later. 

1644.  Chairman:  There  is  always  a 

delayed  reaction  by  the  public? Yes. 

1645.  Professor  Jewkes:  This  is  a 
most  interesting  point.  Do  you  think  it 
accounts  for  the  fact  that  already  there 
seems  to  be  a tendency  for  waiting  lists 
in  hospitals  to  decline,  that  the  general 
practitioner  is  able  to  handle  more 
patients  in  the  home  and  therefore  re- 
lieve some  part  of  the  pressure  on  the 

hospitals? These  things  are  extremely 

complex.  There  is  just  no  doubt  at  all — 
I have  the  greatest  difficulty  in  showing 
my  students  a case  of  pneumonia,  be- 
cause pneumonia  is  nipped  in  the  bud 
and  treated  at  home,  and  in  many  cases 
it  is  pretty  well  harmless  now.  On  the 
other  hand  our  kind  of  Medicine  and 
investigation  and  so  on,  which  we  can 
do  in  hospital,  is  now  applicable  io  a 
large  number  of  disorders  which  could 
not  previously  be  treated,  so  our  waiting 
lists  grow,  but  of  a different  kind. 
Which  one  is  catching  up  on  the  other  I 
could  not  say.  You  tel  me  our  lists  are 
actually  going  down — I do  not  know. 

1646.  This  is  a statement  which  has 
been  made  before  us.  Could  I ask  one 
question  on  page  322  of  your  memo- 
randum? You  mentioned  there  the  claim 
for  24  per  cent.  We  are  particularly 
interested  in  what  the  probable  reactions 
would  be,  if  consultants’  earnings  went 
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up,  on  the  position  in  the  universities. 
Would  you  assume  that  the  salaries  of 
medical  professors  would  be  increased 
pari  passu,  because  this  is  always  a very 

difficult  matter? It  is  a very  difficult 

matter  indeed  ; and  having  been  a Uni- 
versity professor  for  the  last  twelve 
yeaTs,  I am  not  ignorant  of  its  difficulty. 

My  view  always  was  that  as  a Professor 
of  Medicine  I am  .two  people— I am  a 
University  professor  and  I am  also  a 
physician  of  the  hospital.  As  a Uni- 
versity professor  I do  not  see  any 
particular  reason  why  I should  be 
paid  more  than  another  university  pro- 
fessor, but  as  a physician  in  the  hospital 
I see  no  reason  at  all  why  I should  be 
paid  any  less  than  any  other  Physician. 

I have  said  that  before  ; so  you  are  deal- 
ing with  a person  who  has  two  lives. 

1647.  If  anything  happens  in  one 
branch  it  will  filter  down  to  people  on 
the  outside.  Have  you  any  suggestion 

as  to  how  to  deal  with  it? We  have 

been  very  beneficial  to  people  on  the  out- 
side. 

1648.  Chairman-.  That  implies  that  if 
ever  anything  happens  to  dinical  medical 
professors,  inevitably  that  does  immedi- 
ately reaot  on  the  other  University  pro- 
fessors and  downwards;  is  that  right? 

It  does,  yes.  I do  not  think, 

honestly,  if  they  really  knew  the  life  I 
lead,  that  they  would  really  want  to  be 
paid  on  the  same  level  and  do  the  same 
amount  of  work.  I am  not  saying  they 
do  not  work  hard,  but  they  have  much 
more  time  to  do  the  work  they  want  to 
than  I have  ; that  is  the  distinction. 

1649.  I am  assuming  for  a moment 
that  the  right  sort  of  relationship  were 
today  established  between  the  medical 
professors  and  the  rest  of  the  University 
staff  • then  if  one  section  is  very  much 
amended  that  would  .probably  react  quite 
sharply,  or  almost  similarly  on  the  other 

sections? It  is  bound  to  have  a 

reaction,  yes. 

1650.  Sir  David  Hughes  Parry : There 
is  another  possible  implication,  in  what 
you  have  said ; that  for  the  work  at 
the  University  you  might  be  paid  the 
ordinary  range  of  University  salaries, 
and  for  the  work  in  hospital  you  might 
be  paid  from  hospital  resources.  Would 

you  have  that  in  mind? This  actually 

happens.  Merit  awards  are  not  things 
we  want  to  discuss  at  this  stage,  but 
most  professors  will  have  awards  of  some 


kind,  and  these  are  paid  out  of  Health 
Service  funds.  I believe  it  is  paid  to 
the  University,  who  then  pay  it  to  their 
professor — that  surely  comes  out  of 
Health  Service  funds  and  not  out  of 
University  funds. 

1651.  But  there  is  a substantial  differ- 
ence between  the  amount  the  medical 
professor  receives  and  the  amount  the 
arts  professor  receives.  I thought  it  was 
the  implication  that  a part  of  that  might 
be  taken  from  the  hospital  resources 

rather  than  University  resources. 

There  are  other  reasons  why  a medical, 
man  might  have  to  be  paid  more.  There 
is  the  question  of  recruitment  again.  He: 
has  other  alternatives  in  his  profession: 
which  perhaps  a professor  of  Latin  ha'; 
not  got. 

1652.  But  which  the  professor  of  law 

might. Very  much  so. 

1653.  And  of  economics? Yes, 

certainly. 

1654.  Chairman : Broadly  speaking  the 
professor  is  usually  somewhere  near 

whole- time,  in  theory,  is  he  not? Yes, 

since  the  war.  Before  the  war  very  few 
Universities  had  whole-time  professors 
of  clinical  subjects.  Now  most  Univer- 
sities do,  in  the  main  branches. 

1655.  Sir  Hugh  Watson:  Could  you 
clear  a point  in  my  mind?  Does  a 
whole-time  professor  also  have  hospital 

duties? Yes,  I am  a physician  to  my 

teaching  hospital,  and  I have  a unit  with 
as  many  beds  to  look  after  as  my  part- 
time  colleagues  who  are  in  consulting 
practice. 

1656.  You  are  not  a whole-time  con- 
sultant?— —No,  I am  called  a whole- 
time  professor  of  medicine,  but  I spend 
probably  more  than  half  my  time  on  my 
hospital  duties.  I cannot  teach,  I can- 
not show  people  what  the  practice  of 
medicine  should  be,  without  having 
patients. 

1657.  Chairman:  That  is  the  tradi- 

tional way  in  which,  the  practice  _ of 
teaching  has  developed — the  association 
between  the  University  professorship  and 
the  hospital? Yes;  but  until  com- 

paratively recently  most  professors,  were 
really  part-time  consulting  physicians.. 
They  spend  part  of  their  time  m teach- 
jaa—they  all,  in  the.  teaching  hospitals, 
spend  time  in  teaching,  but  the  professor 
also  has  other  administrator’s  duties  as 
well.  You  were  saying  I was  equivalent 
to  a whole-time  physician.— Sir  Russell 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


336 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


Brain : On  the  other  hand  many  consul- 
tants are  part-time  in  hospital  and  part- 
time  private  practice. — Dr.  Platt : I do  no 
private  practice.  A whole-time  physician 
would  spend  all  his  time  looking  after 
his  hospital  patients — and  of  course 
doing  some  teaching  as  well  in  a teach- 
ing hospital;  whereas  I have  University 
duties  in  teaching  and  research  beyond 
what  the  average  whole-time  physician 
has. 

1658.  Sir  Hugh  Watson:  The  result 
of  this  curious  jargon  that  we  speak 
is  that  you  are  a whole-time  professor 
and  a whole-time  consultant,  but  being 
a whole-time  professor  you  spend  half 
your  time  professing  and  half  your  time 

being  a consultant ; is  that  right? If 

you  like. 

1659.  I think  we  have  got  your  views 
about  the  earlier  part  of  this  memoran- 
dum. You  deal  quite  shortly  with  the 
reasons  for  higher  remuneration,  on 
which  we  have  touched  already,  and 
then  you  come  on  to  the  question  of 
training,  and  from  there  on  to  the  ques- 
tion of  grants.  When  we  were  dealing 
with  the  Joint  Consultants  Committee, 
we  raised  this  question  of  grants,  and  Sir 
Russell  Brain  said  that  the  Royal . Col- 
lege of  Physicians  had  more  information, 
and  that  he  would  rather  it  should  be 
left  over  for  the  College  to  deal  with. 
Have  you  any  figures  you  would  like 
to  give  us  with  regard  to  these  grants? 
You  say  here  that  perhaps  about  two- 
thirds  of  students  are  maintained  by 

grants,  wholly  or  partly. 1 think  the 

figures  we  are  compiling  will  show  that 
to  be  approximately  correct,  and  also 
that  the  proportion  of  medical  students 
who  get  grants  was  rather  less  in  the 
Universities  as  a whole  than  the  propor- 
tion of  all  students  who  get  grants. 

1660.  Do  I gather  from  what  you  say 
that  these  figures  are  not  yet  fully 

assembled? -Sir  Harold  Boldero : 

They  are  part  of  our  next  memorandum. 
Would  the  Commission  wish  us  to 
abstract  that  now? 

1661.  Chairman : If  it  is  coming  next 

time,  you  can  give  us  it  then. Dr. 

Platt : The  only  reason  why  I am  a little 
reluctant  to  talk  about  them  now  is  be- 
cause some  of  these  figures  have  not 
been  finally  checked  up,  and  so  on.  We 
may  want  to  revise  them  a little. 

1662.  We  are  quite  willing  to  wait  till 

the  next  time. Apparently  it  would  be 

about  61  per  cent,  of  male  medical 


students  as  compared  with  81  per  cent, 
of  men  in  all  faculties. 

1663.  There  is  one  question  on  that 

difference  which  you  might  be  able  to 
answer  ; is  that  because  of  the  operation 
of  means  tests? I presume  it  is,  yes. 

1664.  Sir  Hugh  Watson : We  have  in 
front  of  us,  Sir  Harold,  the  regulations 
issued  by  the  Scottish  authorities  for 
dealing  with  this  question  of  grants  and 
testing  the  income  of  parents.  We  do 
not  have  the  English  regulations  in  front 
of  us,  and  perhaps  if  you  could  know 
about  these  it  might  be  helpful  next 
time.  I am  told  the  Commission  have 
them,  so  they  will  be  available  to  you 
too.  As  you  know,  these  regulations 
provide  what  is  to  be  taken  into  account 
by  way  of  deduction  from  the  parents’ 
income  before  the  figure  is  fixed  for  the 

amount  of  his  boy’s  award. Sir 

Harold  Boldero:  These  apply  to  both 
central  and  local  authorities? 

Sir  Hugh  Watson:  Yes. 

1665.  Chairman:  You  have,  I sup- 
pose, no  information  as  to  what  pro- 
portion of  these  students  are  the  sons 
of  doctors,  or  what  proportion  of  them 
come  from  quite  other  walks  of  life? 
It  might  be  material  to  this  question. 
— - — We  have  no  actual  figures,  but  we 
might  be  in  a position  to  give  you  a 
view.  We  have  had  no  hard  and  fast 
figures,  they  are  mostly  impressions. 

1666.  One  other  question  in  relation 

to  that,  which  you  may  be  answering 
in  the  next  part  of  your  evidence.  These 
figures  you  are  giving  do  not  relate  only 
to  those  who  become  physicians,  but  to 
the  whole  medical  profession?- Yes. 

1667.  Sir  Hugh  Watson:  On  page  324 

of  your  memorandum  you  say  the  per- 
sonal responsibilities  of  doctors  increase 
as  medicine  grows  more  intricate,  and  as 
specialties  multiply.  I think  the  Com- 
mission would  like  to  hear  you  a little 
about  that,  because  it  would  seem  to 
them  that  these  different  specialties 
rather  provided  aids  to  the  general  prac- 
titioner.  But  it  still  remains  for  the 

general  practitioner  to  sense  out  at  a 
much  earlier  stage  the  need  for  these 
aids  and  that  responsibility  has  increased 
enormously,  I think,  with  the  growth  of 
Medicine.  I sometimes  give  my  students 
the  instance  of  meningitis ; when  there 
was  no  treatment  for  meningitis  it  was 
only  really  your  own  reputation  that 
suffered  if  you  did  not  make  the 
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diagnosis  early  or  did  not  make  it  at 
all,  but  now  it  means  the  difference  be- 
tween life  and  death  ; so  that  that  is 
an  increased  responsibility,  for  example. 

1668.  What  you  are  really  saying  is 
that  the  general  practitioner  has  to  have 
more  knowledge  in  order  to  make  the 

correct  diagnosis? And  to  apply  the 

remedy,  if  it  is  a case  in  which  the 
remedy  is  in  his  hands.  If  it  is  not, 
then  his  remedy  is  to  seek  the  aid  of 
someone  who  can  apply  it.  I have  no 
doubt  at  all  about  the  responsibility. 

1669.  Professor  Jewkes:  This  is  really 

another  aspect  of  this  very  heartening 
phrase  you  used  a minute  ago,  the  re- 
naissance of  general  practitioners. 

Yes. 

1670.  Chairman : Having  more  re- 
sponsibility he  has  also  got  rather  more 
means  at  his  disposal  with  which  to  do 
some  of  these  things,  so  long  as  he  knows 
how  to  use  them.  But  he  must  know 

how. This  applies  to  all  branches  too. 

My  own  work  is  far  more  complicated 
than  the  work  of  a physician  when  I 
qualified. 

1671.  It  applies  to  a great  many  occu- 
pations— the  increasing  technicality  of 
life  in  this  period  of  modern  invention. 
— — Sir  Harold  Boldero:  May  I add  a 
thought  here?  Of  course  it  is  true  there 
is  increased  responsibility,  but  it  is 
equally  true,  particularly  in  the  rural 
areas,  that  general  practitioners  have 
more  facilities  for  getting  consultants’ 
opinion  than  they  had  before. — Dr. 
Platt : That  makes  a very  big  change, 
which  the  Health  Service  had  a lot  to 
do  in  bringing  about. 

1672.  Sir  Hugh  Watson : That  must 
tend  in  some  measure  to  lessen  the  load 
of  responsibility  on  the  general  practi- 
tioner, if  he  knows  he  has  at  his  hand, 
as  Sir  Harold  has  said,  a consultant; 
provided  he  knows  which  consultant  to 

go  to. Yes,  I do  not  think  it  acts  in 

the  sense  of  reducing  responsibility. 
There  is  no  doubt  at  all  in  my  mind  that 
the  responsibility  has  increased. 

1673.  In  general  practice? For 

doctors  at  all  levels. 

1674.  We  have  been  told,  Dr.  Platt, 

that  under  modern  conditions  doctors 
tend  to  refer  more  cases  to  hospitals  and 
to  send  them  into  hospitals? Yes. 

1675.  That  means  when  they  go  into 
hospital,  unless  it  is  a cottage  hospital, 
the  general  practitioner  no  longer  has 


responsibility  for  the  patients,  is  that 

right? Our  out-patient  departments 

nowadays  in  hospitals  do  not  take  on 
the  treatment  of  a patient ; they  are  con- 
sultative departments.  The  patient  is 
sent  to  see  a physician,  the  necessary 
investigations  are  done,  and  a report  is 
sent  to  the  general  practitioner  who  is 
then  responsible  for  the  further  treatment 
of  that  patient.  It  may,  of  course,  be 
more  complex  than  that — the  patient 
may  have  to  go  into  hospital  for  investi- 
gation, treatment  and  an  operation,  and 
so  on,  and  it  may  be  weeks  before  the 
general  practitioner  sees  that  patient 
again.  Everything  may  be  over  by  then, 
but  in  a very  large  number  of  cases  the 
hospital  doctor  simply  acts  in  the  rolf 
of  consultant. 

1676.  Sir  David  Hughes  Parry:  And 
thereby  diminishes  to  some  extent  the 
responsibility  of  the  general  practitioner 

for  diagnosis? Yes,  for  the  time 

being.  The  general  practitioner  passes 
on  the  responsibility  but  it  comes  back 
to  him. 

1677.  Mr.  Gunlake : I wonder  how  far 

one  needs  to  pursue  the  question  of 
responsibility,  which  affects  all  of  us  in 
all  walks  of  life.  I think  what  we  are 
really  concerned  about,  are  we  not,  is 
whether  there  has  been  an  increase  in 
the  strain  of  responsibility?  We  all  have 
increased  responsibilities  but  the  point  is, 
is  it  more  of  a burden  and  a strain  on 
the  general  practitioner  and  the  consul- 
tant?  1 would  say,  yes.  I think  the 

responsibilities  have  increased— for 
example,  in  this  instance  I have  given 
you  where  your  action  makes  so  much 
more  difference  than  it  used  to. 

1678.  Of  course,  with  increasing 
medical  progress  the  strain  must  go  on 
increasing  and  must  come  to  the  point 
when  it  would  become  insupportable. 

1 suppose  the  answer  to  that  is  that 

you  would  have  to  have  more  doctors 
then,  would  you  not,  so  that  you  would 
have  fewer  patients  to  treat ; then  it 
would  become  supportable  again—  Sir 
Russell  Brain : There  is  also  the  correct 
use  of  the  very  complicated  modern 
apparatus  for  investigation  which  often 
carries  its  own  risks.  The  correct  use 
of  powerful  drugs  and  radio-active  sub- 
stances, used  now  more  than  ever  before 
and  which  carry  their  own  risks  if  not 
properly  used.  I think  those  other 
aspects  of  the  responsibility  of  dealing 
with  every  patient  have  very  noticeably 
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increased  during  the  time  I have  been 
in  practice. 

Mr.  Gunlake : Yes.  But  if  I may  ven- 
ture to  say  so,  the  strain  of  responsibility 
is  something  that  up  to  a point  one  can 
get  used  to. 

1679.  Sir  Hugh  Watson:  Would  you 
say.  Dr.  Platt,  that  the  fact  that  of  recent 
times  more  prominence  has  been  given 
to  legal  liability  on  the  part  of  doctors 

has  caused  them  anxiety? Dr.  Platt : 

Yes,  I think  it  has  caused  anxiety 
in  a number  of  quarters,  particularly,  I 
think,  with  people  who  have  anything  to 
do  with  the  treatment  of  accidents,  and 
so  on,  but  also  in  hospital  work  and 
general  practice.  Litigation  has  increased 
enormously  really,  has  it  not? 

1680.  I did  not  mean  that.  What  I 

really  meant  was  this:  as  you  know, 
there  have  been  a number  of  cases  in 
the  last  ten  years  or  so  where  doctors  in 
various  capacities,  both  general  practi- 
tioner and  hospital  doctors,  have  been 
sued  for  negligence? Yes. 

1681.  Is  that  a matter  which  causes  the 

doctors  anxiety? That  is  what  I 

meant — that  the  amount  of  litigation  on 
the  part  of  patients  has  increased. 

1682.  Against  doctors? Yes.  I 

think  it  worries  some  people  quite  a lot. 
I do  not  say  all,  I do  not  think  most  of 
us  lie  awake  at  night  thinking  about  it  ! 

1683.  I hope  not!  Now,  on  page  324 

May  I just  mention  this;  we  have 

rather  passed  over  this  question  of  the 
training  of  consultants,  or  does  that  come 
in  later? 

Sir  Hugh  Watson : If  you  want  to  take 
it  now,  please  do. 

1684.  Chairman:  Do  you  mean  the 
part  on  page  323  where  you  say  that 
those  who  hope  to  become  consultants 
must  settle  down  to  at  least  five  years 
post-graduate  training  and  often  far 

more? Yes.  We  do  think  this  is  a 

very  important  thing.  This  is  why  we 
still  think  there  must  be  a differential 
kept  up  between  the  pay  of  consultants 
in  general  and  practitioners  in  general. 
At  least,  that  is  one  of  the  reasons. 
Seven  years,  I suppose,  is  the  minimum 
post-graduate  training.  At  present  con- 
ditions are  bad  and  the  people  are  not 
getting  consultant  jobs  until  they  are 
thirty-five  or  forty,  and  that  was  never 
intended.  Even  if  they  get  them  between 


thirty  and  thirty-five,  which  we  think  is 
very  right,  they  have  probably  qualified 
at  twenty-four  and  have  done  10  years 
work.  Two  years  of  that  may  have 
been  in  the  Army  but  they  have  done 
at  least  eight  years  training  before  they 
become  consultants  at  all  and  at  every 
stage  of  this  training  there  is  competi- 
tion. You  select,  -usually,  best  men  of 
the  year  to  ibe  .the  house  men  in  the 
teaching  hospital.  These  people  have 
to  take  difficult  higher  examinations. 
They  compete  for  posts  as  registrars  and 
senior  registrars  and  so  on. 

1685.  Sir  Hugh  Watson:  And  you 

would  welcome  that  competition? 

Yes,  so  long  as  it  is  fair  competition 
and  you  have  not  got  to  a stage  where 
you  are  training  far  more  men  than 
there  are  posts  for. 

1686.  Shall  we  deal  with  that  subject 
now,  Dr.  Platt,  it  might  come  in  quite 
appropriately  here?  We  are  aware  that 
there  are  a very  large  number  of 
registrars,  senior  registrars  and  senior 
hospital  medical  officers  at  the  moment 
who  find  it  very  difficult  to  achieve  the 
next  step  and  become  consultants.  We 
are  told,  in  point  of  fact,  that  many  of 
them  have  to  wait  until  they  are  forty 
years  old  and  the  expression  was  even 
used  the  other  day  that  “some  of  them 
drop  off  the  ladder  ”.  To  some  extent, 
am  I right  in  thinking  that  this  is  a 

temporary  situation? Yes,  it  is,  but 

it  is  a very  serious  one  at  the  present 
time. 

1687.  Is  it  sufficiently  appreciated  that 

it  is  temporary? It  is  a temporary 

situation  that  has  been  going  on  for  a 
very  long  time.  We  think  that  there  is 
room  for  more  consultant  posts,  and  that 
if  they  were  created  then  these  young 
men,  or  these  ageing  men,  would  get  a 
chance.  After  all,  they  are  fully  trained 
and  responsible  people  and  they  are  quite 
ready  to  step  into  a consultant  post.  I 
might  say  that  Sir  Russell  Brain  knows 
personally  of  many  cases  where  they 
have  emigrated.  We  are  compiling  some 
evidence  on  emigration  but  it  will  not 
apply  purely  to  this  type  of  person,  it 
will  be  emigration  in  general.  I do 
not  know  to  what  extent  it  is  the  business 
of  your  Commission  but  I would  like 
you  to  take  note  of  this  situation  if  you 
can  because  l think  it  is  causing  a great 
deal  of  anxiety  and  discontent.  I think 
really  the  Service  is  exploiting  these  men. 
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1688.  You  suggested  that  the  number 

of  consultants  should  be  increased  and 
then  many  of  these  gentlemen  would  be 
able  to  get  posts? -Yes. 

1689.  In  your  view  does  the  public 

service  require  more  consultants? 

Yes. 

1690.  This  is  rather  puzzling  us,  you 
see,  because  we  are  told  that  many  of 
these  senior  registrars  work  without 
supervision  and  are  in  fact  doing  work 
that  ought  to  be  done  by  consultants. 
It  is  rather  puzzling  us  to  know  just 
exactly  how  all  this  works  and  how  you 

think  it  ought  to  work. 1 think  that 

there  is  room  for  more  consultants,  un- 
doubtedly. I think  the  need  is  probably 
greater  in  the  non-teaching  than  in  the 
teaching  hospitals. 

1691.  Sir  David  Hughes  Parry'.  I 

wonder  whether  we  can  take  it  along 
these  lines : a man  will  qualify,  normally, 
at  the  age  of  about  twenty-four,  is  that 
right? Yes. 

1692.  He  will  probably  have  done  two 
years  National  Service,  many  of  them 
may  have  done  three  years,  so  that  makes 

him  twenty-six. 1 should  have  thought 

very  few  did  three  years,  I have  not 
heard  of  any  myself. 

1693.  I know  of  a number  who  have. 
So  that  the  average  age  then  would  be 
about  twenty-six  and  then  they  would 
find  some  difficulty  in  getting  into  a 

post? But,  first  of  all,  they  have 

done  a compulsory  year  in  hospital 
before  going  into  the  Service  at  all. 

1694.  So  that  would  make  them  older 

still? Yes,  twenty-seven. 

1695.  They  are  twenty-seven  then. 
Now,  you  suggest  that  they  should  be 
appointed  as  consultants  at  about  thirty, 
thirty-one  or  thirty-two.  The  average 
age  is  going  to  be  thirty-two,  so  some  of 
them  must  be  appointed  under  thirty- 

two. What  I think  I said  was,  thirty 

to  thirty-five. 

1696.  Yes. And  what  I think  the 

Spens  Committee  had  in  mind  was 
thirty-two. 

1697.  Yes,  an  average  age  of  thirty- 

two. But  was  the  Spens  Committee 

expecting  that  for  la  definite  period  every- 
body would  do  two  years  military  ser- 
vice? I do  not  think  they  were. 


1698.  They  are  doing  it,  and  what  you 
are  saying  is  that  they  are  ageing  before 
they  are  now  appointed  to  consultant 
posts.  So  two  years  ought  to  be  added 

to  the  Spens  age? Perhaps  so.  They 

do  not  all  do  military  service,  of  course, 
for  various  reasons. 

1699.  I appreciate  that. 1 know 

one  very  clever  man  who  was  in  my 
department  and  who  was  appointed  a 
consultant  at  the  age  of  thirty-one.  He 
was  one  of  those  who  did  not  have  to 
do  military  service. 

1700.  The  layman  is  inclined  to  look 
upon  the  consultant  as  a wise  man  of 
very  considerable  experience  and  he 
would  tend  to  regard  your  brilliant  young 
man  as  more  of  a specialist  than  a con- 
sultant. I wonder  whether  there  is  not 
room  for  that  intermediate  grade?  I 
find  it  very  hard  to  picture  a young 
person  being  a consultant — wise,  mature, 
knowledgeable  at  thirty-one  or  thirty- 
two.  Ought  not  the  training  at  that 

stage  to  be  much  longer? No,  I think 

this  is  solely  a question  of  definition.  I 
think  some  people  are  very  wise  at  thirty, 
thirty-one  or  thirty-two,  and  I think  if 
you  are  going  to  try  and  create  another 
level  in  between  consultants  and  senior 
registrars  you  are  going  to  create  a lot 
more  discontent — unless  you  are  going 
to  say  that  there  is  sometimes  room  for 
a man  to  be  an  assistant,  but  if  so  he  is 
to  have  the  full  privileges  of  a consul- 
tant. He  may  be  a junior  member  of 
the  team  in  the  hospital  but  with  the 
full  privileges  and  responsibilities  of  the 
consultant  and  with  the  automatic  right 
of  succession,  when  his  time  comes,  to 
the  senior  post.  I think  that  would  be 
acceptable  but  I think  to  create  just 
another  grade  would  be  a bad  thing. 

1701.  Chairman : I also  thought  you 

were  saying,  Dr.  Platt,  that  you  do  not 
want  consultant  posts  created  just  to  help 
people  out  of  difficulties  because  they 
are  stuck  in  the  registrar  grades.  You 
want  consultant  posts  created  where  con- 
sultant posts  are  needed? Yes.  In 

other  words,  I think  a number  of  hos- 
pitals are  not  fully  covered  for  their 
consultant  service  iat  the  present  time. 

1702.  Is  there  a big  deficiency,  do  you 

think? No,  I would  not  say  that  it 

was  a very  big  deficiency  but  I have  no 
figures  for  this  because  no  survey  has 
been  done.  Of  course,  we  have  been 
urging  the  Ministry  to  make  a survey 
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of  this  'kind,  for  a long  time,  ‘but  without 
success. 

1703.  And  it  varies  from  specialty  to 
specialty.  I suppose?— — Very  much. 
We  know  there  are  some  specialties  in 
which  a man  can  get  a job  tomorrow 
ir  he  is  ready  and  trained.  They  are 
crying  out  for  them. 

1704.  Mr.  Gunlake : Has  the  Ministry 
given  any  reasons  for  resisting  this 
survey?  I think  I will  put  this  awk- 
ward question  to  Sir  Russell,  because  he 
haa  been  so  much  at  the  spearhead  of 
'kds.—Sir  Russell  Brain : I am  not  used 
;o  being  an  interpreter  of  the  Ministry! 

1705.  I only  asked  if  they  had  given 
any  reason  or  if  they  had  simply  said, 

no. 1 think  the  main  reason  is  that 

they  think  it  would  not  serve  a useful 
purpose,  or  it  would  be  a difficult  time- 
consuming  job  to  carry  out  compared 
with  any  value  which  would  be  likely  to 
emerge  from  it. 

1706.  Chairman : Can  you  just  tell  us 
the  technique  of  establishing  a new  con- 
sultancy, as  it  were?  How  is  it  decided 
that  there  ought  to  be  another  consultant 

post? Normally,  the  Regional  Board 

or  teaching  hospital  comes  to  that  con- 
clusion, probably  on  the  advice  of  the 
Medical  Committee.  It  then  applies  to 
the  Ministry  and  'the  Ministry  has  a 
small  committee  on  which  the  Joint  Con- 
sultants’ Committee  is  represented  ; they 
have  their  own  advisers,  and  that  com- 
mittee goes  into  the  question.  Sir 
Harold  really  knows  more  about  this 
than  I do  because  he  has  served  on  that 
Committee,  but  that  is^  broadly  what 
happens.  And  then  they' approve  or  dis- 
approve, as  the  case  may  be.  There  is, 
of  course,  still  the  fundamental  question 
at  Regional  Board  level  of  being  able  to 
afford  a new  consultant  in  competition 
with  other  financial  claims. 

1707.  In  fact,  there  has  been  a fairly 
steady  increase  in  the  number  of  consul- 
tants since  the  Health  Service  came  into 
being,  starting  with  a very  big  increase 
early  on  and  then  going  on  more  steadily 
and  gradually  since,  is  that  not  broadly 

right? Dr.  Platt:  That  is  quite  true. 

There  was  a very  big  increase  in  the 
early  years  of  the  Service.  A lot  of  new 
posts  were  being  created  and  it  was  that, 
really,  that  led  to  the  training  of  a lot 
of  people.  Then  rather  suddenly  it 
became  the  case  that  there  were  not 


enough  jobs  for  them,  they  were  all 
filled. 

1708.  Sir  David  Hughes  Parry:  There 

was  a good  deal  of  upgrading  at  that 
time,  was  there  not,  of  people  in  the 
full-time  hospital  service? Yes. 

1709.  Chairman:  But  it  is  quite  clear 
that  you  do  not  think  anybody  should 
be  entitled  to  become  a consultant 
because  they  have  passed  the  examina- 
tions, but  that  there  should  be  competi- 
tion in  that  sense  for  the  posts  that  are 
needed  to  fill  the  needs  of  the  Service. 

Yes,  I think  that  is  right. — Sir 

Harold  Boldero : I am  so  glad  you  made 
that  clear.  I agree  with  what  Sir  Russell 
said  in  answer  to  a question,  but  the 
committee  at  the  Ministry  of  Health, 
with  doctors  from  outside  sitting  on  it, 
only  concern  themselves  with  posts. 
They  would  only,  therefore,  approve  or 
disapprove  of  a new  post.  That  post 
then  goes  back  to  the  body  that  asked 
for  it,  the  Regional  Board  or  the  Board 
of  Governors  at  a teaching  hospital,  and 
it  is  advertised  openly  and  publicly  and 
applicants  are  then  appointed,  again  by 
the  body  that  asked  for  the  post. 

1710.  Professor  Jewkes : Could  I ask 
one  more  question  about  this  total  num- 
ber of  consultants?  If  there  is  a short- 
age of  consultant  posts,  as  you  suggest, 
one  would  expect  to  find  that  the  Medical 
Committees  at  the  Regional  Board  level, 
and  the  Medical  Committee  at  the  higher 
level  would  agitate  all  the  time  for  more 
consultant  posts.  But  are  they  doing 
that?  We  know,  Sir  Russell,  that  above 
us  are  the  people  who  decide  what 
finance  can  be  allocated  but  the  initiative 
for  more  consultant  posts  would  have 
to  come  from  the  profession  itself.  Is 

that  happening? Dr.  Platt : I do  not 

think  at  is  happening  as  much  as  it 
should  do  but  I think  that  is  largely 
because  everybody  is  damped  down  by 
the  question  of  budgets.  We  have  heard 
nothing  but : “ We  cannot  afford  it  ”, 
for  a long  time. 

1711.  But  if  doctors  think  there 
should  be  more  consultants,  they  should 
say  that  and  leave  other  things  aside. 
Yes. 

1712.  If  the  number  was  increased  up 

to  the  point  you  thought  reasonable,  do 
you  think  this  would  deal  with  the 
problem  of  the  senior  registrar? Yes. 
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1713.  It  should  be  sufficient  to  deal 
with  it? Y es.  I mean,  I am  not  say- 

ing that  a certain  number  of  individual 
problems  will  not  always  exist  in  any 
state  of  affairs  but  it  would  deal  with 
the  immediate  and  very  serious  problem 
at  this  stage. — Sir  Russell  Brain:  And 
provided,  if  I might  add,  that  the  num- 
ber of  senior  registrars  in  future  was 
kept  within  such  a relationship  that  they 
could  reasonably  expect  to  become 
consultants. 

Sir  David  Hughes  Parry  : There  would 
have  to  be  a fixed  ascertained  relation- 
ship between  the  number  of  posts  of 
senior  registrar  and  vacancies  in  the 
consultant  grade. 

1714.  Professor  Jewkes:  Does  it  mean. 
Dr.  Platt,  that  the  real  problem  here  is 
the  shortage  of  consultants  and  not  the 
surplus  of  senior  registrars?  If  there  is 
a shortage  of  consultants  it  is  something 
that  the  community  is  lacking  but  the 
surplus  of  senior  registrars,  serious  as  it 

is,  only  affects  a handful  of  people. 

Dr.  Platt : Yes. 

1715.  And  you  would  deal  with  the 
minor  problem  by  dealing  with  the  major 

problem? It  has  very  important 

repercussions  on  contentment  and  re- 
cruitment. You  see,  the  bright  young 
men  whom  we  would  like  to  see  at  the 
present  time  training  and  getting  up  to 
the  senior  registrar  jobs  and  consultant 
jobs  are  hesitating  to  go  into  consultancy 
at  .ah  at  present  because  they  can  see 
this  hold-up.  They  cannot  see  any 
immediate  prospects  and  it  has  a lot  of 
repercussions.  It  is  not  just  hardship 
for  a little  bunch  of  men. 

1716.  But  the  shortage  of  consultants 
has  even  more  serious  repercussions,  has 
it  not,  on  the  community  in  the  sense 
that  if  we  are  short  of  consultants  the 
waiting  lists  must  be  increasing  or 
patients  must  be  suffering  who  need  not 
suffer,  or  people  may  be  dying  who 
might  have  been  kept  alive?  That  is 

what  a consultant  shortage  means? 

It  is  always  very  difficult  to  estimate. 

Professor  Jewkes:  Yes,  I know. 

1717.  Chairman : I want  to  come  back 
to  this  question  you  raised,  Dr.  Platt, 
about  training.  I think  you  said  that  one 
reason  why  the  consultant  must  always 
be  relatively  highly  paid  is  because  of 
the  length  of  additional  post-graduate 


training.  Is  that  right? Yes,  and  be- 

cause he  does  succeed  through  a series  of 
competitions. 

1718.  Yes,  I was  going  to  take  both 

points. There  are  some  other  reasons 

which  we  will  probably  come  on  to. 

1719.  I was  just  going  to  ask  this  on 

the  question  of  the  long  period  of  post- 
graduate training.  The  trainee  is,  of 
course,  earning  during  most  of  that 
period,  is  he  not? Yes. 

1720.  On  the  whole,  is  he  earning  at 

a lower  level  in  those  early  years  than 
if  he  had  gone  into  the  general  practice 
branch  of  the  profession?  It  is  probably 
hard  to  say  that. 1 would  say  un- 

doubtedly after  the  first  few  years. 
During  the  first  few  years,  I suppose,  a 
trainee  in  general  practice  is  not  getting 
a very  big  amount.  But  after  the  first 
few  years  when  he  is  a man  of  thirty 
to  thirty-five,  the  senior  registrar,  I 
should  say  unquestionably,  is  getting  less 
than  he  would  get  as  a general 
practitioner. 

1721.  We  are  talking  of  the  man  who 
commonly  becomes  a consultant  at 
thirty  to  thirty-five.  Would  you  say  as 
an  average — even  if  you  take  it  at  the  top 
age  of  thirty-five — you  are  covering  a 
period  of  six  or  seven  years  during  part 
of  which  he  will  be  earning  less  than  the 
more  successful  of  his  opposite  numbers 
in  the  other  branch  of  the  profession? 

Is  that  right? Yes,  I think  that  is  un- 

doubtedly true. 

1722.  And  that  you  would  feel  if  he 
is  earning  less  at  one  stage  of  his  career 
it  requires  compensation  at  a later  stage 
if  there  is  to  be  an  attraction  to  go  into 

that  branch? Yes,  but  I think  that  is 

only  one  of  the  points. 

1723.  Sir  Hugh  Watson:  That  is  a 

very  large  subject.  As  you  know.  Dr. 
Platt,  what  the  Spens  Committee  had  in 
mind  was  that  they  wanted  to  give  to  the 
consultants  a security  in  the  early  stages 
which  was  severely  lacking  before  the 
National  Health  Service. Yes. 

1724.  And  to  some  extent  they  have 

achieved  that  because  a consultant  with- 
out a merit  award  at  the  age  of  thirty 
receives  £1,890  a year,  and  a consultant 
who  goes  through  the  stages  _ of  the 
normal  remuneration,  again  without  a 
merit  award,  8 years  later  receives 
£3,255.  These  figures  are  gross  before 
tax. Yes. 
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1725.  The  average  general  practitioner 
earns  £2,222 — if  the  average  general 

practitioner  exists! You  were  saying 

if  he  enters  at  thirty  but,  of  course,  very 
few  do  enter  at  thirty,  and  actually  those 
are  figures  for  whole-time  work.  Most 
young  consultants  will  not  be  appointed 
to  whole-time  posts ; they  will  be 
appointed  to  part-time  posts  with  some- 
thing like  seven,  eight  or  nine  sessions  for 
which  remuneration  is  only  proportional. 
And,  of  course,  in  their  early  years 
private  practice  will  be  very  small, 
although  they  may  incur  considerable  ex- 
penses in  keeping  premises  and  employ- 
ing secretarial  help,  and  so  on. 

1726.  We  are  now  off  on  to  another 
subject  again,  because  this  is  a very  wide 
subject.  We  are  on  the  difference 
between  part-time  and  whole-time  con- 
sultants which  I would  prefer,  if  you 
do  not  mind,  to  leave  for  a little  while. 
Yes. 

1727.  70  per  cent,  of  consultants  are 
maximum  part-timers,  are  they  not, 
doing  nine  sessions  and  paid  for  nine  and 

half? 1 do  not  know,  but  I believe 

those  are  the  figures  you  have 
ascertained. 

1728.  I got  them  from  Sir  Russell 

Brain  the  other  day,  actually,  and  again 
from  Sir  Russell  I obtained  the  informa- 
tion that  most  of  the  consultants 
averaged  seven  or  eight  sessions.  I know 
that  is  taking  it  over  the  whole  field. 
There  is  this  difficulty  about  consultants, 
is  there  not,  that  the  bottleneck  which 
we  have  been  discussing  occurs  in  the 
major  specialties — general  medicine, 

general  surgery,  gynaecology  and 
obstetrics? Yes,  those  are  the  worst. 

1729.  Can  you  tell  us  why  the  people 
who  are  progressing  up  the  registrar  and 
senior  registrar  ladder,  who  are  aware 
of  the  difficulties  of  getting  into  these 
specialties,  do  not  seek  an  outlet  in  the 
other  specialties  which,  you  told  us  a 
moment  ago,  they  can  get  into  almost 

at  any  time? Yes,  but  the  training 

would  be  different.  I mean,  to  take  an 
extreme  case,  you  cannot  suddenly  de- 
cide to  become  a surgeon  when  your 
training  for  the  last  five  years  has  been 
that  of  a physician.  Even  to  take  more 
related  branches  like  psychiatry,  which  is 
short  of  consultants,  (1)  you  cannot  just 
change  your  training  like  that  and  (2) 
there  are  only  a certain  number  of  people 
who  want  to  spend  their  lives  in 


psychiatry.  It  is  a very  special  branch 
of  the  profession  for  which  you  have 
to  feel  that  you  have  a considerable  apti- 
tude, I think.  I have  often  talked  to 
young  men  and  said:  “Your  chance, 
you  know,  of  getting  on  would  be  better 
in  psychiatry,  pathology  or  paediatrics  ”, 
but  they  say : “ I just  do  not  want  to  do 
those  things 

1730.  That  would  seem  to  indicate 

that  financial  remuneration  is  not  every- 
thing to  these  doctors! 1 am  quite 

sure  it  is  not  everything.  I am  sure  it 
is  not  the  chief  incentive  of  the  medical 
profession  at  all. — Sir  Russell  Brain: 
Could  I make  one  comment  on  what  you 
said?  Many  younger  consultants  when 
they  start  do  not  begin  with  seven  or 
eight  sessions,  quite  a few  of  them  only 
have  three  or  four  and  may  have  to  wait 
to  add  to  those ; and  then  they  have 
real  hardship.  If  you  translate  what 
they  are  earning  under  their  present 
rates  in  terms  of  what  it  was  worth  in 
1939  I think  it  is  pretty  evident  that 
Spens’  ambitions  have  not  been  achieved. 

1731.  Supposing,  as  you  say.  Sir 

Russell,  and  I know  you  are  right,  they 
start  with  three  or  four  sessions.  Apart 
from  that  they  have  what  private  prac- 
tice they  can  find,  have  they? Yes. 

1 think  it  is  the  increasing  tendency  to 
try  perhaps  to  carry  seven  or  eight  ses- 
sions for  that  reason,  but  I know  that 
there  are  quite  a few  who  on  starting 
have  not  more  than  three  or  four  and 
who  may  actually  be  worse  off  than  they 
were  as  senior  registrars. 

1732.  Chairman : When  a consultant 
dies  or  retires  presumably  his  post  is 
completely  filled  by  another  consultant? 
If  he  was  doing  nine  sessions,  for  in- 
stance, in,  say,  two  hospitals  within  the 
same  area,  the  vacancy  will  not  be  filled 
by  two  people  each  of  whom  are  going 
to  do  four  sessions.  It  is  more  likely 
to  be  filled  by  one  person  covering  that 

same  area,  is  it  not? Not  necessarily. 

They  are  individual  posts  at  individual 
hospitals  and,  therefore,  they  would  be 
advertised  separately  and  it  might  hap- 
pen that  one  of  those  posts  would  be 
filled  by  additional  sessions  going  to 
somebody  else  working  at  that  hospital. 

1733.  I wonder  what  really  does  hap- 
pen normally? 1 would  think  com- 

monly they  would  be  advertised  separ- 
ately unless  they  involved  a single 
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appointment  with  visits  to  different  hos- 
pitals. But  if  there  were  several  dif- 
ferent hospital  appointments  they  might 
be  divided  up. 

1734.  Perhaps  I can  come  to  another 
point.  If  a new  consultant  post  is 
created  because  need  is  shown  is  it  ever 
as  little  as  two  or  three-elevenths  of  a 
week  that  is  created  or  is  it  usually 
shown  that  there  is  need  for  one  full 

new  consultant,  say,  nine-elevenths? 

Sir  Harold  Boldero : A new  one  is  very 
seldom  advertised  for  so  few  as  two 
or  three  sessions  as  you  said.  Nearly 
always  it  is  in  the  higher  brackets — 
seven,  eight  or  nine — because  the  hos- 
pital has  failed  to  get  applicants  for  a 
smaller  number. 

1735.  But  in  fact  a new  post  created 

is  usually  over  half? Yes.  May  I 

add  one  other  point  to  what  Sir  Russell 
was  saying  about  when  a vacancy  occurs 
owing  to  retirement  at  sixty-five.  It  is 
automatically  filled  under  the  same  con- 
ditions. There  is  one  other  aspect ; the 
Service  has  only  been  going  for  ten 
years  and  Regional  Boards  and  Boards 
of  Governors  in  seeking  to  make  re- 
arrangements or  improvements  in  the 
Service  have  sometimes  had  to  wait, 
rather  than  compel  a man  to  do  this  or 
that,  until  a vacancy  occurs ; they  seize 
the  opportunity  of  a vacancy  to  readjust 
the  work.  This  is  a subsidiary  reason 
to  explain  why  vacancies  are  not  all 
advertised  and  filled  under  exactly  the 
same  conditions. 

1736.  I wonder  if  you  would  be  able 

to  give  us  any  figures,  or  perhaps  the 
Ministry  can,  of  the  extent  to  which 
these  younger  consultants  get  their  first 
few  posts?  Do  they  in  fact  start  off 
with  a total  of  three,  four,  or  five  ses- 
sions and  get  up  as  quickly  as  they  can 
to  nine  or  eleven?  Those  are  figures 
that  as  far  as  I know  we  have  not  re- 
ceived.  Sir  Russell  Brain : I do  not 

think  we  have  them. 

1737.  We  may  be  able  to  get  some 
figures  from  the  Ministry  perhaps  of 
those  who  have  become  consultants  over 
the  last  few  years  and  whether  in  fact 
they  have  been  getting  a few.  sessions 
and  have  had  to  fill  in  their  time  else- 
where against  their  will,  or  whether  in 

fact  it  is  a rarity. 1 think  it  is  a 

diminishing  number  because  the  prob- 
lem has  been  realised.  As  Sir  Harold 
said  there  is  a tendency  to.  advertise 
the  larger  number  of  sessions.  Of 


course,  that  sets  up  another  problem 
altogether  -involving  the  number  of  ses- 
sions at  a group  of  hospitals  which  again 
can.  only  be  overcome  by  limiting  the 
sessions  at  a particular  hospital  to  two. 

1738.  We  were  really  on  Sir  Hugh 
Watson’s  point  as  to  whether  in  fact  the 
young  man,  when  he  becomes  a con- 
sultant, is  really  getting  something  which 
very  quickly  gets  to  the  average  level  of 
the  general  practitioner  and  passes  it  by 
about  the  third  year,  or  whether  because 
he  is  not  anything  like  a full-time  con- 
sultant and  is  not  able  to  fill  in  his  time 
profitably  outside  it  is  many  more  years 
before  he  catches  up.  That,  I think  Sir 

Hugh,  is  what  you  were  getting  at. A 

sample  investigation  should  throw  some 
light  on  that. 

1739.  Sir  Hugh  Watson:  I thought 
when  I came  here  this  morning  I had 
tied  everything  up  into  neat  compart- 
ments but  we  cannot  help  flowing  into 
one  or  the  other.  Perhaps  you  can  help 
me.  On  the  last  occasion  when  the  Joint 
Consultants’  Committee  was  giving  evi- 
dence we  were  told  that  the  Ministry 
had  accepted  the  principle  that  when  a 
man  applied  for  a consultant  post  he  was 
appointed  a consultant ; but  it  was  not 
until  after  he  had  accepted  the  post  that 
the  Ministry  said : “ Do  you  want  to  be 
whole-time  or  part-time?  ” To  what 

state  of  affairs  does  that  relate? That 

could  only  apply  to  positions  which 
involved  whole-time  or  maximum  part- 
time  sessions.  It  could  not  apply, 
obviously,  to  the  small  number  of 
sessions. 

1740.  Professor  Jewkes:  May  I ask 
one  question  which  is  a little  aside  from 
this  but  connected  to  the  promotion  to 
the  consultant  class?  You  mentioned 
that  it  is  more  difficult  now  for  the 
registrar  who  either  does  not  wish  to.  go 
on,  or  cannot  go  on,  to  get  back  into 
general  practice.  Why  is  that  so?  — 
Dr  Platt : I do  not  know  why  that  is, 
really.  It  seems  to  be  more  difficult  to 
go  into  general  practice  altogether.  I 
suppose  one  thing  is  that  committees 
appoint  doctors  now  whereas  before,  of 
course,  you  could  buy  a practice.  It  was 
easier  then  provided  you  could  get  the 
money.  There  is,  I think,  another  reason, 
rather  more  important,  that  the  two 
branches  of  Medicine  have  diverged  a 
good  deal,  and  what  we  do  in  hospitals 
now  many  general  practitioners  would 
consider  to  be  not  such  a good  training 
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for  general  practice  as  it  was  30  years 
ago  when  there  was  less  hospital  treat- 
ment. I think  that  is  only  partially  true, 
of  course.  I think  it  is  a very  good  thing 
for  a young  man  to  do  more  than  the 
minimum  one  year  in  hospital — very 
good,  whatever  experience  you  have — 
but  when  you  get  a man  who  has  been 
in  a rather  specialised  -branch  of  Medi- 
cine such  as  cardiology  or  neurology  for 
four  or  five  years,  the  general  practi- 
tioners rather  look  askance  at  him  and 
think  he  is  rather  too  much  of  a 
specialist. 

1741.  So  it  does  tend  to  increase  the 

risk  of  a young  man  who  steps  up  the 
ladder  towards  consultancy? Un- 

questionably, yes. 

1742.  Sir  David  Hughes  Parry : But 
you  would  agree  that  the  right  time  for 
the  man  to  make  a final  decision  is  after 
he  becomes  an  ordinary  registrar  and 
before  he  goes  up  to  the  senior  registrar 

position? 1 think  that  is  true  and  I 

also  think  that  it  is  the  duty  of  his 
seniors,  and  so  on,  to  keep  a very  close 
eye  on  the  senior  registrar  in  his  early 
years.  If  we  do  not  think  he  is  going 
to  be  a success  we  should  try  and  divert 
him  into  some  other  channel  before  he 
has  done  years  of  training. 

1743.  And  it  is  not  really  the  question 
of  remuneration  that  causes  discontent  in 
the  senior  registrar  grade  but  the  un- 
certainty of  whether  they  are  going  to  be 

appointed  as  consultants? Well,  it  is 

both,  you  know,  because  these  men  are 
getting  older.  So  many  of  them  have 
young  families  growing  up  and  their 
remuneration  is  not  very  high. 

1744.  One  would  wonder  whether  it 
might  not  be  advisable  to  prolong  the 
ladder  of  the  senior  registrar  scale  and 

certainly  in  that  period. As  a 

temporary  solution  to  the  problem,  of 
course,  we  have  urged  that  they  should 
have  an  incremental  salary  while  they 
are  waiting  for  a post. 

1745.  Chairman : Coming  back  to  that 
question  of  whether  a consultant  usually 
starts  with  three  or  four  sessions,  or 
some  small  number,  there  is  a table 
facing  page  90  of  the  Ministry’s  Factual 
Memorandum  which  shows  that  with 
those  born  since  1918  the  enormous 
majority  appear  to  be  on  nine  or  11 
sessions,  judging  by  the  total  number  of 
sessions  and  total  number  of  persons.  I 


think  that  would  show  that  all  the  com- 
paratively young  ones,  who  are  presum- 
ably those  who  have  become  consultants 
recently,  in  most  cases  have  got  8,  9 or 

11  sessions. 1 would  say  that  it  is 

usual  nowadays  to  have  seven  or  more 
sessions  but  I agree  with  Sir  Russell  that 
there  have  been  some  notable  excep- 
tions, especially  in  teaching  hospitals 
which  have  often  favoured  a rather  lower 
number  of  sessions. 

1746.  Sir  Hugh  Watson : Coming  back 
for  a moment  to  Sir  David  Hughes 
Parry’s  last  point : do  you  think  it  would 
be  a good  thing  if  arrangements  could 
be  made  for  an  easier  transfer  from  the 
hospital  service,  in  the  early  stages  of  a 

doctor’s  career,  to  general  practice? 

Yes. 

1747.  You  mentioned  a moment  ago 

that  you  thought  there  was  a great  ad- 
vantage to  be  derived  for  the  general 
practitioner  to  do  more  than  the  com- 
pulsory period  in  hospital? Yes. 

1748.  In  the  first  place,  we  are  given 

to  understand,  as  you  said  a moment 
ago,  that  a young  specialist  is  not  wel- 
come in  general  practice. Yes. 

1749.  Secondly,  it  is  difficult  for  regis- 
trars .to  get  out  into  general  practice  if 
for  any  reason  they  find  they  prefer  it 
or  are  not  suited  to  go  on  up  the  ladder. 
Do  you  think  it  would  be  a good  thing 

if  that  could  be  done? Yes,  I do  and 

I think  that  future  developments  in 
general  practice  will  tend  towards  group 
practice.  That  should  make  it  easier 
because  in  a group  you  should  welcome 
a man  who  has  got,  say,  at  least  a bit  of 
training  in  some  special  branch  of 
Medicine. 

1750.  We  have  had  instances  of  prac- 
tices where  among  four  partners  three 
were  specialists  in  one  thing  or  another. 
Yes. 

1751.  Chairman-.  Would  you  say  that 

was  a good  thing? Yes. 

1752.  Professor  Jewkes:  Are  there  any 
other  ways  in  which  you  might  make  it 
easier  to  transfer  from  the  consultants’ 

ladder  to  general  practice? 1 cannot 

think  of  them  just  at  the  moment.  There 
may  be  sohne. 

1753.  Mr.  McIntosh : Would  you  be  in 

favour  of  extending  the  compulsory 
period  of  service  in  hospital  for  all 
doctors? No,  I do  not  think  so. 
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1754.  That  might  possibly  be  a way  of 
increasing  the  period  of  specialisation,  so 

to  speak,  for  everybody. Yes,  but  I 

am  not  in  favour  of  too  much  com- 
pulsion. That  is  what  makes  me  say  no. 

I think  that  the  majority  of  young  men 
are  quite  well  advised  to  spend  more 
than  the  minimum  year  in  hospital  but 
I do  not  think  I would  like  it  to  be 
compulsory. 

1755.  Sir  Hugh  Watson : Can  you  tell 
us  whether  in  point  of  fact  young  doctors 
who  are  going  into  general  practice  do 
spend,  more  than  the  compulsory  year 

in  hospital? 1 should  think  'many  of 

them  do.  I am  not  sure  if  Sir  Russell 
wants  to  make  a point  on  this  table  in 
the  Ministry’s  memorandum. — Sir  Russell 
Brain : I was  just  looking  at  it.  I hap- 
pened to  look  at  ophthalmology  where 
you  will  see  that  since  1919,  roughly, 
you  have  six  sessions,  five  sessions,  and 
four  sessions.  I do  not  know  if  there 
is  any  special  reason  for  that  but  there 
seems  . . . 

1756.  There  are  certain  specialties 
which  seem  to  have  quite  a different  ex- 
perience to  the  other  larger  ones  but  in 
most  of  them  that  is  rather  contrary  to 

.the  general  picture. 1 quite  agree,  they 

are  exceptions. 

Chairman : I think  this  would  be  a 
convenient  point  at  which  to  adjourn. 

{The  proceedings  were  adjourned  for 
lunch) 

On  resumption. 

1757.  Sir  Hugh  Watson : There  is  one 
matter  I would  like  to  explore  with  you 
if  I may,  in  which  I was  heavily  shot 
down  a fortnight  ago,  but  I think  it  is 
worth  pursuing.  That  is  this  question 
of  an  intermediate  grade  which  we 

discussed  this  morning. Dr.  Platt : 

Yes. 

1758.  This  question  was  rather 

puzzling  the  Commission.  We  quite 

appreciate  that  the  registrar  grade  is  to 
some  extent  at  least  a training  grade, 
but  to  some  extent  at  least  it  is  also 
an  operative  grade,  is  it  not? Yes. 

1759.  Now  I suppose  also  with 

registrars,  part  of  their  work  is  educa- 
tional?  You  mean  educational  for 

themselves? 

1760.  No. — —They  are  teaching? 

1761.  Yes. Yes,  in  a teaching 

hospital  they  are. 


1762.  I suppose  a good  deal  of  their 

work  is  done  not  under  supervision? 

That  is  not  a question  you  can  answer 
just  Yes  or  No.  My  senior  registrar  will 
see  a number  of  out-patients  who  are 
referred  to  my  unit  from  doctors.  I can- 
not see  them  all  myself.  He  will  see 
them,  he  will  examine  them,  write 
letters,  deal  with  them  completely.  All 
right,  he  is  not  under  supervision ; but 
if  he  is  in  the  slightest  doubt  I and  other 
senior  colleagues  are  there,  and  he  can 
get  hold  of  us  at  any  time.  Also  he  is 
working  as  one  of  the  team,  and  he 
knows  the  ways  the  team  deal  with  cer- 
tain problems  which  are  likely  to  be 
presented,  so  he  is  really  not  working  in 
isolation  even  though  he  is  not  super- 
vised the  whole  time. 

1763.  Do  I understand  the  position 

correctly  that  the  moment  a senior 
registrar  becomes  a consultant  he  has 
then  reached  independence? Yes. 

1764.  And  he  no  longer  requires 

supervision  at  all? Yes. 

1765.  This  point  has  been  pressed  by 

two  of  the  Scottish  Colleges,  Dr.  Platt, 
that  a method  of  dealing  with  this 
bottleneck  would  be  to  introduce  this 
intermediate  grade — the  senior  assistant 
physician  and  the  senior  assistant  sur- 
geon— in  the  hospital.  It  has  been  sug- 
gested, for  instance,  that  a grade  might 
be  evolved  which  would  supersede  both 
the  S.H.M.O.  and  senior  registrar,  and 
be  paid  on  a scale  which  at  its  top  end 
would  overlap  the  lower  ranges  of  the 
consultant  scale.  You  would  then  have 
a situation  where  people  would  know 
that  at  the  worst  they  would  be  paid 
the  top  of  that  scale. Y es. 

1766.  And  that  at  the  best  they  could 
work  through  into  the  consultant  ranks. 
Yes. 

1767.  What  would  your  view  be  about 

that? 1 think  it  is  a bad  solution. 

Financially  it  may  be  a helpful  solu- 
tion, but  I think  it  is  a bad  one.  I think 
a senior  registrar  is  a man  who,  in  the 
first  place,  has  been  picked  for  the  job, 
and  in  the  second  place  he  should  have 
been  watched  very  carefully  in  his  early 
years  during  training  to  be  a consultant. 
He  has  reached  the  stage  when  he  is 
perfectly  able  to  take  on  responsibility 
on  his  own  account.  I do  not  really  see 
why  he  should  then  need  to  go  through 
some  period  of  being  in  a subordinate 
position  any  longer. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


346 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


1768.  The  thing  that  I was  con- 
templating would  not  I would  hope  be 
regarded  as  a subordinate  position.  It 
would  not  be  consultant  position,  but 
it  would  be  something  higher  than  a 

senior  registrar. Yes,  I think  it  is 

still  a subordinate  position,  is  it  not, 
really? 

1769.  I suppose  it  would  be  a sub- 
ordinate position.  You  would  not 

achieve  the  consultant  position. Yes, 

and  I think  the  next  thing  would  be 
that  certain  rather  bright  young  men 
would  get  ahead  of  him  and  leapfrog 
him,  would  they  not,  unless  your  grade 
is  automatically  going  to  lead  to  his 
being  consultant? 

1770.  Oh  no,  it  would  not  lead  auto- 
matically. I would  visualise  no  one 
could  become  a consultant  without  pass- 
ing through  it,  but  it  would  not  neces- 
sarily  automatically  lead  to  a consultant 
post.  Anyone  in  the  grade  who  was  not 
promoted  consultant  _ I would  suppose 
would  remain  in  that  job  with  the  appro- 
priate extended  salary  scale.— -Yes.  I 
think  it  is  unfair  because  I think  it  just 
does  not  give  the  man  responsibility 
which  he  is  prefectly  able  to  take. 

1771.  Chairman:  You  have  not 

visualised  everybody  who  goes  on  that 
side  of  the  profession  will  auto- 
matically become  a consultant  even- 
tually?  No. 

1772.  You  feel  that  there  will  be  some 

people  who  would  stay  well  short  of 
that,  but  they  would  stay  at  a consider- 
ably lower  salary? 1 think  those  are 

people  who  will  fail  to  make  the  grade, 
and  will  finally  give  it  up  and  go  on  to 
something  else.  I think  in  any  set-np 
of  this  kind  there  are  bound  to  be  some 
who  do  not  succeed.  I do  not  think  it 
can  be  automatic  entry. 

1773.  We  discussed  this  question  the 

other  day  and  Sir  David  Hughes  Parry 
had  quite  a discussion  with  Sir  Russell 
Brain  and  some  of  his  colleagues  on  the 
question  of  wastage  on  the  way  up  the 
ladder. Yes. 

1774.  And  Sir  David  was  rather  press- 
ing the  point  against  Sir  Russell  Brain 
and  his  colleagues  that  he  would 
expect  there  would  be  a quite 
appreciable  wastage  even  from  the  senior 
registrar  class.  But  I gather  that  is  not 

so  in  your  view? No,  I do  not  think 

it  should  be  very  big.  I believe  the 
analogy  was  made  with  professors  and 
lecturers. 


1775.  Sir  David  Hughes  Parry  : Yes. 

And  I think  that  is  a different  state 

of  affairs  altogether.  I think  a man  who- 
goes  into  a University  post  is  interested 
in  teaching  and  research  and  other 
things,  quite  apart  from  the  practice  of 
his  profession.  The  people  we  are  dis- 
cussing are  interested  primarily  in  the 
practice  of  their  profession  and  the 
management  and  treatment  of  patients. 
They  reach  the  stage  where  they  want 
to  do  this,  and  accept  full  responsibility. 
They  are  not  really  fully  grown  per- 
sonalities until  they  do. 

1776.  You  do  not  consider  they  could 
do  that,  that  they  could  be  satisfied  they 
were  doing  that  in  anything  short  of  full 

consultant  status? 1 do  not  consider 

that  they  can,  no,  not  satisfactorily.  I 
think  in  certain  hospitals  it  may  be,  in 
fact  it  often  was  the  case  before  the 
Health  Service  that  they  were  organised 
with  two  physicians  in  a unit,  or  two 
surgeons ; one  was  the  senior,  and  the 
other  was  sometimes  called  the  assistant 
surgeon.  But  it  was  automatic,  or 
almost  automatic,  that  the  assistant  went 
up  to  the  next  senior  post  which  was 
offered,  and  he  was  really  practically  of 
equal  status.  He  had  his  own  beds 
allotted  to  him  out  of  the  unit,  and  he 
really  was  an  independent  person. 

1777.  Chairman:  You  would  feel  in 
a sense,  would  you,  that  the  consultants 
as  a whole  are  the  basic  grade  of  con- 
sultant, but  there  is  a grade  above  it  re- 
presented by  the  merit  awaTd  system? 
Yes,  precisely. 

1778.  And  that  this  particular  prob- 

lem, Dr.  Platt,  was  never  really  quite 
covered  by  Spens.  Spens’  point  was  on 
the  equality  of  status  between  the 
different  branches  of  specialist  practice 
rather  than  between  different  specialists 
within  the  same  specialty.  Is  not  that 
really  it? Yes. 

1779.  Do  you  know  if  it  was  just  not 

considered  at  all,  and  if  so  why? 

I thought  that  the  Spens  answer  to  the 
problem  of  status  within  a specialty  was 
really  the  merit  award. 

1780.  Yes. Sir  Russell  Brain : Per- 

haps I could  add,  and  I have  spoken 
about  this  before,  we  do  not  see  any 
criterion  in  the  difference  of  function, 
any  practical  difference  of  function  with- 
in the  consultant  grade  which  would 
justify  this  kind  of  discrimination.  It 
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might  be  attractive  from  the  point  of 
view  of  saving  money,  or  in  some  hier- 
archical system  which  had  justification 
in  past  practice  where  it  exists,  but  we 
cannot  see  that  the  duties  of  a man  once 
he  becomes  consultant  and  has  respon- 
sibilities are  in  any  way  different  from 
those  of  a more  senior  consultant  in  the 
service. 

1781.  Sir  David  Hughes  Parry:  I 

wonder  if  I could  put  it  in  this  form, 
that  there  is  an  interim  period  between 
the  registrar  becoming  a consultant,  and 
it  is  a period  of  anxiety  and  uncertainty 
for  the  person  who  is  in  that  position? 
Since  Spens’  time  that  period  has  been 
rather  extended,  and  I am  wondering 
whether  there  is  not  room  for  a further 
extension  of  the  period,  with  promo- 
tions, with  an  increase  in  salary  regu- 
larly up  to  an  approved  age,  having  re- 
gard -to  the  fact  that  the  training  period  is 
much  longer  and  inevitably  must  con- 
tinue to  be  so  with  the  increase  of  know- 
ledge and  techniques.  One  wonders 
whether  this  ought  not  to  be  recognised 
:as  a slightly  more  extended  period  and 
that  there  should  be  a longer  period  of 
salary  increments  in  recognition  of  it. 
That  is  the  proposition  I think  that  we 

have  had. Dr.  Platt : I think  our 

answer  is  that  the  period  should  not 
exist  really,  and  that  it  only  exists  be- 
cause of  this  present  hold-up  in  the 
•structure. 

1782.  We  have  been  led  to  understand 
that  reaching  consultant  status  is  a very 
high  honour  and  privilege  in  the  pro- 
fession. It  may  be  that  we  think  that 
it  would  be  watering  down,  if  I may  use 
that  expression,  the  consultant  grade  if 
the  promotion  of  the  senior  registrar 
into  that  grade  was  ensured  almost  as  a 

matter  of  course. A young  man 

properly  trained  should  be  able  to  take 
responsibility  after  sixteen  year  s of  train- 
ing— I mean  counting  their  period  as 
medical  students — and  it  is  quite  a long 
time.  I do  not  think  you  want  to  extend 
it  by  another  five  years.  That  is  my 
answer. 

1783.  Professor  Jewkes : If  these  are 

your  views,  it  is  clearly  of  the  greatest 
importance  that  the  number  of  senior 
registrars  should  be  controlled  in  some 
way. -Yes. 


1785.  Once  you  fix  the  right  number 
of  consultants  you  have  to  have  a corre- 
sponding number  of  senior  registrars. 
But,  after  all,  we  have  run  into  this 
trouble  once  and  we  are  confronted  with 
the  consequences  of  it  now.  How 
would  you  propose  to  avoid  it  again? 

1 think  the  plans  are  fairly  well 

made  for  this  as  far  as  I know.  I do 
not  know  if  Sir  Harold  knows 
about  them,  but  it  has  been  worked 
out  -pretty  well. — Sir  Harold  Boldero : 

I think  the  short  answer  is  that 
some  years  ago  a number,  a total 
number  of  senior  registrar  posts  for  this 
country,  was  decided  upon.  It  had  a 
direct  relationship  to  the  number  of 
consultant  vacancies  and  the  expected 
number  of  consultant  vacancies.  For 
probably  administrative  reasons,  and  the 
numbers  left  over  from  the  war,  the 
number  of  senior  registrars  never  got 
down  to  this  theoretically  desirable 
figure.  We  hope  that  when  this  present 
bulge,  if  I may  so  describe  it,  of  too 
many  senior  registrars  is  overcome,  a 
number,  not  necessarily  the  old  one,  will 
be  adhered  to  strictly.  I would  add  one 
other  thing.  My  own  view  is  that  I do 
not  think  necessarily  one  hundred  per 
cent,  of  those  who  go  through  their  first 
year  as  senior  registrars  should  ultimately 
become  consultants.  They  are  open  to 
annual  appointment,  and  if  they  are  not 
sufficiently  promising  their  appointment 
should  be  terminated  after  the  first  or 
second  year,  preferably  not  so  late  as  the 
second. 

1786.  Where  do  they  go  if  they  fall 
out  in  this  way,  even  the  few  cases? 

Do  -they  go  into  general  practice? 

There  axe  several  possibilities.  The 
obvious  one  is  general  practice..  We 
were  talking  about  the  difficultiies  of 
doing  that  only  this  morning.  There 
are  still  Colonial  medical  services. 

1787.  Chairman : Is  the  senior  registrar 
the  right  stage  for  recruitment  in  the 

Colonial  services? At  one  time,  Sir, 

I would  not  say  this  year,  but  at  one 
time  the  Colonial  Office  were  very 
definitely  looking  for  this  very  kind  of 
man. 

1788.  I suppose  that  an  fact  there  have 
probably  been  more  than  the  normal 
number  of  accepted  vacancies  for  con- 
sultants in  recent  years,  if  you  add 
together  both  the  actual  vacancies  occur- 
ring because  of  death  and  retirement,  and 


1784.  So  that  you  do  not  have  a sur- 
plus.  Certainly. 
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the  new  consultancies  that  have  been 
created  by  adding  to  the  total  number 

year  after  year? Dr.  Platt : There 

have  been  more  consultant  posts  created. 
That  at  the  same  time  created  this 
apparent  need  for  training  more  people. 
All  those  posts  have  now  been  filled,  and 
they  have  mostly  been  filled  with  people 
who  were  on  appointment,  perhaps 
between  35  and  40.  Therefore  it  is 
going  to  be  rather  a long  time  before 
there  is  any  sudden  glut  of  consultant 
appointments  in  the  country. 

1789.  There  has  been  every  year  an 
increase  I think  in  the  number  of  con- 
sultant posts  over  the  previous  year. 

Yes,  but  I do  not  think  that  that  increase 
has  been  very  great  in  general  medicine 
and  surgery  in  the  last  year  or  two.  1 
speak  subject  to  the  figures,  but  I think 
you  will  find  that  is  correct. 

1790.  I suppose  you  would  take  it  you 
would  remain  a consultant  for  pretty 
well  thirty  years,  and  you  have  to  relate 
the  number  of  senior  registrar  posts  for 
four  years  to  the  number  of  consultan- 
cies lasting  for  thirty  years,  is  that  it? 
Yes. 

1791.  You  will  always  be  in  danger  of 
having  this  difficulty,  and  you  cannot 
always  find  the  way  out  by  heading  for 
the  right  number  of  consultancies  in 
order  to  relieve,  or  partly  in  order  to 

relieve  pressure. Sir  Russell  Brain : 

I am  not  quite  sure  that  one  should 
always  be  in  danger  if  the  number  is 
properly  adjusted.  Naturally  if  there  is 
a miscalculation  again  we  should  be  in 
the  same  position,  but  if,  so  to  speak,  a 
proper  actuarial  estimate  of  consultant 
vacancies  is  made  and  you  do  not  have 
more  registrars  than  can  fill  posts  then 
it  should  work  satisfactorily. 

1792.  How  many  senior  registrars 
ought  there  to  be  if  there  are,  say,  7,000 

consultants? -If  they  did  four  or  five 

years  in  relation  to  thirty  I suppose  it 
would  be  a sixth. 

1793.  About  one  thousand? Yes. 

1794.  And  could  the  service  be 
manned  efficiently  with  as  many  as  7,000 
consultants,  and  as  few  as  a thousand 

senior  registrars? We  think  it  could, 

and  part  of  the  answer  in  our  view  is 
that  the  younger  consultants  should  be 
encouraged  to  do  more  of  the  emergency 
work,  and  that  kind  of  thing,  which  is 
now  being  done  to  some  extent  by 
registrars. 


1795.  Sir  Hugh  Watson:  Sir  Harold 
mentioned  the  bulge.  Would  you 
expect,  Sir  Harold,  when  the  bulge  works 
itself  out  things  might  be  much  more 

what  you  would  regard  as  normal? 

Sir  Harold  Boldero:  If  the  number 

of  posts  for  senior  registrars  was  effec- 
tively controlled. 

1796.  You  explained  to  us  very  clearly 

that  at  the  inception  of  the  Health  Ser- 
vice an  ideal  number  of  registrars  was 
fixed. No,  Sir. 

1797.  I thought  you  had  said  that? 
1 am  sorry,  I did  not  mean  to  con- 
vey that.  At  the  inception  Boards  of 
Governors  and  Regional  Hospital 
Boards  were  free  to  make  locally  the 
number  of  registrars  and  senior  regis- 
trars that  they  desired.  I think  one  of 
the  difficulties  was  that  it  was  not  until 
some  years  after  -the  inception  that  it  was 
realised  that  central  control  of  the  num- 
ber of  senior  registrars  was  desirable. 
One  of  the  reasons  it  never  got  down  to 
the  desirable  number  was  there  were 
too  many  men  already  in  post. 

1798.  The  position  was  aggravated  by 

the  return  of  men  from  the  armed 
forces? Yes. 

1799.  Have  you  any  idea  when  that 

bulge  will  work  itself  out? If  I knew 

when  a solution  was  to  be  applied  I 
could  answer,  but  at  the  moment  the 
bulge  is  being  kept  on  from  year  to 
year,  and  I do  not  know  how  long  it 
will  take  if  nothing  is  done.  If  some- 
thing effective  is  done  it  could  work 
itself  out  in  a year  or  two. — Sir  Russell 
Brain:  There  is  one  other  point,  and 
that  is  that  some  of  'the  work  now  done 
by  senior  registrars  could,  if  there  were 
fewer  of  them,  be  done  equally  well  by 
registrars  who  would  be  glad  to  have 
the  experience  for  a year  or  two. 

1800.  I think  that  follows  from  the 
point  that  the  Chairman  made  a moment 
ago.  The  question  he  asked  in  effect 
was  this:  is  the  number  of  registrars 
that  you  visualise  as  being  appropriate 
to  fill  the  consultant  vacancies  which  are 
coming  ahead,  adequate  to  staff  the 
hospitals  at  the  same  'time?  Do  these 

things  by  some  miracle  coincide? Sir 

Russell  Brain : This  is  one  of  the 
answers. — Dr.  Platt : One  of  the  answers 
is  that  some  of  the  work  can  be  done 
by  people  of  registrar  status  and  not 
senior  registrar. 
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1801.  Professor  Jewkes : On  this  ques- 
tion of  supply,  if  we  just  go  down  one 
stage  lower  in  the  hierarchy,  one  or  two 
witnesses  have  suggested  to  us  that  there 
is  a shortage  of  registrars  developing. 
Yes. 

1802.  Does  this  mean  we  have  at  the 

registrar  level  a shortage,  at  the  senior 
registrar  level  a surplus,  and  at  the  con- 
sultant level  again  a shortage?  Is  that 
the  picture? 1 think  that  is  true. 

1803.  Why  is  the  shortage  in  registrars 

developing? One  answer  is  because 

they  have  seen  what  happens  to  senior 
registrars. 

1804.  Chairman:  Dr.  Platt,  is  that 
shortage  in  both  the  teaching  hospitals 
and  the  -peripheral  ones,  or  mainly  at  the 

periphery? -As  far  as  my  information 

goes  entirely  in  -tihe  peripheral  hospitals, 
not  in  the  teaching  hospitals. 

1805.  And  that  leads  to  a further 

point,  of  course.  Ought  there  to  be 
some  means  of  ensuring  that  the  peri- 
pheral hospitals  are  equally  attractive  in 
one  way  or  another? Yes. 

1806.  Have  you  any  suggestions  to 

make  about  that? It  is  very  difficult 

I think  to  find  adequate  means  of  ensur- 
ing that.  Men  will  naturally  always 
prefer  to  go  where  the  main  teaching 
centres  are  for  periods  of  their  training. 

I do  not  think  that  making  the  money 
better  is  a very  good  thing.  I do  not 
think  it  really  makes  a lot  of  difference, 
unless  you  made  it  a very  big  one,  which 
I think  would  be  unwise.  We  have  sug- 
gested in  a tentative  way  that  in  some 
peripheral  hospitals  conditions  might  be 
improved.  Junior  medical  staff  might, 
for  instance,  be  given  married  quarters 
if  they  are  young  married  men,  and  that 
kind  of  thing,  but  otherwise  I think  it 
is  very  difficult  to  find  the  right  answer. 

1807.  It  is  going  to  be  an  increasingly 
important  matter,  is  it  not,  to  make  sure 
that  the  peripheral  hospitals  are  going  to 

be  properly  staffed? Yes.  It  would, 

of  course,  help  enormously  if  it  became 
accepted  that  it  was  a good  thing  to 
do  this  kind  of  work  before  going  into 
general  practice  ; if  in  the  development 
of  group  practice  practitioners  came  to 
prefer  this  kind  of  man  it  would  make 
a lot  of  difference  to  recruitment  and  it 
would  be  generally  easier  to  get  into 
general  practice  than  it  is  today. 


1808.  Sir  Hugh  Watson : This  question 

of  shortage,  Dr.  Platt,  is  very  closely 
allied  to  recruitment.  You  rather  express 
the  fear  on  page  326  of  your  memoran- 
dum of  qualitative  deterioration,  as  you 
call  it,  and  you  say  it  is  very  much 
in  your  minds.  Have  you  any  evidence 
that  it  has  set  in? -This  was  in  rela- 

tion to  entrants  to  the  profession? 

1809.  Yes. I think  it  is  fair  to  say 

we  have  no  evidence.  We  have 
questioned  a number  of  Deans  of 
Medical  Schools,  but  they  can  really  only 
give  us  impressions.  Some  of  them 
think  the  quality  has  dropped ; most  of 
them  would  not  say  so.  But  this  again, 

I think,  is  one  of  these  very  long  term 
things,  is  it  not?  If  the  profession  as 
a whole  gradually  sinks  in  the  public 
eye  to  a rather  lower  and  less  important 
status,  gradually  it  will  certainly  affect 
the  quality  of  entrants. 

1810.  I suppose  so.  But,  of  course, 

at  the  moment  from  the  point  of  view 
of  examination  successes  you  are  com- 
paring a much  wider  cross-section  of  the 
public  under  the  grant  system  than  you 
used  to,  are  you  not? Yes,  unques- 

tionably. 

1811.  Sir  David  Hughes  Parry : Com- 
petition for  entry  into  the  medical 

schools  is  still  very  keen? It  is  still 

very  keen.  It  is  less  than  it  was  a few 
years  ago  I think. 

1812.  Mr.  Gunlake : Why  is  it  possible 
only  to  judge  this  quality  on  purely 
subjective  grounds?  Surely  there  are 
statistics  about  the  proportion  passing 
examinations?  It  is  not  a difficult  thing 

to  study. 1 think  it  is.  In  the  first 

place  I do  not  think  that  you  are  going 
to  detect  any  big  change  of  quality,  and 
in  the  second  place  I think  you  know 
that  some  people  make  their  own 
standards,  do  they  not?  If  the  standard 
of  each  year  was  one  per  cent,  below 
the  year  before  I think  examiners  would 
find  themselves  allowing  for  this  and  say- 
ing “this  is  still  the  thing  we  expect 
the  average  chap  to  do,  he  has  done  it, 
and  gets  through.”  It  is  difficult  to 
compare  that  with,  say,  ten  years  ago. 

Mr.  Gunlake : It  is  a matter  that  is 
under  continuous  study  in  my  own  pro- 
fession. 

1813.  Chairman:  Could  you  make  any 
generalisations  about  the  comparison 
between  here  and  overseas  in  this  matter 
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1824.  But  Sir  Harold  says  there  are 

no  figures  about  this  yet. Sir  Harold 

Boldero : To  make  a comparison  with 
that  figure  which  has  just  been  quoted, 
with  which  I am  familiar,  we  have  to 
get  the  same  figure  for  ten,  twenty  and 
thirty  years  ago. 

1825.  Mr.  McIntosh:  It  would  be 

necessary  to  compare  it  with  the  fall  off 
in  other  professions,  and  the  sons  of 
other  professional  men  going  into  their 
own  particular  profession. Yes. 

1826.  Sir  Hugh  Watson : It  is  fair  to 
keep  in  view,  is  it  not,  that  new  profes- 
sions are  springing  up  every  day  almost, 

and  particularly  since  the  war. Dr. 

Platt:  I suppose  so,  yes. 

1827.  I think  it  is  so,  and  probably 

the  doctors  must  expect  to  have  reason- 
able competition  from  these  new  profes- 
sions.  Yes. 

1828.  Chairman:  Even  industry  and 
commerce  are  much  more  acceptable  to 
sons  of  doctors  than  they  were,  say, 

three  generations  ago. Probably  so, 

yes. 

1829.  Sir  Hugh  Watson:  It  is  much 
more  respectable  to  go  into  industry  or 

commerce  now  than  it  was. Yes.  It 

was  always  respectable  if  you  made 
enough  money. 

1830.  It  does  not  infer  the  same  loss 

of  social  status.  Could  we  now  turn 
to  a matter  which  has  been  very  much 
discussed  before  the  Commission  with 
various  people,  and  that  is  the  question 
of  merit  awards.  In  principle  I under- 
stand there  is  no  doubt  that  you  agree 
that  such  a thing  is  good? Abso- 

lutely. 

1831.  The  first  difficulty  which  we  en- 

countered in  considering  this  was  the 
question  of  secrecy. Yes. 

1832.  It  was  put  to  us  that  it  appeared 
to  be  an  unfortunate  thing  that  a man 
might  be  in  the  position  that  his  junior 
had  a merit  award  and  he  would  _ not 

know  anything  about  it. That  is  a 

good  thing,  is  it  not? 

1833.  That  is  what  we  thought,  but 

that  is  a way  we  had  it  put  to  us. 

That  he  should  not  know  anything  about 
it  I should  have  thought  was  a good 
thing. 

1834.  It  is  quite  clear,  is  it  not,  the 

public  must  not  know? 1 would  really 

say  so.  I honestly  would  say  that,  yes. 


1835.  That  is  certainly  your  view? 

Yes. 

1836.  Chairman : They  ‘must  not  know 

about  individuals? Y es. 

1837.  They  must  know  a bit  about  the 
broad  principle,  and,  in  fact,  if  they  take 
the  trouble  they  know  a little  about  it 

now. They  know  as  much  as  they 

like. 

1838.  But  not  individuals. But  I do 

not  think  they  should  have  knowledge 
about  individuals.  I do  not  think  this  is 
really  a new  principle.  I do  not  know 
what  your  salaries  are,  for  example.  It 
is  not  the  usual  thing,  is  it,  for  people 
to  know  what  everybody  is  making. 

1839.  Sir  Hugh  Watson:  Not  in  this 
country.  Dr.  Platt,  it  being  agreed  that 
the  public  must  not  know  about  this,  would 
it  be  possible  to  find  a way  in  which  the 
holders  of  these  awards  could  be  known 
to  the  profession  without  it  becoming 

known  to  the  public? 1 really  do  not 

think  it  would.  At  least  I cannot  see 
any  way  in  which  this  could  be  done.  I 
think  these  things  have  to  be  either  really 
public,  or  else  kept  to  a very  small  body 
of  people  who  are  very  responsible 
people  who  have  the  doing  of  this  kind 
of  thing. 

1840.  That  leads  me  on  to  the  next 

question.  We  had  evidence,  as  you  know, 
from  Lord  Moran. Yes. 

1841.  And  we  gather  from  Lord  Moran 
that  he  thought  that  the  method  by  which 
these  awards  are  made  was  pretty 
generally  known  in  the  profession.  Would 
you  think  that  that  was  so  in  your 

knowledge  and  experience? 1 think  it 

ought  to  be,  because  I know  that  Lord 
Moran  has  taken  the  greatest  of  care 
and  has  gone  round  all  centres  and  in- 
stitutes once  a year  at  least.  > He  takes 
great  trouble  to  explain  what  is  going  on, 
but  only  perhaps  20  per  cent,  or  less  of 
the  consultants  of  the  district  are  likely 
to  turn  up  to  any  of  those  meetings ; 
if  the  remainder  say:  “We  are  never 
told  anything,”  -I  suppose  Lord  Moran 
has  no  way  of  overcoming  that. 

1842.  If  they  do  not  turn  up  it  would 
lead  one  to  suppose  they  are  not  very 

‘much  concerned  about  the  thing? 

That  is  right,  until  something  spurs  them 
on  to  wonder  what  is  happening. 

1843.  Lord  Moran  makes  these 

evangelical  expeditions,  and  he  is  _ at 
pains  to  let  it  be  known  that  he  is  doing 
this? 1 think  so. 
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1844.  But,  if  I may  say  so,  you  did 
not  quite  answer  my  question.  Would 
you  of  your  own  knowledge  say  that  the 
methods  by  which  this  scheme  is  ad- 
ministered are  well  known  to  consultants? 

They  do  not  seem  to  be  as  well 

known  as  I think  they  should  be.  There 
seems  to  be  quite  a body  of  opinion 
which  says:  “We  do  not  know  what  is 
going  on.” 

Sir  Hugh  Watson : That  is  what  I 
feared. 

1845.  Mr.  McIntosh : Is  it  available  in 

print? Sir  Russell  Brain:  I think 

there  are  different  ways  in  which  most  of 
them  can  be  informed.  There  is  one  way 
we  have  heard  already,  that  all  local 
consultants  are  informed  of  Lord 
Moran  s visit  and  have  'the  opportunity 
of  attending  his  meetings.  And  then  the 
various  teaching  hospitals  and  the 
Regional  Hospital  Boards  are  consulted, 
the  various  specialist  hospitals  are  con- 
sulted, and  the  Colleges  are  consulted. 
So  that  there  is  a very  large  number  of 
individuals  concerned  who  hear  about  it 
in  one  way  or  another. 

1846.  Chairman : Would  you  agree,  Sir 
Russell,  with  the  impression  that  we’  are 
getting  very  strongly  that  in  fact  a great 
many,  of  the  consultants  do  not  know, 
even  if  it  is  their  own  fault  they  do  not 
know? 

Sir  Hugh  Watson : Could  I qualify  the 
Chairman’s  question  and  say  according 
to  what  I have  heard  a great  many  con- 
sultants in  what  you  call  the  periphery 
do  not  know?- -It  may  be  a fair  pro- 

portion do  not  know,  but  I think  that 
they  all  have  the  opportunity  of  knowing. 

Sir  Hugh  Watson:  Lord  Moran  men- 
tioned the  case  of  Newcastle,  and  said 
when  he  went  to  Newcastle  he  drew 
people  up  from  Darlington,  and  so  on 
but  only  a small  percentage  of  them 
came  . . . 

Chairman:  Newcastle  was  the  place 
where  most  came.  In  most  other  places 
it  was  far  fewer. 


1847.  Professor  Jewkes:  Could  w 
draw  a conclusion  from  this  that  tl 
doctors  do  not  want  to  know?  If  thei 
are  these  meetings  and  they  do  not  a 
tend  they  do  not  really  want  to  know 
Dr.  Platt : I think  that  is  a perfect] 
fan-  conclusion,  but  they  might  sudden! 
because  they  think  some  injustice  hr 
been  done,  wonder  why  they  have  n< 
been  informed. 


1848.  We  can  also  say  that  Lord 
Moran  spent  a whole  day  explaining  to 
us  the  method  by  which  these  merit 
awards  were  granted,  that  his  statement 
was  taken  down  verbatim,  will  be 
printed,  and  therefore  will  be  available 
to  all  the  consultants  who  think  they 
do  not  know  and  who  want  to  know? 
That  is  right. 

1849.  There  cannot  be  any  excuse  in 
future  for  people  saying  they  do  not 
know? — —I  do  not  think  there  is  any 
really  valid  excuse  for  their  ignorance. 

1850.  Sir  Hugh  Watson:  Dr.  Platt, 
can  you  tell  me  this?  Would  you  say 
that  by  and  large,  so  far  as  you  know, 
not  only  the  principle  but  the  method 
by  which  these  awards  are  made  is 

approved  by  the  profession? Yes,  I 

would  say  that  it  is  approved  by  at  any 
rate  those  members  of  the  profession 
who  have  seriously  thought  about  this 
matter. 

1851.  We  have  not  had  any  very  clear 
evidence  of  disapproval,  but  there  seem 

be  in  some  places  some  sort  of  mut- 

terings  about  the  thing. Yes.  I 

think  there  are  bound  to  be,  are  there 
not,  in  any  system  which  acknowledges 
that  one  person  is  rather  better  than 
another. 

Sir  Hugh  Watson:  I think  that  is 
probably  fair  enough. 

1852.  Chairman:  Do  you  think,  Dr. 
Platt,  that  those  mutterings  are  fairly 

widespread,  or  not? 1 really  do  not 

think  they  are.  No,  I do  not  think  so. 

1853.  Sir  David  Hughes  Parry : Do 

you  think  the  criteria  are  fairly  well 
known?  I have  been  in  some  difficulty 
personally  over  that.  It  may  be  the 
people  do  not  know  quite  for  what  the 
merit  awards  are  given,  and  what  sort 
or  considerations  are  in  the  mind  of  the 
Awards  Committee? Yes. 

1854.  They  know  generally  about  the 
mer]i.  award,  and  they  know  that  there 
is  a field  of  consultation  before  they  are 
awarded,  but  they  do  not  quite  know 

'tor  what  they  are  awarded? That 

may,Jw?11  be  true,  because  I think  it 
would  be  almost  impossible  to  define 
in  any  case  a set  of  conditions  which 
work  towards  getting  a merit  award,  be- 
muse different  qualities  are  considered. 
That  is  one  of  the  reasons  why,  of 
course,  we  think  the  public  should  not 
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■know  about  it.  The  public  may  not 
think  Dr.  A is  better  than  Dr.  B,  whereas 
it  may  be  that  Dr.  A has  contributed 
a great  deal  more  knowledge  on  his  sub- 
ject than  Dr.  B. 

1855.  Sir  Hugh  Watson:  This  matter 

is  complicated,  is  it  not,  by  the  influx 
into  the  major  specialties? Is  it? 

1856.  We  have  had  Lord  Moran 
describe  to  us  how  he  endeavoured  to 
allocate  the  awards  both  geographically 

and  as  between  specialities. That  is 

right. 

1857.  If  you  have  got  5,000  consultants 
in  general  medicine,  and  only  a small 
number  in  psychiatry,  it  becomes  more 

difficult,  does  it  not? It  does  become 

more  difficult. 

1858.  And  the  incidence  of  awards  to 
people  in  general  medicine  or  general 
surgery  might  seem  much  less  than  in 

the  other  ones? Yes,  it  might  seem 

much  less,  but  I think  the  reasonable 
iman  would  want  to  know  what  the 
•staitlisitics  were  before  he  could  set  out 
to  judge  it,  would  he  not? 

1859.  Again  these  statistics  are  avail- 
able to  some  of  us,  but  I do  not  suppose 
all  consultants  have  them. — — I am  sure 
they  have  not. 

1860.  The  mutterings  might  be  com- 
pletely unfounded? — - — Yes,  very  true. 

1861.  Professor  Jewkes : We  find  our- 

selves in  this  position,  .that  perhaps  at 
one  and  the  same  time  people  are  say- 
ing “The  fault  of  the  merit  awards  is 
that  we  do  not  know  who  gets  them  be- 
cause of  the  secrecy,  but  we  also  think 
the  wrong  people  get  them.”  Is  that  the 
argument? Yes. 

1862.  They  do  not  know  them,  but 

they  think  the  wrong  people  are  get- 
ting them? 'I  suppose  there  are  some 

people  who  think  that,  but  this  has  not 
come  to  my  knowledge.  I talk  to  a 
lot  of  men  in  my  profession  who  are 
much  younger  than  I am,  whom  I know 
and  am  quite  friendly  with,  and  I do  not 
heaT  these  mutterings.  You  get  a few 
letters,  of  course,  to  the  medical  press 
now  and  then,  but  you  cannot  really 
think  that  they  are  representative  of  the 
whole  profession. 

1863.  Sir  David  Hughes  Parry  : I 

wonder  whether  the  word  “ merit  ” is  the 
trouble?  After  all,  this  is  a method 
of  remuneration  of  persons  on  the 
higher  level,  is  it  not?  I wonder 


whether  the  word  “merit”  does  not 
rather  detract  from  the  method  of  re- 
muneration and  people  have  rather  laid 
too  much  emphasise  on  the  word 
“ merit  ”?  It  is  really  a method  of  re- 
muneration, of  recognition. Yes,  but 

it  is  recognition  of  merit  or  distinction, 
is  it  not?  It  is  called  a distinction  award, 
is  it  not?  I am  not  quite  sure  what 
the  official  form  is. 

1864.  Chairman:  Spens  says:  “.  . . 
selecting  individual  specialists  whose  out- 
standing distinction  merits  a higher 

reward  . . .” 1 think  it  has  to  be 

accepted  that  this  is  not  just  an  award 
for  seniority.  That  is  really  the  dis- 
tinction that  it  is  making,  is  it  not? 

1865.  Yes. That  you  do  not  get 

this  automatically  by  living  to  be  a cer- 
tain age,  or  by  becoming  a physician 
to  a London  hospital.  That  was  the 
whole  idea  of  the  Spens  Committee,  and 
I personally  believe  it  was  the  right  idea. 

1866.  Mr.  McIntosh:  On  the  other 
hand  all  merit  awards  must  be  awarded. 
Yes,  that  is  so. 

1867.  So  there  is  not  really  an  abso- 
lute standard. No,  it  is  a competitive 

standard. 

1868.  Sir  David  Hughes  Parry:  And 
the  emphasis  is  also  laid  on  the  word 

“ outstanding.” Does  that  apply 

to  . . .? 

1869.  A third  . . . All  of  them, 

does  it,  the  word  “outstanding”? 

Chairman : The  Spens  Report  I think. 
Dr.  Platt,  was  quite  clear  on_  that,  but 
you  may  feel  that  perhaps  the  interpreta- 
tion has  rightly  gone  a bit  beyond  what 
Spens  intended. 

Sir  Hugh  Watson : I think  it  is  relevant 
to  point  out  that  the  terms  of  reference 
of  Lord  Moran’s  Committee  are:  “To 
advise  the  Minister  of  Health  and  the 
Secretary  of  State  for  Scotland  which 
specialists  engaged  in  the  National 
Health  Service  should  receive  awards  for 
professional  distinction  . . .”  That  is  the 
expression. 

1870.  Chairman:  Which  is  in  rather 

more  general  terms  than  the  words  used 
by  Spens  himself  when  this  was  pro- 
duced.  Yes. 

1871.  And  that  is  the  operative  piece 

at  the  moment  anyway. Yes. 

1872.  Professor  Jewkes:  Do  you  think 
there  is  any  danger  in  establishing  the 
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system  in  this  way — it  certainly  would 
happen  I think  in  some  other  professions 
— that  doctors  embark  on  unnecessary 
research  and  multiplication  of  papers 
that  nobody  reads,  and  so  on?  Is  there 
any  danger  of  that  arising  from  the 

merit  award  system? 1 think  it 

happens  far  more  in  America  where 
there  is  no  merit  award  system.  I mean 
there  is  a little  danger  of  that,  of  course, 
but  I do  not  think  it  is  very  much.  An 
award  is  an  encouragement  for  a man 
to  try  to  advance  his  professional  work, 
and  find  out  something  new.  That  is  not 
entirely  a bad  thing,  is  it? 

Professor  Jewkes : I think  your 

answer  is  a conclusive  one,  that  in  a 
country  where  merit  awards  do  not  exist 
there  is  much  more  of  this. 

1873.  Chairman : We  had  it  from 

Lord  Moran  that  in  some  of  the 
specialties  the  level  of  the  examinations 
which  had  to  be  passed — the  discipline 
was  the  word  used — was  not  yet  quite  as 
severe  as  in  some  of  the  older  branches, 
and  not  as  severe  as  it  would  be  in  some 
of  the  newer  ones,  eventually. Yes. 

1874.  That  must  mean  that,  at  the 
moment,  rather  an  extra  number  of  these 
awards  come  to  the  older  branches  of 
the  profession,  and  that  rather  a smaller 
number  will  go  to  them  in  future,  when 
the  other  ones  get  it.  Would  you  think 
that  that  is  reasonable?  It  would  seem 
to  mean  that  there  is  a bit  of  good  luck 
going  to  one  branch  of  the  profession 
now,  because  the  others  have  not  got  the 
same  discipline,  but  they  will  not  have 

that  extra  amount  later  on. 1 suppose 

you  are  quite  correct,  are  you  not,  in 
actual  figures.  I do  not  know  that  it 
amounts  to  very  much.  I do  not  know 
how  much  that  matters. 

1875.  It  does  mean  that  in  some 
branches  now,  really  a very  high  pro- 
portion indeed  of  the  consultants  would 
probably  be  getting  a merit  award  some 
time,  during  the  course  of  their  careers? 

Does  it?  It  depends  at  what  age 

you  get  it. 

1876.  Yes. If  a consultant’s  pro- 

fessional working  life  is  30  years,  and  if 
everybody  got  it  in  the  last  10  years 
everybody  _ would  have  one  some  time 
during  their  lifetime.  If  everybody  got 
it  on  the  day  they  were  made  a con- 
sultant— everybody  who  was  ever  going 
to  get  one — only  a third  would  ever  get 
it.  So  it  depends  on  the  average  age 
at  which  such  an  award  is  given. 


1877.  We  know  those  figures.  They 
will  be  coming  out.  Lord  Moran  also 
had  them.  But  a very  large  proportion 
of  some  specialties  are  in  fact  getting 

awards. Yes.  Some  specialties  are 

doing  better  than  others,  but  it  may 
change.  That  is  one  of  the  points,  is  it 
not?  I am  not  quite  sure  how  much  it 
will  change.  I think  there  are  certain 
specialties  which  are  not  so  exacting  as 
others,  and  never  wit  be.  Whatever  kind 
of  hurdles  they  erect  to  get  into  them,  I 
do  not  think  they  will  ever  be  as  exact- 
ing as  some  others,  and  a much  smaller 
proportion  of  people  will  tend  to  attain 
some  outstanding  distinction  in  those 
rather  narrower  specialties,  I would 
think. 

1878.  Sir  Hugh  Watson : But,  by  and 
large,  whether  there  are  distinction 
awards  or  not,  would  you  expect  that  the 
majority  of  people  would  go  for  what 

are  at  present  .the  major  specialties? - 

Yes,  I would.  I think  the  majority  of 
young  men,  who  aspire  to  be  consultants, 
are  interested  in  .Medicine. 

1879.  A moment  ago,  you  mentioned 
a point  which  touches  on  the  next 
question  I would  like  to  discuss  with 
you.  It  has  been  suggested  to  us  that 
these  awards  should  be  given  not  for 
individual  distinction,  but  for  responsi- 
bility. How  would  you  view  that 

suggestion? 1 think  it  was  just  what 

the  Spens  Committee  set  out  to  avoid, 
was  it  not?  How  are  you  going  to 
assess  responsibility?  It  would  pre- 

sumably have  to  be  by  seniority  in  a 
certain  hospital.  Physician  to  a London 
teaching  hospital  might  be  said  to  be  a 
more  responsible  post  than  physician  to 
a smaller  non-teaching  hospital  and  that, 
I think,  was  just  what  the  Spens  Com- 
mittee wanted  to  avoid.  If  a man  is 
going  to  work  in  what  we  call  the 
periphery,  he  should  not  have  to  go  to  a 
London  teaching  hospital  to  earn  an 
award,  or  something  of  that  kind.  I 
think  it  would  lead  to  .ail  those  things  if 
you  altered  the  system.  I think  the  way 
they  did  it  was  a wise  way,  and  it  has 
proved  itself  to  be  a wise  way. 

1880.  You  have  rather  anticipated  my 
next  question ; the  two  do  run  together 
very  much.  The  other  suggestion  made 
to  us  was  that  the  award  should  go  to 
the  post,  which  is  very  similar  to  what 

you  have  been  talking  about. Yes.  I 

cannot  quite  see,  in  fact,  how  you  can 
fully  separate  the  two  things. 
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1881.  Chairman:  In  fact,  for  a very 

large  majority  of  the  awards  the  posi- 
tion, probably,  would  not  be  changed. 
It  is  the  extra  proportion  of  them  who 
might  be  in  the  periphery,  for  instance, 
who  might  be  changed  and  who  would 
lose  by  this? Precisely,  yes. 

1882.  Professor  Jewkes:  I suppose  it 
is  true  that  in  a great  number  of  cases 
distinction  and  responsibility  go  to- 
gether. One  would  normally  expect  a 
person  of  distinction  .to  be  in  a 
responsible  post ; if  not,  it  would  be  a 

very  odd  arrangement. Quite  true, 

yes.  To  a considerable  extent  it  works 
itself  out  precisely  in  this  way,  of  course. 
But  I think  it  is  better  that  it  should 
work  itself  out,  and  not  be  attached  to 
the  post. 

1883.  Chairman : And  you  do  not 
know  of  any  difficulty,  for  instance,  in 
attracting  an  outstanding  person  from 
overseas  to  an  important  teaching  post, 
as  it  is  impossible  to  offer  him  in 

advance  a merit  award? It  had  not 

occurred  to  me.  I can  see  that  that 
might  be  a difficulty.  I know  that  what 
I would  say  to  the  man,  if  he  was  the 
man  we  wanted,  would  be  that  within 
a year  he  would  have  his  merit  award. 
I mean  you  would  not  be  inviting  a dis- 
tinguished person  from  overseas,  who 
was  not  of  that  calibre,  would  you?  I 
think  he  could  be  fairly  well  told  that 
he  could  expect  it. 

1884.  That  was  mentioned  by  some- 
one in  authority  as  an  obstacle. Yes. 

1885.  May  I ask  one  or  two  more 
questions?  We  have  had  a paper  from 
the  Medical  Research  Council,  in  Which 
they  point  out  that  the  present  system 
is  limited,  so  that  many  research  people, 
who  had  made  extremely  eminent  con- 
tributions to  the  science  of  medicine,  are 
in  fact  excluded.  There  may  be  the  best 
reasons  for  that,  but  I would  like  your 
views  as  to  whether  you  think  it  should 
be  extended  to  cover  anybody  just 
beyond  the  present  range  of  those  to 
whom  it  applies,  and  if  so  how? — - — I 
have  been  a member  of  the  Medical 
Research  Council,  and  of  course  I do 
fully  appreciate  this  difficulty.  If  you 
make  the  dividing  line  anything  other 
than  clinical,  which  is  the  present  divid- 
ing line,  it  does  get  you  into  tremendous 
difficulties.  I mean  you  may  say  why 
should  not  your  most  eminent  physio- 
logist— a far  more  eminent  man  than 
most  of  the  clinicians — get  it,  and  then 


you  may  say  why  should  not  the  non- 
medical biochemists  get  it,  and  then  why 
should  not  everybody  get  it?  Finally, 
the  only  line  I think  you  can  draw  is 
the  line  of  clinical  responsibility.  I think 
that  is  what  was  meant  originally.  I 
think  there  are,  perhaps,  a few  difficult 
cases  where  research  workers  have  not 
got  an  honorary  contract  with  the 
Health  Service,  and  although  they  are, 
perhaps,  doing  work  of  clinical  im- 
portance they  do  not  come  into  the  merit 
awards  system,  almost  because  of  seme 
administrative  reason.  I imagine  that  it 
is  the  business  of  the  Medical  Research 
Council  to  look  after  that  kind  of  thing, 
as  far  as  it  can. 

1886.  They  could  look  after  that  in 

one  way  or  another? 1 do  not  know 

that  they  can  in  all  cases.  I think  that 
there  are  cases  in  which  a wider  inter- 
pretation of  this  clinical  responsibility 
might  be  made. 

1887.  But,  obviously,  you  would  not 

like  at  the  moment,  without  more 
thought,  to  make  suggestions  as  to  any 
other  categories  which  could  be  brought 
in,  without  extending  it  in  a hopelessly 
unmethodical  way? No. 

1888.  If  you  would  care  to  give  some 

thought  to  that  . . . 1 have  given  so 

much  thought  to  it  in  the  past,  and 
never  have  been  able  to  find  the  perfect 
solution.  I think  these  people  should 
be  rewarded  through  some  other  means. 
I think  that  is  really  the  answer. 

1889.  I think  we  have  also  had  some 

somewhat  similar  suggestions  made 
about  medical  superintendents  or  ad- 
ministrators. You  would  feel  the  same 
thing  there,  that  the  clinical  line  is  the 
most  practical  one? Yes. 

1890.  Sir  Hugh  Watson:  Could  we 

turn  for  a moment  to  considering  the 
question  that  was  touched  on  this  morn- 
ing of  the  part-timers  against  the  whole- 
time consultants? Yes. 

1891.  I think  I am  right  in  thinking 
that  some  of  you  were  m on  the 
discussions  which  led  to  the  inception  of 

the  National  Health  Service? Yes.  I 

was  not  myself. 

1892.  I suppose  at  that  time  that  those 
who  were  engaged  in  discussions  with 
the  Ministry  were  anxious  «to  make  sure 
that  there  would  be  sufficient  induce- 
ment for  consultants  to  go  part-time. 
Would  that  be  a reasonable  assumption? 
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Sir  Harold  Boldero:  Having  been 

at  those  discussions,  I wonder  if  I might 
answer  that.  I do  not  think  that  that 
is  quite  the  interpretation  I would  have 
put  on  it.  I think  they  wished  to  per- 
petuate something.  Here  was  a 
profession  working  outside  the  Health 
Service,  altogether.  To  start  a compre- 
hensive Health  Service  one  of  the 
guiding  principles  at  its  initiation  was 
to  follow  the  existing  pattern  of 
medicine.  There  were  already  whole- 
timers — very  few — but  most  of  the 
hospitals,  teaching  ones  especially,  were 
staffed  by  part-time  consultants. 

1893.  By  part-time,  voluntary,  unpaid 

consultants? Yes.  It  was  not  decided 

that  you  would  want  so  many  whole-time 
workers,  so  many  half-time  and  so  many 
quarter-time.  That  has  never  been 

present  in  any  such  discussion. 

1894.  It  has  been  made  clear  to  us, 
and,  indeed,  you  make  the  point  in  your 
memorandum  that  there  is  very  consider- 
able tax  disincentive  to  the  whole-time 
consultant.  Or,  putting  it  the  other  way, 
there  are  various  ways  in  which  the  part- 
time  consultant  can  escape  tax,  which 
the  whole-time  consultant  does  not  enjoy. 
On  top  of  that,  the  whole-time  con- 
sultant labours  under  this  disadvantage 
about  the  8 domiciliary  visits.  He  has 
got  to  make  8 domiciliary  visits,  before 
he  can  get  a fee  for  die  ninth  one. 
Then  the  part-time  consultant  who  does 
9 sessions  gets  paid  for  9£.  He  can  take 
his  car  to  his  office,  and  so  on,  and  the 
whole-time  consultant  cannot.  We  under- 
stand from  the  evidence  which  was  given 
by  Sir  Russell  Brain,  Mr.  Holmes  Sellors 
and  their  colleagues  the  other  day,  that, 
really,  the  principle  thing  about  the  part- 
time  service,  in  the  eyes  of  your  pro- 
fession, is  that  it  retains  to  a certain 
extent  an  element  of  freedom.  That  is 
the  thing  on  which  Sir  Russell  and  his 

colleagues,  laid  stress. Dr.  Platt:  Yes, 

and  I would  say  the  element  of  private 
consulting  practice,  which  is  very 
important.  When  I say  “ very  import- 
ant ” I do  not  mean  purely  from  the 
financial  point  of  view. 

1895.  I know  you  do  not,  Doctor,  but 

this  matter  was  naturally  pressed  on  us 
by  the  whole-time  consultants,  who  feel 
that  they  are  at  a disadvantage. Yes. 

1896.  The  point  I really  wanted  to  put 
to  you  was  this.  We  rather  gather  that 
there  is  a trend  towards  part-time  work. 


Would  you  feel  that  that  trend  ought 
not  to  be  allowed  to  go  too  far,  and  that, 
perhaps,  the  time  will  come  when  some 
of  these  matters  should  be  remedied? 

No,  because  I do  not  personally  see 

any  disadvantage  in  .a  hospital  being 
staffed  entirely  by  part-time  people,  so 
long  as  they  are  putting  a substantial 
amount  of  their  time  into  their  hospital 
work.  With  the  exception  of  whole-time 
university  people,  who  I do  not  think 
we  are  considering  in  this — you  cannot 
have  university  units  unless  people  are 
working  on  a whole-time  basis — I do  not 
think  there  would  be  any  great  harm 
coming  to  the  hospital  service  if  all  the 
whole-timers  suddenly  went  on  to  maxi- 
mum part-time. 

1897.  You  would  not  think  that  was 

really  cause  for  concern? No.  I 

would  be  more  concerned  if  it  was  hap- 
pening the  other  way  round,  quite 
frankly. 

1898.  Professor  Jewkes:  Could  you 
enlarge  on  this  advantage  of  private  con- 
sulting practice?  You  said  you  attach 

great  importance  to  that. 1 do.  I 

think  that  is  a great  experience  for  a 
man.  I was  in  private  consulting  prac- 
tice before  the  war.  I then  went  into 
the  Army,  then  I came  back  to  be  a 
whole-time  professor,  and  the  thing  I 
miss  is  the  consultations.  But  I have 
had  this  experience,  so  it  does  not  matter 
very  much.  But  I think  that,  if  a man 
is  wanting  to  practise  medicine  to  the 
best  of  his  ability,  he  likes  to  practise 
part  of  it,  at  any  Tate,  amongst  the 
higher  paid  and,  on  the  average,  more 
intelligent  members,  of  the  public,  who 
are  more  demanding  of  the  best  that  he 
can  give.  I am  sure  it  does  him  some 
good.  Also,  it  is  done  under  conditions 
where  he  can  spend  more  time  with 
each  patient.  We  try  and  do  our  best  for 
hospital  patients,  but  the  Health  Service 
cannot  afford  that  every  patient  can  have 
an  hour  of  the  consultant’s  time,  or 
something  like  that.  It  cannot  be  done. 
I think  to  practise  medicine  under  these 
other  circumstances  is.  good  for  a man, 
and  puts  him  on  his  mettle,  if  you  like. 
I think  it  has  value,  even  if  it  were  never 
paid  for  at  all. 

1899.  Chairman:  But  the  trend  is  not 

merely  from  whole-time  to  part-time ; it 
is  from  whole-time  to  maximum  part- 
time. Yes. 
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1900.  Which  does  suggest  that  perhaps 
the  scales  are  very  much  weighted  in 
favour  of  that,  partly  for  income  tax 
reasons,  and  partly  for  other  reasons. 

Would  you  think  that  that  is  so? 1 

think  that  is  quite  true.  I think  the 
income  tax  reasons  are  important  ones. 
Do  not  let  me  give  any  impression  that 
I am  against  the  whole-timer.  I think 
there  are  many  men  who  do  extra- 
ordinarily good  work  'as  whole-timers, 
but  I do  think  this  experience  is 
important. 

1901.  Professor  Jewkes : There  may 

be  a number  of  men  who  would  prob- 
ably find  they  could  work  much  better 
as  whole-time  consultants.  People  differ 
in  these  matters. Yes. 

1902.  Chairman : There  are  certain 
specialties  where  it  is  very  much  more 
difficult  than  in  other  specialties  to  get 

part-time  work. Yes.  There  are 

some  in  which  you  are  almost  bound  to 
be  whole-time,  I would  say. 

1903.  Sir  Hugh  Watson : The  thing 
that  is  worrying  me  is  this.  Let  us 
; assume  that  the  part-time  consultant 
gets  all  the  benefits  from  private  prac- 
tice, which  you  told  us  of — and  those 
which  you  have  told  us  he  gets  I am  sure 
he  does  get.  Apart  from  this  question 
of  tax  is  there  any  reason  why  he  should 
continue  to  be  treated  in  this  selective 
way,  as  compared  with  his  whole-time 
colleague?  Why  should  he  be  paid 
sessions  for  doing  9?  Why  should  he  be 
treated  differently  in  the  way  of  domi- 
ciliary visits?  Why  should  he  be  treated 
differently  in  the  way  of  car  expenses, 

and  so  on? 1 see  no  reason  why  he 

should  be  treated  differently  with  regard 
to  income  tax.  I think  the  half  session 
was,  perhaps,  a different  matter.  It  was 
done  on  the  iassumptiou  that  if  a man  is 
engaged  for  so  many  sessions  that  is  his 
actual  working  time ; he  fulfils  his  obli- 
gations in  doing  those,  but  in  addition 
everybody  knows  that  he  spends  extra 
time  doing  committee  work,  seeing  emer- 
gencies and  so  'on,  so  he  is  given  a bonus 
for  that.  I think  that  was  the  idea 
behind  it.  So  I think  he  is  probably 
entitled  to  it.  But  with  regard  to  income 
tax  concessions — of  course  my  income  is 
Schedule  E— there  are  very  considerable 
disadvantages. 

1904.  And  then  there  was  the  question 

of  study  leave,  for  instance. The 

whole-timer  :is  entitled  to  that,  of  course. 


1905.  I understand  that  the  position  is 
this,  that  the  whole-time  consultant  is 
invited  to  go  to  a certain  place  abroad 
and  deliver  a lecture.  He  is  treated  in 
one  way.  If  he  wants  to  go  to  a con- 
ference abroad,  and  does  not  deliver  a 
lecture,  then  he  is  treated  in  another  way 
altogether.  It  has  been  suggested  that 

that  is  unfair  to  him. These  things  are 

not  sharply  laid  down  ; they  differ  from 
one  place  to  another.  But  the  general 
criteria  are,  as  you  have  stated,  that  a 
man  has  to  be  invited  to  give  a paper 
or  something,  in  order  to  have  his 
expenses  paid,  whereas  a part-timer  can, 
presumably,  claim  some  of  those  from 
his  income  tax. — Sir  Russell  Brain : No, 
not  for  attending  conferences,  but,  of 
course,  there  are  university  posts  where 
the  incumbent’s  salary  goes  'On  if  he  goes 
abroad  to  teach  elsewhere,  whereas  the 
part-timer,  after  'he  has  exhausted  his 
allowance  for  leave,  is  not  paid.  It  is 
not  quite  all  on  one  side. 

1906.  Professor  Jewkes:  Would  it 

ever  happen  that  a whole-time  consul- 
tant might  go  away  for,  say,  three 
months  and  continue  to  have  his  salary 

paid  by  the  Regional  Board? Dr. 

Platt : I think  so,  yes. 

1907.  Whereas  that  would  not  occur 

with  a part-timer? No. 

Professor  Jewkes:  So  the  advantages 
are  not  all  on  one  side,  as  is  sometimes 
suggested? 

1908.  Chairman:  In  general,  Dr. 

Platt,  would  you  feel  that  there  was  a 
fairly  strong  feeling,  and  a fairly  wide- 
spread one,  that  the  whole-timers  come 

off  rather  less  well? Yes,  that  would 

be  my  impression. 

1909.  We  are  also'  told  that  very  often, 
because  they  do  not  have  as  big  a car 
as  the  part-timers,  partly  for  tax  reasons 
and  other  things  like  that,  they  reckon 
their  prestige  is  not  quite  as  'high  as 
some  others.  Would  you  think  that  that 
was  an  exaggeration,  or  that  there  was 

something  in  it? 1 think  there  is 

something  in  it,  yes,  and  I think  that 
there  are  certain  members  of  the  public 
who  judge  people  by  that. 

1910.  The  point  put  to  us,  I think, 

was  that  the  part-timer  could  use  the  big 
car  as  a means  of  attracting  suitable 
patients. Y es. 
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1911.  Sir  Hugh  Watson : I have  no 
more  questions  on  that  subject,  unless 
any  other  member  of  the  Commission 
would  like  to  ask  something.  On  page 
327  you  mention  the  Whitley  machinery, 
which  you  say  has  not  worked  well,  and 
you  rather  compare  it  to  the  exercise  of 
the  Russian  veto.  But  I am  given  to 
understand  that,  in  fact,  no  fewer  than 
34  agreements  .of  the  Whitley  Council 
concerning  hospital  medical  staff  have 
been  arrived  at,  most  of  which  have 

improved  the  conditions  of  the  staff. 

Might  I ask  Sir  Russell  to  answer  that, 
because  he  has  been  on  the  Whitley 
Council  for  a long  time,  and  I have  only 
been  on  it  since  my  Presidency  which 
dates  from  last  April. — Sir  Russell 
Brain : I am  sure  it  ds  true  that  a num- 
ber of  agreements  have  been  arrived  at 
in  Whitley,  but  very  often  after  a very 
long  and  laborious  discussion  extending 
over  many  months.  We  have  no  record 
of  the  number  which  have  not  been 
agreed  to,  and  I think  everybody  con- 
cerned in  Whitley— and  I think  this  ds 
true  of  the  Management  as  well  as  the 
Staff  Side — feel  that  it  is  a very  unsatis- 
factory method  of  trying  to  solve  the 
problems  _we  are  trying  to  solve.  The 
fact  that  it  occasionally  succeeds,  and  it 
is  necessary  to  draw  attention  to  its 
successes,  seems  to  me  to  speak  for 
itself  without  further  comment. 

1912.  Chairman : Would  you  feel,  Sir 
Russell,  that  it  would  be  wise  to  try 
and  have  one  method  of  settling  really 
major  questions  affecting  the  whole  of 
the  profession,  such  as  the  one  with 
which  we  are  dealing  now,  and  another 
method  of  a more  routine  nature  to  deal 
with  the  many  questions,  of  which  these 
34  are  some,  that  will  constantly  be 
arising  in  a dynamic  and  changing  pro- 
fession?  Yes,  that  is  our  view.  We 

think  that  there  should  be  two  methods 
but  it  would  still,  I hope,  be  possible 
to  have  an  improved  Whitley  which 
would  work  better — even  in  dealing  with 
small  problems— than  it  does  now. 

1913.  The  fact  that  there  have  been 
34  negotiations  completed,  and  a great 
many  requests  from  the  medical  side  that 
have  not  been  accepted,  does  not  neces- 
sarily mean  that  Whitley  may,  perhaps, 

have  a more  detached  interest? It 

does  not  necessarily  follow.  It  is 
possible,  I think*  that  if  Whitley  were 
detached  from  the  major  issues  it  might 


be  easier  to  solve  the  smaller  ones, 
because  at  present  they  are  so  apt  to 
have  repercussions,  one  on  the  other. 

1914.  Sir  Hugh  Watson : You  men- 
tioned in  the  same  paragraph,  Sir 
Russell,  that  this  involves  periodic  crises 
of  an  increasingly  political  character. 
But  of  course — and  one  does  not  com- 
plain about  it — medical  remuneration 
does  amount  to  a vast  item  in  the  Ex- 
chequer. It  is  rather  difficult  to  keep 
it  out  of  the  political  field,  in  a way,  is 

it  not? Yes,  I think  that  is  perhaps 

inevitable  in  a National  Health  Service. 

1915.  In  the  last  paragraph  on  this 
page  you  suggest  that  something  on  the 
lines  of  the  proposal  of  the  recent  Royal 
Commission  on  the  Civil  Service  should 
be  set  up.  That  is  the  Priestley  Com- 
mission, and  what  they  suggested  was  a 
purely  advisory  body,  was  it  not?  I 
was  just  wondering  if  a purely  advisory 
Committee  would  work.— — Dr.  Platt  : 
You  mean  to  say  that  after  the  advisory 
Committee  had  advised,  it  would  then 
immediately  become  a political  matter, 
and  all  the  negotiations  would  have  to 
be  gone  through  again,  here? 

1916.  I do  not  mean  that,  necessarily. 

I think  the  experience  of  all  of  us  is 
that  a Committee,  whose  functions  are 
purely  advisory,  does  not  have  the  same 
chance  of  getting  somewhere  as  one 
which  is  more  of  an  arbiter,  with  a final 

decision.- No,  that  is  true. — Sir 

Russell  Brain:  That,  of  course,  raises 
the  political  problem,  does  it  not?  It  is 
hardly  likely  that  either  party  .would 
agree  to  an  arbiter  on  matters  involv- 
ing such  very  large  sums.  I imagine 
the  Government  would  have  to  have  the 
last  word  on  that  from  their  point  of 
view,  and  the  doctors  and  dentists  from 
theirs. 

1917.  I was  not  necessarily  suggesting 
an  arbiter.  I was  wondering  if  you 
could  give  us  any  help,  because  Priestley 

was  purely  advisory. Dr.  Platt:  I 

think  that  is  what  we  had  in  mind,  but 
with  hopes  that  it  would  be  a Com- 
mittee of  such  importance  that  the  Gov- 
ernment would  take  its  advice,  at  any 
rate  unless  it  had  very  very  strong 
reasons  for  not  doing  so,  which  it  would 
have  to  show,  of  course. 

1918.  Professor  Jewkes:  We  can  take 
it  for  granted,  can  we,  “that  the  con- 
sultants have  completely  lost  confidence 
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in  the  Medical  Whitley  Councils  as  they 
have  operated  since  1948? Yes. 

1919.  Sir  Hugh  Watson:  In  your  con- 
clusion, on  page  328,  you  quote  the  state- 
ment of  the  Earl  of  Home  in  the  House 
of  Lords  that  “ this  is  the  first  time  that 
the  State  ‘ has  had  to  work  out  a rela- 
tionship with  one  of  the  great  skilled 
professions  and  to  make  the  relation- 
ship fruitful  it  will  need  fresh  methods 
and  a fresh  attitude.”  Have  you  any- 
thing particular  in  mind  on  these 
matters?  We  know  quite  well  that  .there 
are  other  elements  in  this  question,  apart 
from  remuneration  with  which, 
primarily,  this  Commission  is  concerned. 
Have  you  any  other  thing  in  mind,  that 
you  think  is  relevant  to  this  Commis- 
sion?-  No.  I think  what  we  fear, 

talking  on  quite  general  principles,  is 
British  medicine  being  driven  down  to 
some  kind  of  staite  of  uniform  mediocrity 
and  not  being  able  to  hold  its 
place  in  the  world  with  American 
and  Scandinavian  medicine,  and  that 
sort  of  thing.  Governments  must  realise 
that,  really,  medicine  is  a very  expensive 
business,  and  that  it  goes  on  developing 
and  is  likely  to  go  on  costing  more  and 
more ; that  nearly  every  hospital  in  the 
country  is  out  of  date  at  the  present 
time— I think  I could  say  every  one— 
and  that,  really,  an  enormous^  amount 
of  money  needs  to  be  put  into  this 
Health  Service.  I think  we  have  at 
some  time  got  to  face  the  issue  as  to 
whether  they  can  do  this,  or  whether 
they  cannot,  and  that  merely  trying  to 
keep  down  expenditure  at  every  point  is, 
eventually,  going  to  have  a very  bad 
effect  on  British  medicine.  Doctors’ 
salaries,  as  you  say,  are  only  just  one 
part  of  this ; other  parts  are  develop- 
ments of  hospitals,  developments  of  new 
specialties,  and  research  in  teaching 
hospitals,  which  is  very  important.  But 
I do  not  know  that  this  is  relevant  to 
your  Commission. 

1920.  I wondered  what  you  had  in 
mind  exactly  when  you  put  in  that 
sentence.— — Yes. 

1921.  Chairman : This  is,  I think,  one 
of  the  few  times  when  this  word 
“ mediocre  ” has,  in  fact,  been  used  in 
the  documents  which  have  reached  us, 
although  it  has  been  mentioned  outside 
from  time  to  time.  There  are,  I would 
say,  two  ways  in  which  remuneration 
can  affect  this  question  of  mediocrity. 


One  is  if  the  method  of  adjusting  re- 
muneration from  time  to  time  is  not  one 
that  gives  satisfaction  and  confidence — 
that  .is  what  Sir  Hugh  was  asking  you 
just  now — and  the  other  is  if  the  actual 
method  of  distribution  is  such  as  to  en- 
courage mediocrity.  That,  it  has  been 
said,  and  I think  it  has  been  said  today, 
is  really  very  much  more  dangerous 
under  the  present  method  of  payment  in 
the  general  practice  branch,  than  in  the 
consultancy  branch.  There  you  would 
feel  that  the  system,  on  the  whole,  en- 
courages merit,  distinction  and  hard 

working  ability? You  see,  this  has 

been  very  much  whittled  away,  has  it 
not,  since'  1948?  There  has  been  no 
increase  an  the  merit  awards  whatever, 
has  there? 

, 1922.  No,  but  the  system  of  a merit 
award  is  a good  one,  even  if  it  has  been 
whittled  away? Yes. 

1923.  But  in  the  other  branch  of  the 

profession  it  is  not  good?  You  would 
agree  with  that? Yes. 

1924.  And  that  is  something  on  which 

we  would  still  value  any  private  ideas 
that  you  may  have,  because  it  is  of  ex- 
treme importance  to  everybody  that 
nothing  should  be  mediocre.  There 
should  be  no  encouragement  to  medio- 
crity, anywhere. Yes.  I quite  agree 

with  you,  but  I did  want  to  point  out, 
again,  that  our  merit  awards  are  getting 
less  and  less  worthwhile,  and  that  the 
people  who  are,  or  one  assumes  are,  at 
the  very  top  of  this  profession  have  had 
no  increase  whatever  in  their  salary.  In 
fact,  I think  some  of  them — if  they  were 
to  step  into  it  now— would  be  getting 
less  than  they  would  have  got  in  1948 
for  doing  the  same  job. 

1925.  Naturally,  we  regard  that  as  very 
much  part  of  our  whole  terms  of  refer- 
ence, and  would  do  so  even  if  it  were 
not,  but  I understand  from  Sir  Russell 
and  from  the  Joint  Consultants’  Com- 
mittee that  we  are  likely  to  be  receiving 
in  due  course  some  suggestions  on  the 
way  that  merit  awards  might,  perhaps  be 

dealt  with. -Sir  Russell  Brain : 

Certainly. 

1926.  But  we  shall  no  doubt  consider 
that  independently  of  anything  else  that 
you  may  put  in.  We  have  not  missed 
that  point,  I can  assure  you,  and  we 
would  not  like  anybody,  such  as  one 
of  the  Royal  Colleges,  to  miss  the  other 
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point  about  general  practice,  which  also 

concerns  us  very  much. Yes,  I think 

that  is  quite  right. 

1927.  Sir  David  Hughes  Parry : The 

expression  that  has  been  used  is  pro- 
fessional efficiency,  and  any  system  of 
payment  ought  to  be  favouring  that, 
rather  than  mediocrity. Yes. 

1928.  Mr.  Gunlake : I would  like  to 
ask  one  question  arising  out  of  page  325 
of  the  evidence.  You  say: 

“ Before  the  interim  award,  a senior 
registrar  on  the  top  salary  of  £1,400, 
with  a wife  and  two  children,  had  a 
purchasing  power,  after  taxation,  of 
well  under  £500  in  pre-war  money, 
whereas  on  the  Spens  recommenda- 
tions he  would  have  had — when 
perhaps  five  or  ten  years  younger — at 
least  £1,100  (less  about  £140  in 
taxes).” 

There  seems  to  be  a suggestion  in  that 
paragraph,  which  is  repeated  a little 
further  on,  that  in  considering  how  .the 
status  has  changed  as  compared  with 
pre-war  the  right  thing  to  do  is  to  look 
at  incomes  after  payment  of  tax  and  sur- 
tax, and  not  incomes  before  payment  of 
tax  and  surtax.  Surely,  you  are  not 
serious  in  making  that  suggestion,  if  that 

is  your  suggestion. Dr.  Platt : I really 

do  not  know  the  answer  to  that  one. 

I should  have  thought  that  what 
attracted  a man  was  the  amount  of 
money  he  had  to  spend  on  things  like 
his  rent,  rates  and  his  children’s  educa- 
tion,  and  I thought  that  taxation  had  a 
very  considerable  bearing  on  that.  I 
know,  of  course,  that  we  receive  certain 
benefits  from  the  taxation  which  we  pay, 
but,  of  course,  to  a very  considerable 
extent  they  are  not  benefits  which  the 
medical  profession  particularly  makes  use 
of.  I mean  .there  is  free  treatment,  for 
instance,  which  the  medical  profession 
has  always  enjoyed.— Sir  Russell  Brain : 

I think  I see  Mr.  Gunlake’s  point.  We 
are  all  subject  to  taxation  like  the 
weather,  but  even  if  we  left  that  out 
mere  would  still,  surely,  be  a substantial 
difference  between  what  is  left  in  his 
gross  salary  in  terms  of  1939,  and  what 
Spens  recommended  he  should  have.  It 
happens  to  be  worked  out  after  de- 
duction of  taxation,  but  I would  agree 
that  that  is  not  the  main  point. 

1929.  What  I am  really  suggesting,  Sir 
Russell,  is  that  if  all  the  professions, 
yours  and  mine,  and,  indeed,  all  occupa- 


tions other  than  professions,  were  to 
maintain  their  pre-war  position  in  terms 
of  the  purchasing  power  of  money,  and 
income  after  taxation,  the  result  would 

be  economically  impossible. Yes,  but 

within  some  income  scales  the  tax  is  not 
the  very  large  factor,  and  I think  the 
principle  remains. 

1930.  Yes,  where  the  tax  is  very  low  I 
agree  that  the  point  is  of  less  importance 
but  you  do  actually  use  a similar  form 
of  words  on  page  325,  where  you  are 
referring  to  incomes  .at  appreciably 
higher  levels. — -I  .think  this  .point  will 
cmrie  o-ut  in  our  second  memorandum 
which  does  provide  some  budgets. 

1931.  It  is,  if  I may  say  so,  the  only 
occasion  on  which  any  suggestion  has 
been  made  to  us  that  it  might  be 
correct  to  think  in  .terms  of  net  income 
after  payment  of  tax  and  surtax,  in  com- 
paring present  positions  with  pre-war 

positions. 1 do  not  think  that  was  the 

intention,  although  it  is  put  in  that  way. 
~Dr.  Platt : No,  I do  not  think  we 
intended  to  make  a new  principle  there 
at  all.  It  shows  our  financial  naivetd. 

1932.  Sir  Hugh  Watson : I would 

hesitate  to  cross  swords  with  my 
colleague  across  the  table,  but  it  seems 
to  me  that  what  you  are  really  doing 
is  trying  to  compare  two  net  figures. 

That  is  what  I think  we  are  trying 

to  do. 

Sir  Hugh  Watson : Which,  at  the  end 
or  the  day,  comes  to  very  much  the  same 
thing,  does  it  not? 

Mr.  Gunlake : I would  suggest  that,  if 
we  are  talking  in  terms  of  net  figures, 
■then  all  of  us  have  deteriorated  since 
before  the  war,  and  .there  is  nothing  that 
can  be  done  about  it. 

Sir  Hugh  Watson : I think  Sir  Russell 
Brain  would  agree  that  we  are  all  sub- 
ject to  taxation,  as  we  are  all  subject  to 
the  weather. 

1933*  Chairman : I think  we  should 
also  say  in  regard  to  the  consultant 
branch  of  the  hospital  service,  that  as 
you  have  already  pointed  out  you  have 
not  hitherto  had,  or  indeed  ever  asked 
for,  what  the  B.M.A.  would  call  better- 
ment  on  merit  awards  at  all.  In  fact 
the  lower  salary  levels  of  the  hospital 
service  have  gone  up  by  a bigger  per- 
centage than  the  higher  ones.  That  is, 
of  course,  paralleled  in  all  walks  of  life, 

I would  say,  with  the  exception  that  if 
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would  appear  that  the  A merit  award 
people  have  not  gone  up  at  all  in  the 
last  8 years,  and  that  is  not  paralleled. 

A and  B merit  awards  have  gone 

down.  The  total  remuneration  for  a 
man  holding  such  an  award  has  gone 
down.  There  is  a “No  detriment  ” 
clause  so  that  no  single  man  has 
actually  lost  by  this,  but  his  successors 
would. 

1934.  Have  you  any  further  points, 
Dr.  Platt,  which  you  would  like  to  make 

at  this  stage? 1 do  not  think  so, 

except  to  say  that  I think  we  shall  quite 
shortly  be  presenting  you  with  Part  2 
of  our  memorandum.  I do  not  know 
whether  it  was  your  wish  that  we  should 
give  oral  evidence  on  that  as  well. 

1935.  I would  rather  not  decide  until 
we  have  seen  it,  and  also  I do  not  know 
the  extent  to  which  you  and  the  College 
would  wish  to  see  all  the  evidence  that 
we  have  had  from  other  bodies.  It  may 
be  that  some  of  the  suggestions  put  for- 
ward, or  proposals  made,  by  other 
bodies  might  cause  you  to  make  extra 
observations,  including,  for  instance,  the 
observations  that  might  be  made  about 
other  methods  of  fixing  remuneration. 


It  may  well  be  that  you  have  more  to 
say  than  you  had  previously  thought. 
— —So  we  will  leave  it  that  there  is  a 
willingness  on  our  part  to  give  oral 
evidence  again,  of  course. 

1936.  Thank  you  very  much. Sir 

Russell  Brain-.  Is  the  Commission  pub- 
lishing evidence  as  it  goes  along,  or  not? 

1937.  The  Commission  is  publishing 
the  oral  evidence  as  it  goes  along,  but 
as  you  probably  appreciate  it  takes  some 
time.  You  have,  I think,  a copy  of  the 
published  minutes  of  evidence  of  the 
meeting  on  the  18th  December  with  the 
Joint  Consultants’  Committee.  Of  course, 
it  must  take  about  that  time,  by  the  time 
it  has  been  checked,  vetted  and  printed. 
If  you  would  wish  to  have  access  to 
some  of  the  evidence  received  from  other 
people,  in  advance  of  publication,  for 
this  sort  of  purpose  we  will  do  our  best 

to  arrange  it,  most  certainly. Dr. 

Platt : We  could  ask  for  it,  if  we  wanted 
it. 

Chairman : If  there  is  nothing  else, 
that  concludes  the  session  for  today. 
Thank  you  very  much. 

(The  witnesses  withdrew.) 
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GENERAL  DENTAL  PRACTITIONERS  ASSOCIATION 


Memorandum  to  the'Royal  Commission  on  Doctors’  and  Dentists’ 
Remuneration 

The  average  earnings  and  the  hours  of  work  report  has  been  prepared  by  the  Intelligence 
Unit  of  the  Economist  and  is  given  as  a separate  section  of  this  Memorandum.  Figures 
and  other  information  set  out  by  the  Economist,  are  based  on  details  furnished  by  the  General 
Dental  Practitioners  Association. 


The  present  dissatisfaction  of  the  Dental  Profession  can  be  classified  mainly  under 
three  separate  headings  as  follows : — 

1 . Scale  of  Charges 

This  is  entirely  in  the  hands  of  the  Minister  and  from  time  to  time  new  scales  have 
been  imposed  without  negotiations  and  every  succeeding  one  has  resulted  in  a reduction 
of  earnings  so  that  since  1948  the  Dentists  have  suffered  a reduction  of  about  33£  per  cent., 
if  not  more,  although  the  cost  of  overheads,  technicians’  charges,  materials  and  the  cost 
of  living  has  gone  up.  Dentists  have  worked  longer  hours  in  an  attempt  to  counteract 
these  cuts  and  increased  overheads. 

When  the  first  reduction  of  over  22\  per  cent,  was  imposed  the  Government  undertook 
to  revise  the  position  after  the  report  by  the  Penman  Committee.  When  that  Committee 
reported  that  the  1948  scale  was  in  accordance  with  the  Spens  principle,  the  Government 
refused  to  honour  its  pledge  and  proceeded  to  impose  a further  10  per  cent,  cut  in  fees. 

2.  Administration 

The  administration  of  the  dental  service  is  in  the  hands  of  the  Dental  Estimates  Board, 
a body  which  the  Ministry  says  is  independent.  This  Board  causes  a great  deal  of 
annoyance  and  grievance  by  apparently  conceiving  its  duties  as  that  of  an  agent  for 
cutting  down  of  fees  and  restricting  the  type  of  work  to  a stereotyped  pattern,  which 
30826  A 2 
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is  nearly  always  to  the  detriment  of  the  patient  and  discouraging  better  class  dentistry. 
This  spirit  pervades  all  the  various  committees  of  the  Ministerial  machinery,  which 
is  shown  by: — 

(a)  Delaying  approvals. 

ip)  Offering  very  low  fees  which  the  Dentists  resent  as  being  extremely  unjust. 

(c)  One  of  the  main  complaints  is  that  Dentists  in  the  past  have  been  punished  in 
a way  that  a Civil  Court  could  not  possibly  do,  by  what  can  be  described  as 
harassing,  or  even  persecution. 

For  instance  Dentists  have  been  fined  hundreds  of  pounds  for  not  sending  in  their 
completed  forms  within  30  days  of  completion.  There  has  been  in  these  cases  no 
allegation  that  anything  has  been  claimed  falsely.  What  harm  can  have  been  done 
it  is  difficult  to  understand,  nevertheless  heavy  fines  have  been  imposed. 

To  show  this  spirit  of  hostility  against  the  Dentist  a case  can  be  quoted  where  the 
patient  has  refused  to  return  to  the  Dentist  for  “ easing.”  and  the  Government  has  taken 
away  from  the  Dentist  the  whole  of  the  fee.  This  was  illustrated  in  the  case  of  a patient 
we  will  call  “ X,”  whose  particulars  can  be  quoted  if  the  Commission  desires. 

3.  Ancillaries 

Probably  the  biggest  fear  of  the  Profession  is  that  insecurity  is  being  created  by  the 
threat  of  dilution.  In  the  Dentists  Act  of  1956,  provision  is  made  for  the  training  of 
ancillaries,  who  will  in  due  course  be  allowed  to  do  fillings,  and  the  extraction  of  milk 
teeth. 

This  provision,  we  think,  is  the  thin  edge  of  the  wedge,  designed  in  the  end  to  force 
the  population  into  Health  Centres,  thus  doing  away  with  the  services  of  the  Dental 
Profession,  as  at  present  known,  to  the  detriment  of  the  public. 

The  present  position  of  recruitment  is  only  satisfactory  in  so  far  that  the  General 
Dental  Council  and  its  predecessor  the  Dental  Board  have  issued  propaganda  which 
gives  a very  rosy  picture  of  a dental  career.  This  Association  considers  this  propaganda 
very  misleading  and  false. 

The  McNair  report  admits  that  Dentists  are  not  recommending  their  sons  and  daughters 
to  enter  the  profession. 

The  profession  has  been  the  subject  of  some  false  propaganda  on  the  part  of  the 
Ministry  and  we  are  strongly  of  the  opinion  that  the  Government  regards  the  Dental 
Service  as  a vote  catching  machine,  rather  than  a Dental  Service  to  the  population. 

We  consider  the  shortage  of  Dentists  would  be  solved  by  extending  present  facilities 
in  the  teaching  Hospitals  and  creating  new  Centres  of  teaching  rather  than  by  way  of 
ancillaries. 


Recommendations 

1.  We  consider  that  experience  should  have  some  reward  to  compensate  for  the  loss 
of  speed,  and  would  suggest  that  every  five  years  the  practitioners  should  be  graded  in 
such  a wav  that  the  youngest  should  get  a basic  pay  per  item,  but  extra  should  be  added 
to  this  if  the  work  has  been  done  by  a man  of  greater  experience  and  this  extra  should 
be  increased  with  the  number  of  years  of  service. 

2.  It  would  seem  desirable  in  the  opinion  of  the  General  Dental  Practitioners  Associa- 
tion, first  to  eliminate  the  power  of  the  Minister  to  constantly  reduce  the  scale  of  charges 
on  a unilateral  basis  and  make  the  Ministry  capable  of  being  sued  in  a Civil  Court  for 
breach  of  contract,  and  making  the  fines  the  Ministry  imposes,  through  the  Executive 
Councils,  able  to  be  revised  in  Civil  Courts  in  the  ordinary  way  of  a civil  action. 

We  would,  therefore,  summarise  the  position  as  follows : — 

A special  Act  should  be  passed  taking  away  the  right  of  the  Minister  to  change  the 
scale  of  fees  and  conditions  of  Service  unilaterally  and  to  acknowledge  that  the  Profession 
entered  the  National  Health  Service  on  the  understanding  that  the  Spens  report  was 
the  basis  of  the  contract,  and  we  ask  the  Commission  to  declare  that  this  is  a desirable 
fact,  and  the  Ministry  should  base  future  remuneration  on  that  assumption. 
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3.  We  consider  both  the  Minister  and  the  Dental  Estimates  Board  should  be  subject 
to  action  in  the  Civil  Courts.  So  called  “ appeals  ” to  the  Ministry  are  in  all  cases 
undemocratic  because  the  Ministry  is  both  judge  and  jury  in  its  own  cause. 

4.  In  cases  of  dispute  over  conditions  of  service,  this  Association  considers  that  the 
Profession  should  have  the  right  to  appeal  to  independent  arbitration. 

5.  We  would  urge  that  the  part  of  the  Dental  Act  allowing  dilution  be  repealed 
forthwith. 

We  would  like  the  Commission  to  recognise  the  plain  truth  that  the  dental  studies 
last  at  least  five  years,  and  cost  not  less  than  £2,500  and  that  much  again  is  required  to 
purchase  a practice  or  equip  one  (and  in  addition  the  dentist  has  to  provide  premises, 
the  costs  of  which  are  very  high,  especially  in  some  areas).  He  also  has  to  work  for 
about  six  months  with  very  little  income,  so  must  have  enough  capital  to  carry  him  through 
this  period.  Also  that  dentistry  is  not  only  a learned  profession  requiring  long  years 
of  training  and  experience,  but  it  is  in  point  of  fact  a very  arduous  occupation,  in  artificial 
light,  in  positions  of  discomfort  to  the  body  and  that  with  overwork  and  worry  the  Dentist 
is  liable  to  suffer  in  health. 

All  this  must  he  taken  into  consideration  when  comparing  the  earnings  of  the  Dentists 
with  those  of  other  professions,  training  time  for  which  is  often  not  so  long  nor  the 
capital  expenditure  so  heavy. 

6.  As  the  Commission  will  no  doubt  acknowledge  the  recommendations  of  the  Spens 
Committee  as  the  basis  for  calculating  remuneration,  we  consider  that  the  Minister 
has  created  great  hardship  in  the  Dental  Profession  by  withholding  monies  which  were 
rightfully  due,  and  we  suggest  that  the  Commission  recommends  the  return  of  that 
money  retrospectively. 


THE  REMUNERATION  OF  GENERAL  DENTAL  PRACTITIONERS 
July,  1957 

The  Economist  Intelligence  Unit  Lmtted, 

22,  Ryder  Street,  London,  S.W.l 


The  Remuneration  of  General  Dental  Practitioners 

The  main  purpose  of  this  report  is  to  analyse  the  returns  to  a questionnaire  on  dentists 
earnings,  which  was  sent  out  by  the  General  Dental  Practitioners  ^OTCiatiom 
questionnaire  was  devised  by  the  Association,  in  conjunction  with  The  Economist 
Intelligence  Unit  Limited,  and  was  chiefly  designed  to  show  net  incomes  in  1953  1954 
1955  and  1956,  in  order  that  a comparison  could  be  made  with  the  recommendations 
of  the  Spens  Report  on  the  Remuneration  of  General  Dental  Practitioners. 

The  response  to  the  questionnaire  was  sufficient  to  give ; a.  general  picture  of  dentists’ 
remuneration  in  each  of  the  above  years.  In  the  case  of  the  hours  worked,  however 
the  very  wide  variation  in  the  figures  given  must  in  part  be  due  to  a .confusion  as i to 
whether  the  chairside  or  total  hours  worked  were  required,  and  this  made  it  very  difficul 
to  draw  any  conclusions  from  these  figures. 

In  addition  to  the  analysis  of  the  returns,  a brief  note  has  been  added  on  the  value 
of  the  goodwill  of  a dental  practice.  To  do  this,  the  advice  of  two  major  dental  agencies 
which  sell  dental  practices  was  obtained,  and  the  information  they  were  Jible  Jo . g , 
which  was  largely  the  same  in  both  cases,  has  been  summarised  in  an  appendix  to  the 
report. 
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Dentists’  Remuneration 

For  the  purpose  of  this  survey,  it  was  necessary  to  find  out  the  net  incomes  of  dentists 
in  the  General  Dental  Practitioners  Association,  in  each  of  the  years,  1953,  1954,  1955 
and  1956.  The  method  used  to  obtain  these  figures  was  to  ask  for  the  gross  incomes 
from  dental  practices  in  each  of  these  years,  plus  a detailed  account  of  the  expenses  which 
were  allowable  for  income  tax  purposes  by  the  Inland  Revenue.  To  all  intents  and 
purposes,  the  net  incomes  derived  from  these  figures  apply  entirely  to  work  done  under 
the  National  Health  Service.  Private  work  was  not  undertaken  by  the  majority  of 
the  dentists  concerned,  and  where  it  was  done  it  rarely  amounted  to  more  than  2—3  per 
cent,  of  the  total  time  spent  in  practice  during  the  year. 

A summary  of  the  results,  showing  the  net  income  distribution  by  age  groups  for 
the  yearn  1953-55  is  given  in  Table  1 below: — 


TABLE  1 
Net  Incomes 

Percentage  Distribution  by  Age  Groups  in  1953-55 


Age  Groups 


Income 

£p.a. 

-30 

30-34 

35-39 

40-44 

45-49 

50-54 

55-59 

60-64 

65  + 

Under  500 

20-0 

9-1 

— 

6-0 

31-8 

— 

7-5 

32-4 

54-5 

500-  999 

6-7 

9-1 

13-8 

8-0 

9-1 

6-5 

28-4 

35-2 

15-2 

1,006-1,499 

26-7 

13-6 

37-9 

16-0 

31-8 

29-0 

24-5 

21-6 

15-2 

1,500-1,999 

20-0 

36-4 

13-8 

24-0 

22-7 

29-0 

17-0 

2-7 

6-1 

2,000-2,499 

— 

22-7 

20-7 

10-0 

4-6 

22-6 

11-3 

2-7 

4-5 

2,500-2,999 

— 

9-1 

10-3 

8-0 



9-7 

7-5 

5-4 

— 

3,000  plus 

26-6 

— 

3-5 

28-0 

— 

3-2 

3-8 

— 

4-5 

Total  

100-0 

100-0 

100-0 

100-0 

100-0 

100-0 

100-0 

100-0 

100-0 

If  attention  is  concentrated  on  the  age  groups  from  35  to  54  inclusive — in  which 
the  majority  of  established  full-time  dentists  are  to  be  found — the  position  in  the  years 
1953-55  was  as  follows: 

16-7  per  cent,  had  net  incomes  below  £1,000  a year 
43-2  per  cent,  had  net  incomes  below  £1,500  a year 
65-9  per  cent,  had  net  incomes  below  £2,000  a year 
and  80*3  per  cent,  had  net  incomes  below  £2,500  a year 

It  can  be  seen  that  there  is  a very  wide  range  of  incomes  in  the  dentist’s  profession, 
and  it  is  difficult  to  talk  in  terms  of  an  average  income.  It  is  interesting  to  note,  however* 
that  the  variations  are  chiefly  due  to  differences  in  gross  income.  For,  in  the  majority 
of  practices,  there  is  a considerable  degree  of  similarity  between  hours  worked  and 
total  expenses,  yet  the  total  turnover  often  varies  very  widely.  It  was  pointed  out  by 
the  Spens  Committee  that  “Any  system  of  remuneration  based  on  the  number  of  dental 
operations  performed  puts  a premium  on  the  speed  of  working,”  and  that  this  could 
prove  detrimental  to  good  workmanship.  The  Committee  considered  that  adequate 
remuneration,  especially  for  outstanding  work,  plus  the  traditional  high  standards 
within  the  profession,  would  obviate  any  such  risk,  but  this  view  does  perhaps  need 
reconsidering  when  a sense  of  grievance  over  inadequate  remuneration  is  known  to  exist. 

A picture  of  the  changes  that  have  taken  place  in  salaries  during  the  last  four  years 
is  given  in  Table  2,  which  shows  the  average  salary  for  each  age-group,  and  the  average 
for  the  dentists  as  a whole,  in  each  year  from  1953  to  1956. 
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TABLE  2 

Average  Net  Incomes  by  Age  Groups 


Age  Group 

1953* 

% of  Av.  Net 

1954* 

% of  Av.  Net 

1955* 

% of  Av.  Net 

1956* 

% of  Av.  Net 

Total  Income 

Total  Income 

Total  Income 

Total  Income 

Under  30 

(£) 

2-1  2,155 

(£) 

2-8  1,996 

(£) 

6-3  2,077 

(£) 

8-1  2,827 

30-34  

7-1 

1,514 

7-3 

1,789 

6-3 

1,869 

6-8 

1,606 

35-39  

8-2  1,433 

9-2 

1,609 

9-9 

1,990 

6-8  2,176 

40-44  

15-3 

2,360 

14-7 

2,517 

15-3 

2,660 

13-5 

2,637 

45-49  

6-1 

996 

4-6 

1,249 

5-4 

1,469 

5-4 

1,724 

50-54  

10-2 

1,574 

11-0 

1,618 

9-0 

1,970 

6-8  1,708 

55-59  

16-3 

1,321 

16-5 

1,421 

15-4 

1,766 

13-5 

1,790 

60-64  

8-2  1,075 

10-1 

1,005 

8-1 

1,302 

9-4 

1,166 

65  plus  

20-4 

830 

18-3 

848 

18-0 

1,010 

21-6 

893 

Othersf  

6-1 

1,690 

5-5 

1,708 

6-3 

1,758 

8-1 

1,837 

Total 

100-0 

1,429 

100-0 

1,525 

100-0 

1,777 

100-0 

1,774 

* Calendar  years  or  financial  years  falling  mainly  within  the  calendar  year, 
t Ages  not  specified. 


It  can  be  seen  from  this  table  that  the  general  trend  in  incomes  has  been  upwards, 
although  there  was  a downturn  in  the  average  income  in  1956.  As  far  as  it  was  possible 
to  tell,  there  has  also  been  a slight  tendency  to  work  longer  hours,  but  as  in  the  majority 
of  cases  it  is  not  certain  whether  chairside  or  total  hours  worked  are  given,  this  must 
be  a somewhat  tentative  conclusion.  In  terms  of  fixed  1953  prices,  the  changes  in  total 
average  income  have  been  from  £1,429  a year  in  1953  to  £1,484  in  1954,  £1,648  in  1955 
and  £1 ,542  in  1956 ; so  that  there  was  also  a decline  in  real  income  during  the  past  year. 

[It  should  be  borne  in  mind  that  the  number  of  returns  for  1956  was  considerably 
less  than  in  the  previous  year,  amounting  only  to  some  60  per  cent,  of  the  earlier  totals, 
and  that  this  may  be  falsifying  the  picture  to  a certain  extent.] 

More  interesting,  however,  is  the  relation  of  present  day  salaries  to  the  pre-war  position. 
This  enables  a comparison  to  be  made  with  the  recommendations  of  the  Spens  Com- 
mittee. The  figures  in  Table  2 have,  therefore,  been  deflated  by  the  rise  in  the  cost- 
of-living  since  1938,  and  the  results  are  shown  in  Table  3 below. 


TABLE  3 

Average  Net  Incomes  by  Age  Groups  at  1938  Prices 


Age  Group 

1953* 

% of  Av.  Net 

1954* 

% of  Av.  Net 

1955* 

% of  Av.  Net 

1956* 

% of  Av.  Net 

Total  Income 

Total  Income 

Total  Income 

Total  Income 

Under  30 

30-34  

35-39  

40-44  

45-49  

50-54  

55-59  

60-64  

65  plus  

Othersf  

(£) 

2-1  826 

7- 1  591 

8- 2  560 

15- 3  922 

6-1  389 

10-2  615 

16- 3  516 

8-2  420 

20-4  324 

6-1  660 

(£) 

2-8  759 
7-3  680 
9-2  612 
14-7  957 

4- 6  475 
11-0  615 
16-5  540 
10-1  382 
18-3  322 

5- 5  650 

(£) 

6-3  753 

6-3  677 

9-9  721 

15-3  964 

5- 4  532 

9-0  714 

15-4  640 

8-1  472 

18-0  366 

6- 3  637 

(£) 

8- 1  975 

6-8  554 

6-8  750 

13-5  909 

5- 4  594 

6- 8  589 

13-5  617 

9- 4  402 

21-6  308 

8-1  634 

Total 

100-0  558 

100-0  580 

100-0  644 

100-0  601 

* Calendar  years  or  financial  years  falling  mainly  within  the  calendar  year, 
t Ages  not  specified. 
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The  Spens  Committee’s  recommendations  on  the  general  level  of  salaries  in  a public 
dental  service  were  as  follows : — 

“ If  there  were  sufficient  dental  practitioners  in  relation  to  the  demand  for  their 
services  to  secure  a spread  of  incomes  comparable  to  that  in  1938,  arrangements 
should  be  made  to  ensure  that  between  35  and  54  years  of  age  75  per  cent,  of  those 
practitioners  should  receive  net  annual  incomes  of  over  £850,  50  per  cent,  of  them 
should  receive  incomes  of  over  £1,100  and  25  per  cent,  incomes  of  over  £1,400  . . . 
These  recommendations  are  expressed  in  terms  of  the  1939  value  of  money  ” 
(Para.  32). 

The  Committee  went  on  to  recommend  that  until  there  were  sufficient  dentists  to  achieve 
this  1938  spread  of  incomes,  that  it  should  be  possible  for  a single-handed  practitioner 
working  efficiently  for  1,500  hours  a year  at  the  chairside  to  earn  a net  income  of  £1,600 
in  terms  of  1939  prices. 

It  can  be  easily  seen  from  Table  3,  that  the  present  situation  in  no  way  corresponds 
to  these  recommendations.  In  only  one  age  group,  40-44,  does  the  annual  average 
salary  exceed  the  £850  a year  mark,  and  then  only  by  a small  margin,  whilst  in  all  the 
other  ranges,  with  one  exception,  the  salaries  fall  considerably  below  this  level.  Also 
in  no  case  where  the  hours  worked  were  stated,  were  they  as  low  as  33  hours  a week 
for  full-time  dentists — the  average  was  about  40-44  hours  a week — yet  the  Spens  Com- 
mittee declared,  “ We  are  satisfied  by  a large  volume  of  evidence  that  only  exceptional 
practitioners  will  be  able  to  work  for  any  prolonged  period  without  loss  of  efficiency 
or  indeed  without  damage  to  health  for  substantially  more  than  33  chairside  hours  a 
week.”  The  position  at  the  present  time  is,  therefore,  that  the  majority  of  dentists 
are  working  longer  hours  than  was  envisaged  for  something  between  a third  and  a half 
less  remuneration,  in  real  terms,  than  it  was  recommended  that  they  should  receive.  As 
for  the  recommendation  that  it  should  be  possible  to  earn  £1,600  a year  in  terms  of 
1939  prices,  without  working  more  than  33  chairside  hours  a week,  this  appears  to  be 
a virtual  impossibility  in  terms  of  the  current  remuneration.  [Owing  to  the  distortions 
caused  by  the  outbreak  of  war  in  1939  it  has  not  been  possible  to  express  current  incomes 
in  terms  of  1939  prices,  but  the  difference  caused  by  using  1938  prices  is  insufficient  to 
affect  the  general  argument  given  above.] 

It  follows  from  this  survey  that  the  dentists  in  the  General  Dental  Practitioners 
Association  are  considerably  worse  off  under  the  National  Health  Service  than  they 
were  led  to  believe  they  would  be  by  the  Report  of  the  Spens  Committee.  This  applies 
not  only  to  their  total  remuneration  but  also  to  the  hours  they  are  required  to  work  in 
order  to  earn  their  current  lower  incomes.  The  recommendations  of  the  Spens  Com- 
mittee, when  turned  into  current  prices,  mean  that  some  75  per  cent,  of  practitioners 
should  receive  more  than  £2,400  a year  in  present  day  prices,  and  50  per  cent,  should 
receive  more  than  £3,000  a year,  if  the  supply  position  is  comparable  with  that  of  1938. 
Although  it  would  appear  that  the  Committee  was,  perhaps,  unduly  generous  in  its 
recommendations,  largely  because  it  did  not  stop  to  consider  what  the  sums  involved 
would  total  in  terms  of  present-day  prices,  a substantial  increase  in  dentists’  salaries 
seems  both  just,  and  necessary  if  the  Service  is  to  continue  to  work  satisfactorily.  This 
is  especially  so  when  the  method  of  payment  puts  a premium  on  speedy  rather  than 
conscientious  work,  even  in  a profession  with  such  traditionally  high  standards  as  the 
Dental. 


APPENDIX  1 
Methods  of  Compilation 

1 . Throughout  the  report,  all  the  income  figures  refer  to  net  incomes  before  tax.  These 
were  calculated  by  deducting  all  the  business  expenses  allowable  by  the  Inland  Revenue 
for  income  tax  purposes  from  the  gross  incomes  or  turnover  of  the  practices.  In  cases 
of  partnership,  unless  there  was  any  information  to  the  contrary,  the  net  incomes  so 
derived  were  then  considered  to  be  divided  equally  between  the  partners. 

2.  Completed  questionnaires  were  sent  in  by  some  12  per  cent,  of  the  total  membership 
of  the  General  Dental  Practitioners  Association.  Owing  to  the  difficulty  of  obtaining 
audited  figures  for  the  most  recent  year,  however,  only  about  half  of  these  returns  were 
completed  for  1956. 
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3.  The  majority  of  the  replies  in  the  under  30  age-group  came  from  Assistants.  These 
received  a fixed  salary  plus,  in  some  instances,  a bonus  calculated  on  the  turnover  of 
the  practice.  It  is  interesting  to  note,  therefore,  that  they  formed  the  second  highest 
paid  age-group  in  the  entire  profession. 

4.  The  largest  number  of  returns  for  any  one  age-group  came  from  those  over  65  years 
of  age.  As  many  of  the  dentists  in  this  group  were  earning  very  low,  and  in  some  cases, 
minus  net  incomes,  their  inclusion  has  tended  to  reduce  the  average  net  income  for  dentists 
as  a whole.  In  order  not  to  include  those  who  only  worked  part-time,  all  the  dentists 
over  65  who  worked  less  than  15  hours  a week  were  excluded  from  the  calculations  in 
Table  2 and  3. 

5.  The  measure  used  to  deflate  the  present  day  salaries  was  a middle  class  cost-of-living 
index  compiled  by  the  Economist,  relating  to  the  salary  range  £500-700  a year  in  1938. 
The  figure  at  the  end  of  each  calendar  year  was  taken  as  representing  the  average  for 
the  year  as  a whole,  as  the  majority  of  the  financial  years  tended  to  fall  mid-way  between 
the  calendar  years.  The  actual  indices  used  are  shown  in  the  table  below,  and. for 
comparison  purposes,  a general  retail  price  index,  compiled  by  the  London  and  Cambridge- 
Economic  Service,  is  also  given. 


End  1952  . 
End  1953  . 
End  1954  . 
End  1955  . 
End  1956  . 

* Yearly  averages, 
t January,  1957. 


Cost  of  Living  Indices 
(1938=100) 

Middle  Class 
£500-700  p.a. 

248 

256 

263 

276 

290 


Retail  Prices 

221* 

228* 

232* 

242* 

260t 


APPENDIX  2 


A Note  on  Goodwill 

Many  dentists  who  were  in  practice  prior  to  the  introduction  of  the  National  Health 
Service,  and  who  paid  certain  sums  of  money  in  respect  of  goodwill  when  they  purchased 
their  practice,  feel  that  they  have  almost  completely  lost  this  money  because  of  the 
ease  with  which  a practitioner  now  can  start  and  build  a practice  merely  by  opening  a 
surgery  and  putting  up  a nameplate. 

This  viewpoint  is  borne  out  to  a considerable  extent  by  the  experience  of  the  major 
agencies  which  deal  in  dental  practices,  although  they  pointed  out  it  was  unwise  to 
generalise  too  much  on  this  topic.  They  stated,  however  that  m the .immediate > pre-war 
period  a fair  estimate  of  the  goodwill  of  a practice  could  be  obtained  by  taking  the  yearly 
average  turnover  in  the  previous  three  years  to  the  sale.  At  the  present  time,  it  the 
same  measure  was  used,  the  amount  of  goodwill  was  coratdered  to  be  approama  e^y 
25-30  per  cent,  of  the  three-years’  average  annual  turnover  by  one  agency,  and  by  another 
it  was  considered  to  range  from  between  20  and  50  per  cent,  of  this  average. 

It  can  be  seen  from  the  above  that  the  goodwill  of  a dental  practice  has  been  reduced 
by  one-hal/to1  three-quarters  of  its  pre-war  value.  In  fact  L^ttoi 

that  remains  is  now  almost  entirely  due  to  the  site  value  of  the  property  ™eth 
is  in  pleasant  surroundings  in  a well  appointed  district,  y m^xtent 

degree  does  it  represent  the  rewards  of  good  service  ovei  the  years,  p to  Mtent 
therefore  it  can  be  said  that  those  dentists  who  purchased  practices  prior  to  1948,  and 
have  to  a large  ex tent  lost a sum  of %£%***£$ 

otherwise  have  been  recoverable  at  the  end  of then  rA ?°dai Heahh S^foT 
have  been  made  worse  off  by  the  introduction  of  the  National  Health  bervice. 
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Examination  of  Witnesses 

Dr.  K.  Malik 
Mr.  F.  Barlow 
Mr.  R.  C.  Brenan 
Mr.  D.  Daker 
Mrs.  J.  D.  Thorburn 
Mr.  B.  Deakin\ 

Mr.  1.  Harder  j Economist  Intelligence  Unit 

on  behalf  of  the  General  Dental  Practitioners  Association 
called  and  examined 


1938.  Chairman'.  Dr.  Malik,  you  are 

acting  as  the  spokesman  primarily  for 
the  General  Dental  Practitioners  Asso- 
ciation?  Dr.  Malik:  Yes,  Sir.  I 

have  also  brought  members  of  our 
Head  Council  and  representatives  of  the 
Economist  Intelligence  Unit  here  to 
assist  me  in  interpreting  the  figures  which 
we  have  offered  to  you. 

1939.  Now  I would  like  you  please 
to  understand  that  we  shall  be  wanting 
to  test  those  points  that  we  want  to 
deal  with  in  your  memorandum  quite 
thoroughly,  because  if  we  do  not  there 
is  no  one  else  to  do  so ; and  I want  you 
to  understand  that  if  we  question  you 
it  does  not  imply  either  disbelief  or  hos- 
tility towards  the  submissions  that  you 
have  made.  Equally,  please  also  under- 
stand that  our  failure  to  pursue  a point 
that  you  have  made  does  not  necessarily 
imply  either  acceptance  of  it  or  that 
we  regard  it  as  irrelevant.  On  the  other 
hand  there  are  some  things  in  your 
memorandum  that  are  most  certainly 
outside  our  terms  of  reference,  and 
while  we  may  touch  upon  them  it  does 
not  necessarily  indicate  that  we  shall 
touch  on  them  in  the  report  we  shall 
eventually  make  on  the  question  of  den- 
tists and  their  earnings.  Any  member 
of  the  Commission  will  have  a chance 
to  ask  questions  of  you,  but  for  con- 
venience we  have  given  the  task  of  sift- 
ing the  many  written  submissions  that 
we  have  received  from  many  bodies  on 
the  subject  both  of  doctors  and  of  den- 
tists to  two  sub-committees.  In  this  par- 
ticular case  Sir  Hugh  Watson  has  been 
the  chairman  of  the  sub-committee.  He 
will,  in  general,  be  taking  the  lead  in 
asking  you  questions  on  the  points  of 
interest  to  us. 

First  of  all,  however,  Dr.  Malik,  would 
you  mind  telling  us  something  about  the 
Association — what  it  is,  what  are  the 
qualifications  for  membership,  and 
whether  the  membership  is  well  spread 
and  covers  a small  or  a large  propor- 


tion of  the  dental  practitioners,  and  so 
forth? The  quaEfieation  for  mem- 

bership is  the  name  on  the  Dentists’ 
Register.  Our  membership  is  a fairly 
good  sample  of  the  .profession,  consisting 
of  those  with  double  qualifications,  the 
ordinary  L.D.S.  and  the  1921  Act  men. 
We  have  a goodly  proportion  of  all  the 
classes. 

194Q.-'How  many  members? We  . 

have-'  1 ,1  (XL  members  on  our  books. 

1941.  And  how  many  are  there  on  the 
Dentists  Register  who  would  be  eligible? 

In  the  Service  there  are  just  under 

10,000,  but  on  the  Register  itself  there 
are  near  enough  16,000  this  year. 

1942.  So  that  you  have  about  1,100 

members  out  of  a possible  16.000? 

Yes,  Sir. 

1943.  Is  your  membership  spread 

throughout  Great  Britain — Scotland,  as 
well  as  England  and  Wales? Yes. 

1944.  And  is  it  fairly  evenly  spread 

1 could  not  be  dogmatic  about  that, 

but  apart  from  rather  thick  patches  in 
areas  such  as  Manchester  and  London, 
we  have  a fair  sample  from  the  whole 
of  the  United  Kingdom  and  Ireland. 

1945.  Now  the  British  Dental  Asso- 
ciation is  the  main  body  representative 
of  dentists  as  a whole  in  this  country. 

That  is  so,  is  it  not? Yes,  Sir.  I 

should  say  that  is  over  the  last  few 
years.  We  were  all  members  of  the 
B.D.A.,  and  we  sank  our  individual 
organisations  in  that  Association.  At 
one  time  there  were  three  organisations 
representing  the  dental  profession  ; the 
Incorporated  .Dental  Society,  the  Public 
Dental  Service  Association,  and,  of 
course,  the  British  Dental  Associa- 
tion, who  had  about  5,000  mem- 
bers. Then  we  amalgamated,  thinking 
we  were  increasing  our  power  of  resist- 
ance to  any  force  against  us.  The  mem- 
bership of  the  B.D.A.  increased  to 
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12,0000  Everybody  who  was  conscious 
or~tfie  need  for  an  organisation  did 
belong  to  the  B.D.A. 

1946.  We  shall,  of  course,  take  the 
B.D.A.  evidence  at  length  with  that 
Association,  but  I really  want  to  know 
what  your  relationships  are  with  them, 
and  to  what  extent  you  have  either 
special  interests  or  special  points  of  view. 

Our  special  grievance — perhaps  I 

should  say  our  reason  for  breaking 
away  from  B.D.A.  was  that  we  found 
we  could  not  affect  the  policy  of  the 
B.D.A.  in  providing  us  with  a defensive 
mechanism,  such  as  the  B.M.A.  built 
up  in  the  early  days  of  the  National 
Health  Service.  For  instance,  they 
created  the  Medical  Guild  to  protect  the 
doctors,  but  the  B.D.A.  leaders,  we 
thought,  were  more  or  less  neglecting 
their  duty  in  defending  us.  Year  after 
year  we  suffered  cuts  in  fees,  and  the 
conditions  were  getting  worse.  There 
were  delays  and  what  I have  sometimes 
described  from  the  platform  as  persecu- 
tion. It  is  not  an  exaggeration  when 
you  are  subjected  to  it  from  day  to  day ; 
and  with  the  perpetual  questioning  and 
delays  and  cuts  which  were  imposed  on 
us,  we  -broke  away  with  a view  to  try- 
ing to  create  a fighting  machine  to  stop 
all  this. 

1947.  Have  you  any  relationship  with 

the  B.D.A.  at  all  now? Not  very 

amicable.  Sir.  We  offered  to  co-operate 
with  them  in  fighting,  but  I am  afraid 
that  in  our  opinion  the  B.D.A.  are  in  the 
pocket  of  the  Government. 

1948.  I hope  you  will  not  start 
making  speeches  or  allegations  against 

other  people. 1 am  sorry.  Sir,  that  is 

an  opinion  of  ours. 

1949.  But  you  now  have  no  particu- 
lar relationship  with  the  B.D.A.? 1 

do  not  know  what  you  mean  by  that — 
but  we  do>  hope,  by  our  activities  from 
the  outside,  to  goad  the  B.D.A.  into  be- 
coming a fighting  machine,  because  they 
are  a bigger  organisation  and  they  could 
be  more  effective  than  they  are. — Mr. 
Barlow:  May  I say  something?  Actu- 
ally, there  are  members  of  this  Council 
here  who  are  also  members  of  the 
B.D.A.,  and  a lot  of  us  belong  to  both 
Associations  ; so  there  is  quite  a connec- 
tion, you  see,  with  the  B.D.A.  A lot 
of  us  have  joined  this  Association  in 
the  hope  that  there  would  be  more  resist- 
ance here — but  we  belong  to  both. 


—Mr.  Brenan:  Mr.  Chairman,  may  I 
make  just  one  observation?  The  point 
arose  about  membership  and  the  total 
number  of  men  on  the  Register  and  the 
total  number  of  members  of  this  Asso- 
ciation, the  General  Dental  Practitioners 
Association.  Now  the  general  practi- 
tioner is  the  man  who  engages  in  a State 
practice.  Consequently  our  point  has 
been  largely  over  fees  and  conditions  of 
service.  That  is  a thing  which  would 
not  interest  a very  large  proportion  of 
the  members  who  are  on  the  Register 
generally.  They  may  be  in  hospital 
work  or  they  may  be  men  in  private 
practice.  Many  of  them  are  men  who 
have  no  relations  whatever  with  State 
practice. 

1950.  If  I take  your  point,  Mr. 
Brenan,  you  say  that  your  membership 
of  1,100  is  a certain  proportion  of  the 
dental  practitioners  as  a whole.  Can 

you  tell  me  how  much? Yes,  there 

are  nearly  10,00  men  on  the  Executive 
Council  lists — that  is  the  men  who  en- 
gage in  State  practice. 

1951.  — So  you  say  you  are  1,100  out 

of  10,000? Exactly:  not  strictly  and 

rationally  1,100  out  of  16,000. 

1952.  Sir  David  Hughes  Parry:  Have 
you  any  members  who  are  outside 

England  and  Wales  and  Scotland? 

Dr.  Malik : There  are  a few  in  Northern 
Ireland. 

1953.  Chairman:  And  the  objects  of 
the  Association  in  principle  then.  Dr. 
Malik,  are  to  fight  for  improved  terms 

for  the  dentists — is  that  right? Yes, 

Sir. 

1954.  They  do  not  go  beyond  that — 

that  is  the  primary  object  of  this  par- 
ticular Association? Yes,  Sir. — Mr. 

Barlow:  If  it  would  help  you,  I have  a 
list  of  members  of  this  Association, 
which  shows  in  which  areas  and  coun- 
ties they  are  in  practice.  It  might  be 
helpful  to  you. — Chairman:  Thank  you. 
We  do  not  want  to  go  into  any  greater 
detail,  but  if  you  would  like  to  leave  it 
with  the  Secretary  later,  that  might  be 
of  use.  Now  you  have  submitted  to  us 
a memorandum,  and  we  will  talk  about 
that  in  a few  minutes.  But  you  included 
with  it  a questionnaire  that  you  have 
compiled  about  dentists’  earnings,  made 
for  you  by  the  Economist  Intelligence 
Unit.  We  would  like  to  ask  you  a few 
questions  about  that. 

1955.  Sir  Hugh  Watson:  You  have 
told  us  that  your  Association  exists 
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large!  v to  protect  dentists,  and  I gather 
from  'what  you  are  saying  that  one  of 
the  things  against  which  protection  is 

needed  is  declining  remuneration? 

Dr.  Malik:  And  the  introduction  of 
dilution.  In  my  opinion— and  I am  a 
member  both  of  the  General  Council 
and  of  the  Experimental  Committee — I 
think  that  within  a reasonably  short  time, 
say  10  to  15  years,  the  practice  of  den- 
tistry as  we  know  it  today  will  be 
abolished ; the  health  centres  will  take 
over  and  the  semi-trained  people  will 
do  the  bulk  of  the  work  ; and  the  dentist 
will  be  found  redundant. 

1956.  We  will  come  on  to  that  in 
a moment.  What  I wanted  to  ask  you 
just  now  was  this — in  all  these  matters, 
does  your  Association  have  any  nego- 
tiation’s with  the  Ministry  of  Health? 
1 think  that  the  Ministry  will  take 

■*  great  care  not  to  re*x>gnjse  us  officially 
because  that  would  go'  against  their 
friends,  the  B.D.A. 

1957.  Chairman:  Are  you  suggesting 
that  the  B.D.A.  should  not  be  the  recog- 
nised body  for  the  dental  profession? 

1 suggest.  Sir,  that  we  have  every 

right  to  be  recognised  too.  I think  that 
the  Government  prefers  to  deal  with 
“ Yes  men  ”,  and  we  have  proved  in  the 
election  to  the  General  Dental  Council 
that  we  have  a very,  very  substantial 
representation — more  than  20  per  cent, 
representation — of  the  electors.  For 
instance,  I topped  the  poll  when  there 
was  an  election  for  the  General  Dental 
Council ; on  the  policy  of  this  Associa- 
tion I obtained  the  largest  number  of 
votes.  Then  our  candidate,  last  June 
when  there  was  a by-election,  obtained 
37  per  cent,  of  the  votes  of  the  elec- 
tors. in  spite  of  the  open  challenge  by 
the  B.D.A.,  who  supported  only  one  can- 
didate. So  I think  there  is  a very  strong 
case  for  the  Government  to  call  us  into 
these  bodies  and  ask  our  opinions,  but 
we  have  applied  and  found  them  deaf 
and  dumb  and  blind. 

1958.  Well,  that  is  a pretty  sweeping 

statement.  But  you  say  you  are  your- 
self a member  of  the  General  Dental 
Council? Yes.  Sir. 

1959.  And  therefore  you  can  make 
your  own  particular  views  known  to 

your  colleagues  on  the  Council? 1 

hope  so.  Sir.  I was  called  a gadfly  be- 
cause I do  not  keep  my  mouth  shut. 


1960.  Now,  we  will  turn  to  this 
questionnaire  of  earnings.  Could  you 
tell  us  to  how  many  dentists  were  these 

questionnaires  sent  out? -The  whole 

of  the  Register — -approximately  15,000 — 
except  .those  who  were  abroad. 

1961.  And  how  many  replied? Mr: 

Harder:  There  were  130  replies. 

1962.  130.  That  is  under  1 per  cent, 
of  those  to  whom  the  questionnaire  was 

sent,  ds  it  not? Dr.  Malik:  Those 

who  took  any  notice  of  that  request 
would  be  our  members. 

1963.  Sir  Hugh  Watson : How  do  you 

know  that? Because  I think  we  had 

a record  of  the  names.  All  the 
questionnaires  had  their  names  on. 

1964.  I think  Ve  are  entitled  to  press 
you  a little  about  this.  You  say  you 
think  you  had  a record  of  itheir  names.  I 
think  the  Commission  would  like  you  to 

say  whether  you  know  definitely. We 

did  have  a record  of  the  names.  I be- 
lieve that  each  form  had  a signature  with 
■the  name. — Mr.  Deakin : Yes. — Dr. 
Malik : We  sent  out  the  questionnaire, 
and  there  was  a space  for  the  name  on  it. 

1965.  And  you  are  in  a position  to 
assure  .the  Commission  that  you  know 

from  whom  the  replies  came? Of 

the  130  replies,  at  least  120  are  our  own 
members.  I can  assure  the  Commission 
of  that,  yes. 

1966.  Chairman : Mr.  Deakin,  you  are 

from  the  Unit? Mr.  Deakin : That  is 

right.  Sir. 

1967.  Have  you  had  any  experience  of 

this  sort  of  enquiry  before? Yes. 

1968.  Would  you  consider  that  that 

was  a high  rate  of  return?- It  is  a 

high  rate,  considered  in  relation  to  the 
number  of  members  of  the  Association — 
12  per  cent,  of  .the  Association’s 
members  is  a reasonably  high  return. 

1969.  Would  you  consider  that  to  be  a 
rate  from  which  some  deductions  could 
be  drawn? — —I  think  so,  considered  in 
relation  to  the  General  Dental 
Practitioners  Association. 

1970.  Mr.  Gunlake:  And  was  the 

object  of  this  exercise  to  study  the  in- 
comes of  the  members  of  the  Associa- 
tion or  the  incomes  of  dentists? The 

members  of  the  Association  only. 

1971.  It  was  purely  limited  to  that 

objective? Dr.  Malik : Well,  we 

wanted  to  know  the  average  remunera- 
tion of  the  panel  practitioner,  that  is  the 
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practitioner  in  the  National  Health 
Service. 

1972.  Chairman : Whether  he  was  a 

member  of  ithe  Association  or  not? 

That  was  our  object,  Sir ; but  we  found 
that  only  members  of  the  Association 
took  any  notice  of  our  request. 

1973.  And  have  you  any  particular 

reason  to  think  that  the  members  of 
your  Association  are  a cross-section  of 
the  whole  of  the  profession,  or  otherwise, 
I do  not  know. Very  good  reason. 

1974.  You  think  they  are  representa- 
tive?  Y es,  I think  so. 

1975.  You  have  a reason  for  thinking 

that? Yes. 

1976.  Could  you  tell  us  what  makes 

you  think  that? Because,  as  I said 

at  the  beginning,  we  have  quite  a number 
of  people  who  are  doubly  quali- 
fied ; the  bulk  of  .our  members 
are  the  ordinary  L.D.S.  men,  and 
we  have  a goodly  proportion  of 
the  1921  Act  men.  They  are  spread 
comparatively  evenly,  with  the  exception 
perhaps  of  the  areas  of  Manchester  and 
London,  where  they  are  slightly  more 
represented,  but  membership  over  the 
country  as  a whole  is  fairly  evenly 
spread.  As  my  colleague,  Mr.  Barlow, 
pointed  out,  from  the  list  you  may  have 
a good  idea  of  that  spread,  Sir. 

1977.  And  have  you  any  reason  to 

think  that  the  10  per  cent,  or  12  per 
cent,  of  your  members  who  replied  are  a 
fair  cross-section  of  your  total  member- 
ship?  1 would  rather  leave  that  to  the 

experts  on  figures,  but  I would  say  so 
myself,  yes.  Sir. 

1978.  Mr.  G unlake : It  is  a fact,  is  it 
not,  that  the  replies  represented  some- 
thing like  1 per  cent,  of  'the  number  of 
dentists,  but  that  the  response  from  your 
own  members  was  something  like  12  per 
cent.?  And  if  I understood  you 
correctly,  the  purpose  was  to  study  the 
incomes  of  those  dentists  in  general 
practice  in  the  Health  Service.  It  would 
seem  that  the  response  rate  was  some- 
thing between  1 per  cent,  and  12  per 
cent.  You  are  making  a study  here,  and 
you  comment  in  your  document,  on  the 
way  in  which  these  incomes  vary,  both 
as  regards  age  and  as  regards  amount. 
You  have  a dispersion  of  ages  from 
under  30  to  over  65  and  a dispersion 
of  incomes  from  under  £500  to  over 
£3,000.  Are  you  seriously  saying  that  a 
response  rate  of  even  as  much  as  12  per 


cent,  is  statistically  adequate  to  give  you 
a fair  picture,  with  that  kind  of  dis- 
persion?  Oh  yes,  Sir,  I would  most 

definitely ; because  you  are  undoubtedly 
aware  of  the  Spens  Report,  and  in  this 
Spens  Report  the  entire  replies  were 
under  100,  if  I remember  the  figure 
rightly.  The  Government  Actuary  said 
that  that  was  a jolly  good  proportion  of 
the  whole  profession. 

1979.  Could  you  tell  us  where  that 

figure  is  to  be  found? 1 have  the 

Spens  Report  here. 

1980.  Chairman : Which  table  are  you 

taking? In  the  preliminary  remarks 

of  the  Spens  Report,  which  was  reprinted 
in  1955 — it  is  marked  Cmd.  7402 — in  the 
preliminary  remarks  it  does  occur,  and 
I have  seen  it  many,  many  times. 

1981.  I wish  you  could  just  point  it 

out.  I am  not  doubting  it  is  there.  There 
is  some  mention  made  in  paragraph  9 
— this  is  what  it  says  in  paragraph  9 — 
that  as  the  number  of  replies  had  been 
less  than  had  been  hoped,  some  doubt 
existed  as  to  the  degree  of  reliance  that 
could  be  placed  on  these  tables.  Is  that 
the  one? That  is  right. 

1982.  I do  not  see  yet  this  figure  of 

100  replies. It  is  paragraph  9 you  are 

reading,  Sir? 

1983.  That  was  the  one. “The 

number  of  replies  having  been  less  than 
had  been  hoped,  some  doubt  existed  as 
to  the  degree  of  reliance  which  could 
be  placed  upon  the  picture  presented  by 
these  tables.  We  were,  however,  advised 
by  the  Government  Actuary  that  the 
replies  could  be  accepted  as  reflecting, 
in  a broad  way,  the  general  financial 
position  of  the  profession.” 

1984.  You  say  that  the  total  number 

of  replies  was  100? -Yes,  I believe 

that  somewhere  or  other  the  numbers 
were  mentioned.  They  were  extremely 
small. 

1985.  You  said  they  were  about  100, 
and  I was  just  trying  to  find  out  where 

you  got  that  from? 1 have  it  in  my 

head. 

1986.  Mr.  Watson : I thought  it  would 
be  in  the  report  rather  than  in  your 

head,  Dr.  Malik. I could  find  it  if 

you  give  me  time.  Perhaps  we  could 
promise  to  send  it  to  you  later  on? 

1987.  If  you  are  making  the  state- 
ment that  there  were  only  100  replies  in 
regard  to  the  Spens  Report,  it  would  be 
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useful  to  have  it  substantiated. 

It  was  very,  very  small,  Sir ; it  is  in  my 
memory,  and  I have  seen  it  somewhere. 
It  was  certainly  not  very  much  more 
than  100  and  very,  very  far  short  of 
200. 

1988.  Well,  I would  like  you  to  try  and 

establish  that,  if  you  can  do  so. Yes. 

Would  you  like  us  to  send  you  that? — 
Chairman : I would  like  you  to  tell  us 
where  that  information  comes  from,  be- 
cause I cannot  see  it  here. 

1989.  Mr.  Gunlake : In  any  case,  that 
relates  to  a judgment  that  was  forth- 
coming in  respect  of  the  Spens  Report. 
I would  still  like  to  know  whether  your 
statistical  advisers  sitting  beside  you,  in 
regard  to  this  investigation,  are  com- 
pletely satisfied,  as  I have  said,  that  with 
this  dispersion  as  to  age  and  income,  to 
attempt  a study  with  a 1 per  cent, 
response  rate  is  statistically  satisfactory? 

Mr.  Deakin : I would  say  that  the 

response  rate  we  have  taken  here — and 
which  may  be  seen  in  our  notes — is 
approximately  12  per  cent,  of  the  mem- 
bers of  the  Association.  That  is  quite 
a good  sample. 

1990.  You  think  so? Yes. 

1991.  Chairman:  Mr.  Deakin,  you 

divided  your  Table  I into  63  separate 
things — nine  age  groups  and  seven  salary 
groups.  You  had  130  replies,  so  that 
is  an  average  of  two  replies  in  each  sec- 
tion?  Mr.  Harder : It  is  spread  over 

three  years,  so  with  a total  of  130  replies 
altogether  if  they  are  broken  down  be- 
tween three  years,  it  would  be  108  for 
each  year — I do  not  think  they  were 
broken  exactly  in  that  order. 

1992.  Which  means  that  there  are  less 
than  two  people  for  each  year  in  each 

classification? Well,  Sir,  you  will 

see  that  certain  classifications  are  left 
out  altogether.  There  may  indeed  have 
been  one  or  other  classifications  in  which 
the  figure  was  as  low  as  two.  I think  in 
fact  the  lowest  figure  for  which  a per- 
centage has  been  taken  was  three,  but  I 
can  check  that  from  my  working  papers. 

1993.  Which  means  one  per  year? 

Yes,  Sir;  that  would  be  the  lowest 
figure. 

Chairman : Mr.  Gunlake? Mr. 

Gunlake:  I do  not  think  I wish  to 
pursue  this  question  any  further,  thank 
you. 

1994.  Chairman:  Mr.  Daker,  you 

would  like  to  say  something? Mr. 


Daker:  May  I compare  the  figures  given 
in  this  table  with  those  of  the  British 
Dental  Association  memorandum,  on 
page  43,  and  state  that  they  are  very 
similar.  I would  also  draw  attention  to 
the  fact  that  these  latter  figures  were 
taken  from  the  Inland  Revenue  people. 
These  figures  give  a much  broader  pros- 
pect— probably  in  the  region  of  500 
general  practitioners.  That  is  page  43  of 
the  British  Dental  Association’s 
memorandum. 

1995.  In  fact.  Dr.  Malik,  the  Table  I 
in  your  memorandum  suggests  that  26 
per  cent,  of  dentists  under  30  earned 

over  £3,000  a year? Dr.  Malik:  I 

leave  that  to  the  experts. 

1996.  Well,  that  is  the  figure — 2 6-6  per 
cent.  That  is  right,  Mr.  Deakin,  is  it 

not? Mr.  Deakin:  That  is  how  it 

comes  out. — Mr.  Harder : That  is  exactly 
what  they  said  they  earned:  26-6  per 
cent,  stated  that  their  net  incomes  were 
above  £3,000. 

1997.  Are  you  suggesting  that  this  is 

{typical  'of  the  dental  profession,  Dr. 
(Malik — that  this  is  representative  of  the 
general  practitioners’  earnings?  In  other 
words,  are  you  suggesting  that  26-6  per 
cent,  of  dental  practitioners  under  30 
earn  over  £3,000? Generally  speak- 

ing, the  younger  people  earn  consider- 
ably more  than  the  others,  that  is  true. 

1998.  Under  30? The  younger 

you  are,  the  faster  you  work ; and  they 
have  introduced  pieceworkers.  We  have 
no  effective  trade  union  to  put  a limit 
to  the  earnings  of  active  members.  The 
trade  unions  actually  limit  the  maximum 
earnings  of  their  members,  but  a young 
man  who  finds  himself  able  to  earn,  he 
works  faster  and  is  able  to  knock  up 
this  figure ; that  is  true. 

Chairman : And  then,  between  30 
and  40,  he  falls  off  land  does  not  earn 
nearly  so  much,  and  then  over  40  he 
earns  it  all  again.  That  is  what  you 
are  saying  here. 

1999.  Mr.  Bonham-Carter : Dr.  Malik, 
what  is  the  average  age — or  can  you 
give  me  a rough  idea  of  the  earliest  age 
— at  which  a man  can  start  practising 

on  the  completion  of  his  training? 

Normally,  I should  imagine  it  would 
be  22  or  23  when  you  qualified.  Sup- 
posing you  left  school  at  16  years  of 
age  and  you  start  your  professional 
studies,  which  take  4!  or  5 years,  and  if 
you  fail  once  or  twice  . . . 
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2000.  Then  there  is  your  national  ser- 
vice to  come  in,  at  the  moment? 

Normally  you  can  say  that  after  qualifi- 
cation you  might  be  iasked  to  go  into 
the  Forces,  yes ; but  that  is  compara- 
tively recent,  is  it  not? — Mr.  Daker : It 
would  be  more  likely  to  be  24  or  25. 

2001.  So  what  you  are  saying  is — let 

us  assume  national  service  training  at 
the  moment — that  you  do  get  a high 
proportion  of  men  starting  to  practise 
at  24  or  25?- Yes. 

2002.  Sir  Hugh  Watson : Which  is  it? 
I>r.  Malik  says  22  or  23  and  Mr.  Daker 

says  it  is  later. Dr.  Malik : Many 

of  them  go  on  into  private  practice. 

2003.  Mr.  McIntosh : You  said  they 

leave  school  at  16.  Do  most  of  the 
entrants  to  the  dental  schools  leave  at 
16? If  you  pass  your  G.E.C.,  yes. 

2004.  Would  that  be  the  majority  of 

dentists? No. — Mr.  Daker : It  would 

be  about  17£. 

2005.  Chairman : Well,  I think  we 
can  leave  the  statistical  part  of  your 
memorandum  now.  But  we  feel  rather 
doubtful  about  the  substance  of  the 
sample  and  of  the  response,  Dr.  Malik 
— that  1 per  cent,  of  replies  from  den- 
tists as  a whole  or  12  per  cent,  from 
your  own  membership  would  barely 
seem  to  be  enough  to  rely  on  for  a 

complete  picture. Dr.  Malik : Well, ' 

Sir,  in  fairness  to  us,  if  the  Government 
accepted  the  figure  which  was  received 
in  connection  with  the  Spens  investiga- 
tion, I feel  quite  sure,  compared  with 
that,  we  had  a very  good  response. 

2006.  Sir  Hugh  Watson : Perhaps  you 
would  agree  with  me  that  the  Spens 
Report  is  now  past  history  and  that 
probably  a better  result  would  be 
obtained  from  the  questionnaire  sent  out 

by  this  Commission? Well,  I hope 

so,  Sir.  But  in  my  capacity  as  a general 
medical  practitioner,  the  questionnaire 
sent  by  the  Commission  was  just  impos- 
sible to1  answer  and  I had  to  file  it.  I 
have  been  reminded  that  I should  com- 
plete it,  but  I just  find  it  impossible  to 
answer. 

2007.  The  Commission  will  be  dis- 
appointed about  that.  They  took  the 
best  possible  advice  on  the  subject  and 
it  seemed  to  them  (to  be  a reasonably 

simple  questionnaire. 1 did  not  find  it 

so. 

2008.  Chairman : Dr.  Malik,  did  you 
say  there  “ doctor  ” or  “ dentist  ”? — — 


I said  “ doctor  I happen  to  be  the 
only  man  in  England  who  practises  both. 

I have  a very  small  medical  practice, 
and  I was  sent  a questionnaire — by 
chance,  I suppose — I received  the  ques- 
tionnaire on  the  medical  side.  I did 
attempt  to  answer  it  but  I could  not. 

I found  it  impossible  to  understand. 

2009.  That  is  very  surprising,  because 
a very  large  number  of  die  doctors  who 
received  it  have  already  answered  it — 

a very  large  proportion. 1 am  very 

glad,  Sir. 

2010.  The  dentists’  one  has  only  just 
begun  to  go  out,  and  probably  none  of 
you  gentlemen  will  have  yet  received  it. 
1 have  not  received  that  one. 

2011.  Sir  Hugh  Watson : Dr.  Malik, 
you  know  the  terms  of  remit  of  this 

Commission? Yes,  Sir.  But  I am 

sorry  we  conceive  our  duty  as  one  of 
an  opportunity  to  put  things  which  are 
not  strictly  in  your  remit,  because  we 
hope  that  there  are  other  ears  and  eyes 
scanning  this,  and  that  it  might  present 
a fuller  picture  than  the  limited  remit 
of  this  Commission. 

2012.  Of  course,  I am  not  objecting 
to  'that.  I am  merely  asking  you  if  you 
are  familiar  with  the  terms  of  our  remit. 
Yes. 

2013.  And  you  know  that  our  business 
is  to  look,  into  ithe  remuneration  of 
doctors  and  dentists  within  the  National 
Health  Service  and  into  the  remunera- 
tion of  doctors  and  dentists  outside  the 
National  Health  Service  and  to  com- 
pare the  incomes  of  other  professional 
people,  and  then  to  make  recommenda- 
tions as  to  what,  in  our  opinion,  ought 
to  be  the  proper  level  of  remuneration? 
Yes. 

2014.  Now  that  being  so,  would  you 
agree  that  past  history,  while  relevant, 
is  not  a deciding  factor  in  this  matter? 

I do  not  propose  to  go  through  the 
history  of  the  various  steps  that  have 
taken  place,  but  are  you  aware  that, 
following  on  the  investigation  which  took 
place  in  1952  and  1953,  the  profession 
entered  into  an  agreement  with  the 
Ministry?— — Yes,  Sir.  I would  say  that 
the  profession  did  not  but  that  certain 
chosen  leaders  did,  behind  the  backs  of 
the  negotiating  committee — which 
resigned  as  one  man. 

2015.  Would  you  agree  with  me  that 
they  entered  into  an  agreement,  as  the 

representatives  of  the  profession? 

No,  Sir.  I am  sorry  to  fall  out  with  a 
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respected  member  of  this  Commission, 
but  that  kind  of  thing  is  partly  the  reason 
why  we  exist — because  the  statements 
that  you  make  are  very  strongly  felt  by 
us.  It  is  false  propaganda  which  is  sent 
out,  that  the  profession  agreed  to  dilution 
and  reduction  of  fees,  and  so  on — it  is 
entirely  false.  The  profession  has 
never  been  consulted  by  referendum 
or  by  meetings  or  anything.  A 
few  traitors  have,  behind  the  doors, 
allowed  their  committees  to  resign,  and 
have  run  privately  through  the  back  door 
to  the  Minister  and  negotiated  without 
consultation.  That  is  what  we  call  dirty 
work  and  not  a professional  agreement. 

2016.  And  that  is  your  view  of  the 
negotiations  which  resulted  in  the  1955 

agreement? We  consider  that  as  a 

fact  and  not  as  a view.  When  the  Man- 
field  Committee,  as  one  man,  resigned 
because  they  would  not  accept  the  view 
of  the  Minister,  we  are  told  that  Mr. 
Balding  allowed  their  resignation  and 
went  through  the  back  door  and  accepted 
the  Minister’s  recommendations.  There 
was  no  referendum  to  the  profession. — 
Mr.  Brsnan : Mr.  Chairman,  as  I was 
a delegate  to  the  Dental  Committee  when 
the  Minister’s  proposals  were  accepted, 
I think  I have  a right  to  say  just  a little 
bit  about  it.  There  is  one  thing — Sir 
Hugh  Watson  says  it  was  accepted.  The 
Remuneration  Committee  of  the  British 
Dental  Association — which  I think 
should  have  more  say  in  the  matter  than 
any  other  committee  on  the  British 
Dental  Association  — recommended 
unanimously  that  the  Minister’s  pro- 
posals should  be  rejected.  That  is  a 
statement  that  can  be  substantiated. 
Furthermore,  the  Minister’s  proposals 
were  not  heard  of  until  the  day  pre- 
ceding the  conference  of  Local  Dental 
Committees,  the  Local  Dental  Com- 
mittees being  the  committees  who  really 
have  the  right  to  deal  with  that  sort  of 
matter.  The  Minister’s  proposals  were 
lying  on  each  of  our  chairs  when  we  got 
there.  We  had  absolutely  no  time  to 
study  them.  It  was  simply  rushed 
through  without  the  profession  having 
any  chance  to  do  much  about  it.  So  I 
do  not  think  it  can  be  said  that  the 
profession,  at  any  rate,  has  accepted  the 
proposals. 

2017.  Sir  David  Hughes  Parry : Could 
I just  help  to  solve  the  matter?  You 
used  the  expression  " they  were  rushed 

through  Is  that  right? Yes, 

exactly. 


2018.  They  were  rushed  through,  at  the 
meeting ; in  other  words  the  meeting  did 

adopt  them? Under  protest,  and 

without  time  for  due  consideration. 

2019.  Sir  Hugh  Watson : Now  may  we 
turn  to  another  matter,  which  was  dealt 
with  in  your  memorandum,  under 
“Administration”.  I want  to  make  it 
plain  at  the  outset  that  actually  adminis- 
tration is  quite  outside  the  terms  of  the 
remit  of  this  Royal  Commission  ; but 
you  have  laid  some  allegations  here.  It 
is  not  a matter  in  which  we  can  inter- 
fere, but  it  has  already  been  enquired 
into  by  the  McNair  Committee  ; and  the 
McNair  Committee,  having  gone  into 
the  matter  of  the  Dental  Estimates 
Board,  which  you  are  criticising  here, 
said  that  they  considered  it  served  a good 

purpose.  You  are  aware  of  that? 

Dr.  Malik : I am  not  aware  that  they 
made  any  enquiries  generally  from  the 
general  practitioners  as  to  the  conduct  or 
administration  of  the  Dental  Estimates 
Board,  no,  Sir.  I refer,  of  course,  to  the 
experience  of  our  members,  including 
myself. 

2020.  May  I remind  you  that  in  para- 
graph 61  of  the  McNair  Report,  the 
Committee  reported — and  these  are  the 
words  of  responsible  people — “We  are 
satisfied  that,  as  long  as  [dentists]  are 
remunerated  in  this  way  ” — that  is,  by  an 
item  of  service  method  of  payment — 
“ the  Dental  Estimates  Board  provides  an 
effective  and  necessary  instrument  both 
as  a safeguard  against  abuse  and  to 
secure  proper  and  prompt  payment  from 
public  funds.”  If  you  will  turn  to  the 
appendix,  page  47,  they  went  into  this 
matter  in  some  detail.  They  say  “ . . . 
we  received  evidence  in  writing  and 
orally  from  the  Board  and,  in  addition, 
some  of  our  members  visited  their  offices 
at  Eastbourne.”  And  the  Committee 
were  left  with  two  very  strong  impres- 
sions. The  first  was  the  efficiency  of  the 
Board  and  the  second  was  that  by  far 
the  greatest  part  of  the  Board’s  work 
is  taken  up  with  the  examination  and 
verification  of  estimates  simply  as  claims 
for  payment.  That  is  what  the  McNair 
Committee  said,  and  it  is  apparent  from 
what  they  say  that  they  went  into  this 
matter  very  closely.— — May  I point  out 
paragraph  30  on  page  11?  They  say 
there  that  they  were  disturbed  to  learn 
from  the  Dental  Board  that  many  of 
the  general  practitioners  would  be  un- 
willing to  advise  any  young  person  to 
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make  dentistry  his  career.  The  general 
impression  was  that  many  general  prac- 
titioners employed  in  general  practice 
in  the  Health  Service  are  dissatisfied. 
That  is  particularly  regrettable  as  a con- 
trast to  the  high  morale  that  was  under- 
stood to  exist  previously.  They  say, 
“Elsewhere,  we  consider  in  more  detail 
the  constituent  parts  and  the  causes  of 
this  dissatisfaction,  'but  here  we  must 
say  that  so  long  as  so  many  of  the  pro- 
fession are  dispirited  and  discontented, 
there  will  be  a serious  handicap  in  the 
way  of  recruitment.” 

2021.  Dr.  Malik,  I was  talking  about 
the  Dental  Estimates  Board  and  its 

functions. The  dissatisfaction  is  nine- 

tenths  due  to  the  handling  of  the  pro- 
fession by  the  Dental  Estimates  Board. 

2022.  But  you  see,  the  McNair  Com- 
mittee did  not  think  that. — —If  that 
paragraph  does  not  mean  that,  I fail  to 
understand  what  language  is. 

2023.  Sir  David  Hughes  Parry : You 

obviously  failed  to  understand  the  mean- 
ing of  paragraph  30. 1 have  not  dis- 

covered what  you  mean  by  it. 

2024.  Paragraph  30  has  no  condemna- 
tion whatsoever  of  the  Dental  Estimates 

Board. 1 am  not  quite  with  you.  I 

was  saying  that  the  Dental  Estimates 
Board  has  created  an  atmosphere  which 
is  admittedly  making  dentists  feel  dis- 
gruntled. 

2025.  Sir  Hugh  Watson:  What  you 

are  saying,  is  it  not,  is  that  the  McNair 
Committee  say  that  they  got  the  general 
impression  that  dentists  were  dissatisfied 
with  work  in  the  National  Health 
Service? Yes. 

2026.  You  then  go  on  to  say  that,  in 
your  opinion,  that  is  largely  attributable 
to  the  way  in  which  the  Dental  Estimates 
Board  carries  out  -its  duty?—; — Yes,  Sir  ; 
and  the  Government  tries  to  impose  fresh 
cuts,  and  so  on. 

2027.  What  I am  pointing  out  to  you 
is  -that  the  McNair  Committee  have  gone 

thoroughly  into  it. Mr.  Daker:  May 

I answer?  I think  we  must  accept,  as 
regards  the  Dental  Estimates  Board,  that 
it  does  its  work  efficiently.  It  is  a 
necessary  evil,  as  much  as  income  tax. 
We  find  fault  with  income  tax  proposals 
and  dn  the  same  way  we  must  find  fault 
with  the  administration  of  bodies  such  as 
the  Dental  Estimates  Board — 'While 
acknowledging  that  it  probably  runs  its 
affairs  quite  efficiently. 


2028.  Chairman:  That  is  a very 

different  statement  from  the  one  made  in 
this  memorandum  of  yours. Yes. 

2029.  Which  says  that  the  Board 

causes  a good  deal  of  annoyance  and 
grievance  by  apparently  conceiving  its 
duties  as  that  of  an  agent  for  cutting 
down  fees.-- — Dr.  Malik:  Yes,  Sir. 

Now  in  the  case  of  F.  Boyle — I do  not 
know  if  you  are  interested,  but  the  docu- 
ments are  here — the  fee  prescribed  in  the 
scale  was  £12  10s.  At  the  time  those 
fees  were  subject  to  a 10  per  cent,  de- 
duction, and  since  the  scale  had  been 
drawn  up  the  prices  of  material  had  gone 
up  and  technicians’  fees  had  gone  up, 
and  the  Dental  Estimates  Board  had  cut 
the  claim  down  to  a figure  which  would 
actually  involve  a loss  of  money  by  the 
dentist.  He  preferred  to  lose  the  patient 
than  to  carry  out  the  duty.  They  insisted 
that  he  was  bound  by  his  terms  of  con- 
tract to  carry  on,  on  their  terms.  It  cost 
the  dentist  25  guineas  to  consult  a well 
known  counsel  in  order  to  establish  his 
right  that  he  was  not  compelled  to  accept 
the  dictates  of  the  Dental  Estimates 
Board  when  they  differed  from  his  own 
judgment.  He  did  establish  that,  but  he 
lost  the  patient  and  he  lost  the  money 
and  he  lost  the  time.  That  is  the  kind  of 
thing  that  the  Dental  Estimates  Board 
does — it  does  it  time  and  time  again.  Sir. 
The  papers  are  here,  Sir. 

2030.  This  is  something  supplementary 

to  your  evidence? You  wanted  us  to 

substantiate  our  remarks.  The  number 
is.F.  Boyle,  AK.CD  27/5,  DCS/D8/43. 

2031.  What  you  are  saying,  Dr.  Malik, 
is  that  there  are  cases  in  which  a 
particular  dentist  and  the  Board  do  not 
agree  as  to  what  ds  the  proper  scale  of 

fees? It  is  not  just  a matter  of  a 

shilling  or  two  ; when  the  cuts  are  so 
continuous  that  there  is  _ a time  when 
you  are  faced  actually  with  a financial 
loss  and  you  are  told  that  you  have  got 
to  proceed  with  the  treatment,  it  sounds 
more  like  slavery  than  a civilised  service, 
Sir.  The  power  claimed  by  Eastbourne 
is  just  fantastic. — Mr.  Barlow:  Mr. 

Chairman,  there  is  a paragraph  in  the 
Scale  of  Fees  which  says,  on  certain 
items,  that  -the  fee  which  will  be  or  is 
to  be  approved  is  no  figure  at  all,  but  is 
to  be  decided  by  the  Board.  In  those 
circumstances,  when  we  put  in  what  we 
think  is  a fair  figure,  almost  invariably 
we  are  given  a lower  one  than  the  one  we 
have  put  in.  My  experience  has  been 
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that  when  I have  put  in  a certain  figure 
that  I really  thought  was  fair,  that  I 
have  not  put  any  higher  than  it  should 
be,  knowing  they  would  cut  it,  it  is 
always  cut.  Then  there  is  another  aspect. 
For  gold  inlay,  for  instance,  the  figure 
is  between  one  certain  amount  and 
another  certain  amount,  to  be  decided 
by  the  Board.  Well,  knowing  the  work 
involved  and  the  inlay  and  filling  con- 
cerned, you  put  in  what  you  think  is  a 
fair  figure.  I have  found  that  it  is 
always  reduced  when  it  comes  back,  and 
I think  that  is  something  which  might 
throw  a little  light  on  the  subject. — Dr. 
Malik : There  is  another  case,  Sir,  which 
perhaps  I might  be  allowed  to  mention 
— a case  of  ulcerative  gingivitis,  which 
is  a very  acute  condition  and  very  pain- 
ful. In  1949  they  decided  that  they 
would  not  call  it  an  acute  emergency 
case  but  they  would  class  it  as  pro- 
longed gum  treatment,  which  gave 
them  (the  power  to  make  .this  particular 
work  wait  for  prior  approval. 
Obviously,  the  patient  cannot  wait  five 
or  six  weeks  for  the  gentlemen  of  East- 
bourne, because  his  gums  are  bleeding 
and  he  is  in  pain  ; so  in  one  particular 
case  I deliberately  broke  the  regulation 
and  I asked  the  patient  for  his  money 
first,  and  I informed  the  Board  that  was 
what  I had  done.  I proceeded  with  the 
treatment  and  then  asked  them  to  refund 
the  patient  his  money.  I was  on  the  mat, 
and  the  upshot  of  it  was  that  the  London 
Executive  Council  said  that  I was  quite 
right  and  that  the  Minister  ought  to  alter 
the  regulation  so  as  to  give  the  dentist 
power  to  treat  these  emergency  cases. 
But,  of  course,  when  there  is  anything 
in  favour  of  the  dentist,  the  Minister  can- 
not hear  it.  The  regulation  is  still  stand- 
ing as  such — that  you  have  to  have 
approval  to  treat  a very  painful  and  very 
distressing  condition. 

2032.  Sir  Hugh  Watson : Dr.  Malik, 
you  will  pardon  me,  but  I do  not  under- 
stand this.  I have  in  front  of  me  the 
Handbook  for  General  Dental  Prac- 
titioners, and  on  page  46  under  Appen- 
dix 2 there  are  three  columns.  Column 
A is  treatment  which  may  be  completed 
without  obtaining  the  prior  approval  of 
the  Board.  One  of  the  items  is  emer- 
gency treatment,  and  that  is  defined  as 
treatment  for  the  immediate  relief  of 

pain  or  other  urgent  symptoms. But 

they  do  not  accept  ulcerative  gingivitis 
as  such.  They  have  classed  it~  as  pro- 
longed gum  treatment  and,  as  such,  if 


you  stuck  to  the  rules,  you  would  have 
to  wait  till  their  approval  arrives.  In 
point  of  fact,  I just  say,  “Treatment 
proceeding  ” and  give  a description.  But 
I am  actually  not  in  order  in  carrying 
out  the  treatment  because  they  insist  that 
it  must  have  prior  approval.  And  that 
was  the  case— there  is  the  file  here  if 
you  want  it,  SID/ 45509  of  the  London 
Executive  Council. 

2033.  Dr.  Malik,  you  are  aware,  of 
course,  that  if  a dentist  considers  that 
any  decision  of  the  Dental  Estimates 
Board  was  unjust  he  has  in  fact  the 
right  of  appeal  to  two  dental  colleagues, 
practitioners  appointed  by  the  Minister? 

Yes,  and  unfortunately  the  people 

who  are  appointed  by  the  Minister  are 
not  always  in  sympathy  with  the  humble 
practitioner. 

2034.  One  of  them  is  a member  of  the 
panel,  which  is  set  up,  is  he  not — one 
must  be  a member  of  a certain  panel? 

Nominated  by  the  British  Dental 

Association. 

2035.  I see.  So  that  your  view  of  the 
whole  matter  is  that  all  the  way  along 

the  cards  are  stacked  against  you? 

Yes,  Sir ; there  is  no  doubt  about  that. 

2036.  Chairman:  There  is  no  doubt 

that  that  is  your  view. That  is  my 

considered  view  after  ten  years’  experi- 
ence. 

2037.  Yes,  it  is  quite  all  right  to  say 
that  that  is  your  view,  but  it  does  not 

follow  that  it  is  a fact. It  is  a fact 

in  my  life. 

2038.  Mr.  Watson : Do  you  feel  that 
conditions  would  be  improved  if  the 
Dental  Estimates  Board  were  abolished? 

No,  I do  not  think,  if  I was  in  the 

position  of  re-organising  the  Service,  that 
I would  want  the  Dental  Estimates  Board 
abolished,  because  public  money  has  to 
be  looked  after  and  you  cannot  be  sure, 
even  about  an  honest  lot  of  dentists.  But 
I do  think  a reasonable  amount  of  play 
must  be  given,  and  reasonable  freedom. 

2039.  Would  you  agree  with  Mr. 

Daker  that  it  is  an  efficient  board? 

It  depends  what  you  mean  by  efficiency. 

2040.  Mr.  Daker  said  that  the  Dental 
Estimates  Board  is  an  efficient'  Board. 
It  is  efficient  in  the  sense  of  carry- 
ing out  what  it  conceives  as  its  duty, 
but  I think  the  concept  is  wrong. — Mr. 
Barlow : Might  I say  this — that  it  is 
an  efficient  Board  and  that  it  has  im- 
proved considerably.  But  there  have 
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been  cases  where  there  have  been  con- 
siderable delays  in  getting  approval,  and 
I have  had  one  as  long  as  two  years, 
when  the  models  were  lost  in  the  Board’s 
area ; before  I got  approval  it  actually 
took  two  years.  By  that  time  I had 
finished  the  work,  fortunately,  which 
was  the  straightening  of  some  teeth  for 
a child.  That  was  in  the  early  days 
admittedly,  and  things  have  improved ; 
but  I -still  find  there  are  delays  which 
necessitate  us  very  often  taking  another 
lot  of  impressions,  because  a child’s 
mouth  alters  very  quickly.  For  that  we 
are  not  allowed  any  extra  of  course, 
but  we  have  to  go  through  the  perform- 
ance of  impressions  and  models  all  over 
again  because  a long  time  elapses  be- 
fore we  get  approval  to  go  ahead,  on  an 
orthodontic  case.  There  are  other 
examples.  Another  point  il  would  like 
to  throw  some  fight  on  is  that  I have 
sought  redress  on  a point  of  ethics  on 
more  than  one  occasion  by  resorting  to 
the  tribunal  which  Sir  Hugh  Watson 
mentioned,  to  try  and  see  if  it  would 
work.  I -have  heard  them  say,  “ We  are 
not  in  this  for  our  health ; we  have 
come  long  distances  but  we  do  not  get 
paid  for  this,  you  know”.  They  gave 
their  opinions  as  what  I thought  pseudo- 
judges that  my  complaints  in  one  place 
were  frivolous.  That  was  not  thought  so 
by  the  persons  representing  I think,  the 
Executive  Council  or  the  Dental  Esti- 
mates Board,  and  I felt  very  strongly 
about  it.  But  I tried  several  cases — 
which  I can  substantiate  and  bring  for- 
ward in  model  form — and  can  prove  to 
the  hilt  that  they  were  thoroughly  and 
properly  ethical.  I gave  up  in  the  end, 
because  I thought  it  was  a waste  of 
everybody’s  time  to  do  what  I thought 
was  ethical  dentistry,  as  taught  by  my 
training  hospital. 

2041.  Sir  Hugh  Watson : I think  we 
understand  your  views  about  that.  Dr. 
Malik,  there  is  one  statement  which  you 
make  which  certainly  astonished  me. 
You  say  that  dentists  have  been  fined 
hundreds  of  pounds  for  not  sending  in 
their  completed  forms  within  thirty  days 

of  completion. Dr.  Malik : Yes,  Sir. 

The  case  is  here. 

2042.  Chairman : I think  you  actually 
attribute  that  to  the  Dental  Estimates 

Board. Well,  no  ; it  is  part  and  parcel 

of  the  policy  of  the  ill  treatment  of  the 
dentists  by  the  iMinister.  There  was 
another  glaring  case  where  the  patient 
needed  easing. 


2043.  What  I am  asking,  Dr.  Malik, 
is  are  you  saying  that  this  is  the  action 

of  the  Dental  Estimates  Board? No, 

Sir.  It  is  'the  Ministry  in  this  case, 
mostly.  The  Dental  Estimates  Board 
report  a case,  which  in  this  case  is  sup- 
posed to  be  a breach  of  regulations,  and 
they  check  it  with  the  Council,  make 
out  their  case  and  make  recommenda- 
tions. Then  the  Minister  finally  passes 
judgment,  very  frequently  doubling  the 
penalty  prescribed  by  the  Executive 
Council. 

2044.  You  say  the  Minister  very  fre- 
quently doubles  the  penalty? In 

some  cases.  Sir. 

2045.  You  said  very  frequently. 1 

know  in  one  case  he  did,  where  the 
patient  needed  an  easing.  The  patient 
refused  to  go  back  to  his  dentist,  because 
the  dentist  had  not  given  him  ether,  or 
something. 

2046.  Sir  Hugh  Watson:  Could  we 
stick  to  the  case  .about  the  hundreds  of 
pounds,  in  the  meantime,  and  may  I 
remind  you  (that  the  procedure  about 
these  matters  is  that  the  matter,  first  of 
all,  goes  before  the  Executive  Council? 
Yes. 

2047.  It  then  goes  to  the  Tribunal 

Am  I right? 1 do  not  know  what  you 

mean  by  ithe  Tribunal.  That  as  the 
Executive  Council. 

2048.  No,  with  respect  it  is  not.  There 

is  a National  Health  Service  Tribunal, 
is  there  not? No,  Sir. 

2049.  My  information  ds  that  there  ds. 

There  is  the  Services  Committee. 

2050.  But  it  -is  possible  for  a dentist, 

or  any  medical  practitioner,  who  is 
aggrieved  to  appeal  to  the  National 
Health  Service  Tribunal  for  England  and 
Wales,  which  consists  of  two  members 
appointed  by  the  Minister,  and  a legally 
qualified  chairman  appointed  by  the 
Lord  Chancellor. Yes,  Sir. 

2051.  You  are  aware  of  that? Yes, 

Sir,  I have  had  some  experience  of  it. 

2052.  I thought  you  had  just  told  me 

you  had  never  heard  of  dt. There  is 

a case  I wanted  ito  quote  where  the 
patient  needed  an  easing,  and  the  patient 
would  not  go  to  the  dentist.  The  Minis- 
try took  away  the  whole  of  the  fee  for 
making  the  denture,  because  they  said 
that,  according  to  -the  regulations,  he 
had  not  completed  his  terms  of  service. 

Chairman : Would  you  please  try  and 
stick  to  answering  Sir  Hugh’s  question? 
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7053.  Sir  Hugh  Watson:  In  point  of 
fact,  Dr.  Malik,  if  a dentist  is  told  by 
the  Executive  Council  that  he  has  to 
suffer  some  reduction  of  remuneration 
—because  that  is  what  you  mean  by  a 
fine— he  has  an  appeal  to  the  Minister, 
has  he  not? Yes. 

2054.  And,  to  deal  with  these  appeals 

the  Minister  appoints  two  or  three  per- 
sons specially  for  the  purpose,  including 
a lawyer  of  standing? Yes. 

2055.  So  the  Minister  is  advised  by 

these  people? We  do  not  consider 

that  the  people  appointed  are  impartial. 
They  would  not  stand  on  a jury,  Sir. 

2056.  And  you  do  not  consider  that 
the  appointment  as  chairman  of  a 
neutral  legal  person  is  sufficient?  I 
do  not  think  there  is  a neutral  legal 
person  in  any  of  the  whole  set-up,  Sir. 

Sir  Hugh  Watson:  Perhaps  we  need 
not  pursue  that  matter. 

2057.  Chairman:  We  were  going  to 
have  these  instances.  You  still  say,  for 
instance,  that  dentists  have  been  fined 
hundreds  of  pounds  for  not  sending  in 
their  completed  forms  within  30  days  of 

completion? Yes,  Sir.  I have  got 

the  case  here.  Sir. 

2058.  You  did  say  cases,  but,  still,  you 

have  got  one  case? 1 have,  got  one 

case.  The  total  fine  was  £1,202  6s.  3d. 
in  two  years. 

2059.  And  that  was  simply  for  not 

sending  in  . . . ? Simply  and  solely 

for  not  sending  the  cases  within  30  days 
of  completion. 

2060.  And  when  were  they  sent  in? 
— - — -It  was  a case  in  Cardiff,  Sir.  It  was 
approximately  eighteen  months  to.  two 
years  ago.  It  was  printed  in  a circular 
of  ours,  and  it  was  reprinted  from  a 
publication  known  as  “The  Executive 
Council  ”.  But  I have  got  a verification 
of  it  from  the  Executive  Council  and 
the  Registrar  of  the  General  Dental 
Council.  I have  got  the  document  here. 

2061.  And  you  are  saying  that  this 
dentist  would  be  receiving  £1,200  more 
than  he  got,  if  he  had  sent  in  his  forms 

within  30  days? He  would  not  have 

been  the  loser  of  £1,202  6s.  3d.  in  two 
years. 

2062.  He  would  have  had  that  much 
more,  if  he  had  sent  in  certain  papers 
. . . ?— — . . . within  30  days. 
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2063.  And  when  did  he  send  them  m, 

within  40  days  or  what? T would  not 

know  the  exact  dates,  but  it  was  more 
than  30  days. 

2064.  Sir  Hugh  Watson:  How  many 

days  more? 1 could  not  say,  Sir,  but 

the  documents  are  here  if  you  wish  to 
see  them. 

2065.  Chairman:  But  the  documents 

do  not  disclose  that  fact? No,  Sir. 

There  is  some  kind  of  code  that  you 
must  not  advertise  names  of  persons,  and 
they  do  not  say  exactly. 

2066.  No,  the  question  was  how  much 

longer. 1 should  (think  it  might  have 

been  a few  weeks,  from  (a  reading  of  it. 
Would  you  like  me  to  read  the  whole 
lot.  Sir? 

Chairman:  No. 

2067.  Sir  Hugh  Watson : Tell  me  this, 
Dr.  Malik.  From  what  you  said  a 
moment  ago,  could  you  tell  me  if  that 
was  relating  to  one  incident,  or  a whole 

series  .of  incidents? 1 think  that  the 

man  had  done  it  before,  yes. 

2068.  In  other  words,  this  fine,  as  you 

describe  it,  of  £1,202  did  not  relate  only 
to  one  incident? No.  Sir. 

2069.  How  many  incidents  did  it  re- 
late to? 1 would  not  know  but, 

supposing  that  it  was  a .thousand,  what 
crime  is  there  if,  through  being  very 
busy,  you  forget  to  fill  the  forms  in 
within  30  days  or  a week,  or  whatever 
it  is?  The  point  is  that  there  is  no 
allegation  that  the  work  claimed  for  was 
falsely  claimed.  There  were  no  fraud 
allegations.  It  was  purely  and  simply  a 
question  of  d.ate,  and  I think  it  is  very 
unjust,  Sir,  to  be  fined  heavy  sums  for 
merely  a date. 

Sir  Hugh  Watson:  Do  you  wish  to 
have  .these  papers,  Sir? 

Chairman : I think  we  had  better  have 
them. 

2070.  Sir  Hugh  Watson : Are  you  pre- 
pared to  let  the  Commission  have  these 

papers,  Dr.  Malik? Yes,  of  course. 

(Papers  passed  to  the  Commission.) 

2071.  Mr.  Watson:  Did  the  local 

Dental  Services  Committee  of  the 

Executive  Council  support  the  facts? 

Yes,  Sir.  Being  a Royal  Commission 
you  would  probably  have  names  and 
places,  which  I cannot  disclose. 

2072.  I think  you  must  have  misunder- 
stood my  question.  Did  the  local  Dental 
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Services  Committee  of  the  Executive 
Council  uphold  the  finding,  or  the  with- 
holding of  the  fees,  in  .this  case? 

Yes,  they  worked  to  rule  and  ordered 
certain  fines ; and  I believe  they  were 
increased  by  the  Minister,  but  I would 
not  be  quite  sure.  The  facts  are  all 
there. 

2073.  So  whatever  was  imposed  upon 
this  Mr.  X dentist,  it  was  with  the 

support  of  his  fellow  dentists? No, 

Sir.  The  local  Services  Committee  con- 
sists of  about  18  to  20  people  and  only 
2 of  them  are  dentists. 

2074.  Chairman : Actually,  since  you 
have  given  me  this  form,  I think  I must 
read  out  one  part  of  it,  Dr.  Malik.  It 
says: 

“ By  altering  the  dates  of  treatment 
on  53  of  these  forms  and  falsely  re- 
presented that  the  forms  were  sub- 
mitted within  the  prescribed  time 
limit.” 

Yes.  I suppose  the  fellow  got  so 

frightened  that  he  would  be  fined  again 
that  he  altered  the  date,  but  it  is  all 
about  the  date,  Sir.  There  is  no  question 
of  claiming  falsely  any  money  for  which 
he  had  not  worked.  It  was  all  a question 
of  dates.  If  you  threatened  me  enough, 
I should  imagine  I would  say  the  same 
and  rub  out  the  dates. 

2075.  Sir  Hugh  Watson : Can  we  turn 
to  another  matter,  to  which  you  attach 
importance,  the  question  of  ancillaries? 
This  question  of  ancillaries  has  been 
gone  into  by  various  bodies  in  the  past, 
as  you  are  probably  aware.  You  know 
■that  the  Teviot  Committee  looked  into 
this  (matter,  and  you  know  that  'the 
Teviot  Committee  recommended  that  a 
general  scheme  for  the  training  of  dental 
hygienists  should  be  initiated  forthwith. 
You  know  that  the  McNair  Committee 
investigated  the  question  of  ancillaries, 
as  you  call  them,  and  you  know  that 
they  reported  in  paragraph  105  that  the 
opinion  of  the  profession  is  that  their 

work  is  valuable? May  I correct  you, 

Sir,  on  one  word?  I think  that  we  are 
at  cross-purposes  as  to  the  meaning  of 
the  thing  we  are  talking  about.  You  are 
using  the  word  “ ancillary  ” as  meaning 
people  who  do  scaling. 

2076.  No. But  the  Teviot  Com- 

mittee never  mentioned  the  word 
ancillary. 

2077.  I was  using  the  word  ancillary 
which,  as  you  are  aware,  comes  under 


two  categories.  First,  there  are  dental 
hygienists  who  do  scaling,  and  so  on. 
There  is  another  form,  with  which  I shall 
deal  in  a moment,  but  at  the  moment  1 
am  dealing  with  what  the  Teviot  Com- 
mittee and  the  McNair  Committee  said 

about  the  oral  hygienists. We  have 

no  objection  to  'the  oral  hygienists,  be- 
cause they  do  scaling,  and  have  always 
been  legal. 

2078.  The  next  type  of  ancillary  is 
what  is  known  as  ancillary  dental 
workers.  Are  you  familiar  with  them? 

No,  Sir.  I happen  to  be  on  the 

Committee  which  is  in  charge  of  this  so- 
called  experiment,  and  we  have  now  de- 
cided .to  call  them  auxiliaries.  So 
operative  auxiliaries  are  different  from 
ancillaries ; that  is  to  say,  people  who 
do  fillings,  and  take  teeth  out.  They 
are  the  curse  of  the  profession. 

2079.  You  call  them  auxiliaries? 

Yes,  Sir. 

2080.  Then  we  will  call  them 

auxiliaries.  In  the  first  place,  am  I right 
in  understanding  that,  at  the  moment, 
an  experiment  is  being  carried  out,  at 
the  initiation  of  the  Privy  Council,  in 
order  to  decide  whether  these  people 
should  be  licensed? Yes,  Sir. 

2081.  Until  that  experiment  has  been 
concluded,  nothing  further  will  be  done. 

Is  that  right? That  is  the  theory  of 

it,  yes.  Sir. 

2082.  If  the  experiment  is  concluded 
and  is  regarded  as  being  satisfactory, 
nothing  can  be  done  until  the  resulting 
regulations  receive  the  approval  of  both 

Houses  of  Parliament? That  is  so,  in 

theory. 

2083.  That  is  a fact,  is  it  not.  Dr. 
Malik?  These  are  the  safeguards  which 
Parliament  has  laid  down  for  the  intro- 
duction of  this  form  of  practice,  is  it 

not? 1 do  not  know  whether  you 

want  me  to  speak  as  a sort  of  Hyde 
Park  speaker,  or  give  the  facts  as  we 
know  them  from  behind  the  scenes.  The 
experiment  so-called  is  already  decided, 
by  the  majority  of  the  people  who 
matter,  that  it  is  going  to  be  successful. 

2084.  We  will  assume  that  it  is  so.  It 
cannot  be  put  into  operation  until  the 
thing  has  received  the  approval  of  both 

Houses  of  Parliament? Quite  so,  and 

they  are  guided  by  these  very  people. 

2085.  And,  furthermore,  assuming  that 
it  does  receive  the  approval  of  both 
Houses  of  Parliament,  these  people  will 
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only  be  allowed  to  be  employed  in 

hospitals  and  clinics.  Am  I right? -I 

could  not  say,  because  the  regulation  is 
not  yet  made. 

2086.  But  that  is  what  is  provided  in 

the  Act,  is  it  not? They  are  not  to  be 

confined,  no,  because  the  original  regula- 
tion about  the  hygienists  was  that  they 
should  be  confined  to  hospitals  and 
public  authorities.  When  the  General 
Dental  Council  decided  that  that  should 
be  so  the  Minister  wrote  a letter  to  us — 
the  General  Dental  Council — to  say  that 
we  would  have  to  reverse  our  decision, 
and  we  did  under  protest.  Now  the 
hygienists  are  allowed  in  private  practice, 
and  there  is  no  question  about  it  that 
the  Ministry,  if  it  thought  that  it  would 
serve  its  purpose  to  ditch  the  dentists, 
would  make  a similar  regulation.  There 
is  no  question  about  the  Ministry 
threatening  us  in  the  case  of  the 
hygienists.  They  did  do  so. 

2087.  As  you  are  aware,  Section  19  (2) 
of  the  Act  of  1956  directs  specifically 
that  the  regulations  which  are  to  be 
made  shall  be  so  framed  as  to  secure 
that  dental  work  of  the  kind  you  are 
talking  about,  carried  out  by  an  ancillary 
worker,  must  be  carried  out  under  the 

supervision  of  a dentist. Yes,  but  you 

could  have  the  supervision,  I suppose,  in 
your  surgery.  It  does  not  exclude  such 
employment,  does  it?  But  that  is  beside 
the  point,  Sir.  Actually,  I think  it  would 
be  more  harmful  to  the  profession,  as 
we  know’  it  today,  if  they  were  to  flood 
the  so-called  health  centres  with 
auxiliaries,  and  if  thousands  of  the  health 
centres  were  to  be  established,  with  one 
dentisi,  to  satisfy  the  law,  who  was  said 
to  be  supervising  these  people.  All  the 
population  would  be  forced  into  these 
health  centres,  and  the  private  practi- 
tioner could  sit  and  twiddle  his  thumbs, 
or  do  road  sweeping. 

2088.  Mr.  Watson : Road  sweeping  is 
an  honourable  occupation,  Dr.  Malik. 

1 have  no  doubt,  but  it  is  not  the 

same  as  oral  hygiene. 

2089.  Sir  Hugh  Watson : You  touched 
on  the  question  of  recruitment,  and  you 
have  said  that  the  McNair  Report  admits 
that  dentists  are  not  recommending  their 
sons  and  daughters  to  enter  the  pro- 
fession. I do  not  read  the  report  in  the 

way  that  you  do. 1 quoted  paragraph 

30,  Sir,  of  the  McNair  Report,  which 
says  definitely  ... 


2090.  It  does  not  mention  sons  and 

daughters,  Dr.  Malik. “We  were  dis- 

turbed to  learn  from  the  Dental  Board, 
the  British  Dental  Association,  and  many 
of  the  dental  witnesses  that  the  majority 
of  dentists  in  general  practice  would 
be  unwilling  to  advise  any  young  person 
to  make  dentistry  his  career.”  If  he 
would  not  allow  outsiders  to  do  so,  he 
would  not  allow  his  children. 

2091.  Would  you  look  at  paragraph 
59,  which  begins : “ We  know  that  as 
compared  with  other  professions,  in 
dentistry  a relatively  high  proportion  of 
sons  succeed  their  fathers,  and  we  note 
that  some  10  per  cent,  of  the  dental 
students  at  present  in  the  schools  are, 
in  fact,  the  relatives  of  dentists.”  Then 

they  go  on  to  give  reasons  for  this. 

Yes,  but  I do  not  know  if  it  is  a fact 
or  not.  You  can  have  your  misgivings 
about  advising  your  sons  and  daughters, 
but  if  they  have  taken  it  into  their 
heads,  you  are  not  going  to  fight  them. 

2092.  But  that  applies  to  any  pro- 
fession today,  does  it  not? Yes, 

but  the  point  we  made  was  that,  owing 
to  the  dissatisfaction,  they  have  got  their 
misgivings  about  advising  anybody, 
including  their  sons  and  daughters.— Mr. 
Barlow : I would  not  put  my  son  into 
the  profession,  in  the  present  state  of 
affairs.  I can  substantiate  it  that  far, 
and  I would  say  that  the  numbers — 
although,  perhaps  there  were  more 
coming  in  via  the  sons  and  daughters  of 
the  dentists — are  much  less  today  be- 
cause of  this.  Also,  in  1956  I think  I 
am  right  in  saying  the  recruitment  per 
annum  was.  hundreds  less  than  in 
previous  years,  and  I think,  therefore, 
you  can  claim  that  the  high  proportion 
who  came  in  via  the  offspring  of  dentists 
was  equally  reduced. 

2093.  There  is  no  information  about 

that,  Mr.  Barlow. Yes,  Sir,  there  are 

statistics.  I can  provide  statistics  to  that ' 
effect.  The  recruitment  is  known'  by  the 
Dentists  Register,  and  it  dropped  by 
hundreds  in  1956. 

2094.  Mr.  Watson : Have  you  evidence 
of  dentists’  sons  who  are  earning  higher 
sums  under  the  age  of  30,  as  you  have 
submitted  in  your  memorandum? 

Chairman : That  is  dentists’  sons  in 
other  occupations. 

Mr.  Watson : For  instance.  Dr.  Malik 
is  making  the  point  that  sons . are  not 
following  their  fathers  into  their  pro- 
fession.  Yes. 
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2095.  Have  you  any  evidence  as  an 
association  that  the  sons  of  your  mem- 
bers, who  are  working  outside  the  dental 
profession  and  are  under  30,  are  earning 
as  much  as  dentists  who  are  under  30? 
— —Do  you  mean  that  dental  men 
change  their  jobs? 

2096.  No.  Can  you  tell  me  the 

salaries  that  dentists’  sons  are  earning 
in  any  other  profession,  outside  dentis- 
try?  Yes,  I could  give  you  quite  a 

few. — Dr.  Malik : I think  I know  the 
gist  of  the  point.  It  is  a very  good  thing 
for  a young  man  under  30  to  make  very 
big  sums,  but,  unfortunately,  the 
prospects  in  a dental  career  are  bad  from 
two  points.  One  is  that,  assuming  the 
conditions  to  remain  as  they  are  today, 
his  earnings  will  gradually  go  down 
because  his  speed  will  go  down  with 
age  ; the  other  is  that  in  about  ten  to 
fifteen  years  time  'he  will  not  be  wanted, 
anyway,  because  the  auxiliaries  will  fill 
the  health  centres,  and  the  Ministry  will 
say  “ We  are  not  going  to  pay  an  out- 
side dentist  to  do  work  for  us,  when  we 
can  get  it  done  by  a girl  working  for 
£6  or  £7  a week.”  So  that  our  prospects, 
especially  for  the  young  dentists,  are 
bleak,  indeed. — Mr.  Barlow : May  I just 
add  to  that  that  I think  there  are  many — 
and  I can  substantiate  it— sons  of 
dentists  who  are  earning  a great  deal 
more  outside  dentistry.  Any  amount  of 
young  men  who  are  in  dentistry  have 
told  me  that,  even  at  the  age  of  30,  they 
have  to  work  evenings  as  well,  and  are 
really  dog  tired  by  what  they  are  doing. 
— Mr.  Brenan : May  I elaborate  on  that 
Mr.  Chairman,  regarding  this  question 
of  people  earning  more  in  other  pro- 
fessions, outside  the  dental  profession, 
and  that  sort  of  thing. 

2097.  What  is  the  point  you  wanted 

to  make? The  point  I wanted  to 

make  is  this.  In  the  first  place — not  that 
I think  it  is  proof — I have  two  sons, 
neither  of  whom  would  dream  of  going 
into  the  dental  profession.  One  of  them 
is  a biological  chemist,  the  other  one  has 
a jewellery  business.  That  is  no  evidence, 
but  it  is  just  a supporting  suggestion. 
But  the  point  is  that,  with  regard  to  what 
you  earn  in  another  profession,  there 
are  such  a lot  of  things  that  enter  into 
that.  In  the  first  place,  I do  not  agree 
that  the  method  of  finding  out  what  the 
dentists  are  alleged  to  earn  is  a correct 
method.  It  gives  a bare  statement  of 
what  they,  in  fact,  do  earn. 
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2098.  Are  you  saying,  Mr.  Brenan, 
that  the  Economist  Intelligence  Unit 

reported  wrongly? No,  I am  speaking 

generally. 

2099.  Are  you  saying  that  that  report 

is  right  or  wrong? If  I may  appear 

to  disagree  with  my  Association,  I would 
say  that  that  report  covers  not  a suffi- 
cient number  to  really  be  representative. 
But  the  point  is  this.  When  we  come 
down  to  the  question  of  earnings,  we 
have  got  several  things  to  consider.  In 
my  opinion,  the  whole  system  of  deter- 
mining what  a dentist  earns  is  wrong. 
It  is  incorrect.  It  does  not  give  a true 
picture.  In  the  second  place,  you  have 
got  to  take  into  consideration  not  only 
what  a man  earns,  but  the  number  of 
hours  that  he  has  to  work.  In  the  third 
place,  you  have  got  to  take  into  con- 
sideration not  only  the  number  of  hours 
that  he  -works,  but  the  hours  at  which  he 
works  them.  In  any  other  occupation, 
in  industry  and  that  sort  of  thing,  if  a 
man  works  on  a Sunday  morning  or  a 
Saturday  afternoon,  or  late  at  night,  he 
gets  overtime.  In  the  dental  profession 
he  does  not.  There  is  one  thing  that  we 
must  consider  about  the  dental  pro- 
fession, from  the  point  of  view  of  the 
public  and  the  point  of  view  of  time. 
We  know  that  some  of  us  are  very,  very 
busy  in  certain  areas  where  there  is  a 
shortage  of  dentists,  but  that  does  not 
apply  to  every  area.  In  some  areas 
there  are  a number  of  dentists  with  very 
few  patients.  It  is  not  equally  divided. 
There  are  no  approved  areas  in  the 
dental  profession,  as  there  are  in  the 
medical  profession.  The  working  man 
either  has  to  lose  time  to  get  in  during 
the  daytime,  or  he  has  to  go  after  hours, 
after  his  own  working  hours,  on  his  half- 
day or  possibly  on  a Sunday.  In  the 
ordinary  way,  if  a working  man  wants 
to  go  to  a doctor  or  an  optician,  or 
something  like  that,  he  asks  for  an  hour 
off.  He  loses  an  hour  and  that  is  O.K. 
But  when  a patient  comes  in  for  a course 
of  dental  treatment  he  may  come  in  as 
many  as  twenty  times.  He  has  got  to 
take  off  an  hour  twenty  times.  Con- 
sequently, he  will  only  be  prepared  to 
come  in  in  the  evening.  The  point  is 
that  a dentist  has  to  work  far  later. 
I know  dentists  who  work  up  until  10 
o’clock  at  night,  and  I am  not  exag- 
gerating. I also  know  dentists  who  work 
on  Saturday  afternoons  and  Sundays. 
There  is  another  point.  Not  only  does 
he  not  get  overtime  for  that  work,  but 
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he  is  immediately  up  against  staff  diffi- 
culties. You  cannot  get  a dental  nurse 
to  work  after  6 o’clock ; most  of  them 
want  to  go  at  half  past  five. 

2100.  I do  not  want  to  interrupt  you, 
but  do  not  give  us  a complete  account 
of  the  dentists’s  work.  I do  not  think 
we  need  all  that.  Try  and  keep  to  the 
point  which  was  really  under  discussion. 

1 simply  come  back  to  the  point  that 

it  is  not  a bit  of  good  talking  about  what 
a dentist  earns,  whether  it  is  in  com- 
parison with  other  professions  or  not. 
It  is  a question  of  the  hours  he  has  got 
to  put  in  to  earn  that  money,  and  there 
is  very  little  evidence  to  prove  what 
hours  a dentist  actually  does  put  in. 
Also,  there  is  the  question  of  overtime 
and  the  time  at  which  he  does  earn  it. 

2101.  The  Commission  has  had  a very 

full  statement  of  your  views,  separately, 
Mr.  Brenan,  has  it  not? Yes. 

2102.  Mr.  Bonham-Carter : Do  you 
seriously  think,  Mr.  Brenan,  that  the 
equivalent  of  the  dentist  in  industry  is 

paid  overtime? 1 do  not  know  about 

any  industry.  I think  that  anybody 
working  overtime,  as  a general  rule,  in 
98  per  cent,  of  the  cases  in  this  country, 
gets  paid  overtime. 

2103.  Do  you  think  management  is 

paid  overtime? 1 do  not  know  that, 

but  the  staff  of  the  Estimates  Board  are, 
for  instance. — Mrs.  Thorburn : May  I 
say  that  people  may  get  overtime,  but 
that  is  nothing  to  do  with  the  fact  that 
whatever  the  conditions  are  you  have  to 
pay  out  your  overhead  expenses, 
whether  you  are  ill,  or  whether  or  not 
you  are  actually  working.  In  industry  a 
man  who  is  employed  does  not 
necessarily  have  to  do  that.  He  only  has 
h«  salary,  and,  although  he  may  not  be 
paid  extra  for  working  overtime,  we 
have  to  pay  all  our  costs  as  well,  which 
is  never  really  considered  sufficiently,  I 
think. 

2104.  Sir  Hugh  Watson:  That  is 
common  to  all  professions,  is  it  not? 

A doctor  receives  a capitation  fee. 

He  always  knows  roughly  what  he  will 
get,  but  we  have  to  pay  out  something. 
The  income  tax  people  give  us  some- 
thing like  52  per  cent.,  but  it  really  is 
more  like  60  per  cent,  with  our  over- 
heads and  costs. 

2105.  But  all  professions  have  to  bear 

their  overheads,  do  they  not? Yes, 

but  the  doctor  gets  paid  whether  he  sees' 
a person  or  does  not.  We  only  get 


paid  if  a patient  comes  to  us.  Supposing 
■there  is  a strike  or  a fog,  or  something 
like  that.  We  do  not  necessarily  have 
any  work  to  do  and,  consequently,  we 
lose  money,  but  we  have  our  overheads 
just  the  same. 

2106.  I do  not  know  where  this  is 

taking  us,  but  that  would  apply  even  if 
there  were  not  a National  Health  Service, 
would  it  not?  If  there  were  a fog  or  a 
strike  people  would  not  be  able  to  go 
to  the  dentist,  anyway. No,  but  be- 

fore that,  when  we  had  private  patients, 
we  could  make  up  for  that.  We  had  a 
little  bit  extra  behind  us  to  deal  with 
those  contingencies.  Today  we  have  not 
got  that,  because  we  are  not  paid 
sufficiently. 

2107.  Chairman:  Are  you  recom- 

mending a change  from  the  item  of 
service  basis  of  payment,  to  a capita- 
tion fee  basis? 1 think  it  should  be 

considered,  in  view  of  the  fact  of  our 
own  dissatisfaction  with  the  present  con- 
ditions. I think  something  should  be 
done  to  alter  what  is  obviously  not 
working  terribly  well. 

2108.  Sir  David  Hughes  Parry  : A 

salaried  service  . . . ? That  may  be 

considered,  too.  I think  that  may  be 
our  solution.  I do  not  know,  but  I 
think  it  should  be  considered,  because 
we  are  not  satisfied. 

2109.  Sir  Hugh  Watson:  Are  you  re- 

presenting (the  policy  of  your  Associa- 
tion ? Dr.  Malik : No,  Sir.  We  have 

not  considered  that. 

2110.  Chairman:  You  have  no 

suggestion  to  make  about  a new  system? 

-No,  Sir.  I believe  that,  at  the 

moment,  the  profession  as  a whole  pre- 
fers the  itemised  scale,  but  each  indi- 
vidual has  -his  own  ideas.  But  I believe 
there  have  been  discreet  enquiries  here 
and  there,  and  the  majority  prefer  the 
present  system. 

2111.  The  item  of  service  system? 

Yes  —Mr.  Barlow:  What  I wanted 

to  say,  Sir  Hugh,  was  that  I think  it  is 
quite  true,  of  course,  that  we  all  have  our 
overhead  expenses  and  we  all  suffer 
equally.  But  I do  think  that  our  over- 
head expenses  are  considerably,  more 
than  doctors’,  because  we  have  a 
mechanical  department,  and  we  have  an 
office  department  to  deal  with  the  ad- 
ministrative work  which  we  have  to 
tackle.  Actually,  I do  it  after  hours  to 
try  and  save  money  and  staff.  We  also 
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have  to  have  a receptionist,  and  it  is  very 
good  to  have  a chairside  assistant  to 
try  and  do  more  work.  Therefore,  the 
rate  at  which  we  have  to  work  gets  more 
during  the  day.  We  are  becoming  faster 
automatons  in  the  chair,  and  from  4,300 
revolutions  per  minute  for  dental  drills 
we  are  going  up  shortly,  I think,  to  a 
quarter  of  a million  revolutions. 

21 12.  Sir  Hugh  Watson : That,  of 
course,  is  recognised,  because  the  ratio 
of  a doctor’s  expenses  is  a third,  and 
yours  is  of  the  order  of  48  or  52  per 
cent.,  whichever  is  the  reigning  figure  at 

the  moment. -And  on  that  basis  I 

think  we  must  have  more  remuneration 
than  the  doctors,  to  offset  the  greater 
expense  of  our  overheads. 

2113  .Chairman:  More  gross  re- 
muneration?  More  gross  remunera- 

tion. 

2114.  But  has  that  ever  been  ques- 
tioned, Mr.  Barlow? -I  thought  it  was 

being  so,  but  perhaps  I misunderstood. 

2115.  The  percentage  expenses,  as  Sir 
Hugh  said,  is  admitted  in  the  case  of  the 
dentists  to  be  considerably  higher  than 
that  of  the  doctors,  and  the  amount  is 
grossed  upon  a net  figure.  Is  that  not 

right? Yes,  I think  that  is  so,  but  I 

found  it  really  more  than  the  agreed  one 
of,  I think,  52  per  cent.  I am  quite  sure 
it  is  nearer  62  or  65,  from  my  own 
figures. 

2116.  Sir  Hugh  Watson:  But  this  un- 
evenness happens  in  the  medical  pro- 
fession, too.  We  have  had  evidence  of 
doctors  who  spend  as  much  as  60  per 
cent,  on  their  own  practice,  but  that  is 
their  own  business.  They  only  want 

to  be  efficient. 1 economise  in  all  the 

ways  I can  imagine.  In  fact,  I save  £25 
a year  by  using  oil  heaters  throughout 
my  building,  instead  of  electrical  appa- 
ratus, and  I have  followed  that  principle 
of  economy  throughout  until  I have  got 
to  the  end.  Now  there  are  no  more 
economies  I can  effect. 

2117.  Can  we  turn  to  another  subject? 
In  your  memorandum  on  page  366  you 
make  the  statement  that  the  profession 
has  been  the  subject  of  some  false  propa- 
ganda on  the  part  of  the  Ministry.  What 

do  you  mean  by  that? Dr.  Malik:  It 

is  not  so  long  ago  that  the  headlines 
said  “Dentist  earns  £12,000.  Dentist 
earns  £15,000.”  Also,  in  other  inspired 
articles  in  the  common  press  you  get  the 
insinuation  that  dentists  are  really  in  the 
money. 


2118.  But  in  your  statement  here,  you 
talk  about  false  propaganda  on  the  part 
of  the  Ministry.  Now  you  are  talking 

about  articles  in  the  public  press. 

And  they  all  emanated  from  Parliament, 
in  the  first  place. 

2119.  Parliament  is  not  the  Ministry. 

Is  not  the  Minister  of  Health  the 

Ministry,  Sir? 

2120.  You  say  here:  “False  propa- 
ganda on  the  part  of  the  Ministry”. 
You  instance  articles  in  the  public  press. 
Inspired  by  them. 

2121.  Inspired  by  whom? By  the 

Ministry. 

2122.  How  do  you  know? Because 

of  my  experience  in  the  way  these  articles 
are  arrived  at.  One  day  the  Sunday 
Express  man  comes  along  and  says  “ Can 
I have  the  low-down  on  this?  ” And 
then  I hear  that  the  same  chap  has  been 
to  all  sorts  of  places.  Hill  Street,  White- 
hall and  so  on.  And  then  in  three  weeks 
time  not  the  Sunday  Express  but  the 
News  of  the  World  publishes  an  article 
on  dentistry,  and  part  of  the  facts  which 
have  come  from  me  appear  there. 

2123.  So  you  base  your  allegation  that 
the  profession  has  been  the  subject  of 
false  propaganda  on  the  part  of  the 
Ministry  on  articles  which  have  appeared 
in  the  Sunday  Express  and  the  News  of 

the  World? That  is  putting  it  in  a 

grotesque  way. 

2124.  That  is  what  you  said  to  me. 

But  it  is  partly  true.  But  also,  if 

you  look  at  Hansard,  for  instance,  you 
will  find  that  Mr.  Bevan,  when  he  was 
Minister  at  the  time  when  Dame  Enid 
Russell-Smith  wrote  this  letter  dated  3rd 
December,  1948,  was  alleging  the  earn- 
ings of  the  dentists  to  be  something  like 
£12,000  a year,  when,  in  point  of  fact, 
they  are  often  52  per  cent,  less  than  that. 
Also,  it  should  have  been  pointed  out 
that  the  person  who  might  be  earning  it 
had  several  assistants,  and  was  working 
a terrific  number  of  hours. 

2125.  Chairman : What  are  you  quot- 
ing from? 1 am  quoting  from  a letter 

written  by  Dame  Enid  Russell-Smith  on 
the  3rd  December,  1948,  addressed,  to  the 
Secretary  of  the  British  Dental  Associa- 
tion, 13,  Hill  Street,  Berkeley  Square, 
justifying  the  interim  order  which 
restricted  the  earnings  of  dentists  to  £400 
a month. 
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‘>126.  Sir  Hugh  Watson:  Was  that  the 

effect  of  the  order.  Dr.  Malik? That 

was  the  effect  of  it,  yes. 

2127.  Was  it? Yes. 

2128.  Are  you  certain? At  the  time, 

yes. 

2129.  My  recollection  was  that  it  re- 
duced by  50  per  cent,  the  earnings  of 
dentists  above  the  level  of  £400  a month. 

In  point  of  fact,  we  never  got  what 

was  quoted  there. 

2130.  It  reduced  by  50  per  cent,  the 
earnings  of  dentists  over  £400  a month. 

That  is  not  what  you  said. 1 am  sorry, 

but  it  restricted  the  earnings  to-  £400  a 
month,  and  above  that  dentists  were  paid 
at  only  half  rate,  because  at  the  time  it 
was  thought  the  half  was  out  of  pocket. 
So  that  it  was,  in  point  of  fact,  abolish- 
ing the  earnings  of  the  dentists  altogether, 
because  if  the  gross  earnings  were  £100 
and  the  dentist  got  only  £50  he  did  not 
make  a single  penny  on  it. 

2131.  We  are  still  trying  to  find  evi- 

dence of  false  propaganda  on  the  part  of 
the  Ministry,  Dr.  Malik. 1 was  quot- 

ing the  Ministry  in  the  shape  of  Dame 
Enid  Russell-Smith,  who  falsely  stated 
in  Parliament  that  so  many  dentists  were 
earning  so  much  when,  in  point  of  fact, 
that  same  figure  was  a gross  figure  and 
not  a net  figure,  and  there  were  no  refer- 
ences to  the  fact  that  that  person  might 
have  had  several  assistants,  and  might 
have  been  working  double  time. 

2132.  You  have  Hansard  there,  have 
you?  You  are  quoting  from  Hansard, 

are  you? This  is  an  actual  copy  of  a 

letter  written  by  Dame  Enid  Russell- 
Smith  to  the  Secretary  of  the  B.D.A. 
dated  3rd  December,  1948. 

2133.  But,  Dr.  Malik,  you  said  just, 
now  that  you  were  referring  to  what 

took  place  in  Parliament. 1 have  got 

it  somewhere  in  a speech  by  the  Minister 
of  Health. 

2134.  Let  us  get  this  quite  clear.  I 
want  to  have  evidence  of  this  alleged 
false  propaganda  by  the  Ministry.  You 
began  by  making  a reference  to  Mr. 
Bevan.  Now  you  are  making  a reference 
to  Dame  Enid  Russell-Smith.  Would 
you  please  expand  these  two  matters 
separately?  What  did  Mr.  Bevan  say 

and  where  and  when? You  have  got 

me  there.  I can  tell  you  that  it  was  in 
Parliament.  It  was  round  about  1948. 
I think  Mr.  Barlow  has  got  it. — Mr. 


Barlow : No,  I have  not  got  it  here,  but 
I have  got  press  cuttings  to  -the  effect  that 
ithe  Minister  said  we  were  all  extremely 
happy  and  the  Health  Service  was  work- 
ing marvellously,  which  was  grossly  un- 
true. I have  got  a cutting  to  that  effect, 
which  was  put  forward  to  the  press  by 
the  Minister  of  Health. 

2135.  Was  that  stated  in  Parliament 

by  the  Minister? 1 think  it  was 

handed  out  to  the  press,  but  I do  not 

know  if  it  was  stated  in  Parliament. 

Dr.  Malik : But  the  Minister  at  the  time 
did  say — I have  got  it  somewhere,  and  1 
can  produce  it  at  a given  time — that  it 
was  necessary  for  a new  regulation  to  be 
made,  because  dentists  were  earning  so- 
and-so,  and  it  was  exactly  on  the  lines 
of  this  letter  which  I have  got  in  my 
hand.  I can  produce  that.  I can  pro- 
duce it  if  you  give  me  sufficient  time. 

2136.  Chairman:  It  is  that  that  you 
mean  when  you  say  -that  -the  profession 
has  been  subject  to  some  false  propa- 
ganda on  the  part  of  the  Ministry. 
“ . . . and  we  are  strongly  of  the  opinion 
that  the  Government  regards  the  Dental 
Service  as  a vote-catching  machine, 
rather  than  a Dental  Service  to  the 
population.”  That  is  what  you  mean,  is 

it? Yes,  that  is  what  we  mean.  I 

mean  that  they  are  trying  to  show  that 
we  are  making  a lot  of  money  by  little 
work,  when,  in  point  of  fact,  they  know 
that  the  opposite  is  true. 

2137.  What  you  are  saying  is  that  ten 

years  ago  there  was  one  statement  in 
Parliament,  and  one  letter  by  Dame 
Enid,  that  you  consider  bore  that  inter- 
pretation?  No,  Sir,  I would  not  say 

just  one.  I say  that  every  time  there  is 
a new  regulation  statements  are  made  in 
Parliament  and  in  the  press,  sometimes 
acknowledged  and  sometimes  not,  ito  the 
effect  that  the  dentists  are  earning 
money,  the  dentists  are  asking  for  this, 
and  the  dentists  will  agree  to  that,  and 
when  you  trace  them  you  find  that  they 
are  not  true. 

2138.  You  know  -that,  we  will,  of 
course,  be  seeing  the  Ministry  of  Health 

in  due  course?- Yes.  Dr.  Senior  did 

say  that  he  was  sorry  he  would  not  be 
here,  because  he  has  gone  out  of  the 
country. 

2139.  And  you  have  seen  the  factual 
memorandum  by  the  Ministry  of  Health 
and  the  Department  of  Health  for  Scot- 
land— this  document?- — No,  Sir. 
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2140.  It  can  be  obtained  from  the 

Stationery  Office.  I am  surprised  you 
have  not  seen  it,  because  it  contains  most 
■of  the  facts  on  which  we  have  so  far 
been  basing  ourselves.  But  if  you  have 
not  seen  it  there  is  no  point  in  my  ask- 
ing whether  you  challenge  any  of  the 
facts,  and  if  you  consider  that  that  is 
false  propaganda,  too.  It  has  been  pub- 
lished for  some  months. Mr.  Barlow : 

I can  produce  various  newspaper  articles, 
from  various  sections  of  the  press,  which 
state  that  we  are  all  very  happy  and 
the  scheme  is  working  very  well.  I have 
never  yet  come  across  anything  issued 
from  the  Ministry  to  the  effect  that  we 
are  dissatisfied.  All  expressions  of  dis- 
satisfaction have  come  from  us,  and 
those  I can  bring  forward  and  put  before 
you.  There  are  statements  by  spokes- 
men from  the  Ministry,  and  various 
press  articles. 

2141.  Sir  Hugh  Watson  : Are  you  say- 

ing that  spokesmen  from  the  Ministry 
have  contributed  articles  to  the  popular 
press? They  have  given  forth  state- 

ments to  the  press  to  the  effect  that  we 
are  all  happy  and  the  scheme  is  working 
very  well. 

2142.  Chairman : I was  not  quite  sure 
whether  you  said  they  have  given  forth 

statements,  or  false  statements. 1 

said  forth  statements,  and  those  state- 
ments have  all  been  that  we  are  very 
happy.  But  that  has  not  been  the  case. 

2143.  Mr.  Watson:  Suppose  the  press 
tomorrow  report  some  of  the  indelicate 
language  that  has  been  used  here  this 
morning.  [Would  jyou  call  that  false 

propaganda? I would  deprecate  it, 

Sir. 

2144.  Sir  Hugh  Watson:  At  the  end 

of  your  paper,  Dr.  Malik,  you  make 
various  recommendations,  and  the  first 
one  is  with  regard  to  remuneration.  Do 
you  suggest  that  the  higher  remunera- 
tion should  be  determined  solely  by  refer- 
ence to  the  age  of  dentists? Dr. 

Malik:  I feel,  Sir,  that  there  should  be 
some  method  whereby  experience  should 
be  rewarded,  as  against  speed,  because 
it  seems  to  be  quite  contrary  to  the  usual 
usage.  When  you  go  as  a clerk  to  the 
X.C.C.  you  start  at  a certain  figure,  and 
you  finish  at  a higher  figure,  towards 
the  end  of  your  career,  when  retirement 
age  approaches.  But  with  dentists  the 
reverse  is  apparently  going  to  be  the 
case.  You  begin  at  24  with  £3,000  or 


£4,000  net,  and  you  finish  up  with  £200 
or  £300. 

2145.  Sir  Hugh  Watson:  That  has 
always  been  a difficulty  in  dentistry,  has 
it  not,  whether  under  the  National 

Health  Service  or  not? 1 would  not 

know,  but  I was  under  the  impression 
that  as  you  got  on  you  got  a number 
of  people  who  believed  in  your  skill,  and 
they  were  willing  to  travel  big  distances 
and  pay  high  fees,  so  that  although  your 
practice  fell  off  in  numbers  your  income 
became  more,  because  you  increased 
your  fees  and  you  selected  your  patients, 
your  faithful  followers. 

2146.  That  would  apply  to  a certain 
number  of  patients,  but  in  these  days 
of  high  taxation  its  application  might  be 

very  limited,  might  it  not? 1 cannot 

dispute  that.  _ Your  word  is  as  good  as 
mine,  and  mine  is  as  good  as  yours. 

2147.  Chairman : Would  there  have 
been  many  dentists  in  the  old  days,  who 
were  really  getting  visits  from  patients 
long  distances  away  and  being  paid  high 
fees,  or  would  that  only  have  been  a 
fairly  small  minority  of  what  you  might 
call  the  West  End  practitioners  of  towns 

and  cities? It  would  be  very  difficult 

to  answer  that,  Sir,  because  every  den- 
tist you  happen  to  meet  will  tell  you 
over  a cup  of  tea  that  he  has  had  a 
patient  from  such-and-such  a distance 
for  so  many  years. — Mr.  Barlow : I have 
patients  who  attend  on  me — I am  in 
Cirencester  in  Gloucestershire — from  Ire- 
land, from  St.  Albans,  from  London, 
from  Bournemouth  and  from  Ascot,  and 
I can  go  on.  They  come  to  me  from 
various  places,  and  for  some  reason  they 
do  not  want  to  change.  That  does 
happen: 

2148.  I am  not  doubting  that  it  has 

happened  a lot  and  still  happens. 

That  is  my  experience. 

2149.  Sir  Hugh  Watson:  That  is 

because  a dentist  has  to  work  on  a 

conscious  and  apprehensive  patient. 

Yes. 

2150.  Regarding  the  Spens  Report,  Dr. 
Malik,  do  you  think  that  that  Report 
implies  that  dentists  should  have  auto- 
matic adjustments  of  remuneration,  in 
accordance  with  movements  in  the  cost 

of  living? Dr.  Malik : Yes,  I do,  Sir. 

It  was,  in  fact,  accepted  by  the  Govern- 
ment when  the  Medical  Guild,  much  to 
its  credit,  compelled  the  Government  to 
implement  that  by  Act  of  Parliament. 
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The  Minister  today  has  no  power  to 
alter  the  conditions  of  service  and 
remuneration  of  the  doctors,  but,  of 
course,  being  weak  the  dental  profession 
is  at  the  mercy  of  the  Ministry,  who 
take  advantage  of  that.  They  just  sit 
down  and  write  an  order. 

2151.  But  on  what  do  you  found  your- 

self, when  you  say  that  the  doctors  have 
their  remuneration — which  is  what  I 
understand  you  to  say — fixed  in  accord- 
ance with  the  cost  of  living? No,  in 

accordance  with  the  Spens  Report,  which 
was  more  or  less  a separate  Act,  as  I 
understand  it,  compelling  the  Minister 
not  to  have  the  power  to  alter  the  con- 
ditions of  service.  As  I understand  it 
the  Danckwerts  award  was  based  on 
that  fact,  that  the  Minister  was  paying 
something  or  other,  which  the  B.M.A. 
thought  was  not  in  accordance  with  the 
Spens  Report,  and  the  Danckwerts 
award  was  a consequence  of  that. 

2152.  I think  we  had  better  get  this 

clear.  The  Spens  Committee  recom- 
mended what  they  thought  doctors  ought 
to  receive,  in  terms  of  the  1939  value 
of  money.  They  left  it  to  others  to 
adjust  that  to  the  present  time.  The 
Government  fixed  a betterment  of  20 
per  cent,  in  1948,  and  that  was  agreed  to 
by  the  profession.  The  profession  then 
raised  the  question  of  a further  better- 
ment, and  that  matter  was  referred  in 
1952  to  Mr.  Justice  Danckwerts  on  an 
agreed  reference. Yes. 

2153.  In  the  course  of  that  refer- 
ence. . . . But  not  without  the 

B.M.A.  first  collecting  20,000  resignation 
forms,  of  which  I had  one. 

2154.  That  matter  was  referred  to  Mr. 
Justice  Danckwerts  and,  in  the  course  of 
the  reference  Mr.  Justice  Danckwerts 
raised  the  point  that  he  might  have  to 
deal  with  the  years  prior  to  1950-51  ; 
counsel  for  the  Government  conceded 
that  he  would  have  to.  Accordingly  Mr. 
Justice ' Danckwerts  fixed  a betterment 
of  100  per  cent,  for  the  year  1952,  and 
80  per  cent,  for  the  two  previous  years, 
and  there  the  matter  has  stood  ever  since. 

Is  that  the  position? So  far  as  I 

understand  it,  yes,  and  now  they  say 
that  you  have  got  to  adjust  it  again, 
because  the  cost  of  living  has  gone  up. 

2155.  They  are  now  seeking  another 
adjustment,  but  you  started  off  by  saying 
that  there  was  an  Act  of  Parliament 
which  made  the  Government  keep  the 


remuneration  of  doctors  in  line  with  the 

cost  of  living.  That  is  not  so. In  some 

way  or  other  doctors  have  received  the 
full  benefit  of  the  Spens  Report,  which 
we  have  not.  Is  that  a fact?  Do  you 
agree  to  that? 

2156.  No,  Sir.  If  you  will  allow  me 
to  say  so,  this  is  precisely  why  this  Royal 
Commission  has  been  set  up,  because  the 
doctors  maintain  the  very  contrary.  And 
it  is  that  question  as  to  who  ought  to 
be  where,  if  I may  say  so,  which  this 

Royal  Commission  is  investigating. 

Perhaps  I did  not  put  my  answer  cor- 
rectly. I was  saying  that  up  to  1952, 
up  to  the  time  when  the  Danckwerts 
award  was  made,  the  facts  were  that  the 
B.M.A.  and  the  Government  came  to 
an  agreement  that  the  conditions  and  the 
remuneration  were  not  in  keeping  with 
the  Spens  Report.  At  the  moment,  the 
trouble  is  that  the  Government  says 
“ You  are  not  entitled  to  a further  ad- 
justment because  of  the  cost  of  living  ” 
and  the  medical  men  say  “ We  are  **. 

2157.  With  great  respect,  the  Govern- 

ment have  not  said  that  at  all.  The 
Government  have  set  up  this  Royal 
Commission  to  determine  what  is  the 
proper  remuneration  for  doctors,  and, 
incidentally,  dentists  in  the  National 
Health  Service. Yes. 

2158.  I have  another  small  point.  On 
page  367  you  mention  that  the  cost  of 
dental  training  is  £2,500.  Can  you  tell 

me  how  you  arrive  at  that  figure? 

Approximately  £500  a year  or  more 
would  be  needed  for  the  student  to  live 
on,  although  we  have  not  allowed  enough 
for  that,  actually,  for  five  years.  That 
is  your  £2,500,  but  there  is  an  addition 
for  fees,  books,  examinations  and 
hospital  fees.  Actually,  that  figure  is  a 
considerable  understatement,  is  it  not? 

2159.  You  think  that  a student  is  en- 
titled to  £500  a year  to  live  on? 1 

should  say  that  today  it  would  hardly  be 
enough  for  fares,  lunches  and  things  like 
that.  Actually,  in  that  figure  we  have 
been  very  moderate.  I do  not  forget  that 
during  the  time  he  is  studying,  and  earn- 
ing nothing  he  would,  if  he  were  not 
going  to  train  into  a profession,  be 
earning  some  money. 

2160.  That  applies  to  all  professional 

people,  does  it  not? That  is  true.  We 

are  not  making  a point  of  that. 
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Sir  Hugh  Watson : And,  also,  there 
are  a number  of  substantial  grants  avail- 
able for  the  training  and  education  of 
dental  and  other  students. 

2161.  Sir  David  Hughes  Parry : Who 

pays  the  £2,500? Probably  the  parent. 

2162.  Of  what  percentage? I should 

imagine  about  90  per  cent.,  because  the 
scholarships  that  you  can  get,  which 
allow  for  maintenance,  are  very  few. 
Even  if  they  get  a county  grant  it  only 
pays  for  the  fees. 

2163.  Do  you  know  that  nearly  80  per 

cent,  of  the  undergraduates  at  Oxford 
and  Cambridge  get  grants  from  local 
authorities,  and  from  Government  and 
trade  sources? For  maintenance? 

2164.  Yes. That  is  not  applicable 

to  the  average  dental  student,  you  know. 

2165.  Sir  Hugh  Watson : Are  you  sure 

of  that? Mr.  Barlow : I do  not  think 

it  is  the  same  as  that  in  dentistry. 

2166.  Are  you  sure  of  that? 1 am 

not. 

2167.  I suggest  to  you  that  it  is  the 
same,  and  that  precisely  the  same  grants 
are  available  for  the  dental  schools,  as 

are  available  for  the  universities. Dr. 

Malik : I would  disagree  with  that.  Are 
you  sure  of  yourself? 

Sir  Hugh  Watson:  Yes. 

2168.  Chairman : Dr.  Malik,  you  are 
not  asking  the  Commission  questions. 
1 am  so  sorry. 

2169.  Sir  David  Hughes  Parry:  The 
University  Grants  Committee  every  year 
gives  a full  report  on  this  matter,  and 
indicates  how  many  students  at  the 
different  universities  obtained  grants.  I 
think  you  ought  to  have  a look  at  that. 
1 would  love  to.  Where  do  I get  it? 

2170.  The  University  Grants  Com- 
mittee Annual)  Report. Where  can 

we  buy  it? 

Sir  David  Hughes  Parry:  The 

Stationery  Office. 

2171.  Chairman:  The  Stationery  Office 
is  the  place,  and  the  Stationery  Office  is 
where  I think  you  will  get  this  Factual 
Memorandum  by  the  Ministry  of  Health 
and  the  Department  of  Health  for  Scot- 
land to  the  Royal  Commission  on 
Doctors’  and  Dentists’  Remuneration. — 
I am  sorry,  we  have  not  seen  it. 

2172.  Mr.  Watson:  I would  just  like 
to  ask  one  question.  Dr.  Malik,  you 


said  some  little  while  ago  that  if  you 
were  in  a similar  position  to  the  dentist 
who  altered  the  dates  on  the  forms,  you 
would  also  alter  the  dates  on  your 

forms. 1 know.  I said  if  you 

threatened  me  enough. 

2173.  Do  you  suggest  that  any  dentist, 
who  is  unethical  enough  to  alter  dates, 
should  be  employed  in  . the  National 

Health  Service? 1 do  not  see  very 

much  wrong  with  altering  dates  under 
duress,  Sir.  I consider  that  altering  facts 
and  dates  are  quite  different.  If  I claim 
a shilling  more  for  doing  something  I 
have  not  done,  I am  a criminal,  but  if 
I say  that  the  thing  happened  on  the 
3rd  April,  instead  of  on  the  10th,  I have 
committed  no  crime.  Is  that  not  the 
fact? 

2174.  Chairman:  Dr.  Malik,  we  have 

heard  your  point  of  view  on  that. 

Mr.  Barlow:  I would  like  to  say  that  I 
do  not  associate  myself  with  that  at  all, 
and  I do  not  think  other  members  here 
do.  I would  consider  it  forgery,  and 
quite  wrong. 

2175.  Thank  you  very  much.  I am 
glad  that  that  statement  has  been  made. 

Mr.  Brenan:  While  we  are  on  the 

question  of  penalties,  I do  not  know 
whether  I may  come  back  to  it? 

2176.  What  is  it  you  want  to  say? 

I have  been  on  the  Brighton  Executive 
Council  for  a number  of  years,  and  I 
think  I can  speak  about  penalties  and 
fines.  I think  it  would  be  of  use  to 
elucidate  the  thing  a little  bit,  because 
it  has  not  been  put  very  clearly,  if  it 
has  been  put  at  all.  The  point  is  that, 
in  the  first  place,  there  are  two  types  of 
things  that  you  might  call  penalties. 
Under  certain  circumstances,  a dentist 
may  just  have  his  fee  withheld ; he 
simply  does  not  get  anything  for  the 
work  that  he  has  done,  because  it  has  not 
been  considered  that  it  was  done  pro- 
perly. Then,  on  the  other  hand,  you 
have  definite  penalties  which  are  really 
fines.  Those  fines  can  be  very,  very 
high.  It  has  been  stated,  and  it  is  a 
thing  which  I agree  with,  that  those  fines 
are  considerably  higher  than  you  would 
get  in  any  court  of  law.  I mean,  a man 
can  be  fined  up  to  £1,000,  or  something 
of  'that  sort.  This  is  a matter  which  in 
substance  is  quite  right,  but  there  are 
certain  things  that  the  layman  can  never 
quite  understand.  For  one  thing,  for 
instance,  you  have  the  case  where  a fill- 
ing has  been  charted  for  payment  where, 
in  fact,  no  filling  has  been  done.  On  the 
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face  of  that,  it  appears  to  be  definite 
fraud,  does  it  not?  It  appears  to  be  a 
definite  attempt  to  claim  money  for  work 
which  has  not  been  done.  But  what  must 
be  remembered  is  this,  that  forms  are 
very,  very  difficult  and  very,  very  com- 
plicated. It  is  very,  very  easy  to  make  a 
mistake  and,  furthermore,  the  average 
dentist  just  has  not  the  time  to  fill  in 
forms.  He  has  to  give  that  sort  of  thing 
to  his  nurse  or  secretary  . . . 

2177.  Sir  Hugh  Watson:  I find  it  very 
difficult  to  believe  that,  however  com- 
plicated the  form,  a dentist  can  fill  it  up 
to  the  effect  that  he  has  made  a filling 
when,  in  fact,  he  has  not  made  a filling. 

1 think  this  is  a thing  which  any 

dentist  will  support  me  in.  It  is  very, 
very  easy  to  make  a mistake.  But  that 
is  not  my  main  point. 

2178.  Chairman : Could  you  give  us 

your  main  point,  quite  shortly? 1 

must  lead  up  to  it.  The  point  that  I 
have  always  objected  to,  and  the  point 
that  I have  raised  in  the  Executive 
Council  on  several  occasions — and  this 
applies  not  only  to  the  dental  side  but 
to  the  ophthalmic  and  other  services— is 
that  it  is  almost  an  invariable  habit  of 
Executive  Councils  to  have  a system  of 
increasing  fines.  If  a man  comes  up 
once  he  gets  a caution — that  is  usual. 
If  he  comes  up  again  he  gets  a repri- 
mand, if  he  comes  up  again  he  gets  a 
small  fine,  and  if  he  comes  up 
again  he  gets  a bigger  fine.  The 
point  is  this,  that  that  system 
would  be  all  right  provided  all 

the  offences  were  the  same.  If  it  is  a 
question  of  definite  fraud  then  that  is 
one  matter,  but  if  it  is  a question  of 
just  a slip-up,  not  quite  keeping  to 
regulations,  and  that  sort  of  thing  . . . 

2179.  Sir  Hugh  Watson:  A little 

matter  of  altering  dates,  perhaps? 

No,  I do  not  agree  with  that  I will  not 


uphold  that  at  all.  I think  a man  should 
not  alter  dates.  I certainly  would  not 
myself. 

2180.  Chairman:  I do  not  want  to 
interrupt,  Mr.  Brenan,  but  I think  we 
can  get  this  particular  aspect  out  of  the 
memorandum  you  submitted  to  us 
earlier.  Dr.  Malik,  I do  not  think  that 
•the  main  request  to  this  Commission  is 
that  we  should  base  our  recommenda- 
tions about  dentists’  remuneration  on 
what  happens  with  fines  and  penalties 
for  misdemeanours,  is  it? — : — Dr.  Malik: 
No,  Sir.  The  submission  is  that  there  is 
a wrong  concept,  and  that  you  should 
recommend  a different  concept.  The 
control  from  Eastbourne  is  necessary, 
but  they  should  not  go  out  of  their  way 
to  administer  the  law  in  a punitive  sense, 
or  in  a paltry  sense  which  is  not 
associated  with  facts,  causing  disagree- 
ments which  we  have  mentioned,  and 
cases  such  as  we  are  referring  to.  It  is 
purely  psychological.  The  machinery  is 
necessary,  but  where  fines  are  too  much 
I think  that  an  appeal  should  be  allowed 
in  an  ordinary  court,  and  not  to  the 
Minister. 

2181.  I think  we  have  finished  hearing 
a 1!  that  we  wish  to  from  you.  You  have 
made  a good  many  statements  today  that 
are  a bit  wild.  Dr.  Malik,  which  may 
well  be  challenged  and  which  you  must 
expect  to  have  challenged  vigorously  by 
'Other  bodies,  because  some  of  them  have 
not  seemed  to  me  to  be  supported  very 
thoroughly  by  facts.  But  thank  you,  all 
the  same,  for  submitting  us  your  memo- 
randum and  for  coming  and  giving  us 
evidence  this  morning.  That  concludes 

the  evidence. Do  you  wish  me  to 

leave  these  documents?  You  will 
probably  send  them  back. 


Chairman:  Yes,  if  you  will  kindly 
do  that. 

{The  witnesses  withdrew.) 
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REMUNERATION  OF  GENERAL  PRACTITIONER  PRINCIPALS 


I 

Background  to  the  Remuneration  Problem 

The  /present  system  of  payment  based  on  the  number  of  patients  registered  with 
a practitioner,  up  to  a maximum  of  3,500,  or  5,500  where  an  assistant  is  employed 
has  m our  opinion  a number  of  .grave  disadvantages,  which  concern  the  distribution 
-oi  work,  the  utilisation  of  medical  man-power,  standards  of  practice,  and  entry 
into  practice.  * 3 

The  maximum  permitted  number  <of  patients  per  practitioner  is  in  our  opinion 
greatly  in  excess  of  the  number  for  which  a doctor  has  the  time  to  provide  the  full 
and  proper  range  of  general  medical  care,  both  preventive  and  therapeutic.  Neverthe- 
less,  the  level  of  remuneration  being  worked  out  ion  .the  basis  of  a maximum  list  of 
3,500,  it  as  in  the  financial  interests  of  all  practitioners  ito  collect  as  many  patients 
on  their  lists  as  they  can  get,  irrespective  of  their  ability  to  look  .after  them.  Many 
would  prefer  to  have  substantially  _ fewer  patients,  say  2,000  to  2,500,  but  cannot 
afford  to  do  so  because  a list  of  'this  size  would  yield  too  small  a net  income. 

As  a result,  many  doctors  with  maximum  or  near-maximum  lists  are  obliged 
to  perform  hurried  work,  and  the  standards  of  diagnosis  and  treatment  fall.  This 
implies  a danger  to  the  public  health.  Many  unnecessary  referrals  to  hospital  are 
made,  which  could  be  saved  if  the  doctor  had  more  time  at  his  disposal. 

This  need  (determined  economically)  to  collect  as  many  patients  as  possible  leads 
to  competition  among  doctors  for  patients  (“  head-hunting  ”).  Prescribing  and 
certification  are  often  carried  out  more  with  an  eye  to  satisfying  the  patient’s  wishes 
than  to  fulfilling  his  real  medical  needs.  Professional  isolation  takes  the  place  of 
co-operation  among  practitioners  with  sharing  of  experience  and  knowledge 
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Although  under  'the  terms  of  the  Danckwents  award  each  new  entrant  to  the 
N.H.S.  medical  list  attracts  to  the  Central  Pool  an  amount  equal  to  the  average 
doctor’s  remuneration,  yet  to  his  established  colleagues  in  his  (immediate  locality 
the  newcomer  is  looked  on  askance  as  a (potential  competitor  threatening  to  deprive 
them  of  part  of  'their  livelihood.  Thus  the  established  doctors  will  usually  take 
what  legitimate  steps  they  can  to  try  to  keep  out  or  squeeze  out  the  newcomer. 

All  these  circumstances  tend  to  make  it  difficult  for  new  doctors  to  enter  practice 
as  principals.  A principal  who  wishes  to  share  the  burden  of  an  excessive  list  of 
patients  has  a financial  inducement  to  take  a permanent  assistant,  in  that  he  is 
allowed  an  additional  list  of  up  to  2,000  patients,  the  income  from  which  more  than 
pays  the  assistant’s  salary.  On  the  other  hand,  there  is  a financial  deterrent  to 
the  taking  of  a oartner,  since  this  involves  the  principal  in  (an  immediate  and 
substantial  drop  in  his  income.  Notional  loadings  are  not  enough  to  compensate 
for  this. 

The  doctor  who  decides  {often  in  desperation)  to  put  up  his  plate  encounters  a 
number  of  obstacles  to  success.  Since  'the  coming  into1  force  of  the  N.H.S.  practi- 
cally the  whole  population  is  already  registered  with  a doctor.  Change  of  doctor 
was  rendered  more  difficult  for  the  patient  by  the  restrictive  regulations  which  came 
into  operation  in  October,  1950.  Except  on  certain  special  areas  where  new 
building  or  a shift  of  population  is  taking  place,  the  building  of  a new  practice 
is  a slow  and  difficult  business.  It  is  true  that  the  initial  practice  allowance  is  a 
help  to  the  doctor  starting  a new  practice  in  a.  designated  area,  but  it  decreases 
rapidly  within  a relatively  short  time,  and  only  in  the  first  year  can  it  be  considered 
commensurate  with  practice  expenses.  Its  continuation  in  the  second  and  third 
years  depends,  among  other  things,  on  the  growth  of  the  practice,  a factor  not 
within  the  doctor’s  control,  and  after  three  years  it  ceases  altogether,  a time  when 
the  practice  cannot  normally  be  expected  to  have  reached  its  full  size. 

The  fact  that  there  is  no  natural  law  >of  averages  tending  'to  level  out  sizes  of  lists 
is  demonstrated  by  the  distribution  of  list  sizes  .throughout  the  country.  On  1st  July, 
1956,  there  were  roughly  equal  numbers  of  doctors  with  lists  in  the  ranges  0-1,500, 
1,500-2,500,  and  2,500-3,500  patients.  (Reply  by  Mr.  Vosper  to  Mr.  Somerville 
Hastings,  M.P.,  House  of  Commons,  12th  April,  1957.)  There  were  540  lists  below 
500  patients,  and  2,839  lists  above  .the  normal  maximum  of  3,500  patients  for  a 
practitioner  not  employing  an  assistant. 

We  have  thus  a situation  where  there  is  on  the  one  hand  a number  of  doctors 
with  large  lists  of  patients,  who  may  be  earning  an  income  sufficient  for  their 
needs,  but  at  the  expense  of  perpetual  overwork  and  rush,  with  ithe  dangers  that 
these  entail ; and  on  the  other  hand,  side  by  side  with  these,  a group  of  doctors  who 
are  under-employed  and  very  badly  off  financially,  but  find  it  difficult  or  impossible 
to  obtain  sufficient  patients  to  earn  a living ; while  many  more  still  are  .trying 
vainly  to  enter  practice — some  being  actually  unemployed. 

Obviously  this  state  of  affairs  reflects  a badly  organised  health  service.  Ideally, 
the  majority  of  practices  should  be  in  the  middle  range  of  list  size.  There  should 
be  no  very  large  lists,  and  only  a few,  and  only  temporarily,  very  , small  lists,  which 
it  should  be  possible  to  bring  up  to  .the  average  level  within  a reasonably  short 
•time.  In  our  view  the  capitation  system  as  it  stands  provides  a fair  income  for  a 
fair  amount  of  work  only  over  a very  limited  range  of  list  size. 

In  order  to  correct  this  maldistribution  of  .patients,  work,  and  incomes,  it  is 
essential  that  the  maximum  size  of  the  N.H.S.  list  of  patients  be  reduced  to  a level 
which  will  enable  the  doctor  to  devote  all  necessary  time  and  care  to  his  patients, 
and  the  distribution  of  .general  practitioner  remuneration  be  so  rearranged  that  the 
doctor  is  earning  an  adequate  income,  commensurate  with  his  status  in  and  his 
value  to  the  community,  when  engaged  in  looking  after  a list  of  such  a size. 

In  our  view,  the  maximum  number  of  patients  on  the  N.H.S.  list  should  be 
reduced  by  degrees  {.as  financial  and  man-power  resources  permit)  from  3,500 
eventually  to  2,000,  and  the  additional  list  for  an  assistant  from  2,000  eventually 
to  zero.  In  sparsely  population  rural  areas,  high  morbidity  areas,  or  where  the 
doctor  undertakes  a substantial  amount  of  work  outside  N.H.S.  general  .practice. 
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the  maximum  list  should  be  lower  .than  this.  Only  then  will  the  public  receive  the 
best  possible  service  from  their  family  doctors,  and  medical  man-power  be  used 
to  the  best  advantage. 

II 


Present  Levels  of  Remuneration 


Range  of  Incomes. — The  average  .gross  general  practitioner  income  (before  the 
recent  mterim  increase  of  5 per  cent.)  was  said  to  be  £3,337.  This  average  is 
misleading,  as  the  actual  range  of  incomes  is  very  great.  From  capitation  fees 
alone  it  varies  from  zero  (for  a doctor  starting  a new  practice  without  initial 
practice  allowance)  to  £3,475  for  a full  list  of  3,500  patients,  or  £5,175  for  a list 
of  5,500  patients  with  an  assistant  (again  not  counting  the  recent  increase).  Since 
capitation  fees  account  for  only  about  two  thirds  of  all  general  practitioner  income, 
these  figures  are  likely  to  be  nearer  £5,000  and  £7,000  respectively,  since  the  longer 
established  doctor  is  likely  to  have  the  pick  of  any  local  authority,  insurance 
referee  or  factory  posts  and  the  most  private  practice.  The  highest  individual  income 
known  to  us  is  £7,690,  quoted  as  the  income  of  a single-handed  practitioner 
advertising  for  an  assistant. 


Bearing  in  mind  that  all  general  practitioners  are,  or  should  be,  providing 
services  of  essentially  a similar  nature  throughout  the  country,  we  believe  that 
such  a wide  range  of  incomes  cannot  be  justified  on  any  logical  considerations.  We 
are  of  the  opinion  that  the  extent  of  the  range  from  the  lowest  to  the  highest 
general  practitioner  incomes  should  be  considerably  narrower  'than  at  present. 

Practice  Expenses. — In  calculating  the  central  pool,  allowance  is  made  for 
approximately  38  per  cent,  of  gross  income  to  be  spent  on  practice  expenses.  The 
application  of  this  (proportion  to  all  practices  is  based  on  a fallacious  assumption 
that  all  .practices  conform  to  the  average  in  this  respect. 


In  fact,  .the  essential,  genuine  .practice  expenses  do  not  vary  very  widely  according 
to  size  of  practice,  and  certainly  not  in  direct  proportion.  It  is  not  true  that  every 
patient  on  the  list,  whether  the  first  or  the  5,500th,  involves  the  practitioner  in  the 
same  amount  of  expense.  A doctor  with  a small  list  spends  a much  higher  propor- 
tion of  his  income  on  his  .practice  than  one  with  a large  list,  and  a doctor  starting 
a new  practice  may  work  at  a loss  for  some  years.  On  die  other  hand,  'in  .the 
higher  ranges  each  additional  patient  adds  relatively  little  to  practice  costs,  and 
thus  the  patients  at  the  higher  end  of  the  list  produce  a higher  NET  income  than 
those  at  'the  lower  end.  The  loading  of  the  capitation  fee  is  an  attempt  to  compen- 
sate for  this  maldistribution,  but  its  effect  is  limited,  and  .the  range  of  its  application 
inappropriate. 


The  Spens  Report. — The  majority  Spens  Report  on  the  remuneration  of  general 
practitioners  is  unsatisfactory  because  it  recommends  no  minimum  income,  but  only 
a lowest  paid  group  of  “ under  £700  p.a.”  (at  1939  prices).  Hence  the  lowest  gross 
income  is  zero,  and  the  lowest  net  income  less  than  zero  because  of  practice 
expenses — a unique  and  quite  unsatisfactory  situation  in  a publicly  organised 
health  service. 


In  .the  application  of  the  .Spens  Report  the  percentage  distribution  of  different 
levels  of  income  for  various  age  groups  recommended  in  the  report  is  not  used  in 
deciding  the  incomes  of  general  practitioners.  In  fact,  even  the  numbers  of  general 
practitioners  in  each  income  grouD  did  not  seem  to  be  known  to  the  Ministry  of 
Health  on  8th  February,  1957.  (Reply  to  Dr.  Donald  Johnson,  M.P.,  by  Mr.  Vosper, 
House  of  Commons.)  In  practice  the  distribution  of  general  practitioner  income  has 
been  based  on  the  abstract  and  meaningless  concept  of  the  “ average  practitioner  . 
As  a result,  any  resemblance  .between  the  -Spens  Report  and  the  present  distribution 
of  general  practitioner  incomes  'is  purely  fortuitous. 


Previous  Adjustments  in  Remuneration.— These  have  all  (including  the  last 
interim  5 per  cent,  increase)  widened  the  already  wide  range,  both  for  net  remuner- 
ation and  for  practice  expenses,  since  the  increases  of  remuneration  have  always  been 
based  on  the  number  of  patients  on  the  doctor’s  list. 
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in 

Proper  Current  Levels  of  Remuneration 

We  wish  to  emphasise  that  any  flat  rate  increment  which  would  again  further 
widen  the  already  wide  range  of  incomes  would  in  our  opinion  be  quite  unjustifi- 
able. 

The  various  defects  of  the  present  method  of  remuneration  could  in  our  opinion 
he  put  right  if  the  following  principles  were  applied : — 

1.  Practice  Expenses.— There  should  be  a basic  payment  to  each  practitioner  in 
the  N.H.S.  as  part  of  his  remuneration,  sufficient  to  cover  basic  practice  expenses. 
We  would  suggest  £750  p.a.  as  a reasonable  figure.  We  realise  that  m such  an 
arrangement  reductions  in  the  amount  payable  may  have  to  be  made  m cases 
where  a very  small  practice  failed  to  grow  at  a reasonable  rate,  and  that  there 
might  have  to  be  safeguards  against  abuse.  Also  it  might  be  necessary  to  make  a 
reduced  basic  payment  for  doctors  in  partnership,  since  practice  expenses  of  partn  rs 
are  relatively  less  per  person  than  for  single-handed  practitioners. 

2.  Increments  for  Age  and  Length  of  Servfe.-There  should  be  increments  in 
respect  of  age  and  length  of  service  in  the  N.H.S.  This  principle  is  well  recognised 
in  the  case  of  other  persons  working  in  the  public  service  and  of  doctors  m the 
Civil  Service  and  working  for  local  authorities.  It  would  obviate  the  necessity  for 
a practitioner  continually  to  enlarge  his  list  over  the  years  m order  to  meet  increasing 
personal  and  family  commitments. 

' 3.  Distribution— (a)  Given  the  basic  payment  referred  to  under  (1),  the  capita- 
tion fee  should  be  at  a standard  rate  for  the  first  2,000  patients  on  the  list.  Unhl 
such  time  as  the  maximum  number  of  patients  is  reduced  to  2,000,  there  should 
be  a reduced  rate  of  capitation  fee  for  patients  after  the  2,000th.  The  combined 
income  accruing  from  the  basic  payment  plus  the  capitation  fees  for  2,000  patients 
should  be  fully  adequate,  independent  of  other  sources  of  income,  so  that  the  doctor 
is  able  to  devote  his  undivided  time  and  attention  to  2,000  patients. 

(5)  In  the  absence  of  the  basic  payment,  the  loaded  range  of  the  capitation  fee 
should  be  shifted  from  the  present  one  of  501-1,500  patients  to  1-1,000.  This 
measure  would  help  to  compensate  for  the  higher  expenses  ratio  of  the  smaller 
practice.  The  loading  could  be  so  adjusted  as  to  reduce  or  eliminate  the  drop  of 
income  suffered  by  a principal  who  takes  in  a new  partner  (applying  the  present 
system  of  “ notional  loadings  ”). 


4.  Junior  Partners. — In  order  to  prevent  the  exploitation  of  junior  partners,  in 
many  ways  similar  to  that  which  goes  on  in  the  case  of  assistants,  it  should  be 
made  compulsory  that  (a)  a new  partner’s  share  on  entry  is  not  less  than  one  half 
of  the  largest  share  in  the  partnership ; (6)  an  incoming  partner  reaches  parity  or 
near  parity  with  the  other  partner(s)  in  the  practice  in  not  more  than  five  years 
from  the  date  of  his  admission  to  the  partnership. 


5.  Health  Centres— When  more  health  centres  are  opened  throughout  the  country, 
we  believe  that  payment  to  health  centre  doctors  should  be  on  a non-competitive 
basis,  e.g.,  by  salary  or  sessions,  and  not  by  capitation.  In  this  case  the  basic 
payment  would  not  be  necessary  for  health  centre  doctors,  though  increments  for 
age  and  length  of  service  would  still  apply. 


IV 

Arrangements  for  keeping  the  Remuneration  under  Review 

In  our  opinion,  Whitley  Council  A,  for  which  there  is  provision, . should  be 
formed,  and  its  Staff  Side  should  include  direct  representation  of  practitioners  with 
special  problems,  e.g.,  rural  practitioners,  small  list  practitioners,  etc. 
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Memorandum  of  Evidence  from  the  Executive  Committee  of  the  General  Practice 
Reform  Association  to  the  Royal  Commission  on  Doctors’  and  Dentists’ 
Remuneration 

REMUNERATION  OF  ASSISTANT  GENERAL  PRACTITIONERS 
PARTICIPATING  IN  THE  NATIONAL  HEALTH  SERVICE  ' 


I 

Background  to  the  Remuneration  Problem  of  Assistant  General 
Practitioners 


There  are  in  England  and  Wales  1,546  assistant  general  practitioners  employed 
by  other  doctors  (principals)  in  general  medical  practice.  The  trainee  genera! 
practitioners,  numbering  386,  are  also  employed  privately  by  the  principals,  although 
the  cost  of  their  remuneration  is  met  by  public  funds.  (Figures  quoted  for  1st 
July,  1956,  by  Mr.  Vosper  in  reply  to  Mr.  Somerville  Hastings,  M.P.,  House  of 
Commons,  3rd  May,  1957.) 

It  is  well  known  in  the  medical  profession  that  both  the  assistants  in  genera! 
practice  and  those  doctors  in  the  hospital  service  in  posts  of  limited  tenure  are  in 
an  unfavourable  position  economically,  are  mostly  without  prospects  of  advance- 
ment, and  are  likely  at  some  time  to  experience  unemployment  or  underemployment. 
(For  example,  see  Annotation,  British  Medical  Journal,  1st  April,  1950;  “Entry 
into  Practice  ”,  Medioal  World  Newsletter,  29th  August,  1952 ; Editorial  article. 
Lancet,  26th  February,  1955  ; “ Unemployment  and  Underemployment  in  the  Medical 
Profession”,  Supplement  to  British  Medical  Journal,  5th  November,  1955,  and  1st 
September,  1956  ; and  numerous  letters  published  in  the  correspondence  columns  of 
the  medical  journals  during  the  past  eight  years.)  It  is  also  well  known  in  the 
profession  that  many  of  the  younger  doctors  trained  in  this  country  have  been  forced 
to  emigrate  in  search  of  a livelihood.  The  situation  of  this  unestablished  section 
of  the  profession  is  becoming  known  to  the  general  public.  (For  example,  see 
“ Young  Doctor’s  Dilemma  ”,  Daily  Telegraph,  27th  August,  1954  ; “ Doctor  on 
the  Dole  ”,  News  Chronicle,  10th  September,  1954 ; Hansard,  questions  by  Mr. 
Somerville  Hastings,  M.P.,  25th  April,  1955 ; Hansard,  Adjournment  debate  on 
unemployment  in  the  medical  profession,  24th  April,  1956  ; Series,  “ Hospitals,  A 
Doctor  Talks  ” by  Dr.  Louis  Goldman,  Observer,  12th  May-2nd  June,  1957  ; “ Doctor 
on  the  Dole  ”,  Chapter  I,  by  Michael  Johnn.) 

We  have  ourselves  received  during  the  past  six  years  many  hundreds  of  communi- 
cations from  assistant  general  practitioners  and  other  unestablished  doctors  complain- 
ing of  financial  hardship,  unfair  conditions  of  employment,  lack  of  prospects,  false 
promises  of  partnership  from  principals,  and  unemployment. 


The  Permanent  Assistant. — The  vast  majority  of  assistant  general  practitioners 
have  neither  prospects  of  promotion  to  a junior  partnership  nor  any  foreseeable 
likelihood  of  becoming  established  as  a principal  elsewhere  by  other  means.  Assistant- 
ships  are  therefore  no  longer  a temporary  status  to  enable  a doctor  to  gain  experience 
before  becoming  a principal : the  permanent  assistant,  forced  to  accept  the  terms 
offered  by  the  principal  or  to  face  unemployment,  has  appeared. 


This  situation  has  caused  the  principals  to  regard  the  assistant  primarily  as  an 
employee  for  material  gain  and  not  as  a professional  colleague.  Confirming  this 
attitude  the  General  Medical  Services  Committee  (G.M.S.C.)  of  the  British  Medical 
Association  has  gone  on  record  as  accepting  the  system  of  permanent  assistantships : 
On  the  “ major  question  of  principle  (of)  whether  exception  can  properly  be  taken 
to  one  doctor  employing  another  in  circumstances  which  make  it  possible  for  him 
to  derive  financial  benefit  from  so  doing”  it  “holds  the  view  that  there  is  nothing 
improper  or  unethical  in  a principal  enjoying  a monetary  reward  in  respect  of  the 
indefinite  employment  of  an  assistant  . . ” (Supplement  to  the  British  Medical 
Journal,  2nd  April,  1955,  p.  151,  from  paragraphs  No.  8 and  12.) 

Contract  of  Employment.— In  some  permanent  assistantship  posts  a written  con- 
tract (usually^  prepared  to  the  model  supplied  by  the  British  Medical  Association) 
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is  signed,  and  in  others  the  terms  of  employment  are  stated  verbally  by  the  principal 
to  the  assistant.  The  decision  as  to  whether  or  not  a contract  should  be  signed  is 
made  entirely  by  the  principal.  Some  principals  insist  upon  such  a document,  since 
the  assistant  thereby  signs  away  his  right  to  practise  independently  in  a wide  surround- 
ing area  for  several  years.  The  permanent  assistant  is  generally  no  better  off  for 
having  a written  contract,  as  he  can  still  be  dismissed  at  any  time  on  relatively  short 
notice.  For  example,  in  an  investigation  by  questionnaire  carried  out  by  us  in  1955. 
out  of  a group  of  97  assistants  who  replied  to  this  question,  49  stated  that  they  had 
written  contracts,  and  of  these  32  considered  that  their  contract  was  of  greater 
benefit  to  the  employing  principal  than  to  themselves  (the  remainder  thought  it 
was  of  equal  benefit  to  both  parties). 

Conditions  of  employment. — The  conditions  of  employment  and  hours  of  work 
vary  greatly.  In  many  cases  there  is  no  doubt  that  the  assistant  is  grossly  over- 
worked and  has  little  free  time  (sometimes  in  marked  contrast  to  the  employing 
principal).  The  prevailing  conditions  of  employment  may  be  exemplified  by  the 
answers  we  received  to  our  questionnaire  in  1955,  in  which  we  sent  over  1,000  ques- 
tionnaires to  assistant  practitioners,  and  of  which,  unfortunately,  only  113  were 
completed  and  returned : — 

Hours  of  active  work  per  week  ( number  of  replies  : 101). 

Working  over  44  hours  per  week : 68. 

Of  these,  18  worked  over  60  hours  per  week. 

Night  Duty  (< additional  to  hours  of  active  work)  ( number  of  replies : 107). 

On  duty  for  more  than  7 nights  per  fortnight : 52. 

In  2 instances  the  assistant  was  on  duty  12  nights  per  fortnight. 

Week-end  Duty,  from  Saturday  midday  until  Monday  morning  ( number  of 
replies:  96). 

On  duty  more  often  than  alternate  week-ends : 40. 

In  4 instances  the  assistant  was  on  duty  every  week-end. 

Weekly  Half-day  Off  Duty  { number  of  replies : 102). 

The  majority  had  one  half-day  (= afternoon  and  evening)  off  duty  during  the 
week. 

However,  in  4 instances  the  assistant  did  not  have  a half-day  off,  and  in  15 
others  he  had  only  part  of  a half-day  (i.e.,  afternoon  or  evening). 

Statutory  Holidays  {number  of  replies : 97). 

In  all  except  8 instances  the  assistant  was  on  duty  on  some  or  all  of  the 
statutory  holidays.  For  this  service  only  20  assistants  had  another  day  off  duty 
in  lieu  of  the  statutory  holiday.  Extra  pay  for  working  on  a statutory  holiday 
was  given  in  only  one  case. 

Annual  Holiday  {number  of  replies : 109) 

In  2 instances  holiday  with  pay  was  not  given. 

In  1 instance  there  was  only  one  week’s  holiday  per  year  with  half  pay. 

In  1 instance  there  was  only  one  week’s  holiday  per  year  with  full  pay. 

(In  the  majority  of  cases,  the  assistant  had  not  less  than  two  weeks’  holiday 
per  year  with  full  pay.) 

Miscellaneous 

The  assistant  usually  had  to  provide  a car  for  his  use  in  the  practice  (for 
which  he  received  a car  allowance).  Frequently  the  assistant  had  extraneous 
duties,  most  often  responsibility  for  manning  the  telephone  for  the  receipt  of 
messages.  In  four  instances  the  assistant  had  regularly  to  clean  the  surgery 
premises,  and  in  one  case  to  light  fires. 

Unemployment.—* Why  do  assistant  practitioners  accept  unjust  conditions  of  em- 
ployment? The  answer  is  because  the  alternative  is  a period  of  unemployment. 
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ii 


Present  Levels  of  Remuneration  (Examples) 

107  assistants  replied  to  the  question  on  their  remuneration  in  our  Questionnaire. 

£7508paStforewhfch  *ila.ry. was  lef  than  £80(J  P=r  annum.  Of  these,  6 received 
4?  fin  4? f aL  70  h 3th  of  aotive  work  per  week  were  respectively  40,  40, 

4z  r * d 7?  ’ ,3  receaved  £70°  P-a.  for  42,  48,  and  55  hours  of  active  work 

per  week  respectively ; and  one  received  £600  p.a.  for  60  hours  ner  week  The 
salaries  are  all  inclusive,  there  being  no  extra  payments  for  night  duty,  etc.  (exJept 
m the  one  instance  for  work  on  statutory  holidays).  Free  accommodation  was 
provided,  m some  cases  because  of  night  duty. 

„ yaca°cies  fOT  whole-time  assistants  (excluding  trainees)  advertised  in  the 

British  Medical  Journal  during  the  six-month  period  November  1956  to  April  1957 
inclusive,  the  analysis  of  gross  salaries  offered  is  as  follows:—  ’ 


£700  p.a. 
£800  p.a. 
£900  p.a. 
£1,000  p.a. 
£1,100  p.a. 
£1,200  p.a. 
£1,300  p.a. 


3 

2 

9 

49 

23 

13 

1 


III 

Proper  Current  Level  of  Remuneration  of  Assistant  General  Practitioners 

The  permanent  assistantship  system  has  resulted  in  a principal-apprentice  relation- 
ship being  replaced  by  an  ordinary  employer-employee  relationship.  Hence  we 
submit  that  the  remuneration  of  assistant  general  practitioners  should  now  be 
calculated  on  a basis  of  a minimum  salary  for  a 5|  day  day-time  working  week, 
with  extra  remuneration  for  the  hours  of  duty  in  addition  to  this,  whether  spent 
in  active  work  or  being  “ on  call  ”,  rights  to  all  statutory  holidays  or  other  days 
in  lieu,  and  to  an  annual  holiday  with  pay. 

Such  a method  would  allow  a standard  minimum  level  of  remuneration  for  all 
assistants  for  a Si  day  day-time  working  week,  with  higher  minimum  "levels  of 
remuneration  proportional  to  the  duration  of  extra  work  and  on-duty  time  (calculated 
on  a weekly  or  fortnightly  basis). 

We  take  this  standpoint  because  there  is  no  justification  for  the  permanent 
assistantship  system,  which  could  and  should  be  abolished.  Until  it  is,  and  while 
assistants  are  in  the  same  position  as  other  privately  employed  individuals,  we 
maintain  that  they  should  have  the  same  rights. 

With  regard  to  the  calculation  of  the  standard  minimum  salary  for  5)  working 
days  per  week,  we  should  like  to  mention  that  the  Spens  Committee  recommended 
that,  at  1939  prices,  a recently  qualified  doctor  should  receive  a net  salary  of  not 
less  than  £500  p.a.  for  his  work  as  an  assistant.  Assuming  this  figure  (converted 
to  current  value  of  money)  to  be  appropriate  for  trainee  general  practitioners,  it 
naturally  follows  that  the  standard  minimum  salary  for  an  experienced  assistant 
should  be  greater. 


IV 

Arrangements  to  keep  the  Remuneration  of  Assistant  Practitioners 

UNDER  REVIEW 

In  reply  to  a question  in  our  questionnaire,  69  assistants  declared  themselves  in 
favour  of  the  establishment  of  a Wages  Council  for  assistant  general  praotitioners, 
under  the  Wages  Council  Acts,  1945  and  1948.  The  1956  Annual  General  Meeting 
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T>f  the  General  Practice  Reform  Association  also  passed  a resolution  in  favour  of 
the  establishment  of  such  a Council.  , 

Absence  of Direct  'and  toe^cSSaTlSieal  Services 

employers  (the  British  Medical  direct^ Negotiations  with  representatives  of  the 

Committee)  were  willing  to  enter  ensuring  that  the  principals  individually 

assistants,  there  would  be  mean\“e  ““t  reached.  This  alone  would  seem 
would  carry  out  the  terms  of  an y Departmental  control., 
to  justify  the  settrng  up  of  ^o"^e“einforc^  by  the  failure  of  all  the 
atw'to  Sme"  y*  -dependent  organisaUon  of  assistant  general 

PrS“wing  is  a brief  account  of  the  thwarted  efforts  to  obtain  such  an 

"T^U^ablisked  ^7PZic?l7ofrn 

1950,  its  name  being  changed  tot  enera  ^ practical  organisational  diffi- 

at  the  Annual  General  Me  S of  1 contact  with  a majority  of  the  assistants  at 
culties,  we  are  unable  to  remain  concerned  solely  with  assistant  practitioners, 
Xtth  problems  of  the  health 

services  generally.  applied  to  the  Council  of  the  B.M.A.  for  the 

2.  On  December  3rd  1950, , we  PP  ' aA™odation  for  assistants  and  o.ther  un- 

to  form  the  Special  Group  we  had  requested.  , 

, offered  however,  as  an  alternative,  to  allow  its  Assistants  and 

3.  The  Cj.M.o.v-y.  j /typo)  +ry  v,aVe  elected,  instead  of  co-opted 

Young  Practitioners  “"XiftabS  prhcipals  sitting  with  the  G.M.S.C. 

H”gKc' 

by  the  . • ■ rhe  employers’  main  executive  organ  and  not  even 

subcommittee ^of ! the  G t ■ ’ ’ ‘;sartionP fjr  assistants  and  unestablished  principals: 
as  a relatively  mdepei idem  «|amsa: no  G.M.S.C.  member  of  the  Sub- 

Mmmittee^andTevS  ^i^asJstant  or  nnestablished  principal;  the  Secretary  has 
committee  mo*  c„retarv  of  the  G.M.S.C. ; any  resolution  or  proposal  by  the 
ffis.^n  ^ays^frelecfedty  the  G.MS.C,  and  the  A.Y.P.S  cannot  give  its 
views  by  any  route  other  than  through  the  G.M.S.C. 

1 Twr.MSC  agreed  that  one  assistant  practitioner  from  the  A.Y.P.S.  should 
^L  n^nt  Committee  and  that  the  G.M.S.C.  should  request  Local  Medical 
sit  on  the  Pa™t  C ainlv  the  n.H.S.  principals  at  local  level— to  co-opt  an 

Committees-representmg  again,  the  representatives  of  the 

Sistants  canonly  be  regarded  as  participants  in  their  employers’  organisation, 
ulirn  (M.P.U),  and  a resolution  with  this  aim  was  passed  by  the  Union’s  Annual 
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General  Meeting  of  1953.  A constitution  and  provisional  policy  for  a special 
Section  of  the  M.P.U.  for  Assistant  and  Trainee  General  Practitioners  were  carefully 
drafted  and  were  approved  by  both  the  Union  and  ourselves.  The  Inaugural 
Meeting  was  called  by  the  General  Secretary  of  the  M.P.U.  for  Jan.  28th,  1955 
by  means  of  a circular  letter.  But  the  issuing  of  this  circular  was  criticised  at  the 
January  meeting  of  the  . G.M.S.C.  (Supplement  to  British  Medical  Journal,  5th 
February,  1955),  on  which  the  M.P.U.  has  two  delegates,  one  of  whom  is  its 
General  Secretary.  A second  circular  letter  from  the  General  Secretary  of  the 
M.P.U.,  dated  Jan.  26th,  1955,  was  consequently  sent  to  assistants,  informing  them 
that  the  Inaugural  Meeting  had  been  postponed  “ in  view  of  the  misunderstanding  ” 
which  had  arisen  ; and  to  the  best  of  our  knowledge  nothing  has  since  been  heard 
of  the  M.P.U.  Section  for  Assistant  and  Trainee  General  Practitioners. 

Absence  of  Terms  and  Conditions  of  Service  under  the  N.H.S. — Efforts  to  secure 
any  defined  Ministerial  terms  and  conditions  of  service  for  assistants  have  so  far 
been  unsuccessful. 

1.  On  23rd  October,  1951,  we  had  a meeting  with  Officers  of  the  Ministry  of 
Health  to  discuss  the  conditions  of  employment  of  assistant  general  practitioners 
participating  in  the  general  medical  services  of  the  N.H.S.  The  Officers’  view 
was  that,  as  assistant  practitioners  were  employed  privately  by  the  principals,  and 
were  not  in  contract  with  the  N.H.S.  Executive  Councils  (and  notwithstanding  our 
argument  that  ithe  assistant’s  employer’s  8 per  cent.  Superannuation  contribution 
was  paid  by  the  Ministry),  the  Ministry  of  Health  could  not  introduce  any  regula- 
tions dealing  with  conditions  of  employment  of  the  assistants.  (It  was  at  this 
meeting,  however,  that  the  possibility  of  a Wages  Council  was  first  suggested.) 

2.  We  submitted  written  and  oral  evidence  to  the  Committee  of  the  Central 
Health  Services  Council  on  General  Practice  within  the  National  Health  Service 
|in  1951,  and  further  written  evidence  in  1953.  In  its  report  published  in  1954, 
the  Committee  failed  to  make  any  positive  recommendations  on  the  conditions  of 
employment  of  assistants  on  the  grounds  that  it  believed  that  “ the  doctor-assistant 
relationship  is  not  more  open  to  abuse  than  are  other  similar  professional  arrange- 
ments”, and  that  sufficient  safeguards  were  provided  by  “ the  making  of  proper 
agreements  between  the  parties  concerned  . . . and  the  fact  that  both  parties  are 
at  liberty  to  dissolve  their  agreement  at  relatively  short  notice  ”.  No  account  was 
taken  of  the  development  of  the  permanent  assistantship  system,  its  causes  and 
implications. 

3.  After  a protracted  struggle  in  the  A.Y.P.S.,  the  maximum  concession  from  the 
G.M.S.C.  which  ultimately  emerged,  and  which  was  passed  by  the  Annual  Con- 
ference of  Local  Medical  Committees  in  1955,  was  that  consent  for  the  employment 
of  an  assistant  by  principals  in  the  N.H.S.  should  be  periodically  reviewed,  and 
where  appropriate  this  consent  withdrawn  or  the  number  of  extra  patients  permitted 
to  the  principal  reduced.  It  was  “felt  that  that  (recommendation)  would  ensure 
that  there  was  no  gross  exploitation  ”.  (Supplement  to  the  British  Medical  Journal, 
28th  March,  1955.)  Even  if  this  were  to  be  so,  it  would  be  quite  inadequate,  as 
■elimination  of  cases  of  gross  exploitation  is  not  acceptable  in  lieu  of  obligatory 
positive  minimum  standards  of  employment.  It  seems  to  us,  moreover,  that  even 
■the  cases  of  gross  exploitation  will  not  be  eliminated  by  the  reviews,  as  these  are 
to  be  undertaken,  not  by  an  impartial  body  such  as  the  Executive  Council  them- 
selves, but  by  the  local  executive  organ  of  the  employers : “ It  is  the  intention  that 
in  all  material  respects  the  Local  Medical  Committee  should  be  the  body  which 
should  look  at  each  case  and  bring  forward  a recommendation  to  the  Executive 
Council”  (loc.  cit). 

Thus  the  G.P.R.A.  feels  that  there  is  only  one  fair  and  satisfactory  solution : 
a Wages  Council  (or  similar  machinery  under  the  Ministry  of  Health),  and  we  hope- 
that  the  facts  which  we  have  submitted  will  lead  the  Royal  Commission  to  consider 
recommending  such  machinery  for  keeping  the  remuneration  of  assistant  general 
practitioners  under  review. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


404 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


Explanatory  Note  by  the  Royal  Commission 

The  following  list  of  topics  was  drawn  up  by  the  Royal  Commission  and  issued, 
along  with  an  invitation  to  submit  evidence,  to  all  representative  medical  organis- 
ations : — 

(i)  The  quality  and  quantity  of  recruits  ( a ) offering  themselves  and  (b)  accepted 

for  training  as  medical  students. 

(ii)  The  quantity  and  quality  of  newly  qualified  doctors. 

(iii)  Wastage  of  men  and  women  during  training  and  in  the  first  few  years  after 

qualification  with  any  remarks  on  incidence  and  causation. 

(iv)  The  cost  and  duration  of  training  and  the  extent  to  which  the  cost  is  or 

should  be  met  from  grants  (including  both  the  adequacy  of  the  grants  and 
the  proportion  of  students  receiving  them). 

(v)  The  position  and  prospects  of  a newly  qualified  doctor. 

(vi)  Any  trend  to  excessive  resort  to  certain  branches  of  the  profession  at  the 

cost  of  others. 

(vii)  The  relative  advantages  and  disadvantages,  financial  and  otherwise,  of  service 


as:  — 

(a)  a principal  in  single-handed  general  practice, 

(b)  a partner  in  general  practice. 

(c)  a whole-time  consultant  in  the  National  Health  Service, 

(d)  a part-time  consultant  with  the  maximum  number  of  sessions, 

(e)  a part-time  consultant  with  only  a few  sessions, 
if)  a Senior  Hospital  Medical  Officer, 

(g)  a doctor  in  any  other  sort  of  practice  or  employment. 

(viii)  The  difficulties  encountered  by  member  of  the  registrar  grades. 

(ix)  The  difficulties  of  entering  general  practice,  with  special  reference  to  the 

position  and  prospects,  financial  and  otherwise,  of  assistants. 

(x)  The  importance  of  private  consulting  practice  as  an  incentive  to  entering  the 

consultant  branch  of  medicine. 

(xi)  Expenses  in  general  practice,  how  far  they  vary  above  and  below  the  average 

and  how  far  payments,  e.g.  towards  capital,  have  to  be  made  which  are 
not  allowable  as  expenses  for  Income  Tax  purposes. 

(xii)  Comparative  treatment  for  Income  Tax  purposes  and  in  relation  to  expenses 

of  whole-time  and  part-time  consultants  in  the  National  Health  Service, 
(xiii)  Any  anomalies  in  the  methods  of  payment  of  any  branch  of  the  profession, 
e.g.  maldistribution  as  opposed  to  wrong  total  volume. 

(xiv)  Comments  on  the  present  system  of  calculating  and  distributing  general  prac- 

titioners’ remuneration  through  a central  pool. 

(xv)  General  comments  on  the  system  of  merit  awards  and  the  method  of  allot- 

ting them,  with  any  suggestions  for  an  alternative -system. 

(xvi)  Particulars  of  financial  stringency  suffered  by  any  classes  of  doctors  illustrated 

by  personal  budgets  of  practitioners. 

(xvii)  Special  considerations  of  which  account  ought  to  be  taken  in  discussions  of 
medical  remuneration. 

(xviii)  Specific  proposals  for  medical  remuneration. 

(xix)  The  practicability  of  the  profession  establishing  a fixed  scale  of  payments  for 
assistants  in  general  practice. 

<xx)  Proposals  for  specific  machinery  or  procedures  to  be  established  for  dealing 
with  future  discussions  of  medical  remuneration. 

(£xxi)  Any  factors  other  than  remuneration  which  are  affecting  the  contentment  of 
general  practitioners. 
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Memorandum  of  Evidence  from  the  Executive  Committee  of  the  General  Practice 
Reform  Association  to  the  Royal  Commission  on  Doctors’  and  Dentists’ 
Remuneration 

FURTHER  WRITTEN  EVIDENCE 
Introductory 

In  the  two  documents  which  we  have  already  submitted,  we  gave  our  views  on 
the  subjects  generally  of  each  of  the  three  points  in  the  stated  terms  of  reference 
of  the.  Royal  Commission,  for  general  practitioner  principals  and  assistant  general 
practitioners  respectively,  together  with  brief  introductory  sections  in  each  document 
on  the  relevant  background  to  the  remuneration  problems  of  these  doctors  serving 
m the  N.H.S.  This  evidence  was  compiled  prior  to  receiving  from  the  Royal 
Commission  its  statement  detailing  a number  of  points  on  which  information  was 
sought. 

In  the  evidence  presented  here,  we  have  endeavoured  to  answer  in  further  detail 
those  among  these  points  (13  in  all)  on  which  we  believe  we  have  information  which 
may  be  of  assistance  to  the  Royal  Commission.  The  items  dealt  with  are  presented 
in  the  order  in  which  they  occur  on  the  list  received  from  the  Royal  Commission, 
and  are  referred  to  by  the  same  numbers  as  they  bear  on  that  list. 

ITEM  (v) 

The  Position  and  Prospects  of  a Newly  Qualified  Doctor 

We  have  already  indicated  in  Section  I of  our  earlier  evidence  on  Assistants’ 
remuneration  that  in  our  view  the  position  and  prospects  of  the  newly  qualified 
doctor  are  most  unsatisfactory. 

The  newly  qualified  doctor  generally  has  little  difficulty  in  obtaining  some  sort  of 
employment  somewhere  in  the  country,  as  many  hospitals  are  chronically  short  of 
junior  staff,  though  there  is  difficulty  for  most  in  obtaining  posts  which  offer  special 
advantages,  e.g.,  posts  approved  for  higher  examinations,  teaching  hospital  appoint- 
ments, etc.  Periods  of  unemployment  between  posts  do,  however,  occur. 

These  early  posts  are  notoriously  ill  paid.  Apart  from  the  low  gross  salary,  a 
sizeable  deduction  is  made  for  residence,  which  is  a condition  of  employment  any- 
how, and  no  tax  rebate  is  obtainable  on  this  account.  The  young  houseman  finds 
himself  paying  tax  on  £125  which  he  does  not  get.  If  he  has  a wife  and  family 
he  has  to  provide  a second  home  out  of  the  pittance  which  remains.  The  argument 
that  the  young  doctor  in  his  pre-registration  year  is  little  more  than  a student  com- 
pleting the  final  stages  of  his  training  and  thus  does  not  qualify  for  more  than  a 
very  modest  salary  has  no  relation  to1  reality.  His  position  in  the  hospital — at  any 
rate  in  the  non-teaching  hospitals — is  in  no  way  comparable  to  that  of  an  apprentice. 
The  pre-registration  house  officer  carries  a considerable  degree  of  clinical  responsi- 
bility, and  often  has  to  take  important  decisions,  especially  at  times  when  his 
seniors  are  not  in  the  hospital.  In  addition  he  has  to  provide  an  all-round-the-clock 
service,  being  unable  to  leave  the  hospital  except  during  off-duty  hours,  which  in 
most  cases  can  hardly  be  considered  generous. 

One  of  the  unfortunate  results  of  the  present-day  organisation  of  the  health 
services  is  that  .the  doctor  who  wishes  to  obtain  varied  all-round  experience  before 
deciding  which  branch  of  medicine  he  wishes  to  follow  often  finds  himself  at  a 
disadvantage  in  competition  with  others  who  have  concentrated  on  their  chosen 
path  from  the  very  beginning.  The  tripartite  administrative  arrangements  keep  the 
hospital  and  general  practitioner  services  in  separate  watertight  compartments,  and 
allow  little  opportunity  for  free  exchange  of  doctors  between  them.  To  spend 
several  years  in  different  specialities  before  applying  for  a senior  post  in  one  of 
them,  or  several  years  in  hospital  before  entering  general  practice,  is  often  to  lessen 
ones  chances  of  obtaining  the  desired  appointment,  witness  the  difficulty  experienced 
by  displaced  registrars  in  getting  into  practice,  and  the  virtual  impossibility  of 
becoming  a consultant  after  having  been  in  general  practice.  This  is  undesirable. 
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for  it  results  in  a profession  consisting  of  doctors  with  little  appreciation  of  one 
another’s  work  and  a lack  of  sympathy  between  them.  It  also  results  m having 
both  consultants  and  G.P.’s  not  as  fully  educated  (in  the  widest  sense  of  the  woid 
medically)  as  they  might  have  been  ; this  prevents  the  patient  from  getting  the  best 
possible  service. 

The  doctor  who  wishes  to  enter  general  practice  finds  artificial  barriers  in  his 
path ; these  will  be  fully  considered  under  Item  (ix)  of  this  evidence. 

The  unsatisfactory  conditions  of  work  and  prospects  of  newly  qualified  doctors 
today  may  be  illustrated  by  the  following  extracts : 

Extracts 

“ . . the  prospects  of  a doctor  becoming  a consultant  between  the  ages  of  35 
and  40,  or  a principal  or  partner  in  general  practice  between  30  and  35,  are  si 
not  as  good  as  they  should  be.”  (From  an  editorial  article.  Lancet,  26th  February, 

“ Many  of  those  who  apply  for  admission  to  the  medical  schools  like  those 
who  embark  on  the  career  of  general  medicine  today  must  feel  that  there  is 
now  a very  definite  restriction  of  entry  into  the  ,Jf™m967^h 

Apprentice  in  Medicine”,  British  Medical  lournal,  16th  April,  1955,  p.  967.) 

“ It  is  clear  that  in  Great  Britain  at  the  present  time  the  chance  of  becoming  a 
consultant  in  hospital  practice  or  a principal  or  partner  in  general  P^ctice  “ 
too  difficult  and  too  uncertain.”  (From  Opportunities  for  Medical  Practice  at 
Home  and  Abroad”,  by  Sir  Stanley  Davidson,  British  Medical  Journal,  14th  May, 
1955,  p.  1171.) 

“ A dilemma  faces  the  young  doctors  of  Britain  today,  for  they  are  qualifying 
in  a country  which  appears  to  many  of  them  to  be  grossly  over-doctored.  That, 
at  least,  is  the  impression  they  get  when  they  measure  the  chances  of  ?*mtu  g 
consultant  status  or  a principalship  in  general  practice.  (From  Young  Doctor  s 
Dilemma”,  Daily  Telegraph,  27th  August,  1954.) 

“ A few  years  ago  it  would  have  been  unthinkable  that  doctors  should  draw 
unemployment  benefit,  but  some  of  them  are  doing  so  today.  (From  an  Annota- 
tion, Lancet,  9th  March,  1957.) 

Sneakina  about  the  future  of  1,000  young  doctors  who  would  be  released  from 
the  Si  X National  Service  ends  in  1960,  Mr  H E.  Harding,  Dean  of 
Westminster  Medical  School,  said  that  he  could  not  find  any  responsible  body 
had  vet  concerned  itself  about  finding  them  jobs  in  civilian  life;  he  shared  the 
concern  of  these  young  men  about  their  future.  They  represent  , he  said, 
“ an  enormous  potential  of  medical  skill  and  the  problem  of  their  future  employ- 
ment can  only  be  determined  by  national  policy  after  careful  enquiry.  The 
National  Health  Service  in  its  existing  establishment,  budgeting  and  planning  has 
given  no  assurance  that  the  problem  is  any  less  than  I have  postulated.”  (Report 
in  The  Lancet,  12th  October,  1957,  p.  751.) 

Dr.  Donald  Johnson,  M.P.  (Conservative,  Carlisle)  asked  if  the  Minister  of 
Health  was  aware  of  the  number  of  qualified  doctors  who  were  emigrating  to 
appointments  in  the  Commonwealth  and  the  U.S.A.  owing  to  not  being  able  to 
find  appointments  in  the  National  Health  Service.  (Parliamentary  report,  British 
Medical  Journal,  3rd  August,  1957,  p.  304.) 


ITEM  (vii) 

The  Relative  Advantages  and  Disadvantages,  Financial  and 
OTHERWISE,  OF  SERVICE  AS:  — 

(a)  A Principal  in  Single-Handed  General  Practice 

Advantages. — The  single-handed  principal  is  financially  independent,  as  he  does 
not  have  to  share  his  income.  He  is  not  exploited  by  any  other  doctor.  He  can  run 
his  practice  exactly  as  he  wishes.  His  position  is  not  affected  by  any  other  doctor, 
e.g.,  a partner  who  becomes  ill  or  otherwise  incompetent. 
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Disadvantages.  His  practice  tends  to  bear  a higher  expenses  ratio  than  a partner- 
ship practice.  He  has  to  be  available  for  his  patients  at  all  times,  and  cannot  take 
any  time  completely  off  duty  or  leave  the  area  of  his  practice,  unless  able  to  take 
part  in  a rota  of  local  practitioners  for  mutual  cover.  (This  practice  is  not  prevalent 
everywhere,  and  is  impossible  in  some  rural  communities  as  there  is  no  other  doctor 
near  enough.)  Any  longer  period  of  absence,  whether  on  account  of  illness,  holiday 
or  refresher  courses,  necessitates  the  services  of  a locum  tenens.  The  single-handed 
doctor  tends  to  suffer  a certain  amount  of  anxiety,  both  as  regards  the  need  to  be 
always  available  (e.g.,  he  cannot  afford  to  be  ill)  and  always  responsible,  and  also 
through  not  being  able  easily  to  obtain  a further  opinion  and  discussion  about  patients 
who  present  problems.  This  anxiety  does  not  exist  to  the  same  extent  in  partnership 
practices.  Because  he  is  constantly  at  risk  to  all  his  patients,  he  cannot  carry  as  high 
a load  as  the  doctor  in  partnership.  He  lacks  the  stimulus  of  professional  contact 
with  his  colleagues,  tends  to  get  into  a rut  in  his  methods  of  working,  and  can  easily 
become  complacent  and  unaware  of  advances  in  treatment  or  of  his  own  short- 
comings. More  than  any  other  doctor,  he  sees  his  neighbouring  practitioners  as 
competitors  rather  than  colleagues. 

(b)  A Partner  in  General  Practice 

Advantages. — Practice  expenses  are  shared,  and  therefore  often  lessened.  In 
particular,  the  cost  of  practice  premises  and  of  some  equipment  can  often  be  shared, 
as  also  the  wages  of  ancillary'  staff  (whom  a single-handed  doctor  may  not  be  able 
to  afford  to  employ).  The  employment  of  holiday  locums  is  often  avoidable,  the 
remaining  partner(s)  taking  over  the  absent  partner’s  work.  Half-day  and  week-end 
off  duty  is  easily  arranged.  A doctor  in  partnership  is  not  professionally  isolated. 
The  efficiency  of  a partnership  can  be  enhanced  if  different  partners  have  special 
knowledge  and  experience  of  special  branchs  of  medicine. 

Disadvantages. — Harmony  within  the  partnership  depends  upon  co-operation 
between  the  partners,  and  compatibility  of  their  personalities  as  well  as  those  of  their 
wives  ; -this  is  not  always  found,  especially  in  the  larger  partnerships.  If  one  member 
of  a partnership  does  not  pull  his  full  weight,  an  undue  proportion  of  the  work  is 
thrown  on  the  others.  Under  present  conditions,  junior  partners  may  be  obliged,  as 
a condition  of  the  partnership,  to  accept  terms  and  conditions  to  which  they  object, 
such  as  a disproportionate  amount  of  evening  and  night  work,  an  unduly  small  share 
of  the  profits,  or  compulsory  purchase  of  a practice  house  at  the  price  asked  by  the 
senior  partner.  Such  opportunities  for  exploitation  of  junior  partners  will  continue 
until  the  present  difficulties  of  entry  into  practice  are  overcome.  If  a junior  partner 
adds  to  the  practice  income  by  doing  outside  paid  work,  his  partner(s)  receive  the 
major  share  of  the  additional  money  he  brings  in. 

(c)  A Whole-Time  Consultant  in  the  N.H.S. 

Advantages. — The  satisfaction  of  being  able  to  devote  all  his  time  and  energies  to 
a single  job. 

Disadvantages. — No  earnings  are  permissible  outside  the  salary  for  the  appoint- 
ment, apart  from  payment  for  domiciliary  visits.  In  respect  of  the  latter  the  whole- 
time consultant  is  at  a disadvantage  because  he  receives  no  payment  for  the  first 
eight  visits  in  every  quarter.  Private  practice  is  not  permitted.  No  mileage  allowance 
is  given  other  than  for  domiciliary  visits.  Only  very  limited  expenses  can  be  claimed 
for  income  tax  purposes. 

(d)  A Part-Time  Consultant  with  a maximum  number  of  Sessions 

Advantages. — Private  practice  is  permitted,  and  there  is  no  limit  to  the  income 
that  can  be  earned.  Earnings  outside  the  N.H.S.  can  easily  amount  to  much  more 
than  the  difference  between  his  salary  and  that  of  a whole-time  consultant  of 
equivalent  standing.  Subject  to  a maximum  number  per  quarter,  all  domiciliary 
visits  are  paid  for.  Car,  consulting  room,  and  other  expenses  can  be  claimed  against 
income  tax. 

Disadvantages— The  part-time  consultant  usually  has  sessions  at  a number  of 
hospitals,  so  that  he  can  devote  only  a proportion  of  his  time  to  the  patients  under  his 
care  at  each  hospital.  Because  of  outside  commitments  and  of  time  lost  in  travelling. 
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the  part-time  consultant  is  liable  not  to  give  as  good  value  for  money  as  the  whole- 
timer. 

(e)  A Part-time  Consultant  with  only  a few  Sessions 

As  the  circumstances  of  such  consultants  are  subject  to  very  wide  variation, 
especially  as  regards  the  amount  of  private  work  done,  no  useful  comment  can  be 
made  on  this  group. 

(f)  A Senior  Hospital  Medical  Officer 

Disadvantages. — The  doctors  in  this  grade,  which  was  established  at  the  beginning 
of  the  N.H.S.  as  a temporary  expedient,  but  which  has  since  expanded  considerably 
more  than  the  consultant  grade,  are  in  an  invidious  position.  They  may  carry  clinical 
responsibilities  as  great,  or  nearly  as  great  as  those  of  consultants,  but  their  remunera- 
tion is  considerably  less,  and  their  prospects  of  promotion  poor.  They  are,  in  fact, 
used  as  a cheap  source  of  consultant  labour,  but  are  'likely  to  remain  in  their  grade 
for  the  remainder  of  their  careers,  since  appointment  to  consultant  rank  is  usually 
made  from  senior  registrars  and  not  from  S.H.M.O.’s.  They  are  unable  to  obtain 
merit  awards,  or  to  do  private  practice  or  domiciliary  visits. 

S.H.M.O.’s  are  inadequately  represented  on  the  negotiating  committees  that 
negotiate  with  the  Ministry  of  Healh. 

(g)  A Doctor  in  any  other  sort  of  Practice  or  Employment 

The  position  of  assistants  in  general  practice  is  fully  discussed  in  our  earlier 
evidence  on  Assistants’  remuneration,  and  under  Items  (ix),  (xvi)  and  (xix)  of  this 
evidence. 

ITEM  (viii) 

The  Difficulties  Encountered  by  Members  of  the  Registrar  Grades 

Bearing  in  mind  the  duties  and  responsibilities  of  the  registrars  and  senior  registrars, 
which,  like  those  of  the  S.H.M.O.’s,  are  not  infrequently  of  a consultant  nature,  they 
must  be  considered  grossly  underpaid  by  any  reasonable  standard.  Those  with  wives 
and  families  have  real  difficulty  in  managing  on  the  low  salaries  they  receive. 

It  must  be  remembered  that  these  men  have  reached  their  position  only  after 
several  years  of  hard  work  in  the  more  junior  grades,  and  have  often  obtained  higher 
clinical  qualifications.  Nevertheless,  not  only  is  their  skill  and  experience  not  re- 
cognised in  their  financial  reward,  but  their  prospects  of  advancement  are  at  present 
doubtful,  to  say  the  least.  At  each  stage  of  promotion  the  difficulties  experienced 
in  obtaining  a more  senior  post  increase,  since  the  vacancies  become  fewer  and  the 
competition  more  severe.  Many  of  these  well  qualified  doctors  are  thus  obliged  to 
spend  years  drifting  from  one  appointment  to  another  in  the  same  grade.  The  period 
of  tenure  for  each  appointment  being  generally  limited  to  2 or  4 years  for  registrars 
and  senior  registrars  respectively,  it  is  not  even  possible  for  those  doctors  to  keep  a 
permanent  domicile.  Repeated  moves  are  necessary,  involving  family  and  educational 
unheaval,  and  additional  expense. 

A considerable  proportion  of  registrars  are  destined,  under  existing  arrangements, 
never  to  reach  consultant  or  even  S.H.M.O.  rank,  since  the  number  of  such  per- 
manent vacancies  is  insufficient.  A consultancy  falls  vacant  once  in  a professional 
lifetime,  but  a registrarship  is  filled  by  a new  doctor  every  two  years.  Inevitably 
many  ex-registrars  join  the  stream  of  doctors  seeking  entry  onto  general  practice,  and 
here  too  they  find  themselves  at  a disadvantage  in  getting  in,  despite  their  excellent 
qualifications,  because  -their  experience  is  regarded  as  -too  specialised,  and  because 
they  lack  experience  of  general  practice. 

Another  of  the  registrars’  grievances  is  that,  in  selecting  candidates  for  more 
senior  appointments,  undue  preference  is  given  to  those  who  have  held  teaching 
hospital  appointments.  In  the  scramble  for  relatively  few  teaching  hospital  posts, 
many  must  necessarily  be  unsuccessful,  and  -these  at  present  have  little  chance  of  ever 
becoming  consultants.  This  discrimination  against  non-teaching  hospitals  seems  to  us 
to  be  both  unjust  and  unjustified,  for  many  major  non-teaching  hospitals  can  provide 
at  least  equivalent  clinical  experience. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  GENERAL  PRACTICE  REFORM  ASSOCIATION 


409 


Finally,  the  registrars  have  no  direct  representation  on  any  of  the  bodies  which 
negotiate  directly  with  the  Ministry  of  Health.  Their  only  channel  is  via  the  Central 
Consultants  and  Specialists  Committee,  which  is  composed  mostly  of  teaching  hospital 
consultants,  who  -are  without  a direot  interest  in  the  registrars’  problems. 

Illustrative  Extracts 

“ Running  through  -the  hospitals  of  Britain  today,  invisibly  linking  doctors  from 
one  end  of  -the  country  to  the  other,  are  three  closely  woven  strands  of  frustration, 
fear,  and  despondency.  Highly  skilled  though  -these  -men  and  women  often  are,  they 
nevertheless  go  -about  their  daily  tasks  in  -the  bitter  -and  frustrating  knowledge  that 
the  future  holds  little  promise  for  them  in  their  chosen  field  of  work.  Fear  of  unem- 
ployment— and  worse,  of  being  unemployable — haunts  them.”  (From  “ Angry  Young 
Doctor  ” by  Louis  Goldman  (Hamish  Hamilton  1957),  a shortened  version  of  which 
was  published  in  the  Observer,  May-June  1957.) 

“Appointments  at  hospital  -outpatients  departments  are  unobtainable  for  weeks 
ahead  in  many  areas,  but  meanwhile  well  trained  senior  registrars  cann-ot  get  em- 
ployment as  consultants.”  (Horace  Joules,  M.D.,  F.R.C.P.,  M.A.P.W.  Bulletin,  April, 

1956. )  Please  see  also  extracts  under  Item  (v). 

ITEM  (ix) 

The  Difficulties  of  entering  General  Practice,  with  Special  Reference  to  the 
Position  and  Prospects,  Financial  and  otherwise,  of  Assistants 

“ If  a small  list  -man  was  unable  to  keep  his  list  -at  a reasonable  size,  let  him  retire 
gracefully  or  go  elsewhere.”  Thus  one  of  the  members  of  the  B.M.A.  Representative 
Body  is  reported  as  speaking  against  a motion  at  the  Annual  Representative  Meeting, 

1957,  to  use  -the  interim  award  to  general  practitioners  to  load  the  capitation  fees  for 
the  first  500  patients  on  the  list  (B.M.J.  Supplement,  20th  July,  1957).  The  motion, 
needless  to  say,  was  rejected. 

The  above  quotation  sums  up  very  -accurately  -the  attitude  of  the  leaders  of  the 
profession  towards  their  un-established  colleagues,  though  it  is  not  often  so  frankly 
expressed.  In  this  section  we  shall  try  to  show  that  the  scales  are  heavily  loaded 
against  the  young  doctor  who  must  fight  his  more  senior  professional  brethren  to 
obtain  a living,  and  -that  -the  present  system  caters  very  adequately  for  the  protection 
of  the  established  doctor  from  competition,  and  not  at  all  for  -the  need  for  more 
doctors  in  the  N.H.S.  This  is  why  the  notorious  overwork  among,  many  general 
practitioners  exists  side  by  side  with  great  financial  hardship  and  considerable  unem- 
ployment -among  -the  unestablished. 

Let  us  consider  separately  the  three  ways  of  entry  into  general  practice. 

I — Appointment  to  a vacancy- — About  150  vacancies  occur  each  year  in  England 
and  Wales.  The  number  of  applicants  varies,  but  is  often  over  100.  The  average 
age  of  applicants  is  about  36.  We  believe  these  figures  can  be  confirmed  by  executive 
councils. 

What  is  less  easily  checked  is  the  actual  prospects  offered  by  each  vacancy.  The 
doctor  who  is  lucky  enough  to  be  appointed — we  use  the  word  lucky  advisedly 
is  not  thereby  assured  of  a good  living.  Many  doctors  in  prospect  of  retirement 
allow  their  practices  to  dwindle  by  ceasing  to  take  new  patients,  or  even  advising 
the  old  ones  to  go  elsewhere.  In  'the  case  of  death  vacancies,  the  delay  which  occurs 
before  a successor  is  appointed  results  in  many  patients  registering  with  other 
doctors  in  the  area ; during  the  illness  preceding  the  doctor’s,  death  a neighbouring 
practitioner  may  have  already  been  looking  after  the  practice,  and  many  of  the 
patients  will  register  with  him.  Sometimes  even  the  premises  are  not  made  available 
to  the  new  doctor,  who  finds  himself  with  the  remnants  of  a practice  and  perhaps  no 
premises,  and  who  must  virtually  rebuild  the  practice.  (See  examples  1,  2.) 

Sometimes  practices  are  not  advertised  but  dispersed,  or  handed  to  a “logical 
sucoessor  Some  of  these  dispersals  known  to  us  are  inexplicable,  there  being  no 
obvious  reason  for  not  appointing  a successor. 

The  method  of  selection  also  gives  rise  to  considerable  disquiet.  Although  no  one 
would  deny  that  selection  committees  must  find  it  very  difficult  to  choose  from  a 
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plethora  of  equally  qualified  applicants,  yet  some  cases  known  to  us  raise  the 
suspicion  of  influence  in  the  selection  bodies.  (See  example  3.) 

Although  it  is  widely  held  that  young  doctors  nowadays  can  step  into  ready-made 
practices,  comparatively  few  in  fact  do  so,  and  many  of  these  find  themselves  little 
better  off  than  if  they  had  started  on  their  own. 

II — Putting  up  a plate. — This  is  the  time-honoured  method  of  starting  a practice. 
In  days  gone  by  one  could  be  fairly  sure  of  achieving  a good  living  eventually, 
but  the  position  is  very  different  now,  for  the  following  reasons : — 

1.  Nearly  all  patients  are  already  registered  with  a doctor,  so  the  new  entrant 
can  only  expand  his  practice  by  enrolling  his  colleagues’  patients,  except  where 
there  is  a large  influx  of  new  population. 

2.  Patients  wishing  to  change  their  doctor  are  hindered  by  the  restrictive  regula- 
tion which  requires  14  days’  notice  to  be  given  to  the  Executive.  Council.  (Most 
are  unwilling  to  adopt  the  alternative  procedure  of  asking  their  old  doctor  to 
oonsent  to  a change.) 

3.  A “ squatter  ” is  looked  on  as  a competitor  by  local  established  doctors,  and 
he  often  finds  himself  in  competition  with  branch  surgeries  (see  example  4),  or 
excluded  by  acquisition  of  the  only  available  premises  by  local  doctors  (see 
example  5). 

4.  Classification  of  areas — which  determines  whether  permission  to  put  up  a plate 
is  to  be  granted  or  not — is  done  by  rule  of  thumb  on  a doctor-patient  ratio  basis. 
This  can  be  unrealistic  where,  for  example,  an  area  contains  several  very,  large 
practices,  but  one  or  two  small  ones  which  reduce  the  average  size  of  list  in  the 
area ; there  may  .be  special  reasons  for  the  small  lists,  such  as  an  elderly  practi- 
tioner, or  one  with  a large  private  practice,  and  the  area  may  well  be  able  to  accept 
another  doctor,  but  owing  to  the  lower  average  list,  it  may  be  classified  as  inter- 
mediate or  restricted.  Again,  an  area  classed  as  a whole  as  intermediate  or  restricted 
on  the  basis  of  the  average  size  of  N.H.S.  list  may  oontain  within  it  districts  where 
an  additional  doctor  is  needed,  and  which  should  thus  be  .classified  as  designated. 
It  is  also  not  widely  realised  that  reclassification  is  not  decided  by  population  size, 
but  only  by  numbers  of  persons  registered,  i.e.,  registered  with  an  established  doctor. 
Where  there  is  a large  influx  of  population,  this  may  lead  to  inappropriate  classifi- 
cation : people  often  do  not  register  with  a doctor  until  they  require  his  services, 
perhaps  months  after  moving  in,  and  such  .people  are  not  counted  until  they 
actually  register.  This  ensures  that  local  doctors’  lists  are  well  filled  before  an 
area  is  reclassified  as  designated  (or  from  restricted  to  intermediate). 

5.  Initial  practice  allowance  (I.P.A.)  (payable  in  designated  areas  only)  is  subject 
in  the  second  and  third  years  not  only  to  certain  minimum  rates  of  growth  of  the 
list,  but  to  a total  professional  income  limit.  I.P.A.  is  insufficient  for  the  doctor 
to  live  on  and  meet  his  practice  expenses  after  the  first  year,  unless  he  has  an 
independent  private  source  of  income. 

6.  IP.A.  is  payable  once  only.  So  if  a doctor  has  once  received  it  and  is  unable 
to  build  up  a list  fast  enough,  perhaps  through  no  fault  of  his  own  (e.g.  illness), 
and  has  to  give  up,  he  cannot  again  daim  the  allowance,  even  if  he  is  appointed 
to  an  advertised  vacancy  without  a list. 

Ill — By  assistantship  with  a view  to  partnership. — This  is  the  method  recom- 
mended by  the  B..M.A.  in  their  Handbook  for  Medical  Practitioners  as  the  best 
way  of  entry  'into  practice.  In  conditions  where  the  supply  of  potential  entrants 
roughly  equalled  the  demand  for  doctors,  such  a method  might  work  reasonably 
well.  There  is  no  objection  in  principle  to  the  idea  of  a doctor  working  for  a short 
spell  as  a salaried  assistant,  during  which  time  he  and  the  principal  can  decide 
Whether  he  should  remain  in  the  practice,  and  principal  .and  assistant  can  get  to 
know  each  other  and  decide  whether  their  personalities  are  compatible.  Unfortu- 
nately, under  existing  conditions,  all  'the  advantages  of  such  an  arrangement  are 
with  the  principal,  who  benefits  financially  by  employing  an  assistant  at  a low 
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salary  for  as  long  as  possible,  but  stands  to  lose  a proportion  of  his  income  if  a 
fair  partnership  share  is  offered  to  the  assistant: — ■ 

1.  Owing  to  the  large  number  of  doctors  seeking  openings,  there  is  no  shortage  of 
applicants.  Even  a vacancy  for  a permanent  assistant  may  attract  dozens  of 
applications,  and  where  a “ view  ” is  mentioned  the  number  is  greatly  increased 
(see  examples  6,  7).  Thus  if  one  candidate  refuses  unfair  terms  and  conditions  of 
employment,  others  can  .always  be  found  who  will  accept. 

2.  The  assistant  is  a profitable  source  of  income  to  the  principal,  since  he 
enables  the  additional  list  of  up  to  2,000  patients  to  be  carried.  In  July,  1952,  of 
981  assistants  employed  by  single-handed  principals,  no  fewer  than  720,  or  73  per 
cent.,  were  working  in  practices  of  over  3,600  patients.  (Report  of  special  sub- 
committee of  the  G.M.S.C.  appointed  in  1955  to  study  fhe  problem  of  assistants.) 
The  inducement  is  thus  to  employ  an  assistant  without  view  if  possible,  or  if  with 
a view,  to  delay  the  implementation  of  the  partnership  for  as  long  as  possible ; or 
to  make  a pretext  for  refusing  the  promised  partnership  at  the  expiry  of  the  proba- 
tionary period,  either  directly  or  by  imposing  unacceptable  conditions  of  service 
(see  examples  8,  9,  10,  11,  12,  and  13). 

3.  Whenever  a doctor  taking  up  an  assistantship — whether  with  or  without  view — 
signs  an  assistantship  agreement,  the  latter  almost  always  contains  a restrictive 
covenant  preventing  the  assistant  from  practising  independently  for  a considerable 
period  in  an  area  containing  and  surrounding  the  practice.  Thus,  if  the  “ view  ’’ 
fails  to  materialise  for  any  reason,  the  principal  is  automatically  protected  from 
competition  by  his  ex-assistant,  while  the  latter  is  unable  to.  make  use  of  any  good- 
will he  has  acquired  in  the  area  .while  practising  there,  even  if  he  has  been 
dismissed  without  good  cause. 

4.  If  a share  is  offered,  the  principal  is  unable  to  obtain  any  financial  recompense 
for  parting  with  a proportion  of  his  income  to  a junior  partner.  The  only  present 
financial  inducement  to  taking  a partner  is  fhe  “ notional  loading  ” arrangement, 
and  in  its  present  form  this  does  not  do  enough  to  prevent  the  principal  from 
losing  income.  As  a result,  all  sorts  of  subterfuges  are  resorted  to  which  amount 
to  no  less  than  sale  of  goodwill,  though  performed  in  a manner  designed  to 
escape  penalties  under  the  N.H.S.  Acts.  The  obvious  example  is  the  employment 
of  an  assistant  for  long  periods  before  admitting  him  to  partnership.  Others  are : — 

Offering  an  unduly  small  share  of  the  partnership  profits  (see  examples  11 
and  14). 

Giving  the  junior  partner  an  undue  proportion  of  the  work,  especially  night 
and  week-end  work. 

Forced  purchase  of  the  principal’s  house  (see  examples  15  and  16). 

Compulsory  purchase  of  share  of  capital  equipment  at  an  exaggerated  price. 

Employment  of  partner’s  wife  as  secretary-receptionist,  or  charlady,  without 
payment  (see  example  12). 

The  foregoing  considerations  have  been  concerned  with  the  difficulties  of  entry 
into  practice.  On  the  subject  of  the  employment  of  permanent  assistants  in  the 
N.H.S.,  our  views  have  been  set  out  in  our  earlier  memorandum  of  evidence  on 
assistants’  remuneration.  We  would  merely  like  to  reiterate  here  our  view  that 
to  pay  one  doctor  for  the  work  done  by  another  is  immoral,  a misuse  of  public 
funds,  and  a practice  deleterious  to  the  best  interests  of  .the  profession.  We  strongly 
oppose  the  opinion  expressed  by  the  special  Subcommittee  of  the  G.M.S.C. 
appointed  in  1955  to  study  the  problem  of  assistants  that  “ .there  is  nothing  improper 
or  unethical  in  a principal  enjoying  a monetary  reward  in  respect  of  the  indefinite 
employment  of  an  assistant,  provided  that  the  salary  and  allowances  paid  are  com- 
mensurate with  the  responsibility  and  work  undertaken  and  that  the  assistant  has 
had  no  reason  to  believe  that  the  appointment  offered  would  lead  to  a partnership”. 
If  a doctor  is  considered  fit  to  do  a large  share  of  the  practice  work,  he  is  entitled 
to  the  .benefits  and  rewards  of  principalship. 
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Examples 

The  following  examples,  which  arc  alluded  to  in  the  foregoing  text,  are  of  Phonal 
ex^“our  members  and  other  who to*  ^ have  ^ our tZ 

details  of  anv  of  the  examples  will  be  supplied  it  requoreo.  we 
many  similar  exampte,  particulars  of  which  can  also  be  supplied. 

Appointment  to  advertised  vacancy.  P^jTSises  tef  been  sold 

Mg*" 

looked  after  by  a neighbouring  doctor  from  has  own  premises. 

Example  (2).-(Rom  a letter  to  the  G.P.R.A.)  “ I applied  for  62  Exemtove 
nnimrflPvacancies  at  one  of  these  I was  the  successful  candidate,  . . . 

Se  vfc^cy  was  a death  vacancy  with  a list  of  880  patients,  ft  attract^  over  40 
applicants.  Over  200  of  die  patients  had  removed  themselves  from  the Gist before 
Twas  aooointed  During  the  ten  weeks  between  the  principals  death  and  my 
talring  u^th”  Notice  it  was  looked  after  by  one  of  the  local  practitioners. 

Example  (3)  —End  of  1956,  a large  practice  of  4,000  patients,  a death  vacancy. 
AltoXh  many  excellent  applications  from  unestablished  doctors  were  imdoufctedly 
derived  amoK ta  a double  application  from  a pair  of  doctors  prepared  to  work 
"sH^one  living  iZ  than  two  mfies  from  the 
was  aiven  to  a doctor  who  was  already  a junior  partner  m the  same  EXJ.  area. 
(iSiSntaUy,  he  would  have  been  bound  to  employ  a permanent  assistant  from  the 
start  to  comply  with  the  regulations  for  maximum  lists.) 

Putting  up  plate  (or  appointment  to  executive  council  vacancy  wit hout  a list). 
Exemple  (4) — Doctor  appointed  to  an  advertised  vacancy  without  a list  (Middlesex) 
writS-  “Imagine  my  Ismay  when,  after  eight  weeks’  nerve-raefang  search  I 
eventually  found  a small  house  in  the  area  to  rent,  oiiy  to  find  -that  the  big  firms 
from  the  nearby  two  towns  had  set  up  look-up  surgeries,  so  that  now  where  there 
previously  had  not  been  a doctor,  there  are  ten  practitioners  plates  displayed  m 
places  of  vantage.  Their  representatives  have  ^advised  me  not  to  set  up  against 
them  since  the  odds  against  me  were  too  great  ”. 


Example  (5). — Intermediate  area,  large  new  housing  estate,  700  houses  already 
built  and  another  800  under  construction.  Nearest  doctor  about  a mile  away  (with 
large  list). 

Early  1957  : Approach  made  to  Executive  Council  asking  to  have  the  estate 
declared  a designated  area : this  was  refused. 


Spring,  1957  : Approach  to  local  housing  committee  for  premises  : informed  that 
no  premises  were  available,  but  that  the  matter  was  under  discussion  and  would  be 
decided  later. 


Summer,  1957:  Further  approach  to  housing  committee,  to  be  informed  that 
premises  had  been  made  available  to  local  doctors  for  part-time  surgeries  and 
therefore  allocation  of  premises  to  a new  doctor  could  not  now  be  considered. 

Autumn,  1957  : Permission  to  start  a practice  .at  last  granted  by  Executive  Council. 
Further  application  made  to  housing  committee,  to  be  told  again  that  there  is  no 
chance  whatever  of  obtaining  premises.  Meanwhile  other  doctors,  living  at  con- 
siderable distances  from  the  estate,  are  opening  their  part-time  branch  surgeries. 

Assistantship  with  view— difficulty  of  finding  a vacancy.  Example  (6).— Doctor 
a»ed  30,  with  hospital  and  trainee  general  practitioner  experience,  writes:  In 

twelve  months  I wrote  to  64  advertisers  (in  journals).  I had  no  reply  from  30, 
‘regret  vacancy  filled  ’ from  34.  No  interviews.  I applied  for  13  vacancies  from 
the  (B.M.A.)  Advisory  Bureau,  and  received  13  replies  regretting  vacancy  filed”. 

Example  (7).— Doctor  aged  29,  qualified  5 years,  holding  D.R.C.O.G.,  hospital, 
services  and  general  practice  (including  trainee)  experience,  writes,  after  failure 
to  obtain  a post  after  many  applications : “ I intend  continuing  my  search  for  a 
suitable  vacancy  in  medical  practice  for  the  next  .three  months.  If  still  unsuccessful 
at  the  end  of  that  time,  I shall  attempt  to  find  a position  outside  the  profession.” 
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Assistantship  with  view— -failure  to  implement  view  Example  (8). — Doctor 
aged  33,  qualified  8 years,  including  3 years’  general  practice  experience,  writes: 

“ Here  is  a developing  area  with  an  urgent  need  of  one  or  more  doctors.  To  my 
knowledge,  this  firm  have  had  at  least  .two  former  assistants  who  had  come  with 
‘ a view  ’,  hut  they  were  not  found  ‘ suitable  The  same  has  happened  to  me ; 
now  they  have  employed  a locum  for  3 or  4 days  to  be  followed  by  yet  another 
* assistant  with  view 

Example  (9). — Another  doctor  writes  of  his  experiences  in  an  assistantship  with 
'view : “ My  employer  had  had  several  previous  assistants  with  a view  (number 
(uncertain)  ...  It  was  very  difficult  to  work  with  him,  due  to  inconsistency.  1 
never  felt  confident  of  his  support.  I did  four  surgeries  a day  except  on  Sundays, 
.and  two  surgeries  on  .the  weekly  half-day  ...  In  the  agreement  I was  entitled  to 
some  holiday  after  6 months.  I asked  for  a few  days  after  7 months  because 
my  wife  (who  was  pregnant  and  helped  in  the  branch  surgery)  and  I were  very 
tired ; this  was  refused.  At  this  time  I protested  about  the  work  and  no  effort 
Was  made  to  discuss  it  with  me,  so  -things  went  on  as  before.  As  a result  of  my 
protest  he  immediately  decided  not  to  consider  a partnership  with  me,  and  started 
to  look  for  another  assistant  while  pretending  to  consider  partnership  with  me."’ 

Example  (10). — From  another  assistant  with  view:  “The  fact  that  the  view  was 
(not  to  -be  implemented  was  made  known  in  the  following  circumstances:  I had 
to  ask  -the  principal  ‘ what  about  it  ’ when  the  prescribed  probationary  period  in  the 
agreement  (up  to  a year)  was  exceeded.  I was  then  told  that  the  practice  income 
had  fallen,  due  to  facts  whioh  were  known  some  six  months  earlier.  I was  kept 
waiting  for  news  that  I should  not  be  taken  on  after  all,  and  this  delayed  my 
seeking  elsewhere.  The  principal  has  now  declared  that  it  has  been  his  intention 
to  drop  his  appointments,  and  to  allow  the  reducing  practice  to  dwindle  as  slowly 
as  possible  to  manageable  single-handed  proportions,  taking  a temporary  assistant 
in  the  busy  months  of  the  year.” 

Example  (11). — From  another  disappointed  doctor:  “In  1949  I obtained  employ- 
ment as  an  assistant  with  a view  to  partnership.  At  the  end  of  two  years  I was 
indeed  offered  a partnership.  The  terms  of  this  partnership,  however,  were  that 
•the  junior  partner  should  receive  £1,000  out  of  the  first  £3,000  profit,  and  one  quarter 
of  any  profit  in  excess  of  that  sum.  Moreover  the  senior  partner  retained  the  right 
to  dismiss  the  junior  partner  after  due  notice  . . . The  proposed  agreement  was 
submitted  to  the  Medical  Practices  Committee  for  their  observations.  The  terms 
of  this  agreement  did  not  approach  the  terms  recommended  by  the  Medical  Practices 
Committee,  and,  acting  on  my  solicitor’s  advice,  I sought  other  employment.” 

Example  (12). — Another  doctor  describes  the  terms  of  partnership  offered  to  him 
as  follows : “ That  I should  have  a 25  per  cent,  share,  which  would  in  effect  give 
me  a net  income  (after  deduction  of  expenses)  of  less  than  I was  already  having  as 
an  assistant.  That  I should  be  on  duty  every  Sunday  without  exception.  That  my 
wife  should  be  responsible  for  answering  all  telephone  calls,  failing  which  I should 
pay  someone,  out  of  my  own  share,  to  deal  with  these.”  He  goes  on  to  say  that, 
after  taking  legal  advice,  he  suggested  a larger  share,  some  readjustment  of  unfair 
off  duty,  and  a little  freedom  for  his  wife.  Soon  afterwards  the  assistant  was  told 
that  the  principal  could  not  see  his  way  to  offering  him  a partnership  at  all.  The 
principal  added,  however,  that  he  had  no  fault  to  find  with  the  assistant’s 
professional  work. 

Example  (13).— From  a letter  to  the  G.P.R.A.  dated  August,  1957 : “ Came  here 
in  1953  and  was  told  after  a year  that  they  would  like  me  to  stay  as  a partner  when 
the  practice  could  afford  it.  Since  then  about  800  patients  have  been  added.  Last 
week  I was  told  that  they  could  not  consider  taking  on  a new  man  postponed 
indefinitely.” 

Example  (14).— From  a letter  to  the  G.P.R.A. : “ My  next  job  was  at  first  without 
the  promise  of  a partnership,  but  when,  after  the  Danckwerts  award,  it  became  profit- 
able for  principals  to  make  their  assistants  into  partners,  my  then  employer,  for 
whom  I had  already  been  working  for  two  years,  offered  me  a partnership.  In  this 
case  the  junior  partner  was  to  receive  one  third  share  of  the  profits  of  the  partner- 
ship, subjeot  to  a further  two  years’  probationary  period,  but  with  no  arrangement 
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for  an  increase  in  the  share.  I felt  obliged  to  decline  this  offer  of  a partnership, 
and  was  summarily  dismissed.  For  these  reasons,  and  others,  I gave  up  general 
practice.” 

Assistantship  with  view — compulsoiy  purchase  of  premises.  Example  (15). 
Vacancy  advertised  through  B.M.A.  Advisory  Bureau:  Partnership  with  view  to 
succession  offered,  a condition  of  partnership  being  the  purchase  of  the  principal  s 
house,  containing  surgery,  for  £8,000.  (If  this  were  a fair  price  for  the  house,  it 
is  too  large  for  a young  doctor,  and  would  take  many  years  to  pay  for.) 

Example  (16)— From  a letter  to  the  G.P.R.A.:  “Following  -three  years  with  a 
view  which  did  not  materialise  I took  an  assistantship  at  £500  p.a.  with  a definite 
view.  The  principal  gave  me  one  month’s  notice  because  I refused  to  buy  his 
surgery  before  I became  a partner  . . . My  successor  became  a partner  the  day 
after  I left.” 

Extracts 

The  following  extracts  illustrate  some  of  the  problems  of  entry  into  practice : — 

“ . . . Many  letters  have  appeared  in  this  Journal  testifying  to  the  discomfort 
and  resentment  felt  by  assistants  who  have  been  unfortunate  in  their  choice  of 
principal.”  (From  an  Annotation  in  the  British  Medical  Journal,  1st  April, 
1950.) 

“The  proportion  of  the  profession  engaged  in  general  practice  is  considerably 
lower  than  in  1911,  being  probably  not  much  over  25  per  cent.  The  number 
of  those  looking  for  opportunities  to  get  into  general  practice  is  large,  and  many 
of  these  have  spent  long  and  sometimes  depressing  periods  as  assistants  and 
trainee  assistants.”  (Sir  John  Conybeare,  K.B.E.,  M.C.,  M.A.,  D.M.Oxon., 
F.R.C.P.,  The  Lancet,  18th  May,  1957,  p.  1032-35.) 

“ Most  informed  people  agree  that  entry  into  practice  (in  Britain)  as  at  present 
too  difficult,  and  a good  deal  of  harm  has  resulted  from  this  state  of  affairs.” 
(From  “ General  Practice  in  America  and  Great  Britain  ” by  C.  M.  Fleming, 
M.A.,  M.D.,  F.R.C.P.Ed.,  British  Medical  Journal,  19th  June,  1954.) 

"...  to  attain  the  status  of  a principal  is  at  present  so  difficult  that  an  assistant 
may  feel  bound  to  accept  terms  of  partnership  which  he  does  not  regard  as 
satisfactory  ...”  (From  Report  of  the  Medical  Practices  Advisory  Bureau 
for  1954,  Supplement  to  the  British  Medical  Journal,  26th  March,  1955.) 

“So  the  figure  of  35  (doctors  registered  as  unemployed)  represents  a much 
larger  figure  of  doctors  who  are  not  attending  the  employment  exchanges  for 
obvious  professional  reasons,  but  are  hanging  about,  either  unemployed  or  under- 
employed, hoping  for  something  to  turn  up.  They  are  perhaps  doing  odd  jobs 
for  a day  or  .two  ...  It  represents,  too,  a still  larger  number  of  doctors  working 
as  assistants  in  jobs  without  prospects.”  (Dr.  Donald  Johnson,  M.P.,  in  the 
Adjournment  Debate  on  24th  April,  1956,  reported  in  Hansard,  Vol.  551,  No.  139.) 

“ Of  the  1,075  (doctors)  circularised,  82  (approximately  8 per  cent.)  were  actually 
unemployed — that  is,  undertaking  no  work  of  a professional  nature  even  as  a 
locum  at  the  time  of  completing  the  form.”  (From  “ Unemployment  and  Under- 
employment in  the  Medical  Profession  ” by  L.  S.  Potter,  M.B.,  Ch.B.,  Supplement 
to  the  British  Medical  Journal,  5th  November,  1955.) 

A second  survey  carried  out  on  similar  lines  to  the  above  in  April,  1956,  and 
reported  in  another  article  by  Dr.  Potter  (Supplement  to  the  British  Medical  Journal, 
15th  September,  1956)  showed  that  out  of  947  doctors  circularised,  87  (9  per  cent.) 
were  unemployed  at  the  time  of  completing  the  form  sent  to  them. 

Please  see  also  the  extracts  under  Item  (v). 

ITEM  (xi) 

Expenses  in  General  Practice,  How  Far  they  Vary  Above  and  Below  the 
Average,  and  How  Far  Payments,  e.g.,  Towards  Capital,  Have  to 
be  Made  which  are  not  Allowable  for  Income  Tax  Purposes 
We  have  already  indicated  in  our  earlier  evidence  on  N.H.S.  Principals  why,  in 
our  view,  the  method  of  payment  of  practice  expenses  by  the  N.H.S.  is  unsatis- 
factory. Expenses  are  reckoned  as  a fixed  percentage  (adjusted  periodically  to 
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allow  for  fluctuations  in  prices)  of  gross  practice  income,  and  this  percentage  is 
applied  to  all  practices  as  part  of  the  capitation  fee.  The  method  therefore  suffers 
from  the  defect  common  to  al  payments  which  are  based  solely  on  the  number  of 
patients  on  the  doctors  list,  namely,  that  those  doctors  with  most  patients  receive 
too  much  money,  and  those  with  fewest  too  little,  in  relation  to  actual  work  and 
essential  commitments. 

It  is  necessary  here  to  distinguish  between  those  practice  expenses  which  are 
really  essential  and  those  which  are  claimed  for  income  tax  purposes.  The  latter  do 
in  fact  tend  to  rise  with  gross. income,  because  that  is  encouraged  by  the  income  tax 
laws  of  this  country  : (a)  Larger  expenses  are  incurred — classically,  a larger  car — 
because  “ the  State  pays  half  ”,  not  because  a better  service  ensues,  (b)  Additional 
expenses  are  incurred,  e.g.,  a gardener  or  bettor  replacement  of  furniture,  or  even  ' 
a house  apart  from  the  practice  (also  “ chargeable  ”),  because  these  items  are  all 
to  some  extent  tax  savings,  not  because  'they  provide  a better  service. 

The  really  necessary  expenses  can  be  divided  into  those  which  are  basic  and 
unavoidable  in  every  'practice,  since  every  doctor  providing  general  medical  services 
is  bound  to  provide  his  own  premises  and  equipment  (or  pay  an  equivalent  rent 
for  the  use  of  rooms  in  a health  centre),  and  those  which  vary  according  to  the 
size  of  the  practice. 

The  former  include  such  items  as  the  provision  of  surgery  and  waiting  room 
accommodation  ; the  rental  of  a telephone ; the  upkeep  of  a car ; heating,  lighting 
and  cleaning  of  surgery ; holiday  and  sickness  relief,  at  any  rate  where  the  doctor 
is  single-handed ; and  the  maintenance  of  a supply  of  drugs  and  dressings  for 
emergency  use.  All  these  items  together  constitute  a major  proportion  of  the 
expenses  of  most  practices.  They  are  basic  and  independent  of  the  number  of 
patients  on  the  doctor’s  list.  We  therefore  believe  such  basic  expenses  should  not 
be  derived  from  the  capitation  fee,  but  should  be  met  in  part  by  the  N.H.S.  by  a 
standard  'basic  payment  (see  Item  (xviii)  of  this  evidence). 

The  kind  of  expenses  Which  increase  in  proportion  with  the  size  of  the  practice 
are,  for  example,  petrol,  numbers  of  telephone  calls,  stationery  and  postages.  The 
larger  practices  can  often  afford  the  services  of  a dispenser  or  secretary-receptionist. 
Whether  such  ancillary  help  can  be  employed  depends  on  the  circumstances  of  the 
individual  practitioner.  Large  partnerships  can  better  afford  to  share  expenses  such 
as  these  than  can  single-handed  doctors. 

The  services  of  an  assistant  frequently  figure  in  the  expenses  accounts  of  doctors. 
Although  in  statistics  of  practice  expenses,  with  which  the  Royal  Commission  is 
doubtless  familiar,  the  salary  of  an  assistant  will  often  be  included  with  other 
practice  expenses,  we  do  not  believe  that  this  item  ought  to  be  considered  in  the 
same  category.  For  reasons  which  we  have  explained  elsewhere  in  this  evidence 
(see  Items  (ix)  and  (xiii),  an  assistant  is  often  a source  of  profit  to  the  principal,  and 
thus  the  very  antithesis  of  an  expense. 

In  general,  under  the  capitation  method  of  payment,  the  more  that  a doctor 
spends  on  the  provision,  of  premises  and  equipment,  the  worse  off  he  is  financially, 
and  it  is  therefore  in  his  financial  interest  to  maintain  the  minimum  standard  which 
will  satisfy  his  N.H.S.  obligations,  which  in  practice  means  bis  own  local  medical 
committee. 

We  have  no  figures  available  as  to  how  practice  expenses  vary  above  and  below 
the  average  for  the  country  as  a whole.  But  we  have  got  some  statistics  from  our 
own  members  which  confirm  beyond  doubt  that  for  a small  practice  the  expenses 
are  well  above  the  national  average  (which  is  said  to  be  about  38  per  cent,  of  gross 
income),  and  that  in  some  cases  it  may  exceed  100  per  cent.  A few  examples  may 
be  cited  here. 

Examples 

(1)  Mining  village  practice,  Scotland.  Estimated  average  list  for  the  year : 156. 
Total  practice  income,  N.H.S.  and  non-N.H.S.  sources  (including  £600  Initial 
Practice  Allowance) : £775. 

Practice  expenses:  £611  (79  per  cent.). 
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(2)  Country  town,  Home  Counties,  practice  started  by  putting  up  plate : Esti- 
mated average  list  for  year:  113.  Total  practice  income  from  all  sources:  £162. 

Total  expenses : £362  (223  per  cent.).  {About  £1,050  was  earned  from  part-time 
hospital  employment.) 

(3)  Industrial  city,  northern  England.  Practice  list  1,054.  Total  income  (includ- 
ing £100  special  supplementary  allowance):  £1,524. 

Expenses : £851  (56  per  cent.). 

(4)  Industrial  practice,  south-east  London.  List  560.  Total  income,  including 
£200  initial  practice  allowance  and  £270  from  non-N.H.S.  sources  : £920. 

Expenses:  £460  (50  per  cent.). 

(5)  West  London  practice.  List  420.  Executive  Council  income : £380. 

Expenses:  £537  (140  per  cent.).  (£770  was  earned  in  part-time  employment  from 

locums.) 

(6)  Successor  to  advertised  vacancy,  east  England.  List  about  680  when  appoint- 
ment taken  up.  First  year’s  income  was  £934  from  Executive  Council  sources,  plus 
£168  from  outside  sources  (including  medical  boards).  Total:  £1,102. 

Expenses : £841  (76  per  cent.). 

All  these  examples  are  for  single-handed  principals.  All  are  recent,  being  returns 
for  the  last  full  year  of  practice  working.  The  expenses  quoted  are  those  allowed 
for  income  tax  purposes.  We  have  further  examples  available. 

Capital  expenses  not  allowable  against  income . — These  may  include  such  items 
as  new  buildings,  improvements,  additional  capital  equipment  or  furniture,  and  fees 
for  examinations  for  higher  degrees.  We  regret  that  we  have  no  statistics  available 
as  to  the  incidence  of  these  expenses. 

ITEM  (xiii) 

Any  Anomalies  in  the  Methods  of  Payment  of  any  Branch  of  the  Profession, 
e.g..  Maldistribution  as  Opposed  to  a Wrong  Total  Volume 

I.  General  Practitioner  Principals 

Under  the  present  arrangements  of  capitation  fee  remuneration  for  general 
medical  services,  there  are  two  important  groups  of  anomalies : (A)  the  opportunity 
for  a higher  than  usual  rate  of  payment  for  the  assisted  principal  with  a large  list, 
and  (B)  the  inevitable  underpayment  of  doctors  with  small  lists. 

(A) :  A practitioner  with  5,000  patients  on  -his  list,  for  example,  receives  £4,950 
from  capitation  fees  and  loadings  (including  the  5 per  cent,  interim  increase). 
Assuming  that  he  pays  his  assistant  £1,000  p.a.  (incidentally,  allowable  as  an 
expense  for  income  tax  purposes),  and  does  as  much  as  approximately  half  the 
work  (usually  the  principal  does  less  than  half  the  work  when  he  employs  an 
assistant),  he  is  earning  £3,950  p.a.  for  the  work  required  for  2,500  patients.  For 
the  equivalent  amount  of  work  the  single-handed  practitioner  earns  £2,790  10s.  Od. 
In  our  opinion,  this  'anomaly  of  remuneration — possible  because  of  the  association 
of  the  large  extra  list  for  the  employment  of  an  assistant  with  the  capitation  fee  method 
of  remuneration — 'represents  not  only  a system  of  exploitation  of  one  doctor  by 
another  and  of  profiteering  at  the  State’s  expense,  but  also  of  unequal  rates  of 
remuneration  for  the  assisted  principal  with  an  extra  list  as  compared  with  the 
single-handed  practitioner. 

(B) :  Side  by  side  with  this  relative  overpayment  by  the  N.H.S.  of  some  prac- 
titioners with  extra  lists,  there  is  underpayment  by  the  N.H.S.  for  work  carried 
out  by  doctors  with  small  lists.  This  occurs  because,  in  the  absence  of  a basic 
payment,  doctors  -with  small  lists  generaly  do  not  receive  capitation  fees  for 
sufficient  patients  not  requiring  attention  to  make  up  for  those  who  do.  This 
is  particularly  true,  of  doctors  starting  new  practices.  The  building  of  a practice 
depends  on  obtaining  a sufficient  number  of  new  registrations.  It  is  unusual  for 
patients  to  register  with  a new  doctor  without  wanting  some  'treatment  at  the  time 
of  their  first  attendance.  Thus  the  small-list  doctor,  and  especially  the  “ squatter  ”, 
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has  to  work  for  each 
established  doctor  with 


capitation  fee  he  earns  to  a much  greater  extent  than  the 
an  average  or  large  list. 


• Example:— Fo r 51  visits  and  31  surgery  consultations  during  the  first  full  year 
“ a newly-started  -and  slowly-growing  practice  (October,  1956  to  September,  1957), 
the  gross  remuneration  'by  the  N.H.S.  was  £6  6s,  3d.,  an  average  of  just  over  Is.  6d. 
for  each,  mat  or  attendance.  This  attention  was  required  by  17  patients  for  the 
att OT.tion)  ■ ^ c,iinicai  conditions  (the  remaining  patients  not  requiring  any 


A. H.B.  (M.  46)  ... 

P.D.B.  (F.  38)  ... 

B. G.B.  (M.  23)  ... 

K. A.B.  (F.  19)  ... 

E.P.C.  (F.  30)  ... 

J.K.C.  (M.  23)  ... 

D.E.  (M.  21) 

D. E.  (M.  13  months) 

E. E.  (F.23) 

H.F.  (F.  59) 

P.F.  (M.  59) 

HJ.  (M.  21) 

G.M.  (M.  21) 

E.G.N.  (M.  44)  ... 

L. R.  (M.  54) 

R.G.T.  (M.  5)  ... 

L.W.  (F.  6 months) 


f Routine  examination  and  varicose  veins 

• Neurocirculatory  asthenia 
(_  Septic  hand 

...  Rheumatic _ heart  disease  complicated  by  episodes  ol 
bronchitis,  congestive  heart  failure  and  post- 
cardiotomy  syndrome 
. . . Epidemic  influenza 
f Furunculosis 
...4  Septic  finger 
[_  Cystitis 

. . . Pregnancy  with  threatened  abortion 
. . . Acute  pharyngitis 
/Ingrowing  toenail 
*"  l Erythema  solare 
/Digestive  disturbance 
‘ \ Cervical  adenitis 
. . . Upper  respiratory  infection 
...  Chronic  seborrhoeic  dermatitis 
/ Routine  examination 
"‘/Lumbago 

• • . Ligamentous  injury  of  knee 
. . . N.H.S.  sight  testing  form 

f Haemangioma 
‘ ‘ * \ Anxiety  symptoms 
. . . Angular  conjunctivitis 

. . . Scarlet  fever  followed  by  measles,  with  protracted  con- 
valescence 

. . . Roseola  infantum 


It  will  doubtless  be  appreciated  that  generally  for  each  case  a history  has  to  be 
taken  ; an  examination  carried  out ; a diagnosis  made ; treatment  given,  prescribed 
or  arranged  ; and  where  required  progress  observed.  As  the  above  example  shows, 
so  far  as  small-list  practitioners  are  oonoemed,  underpayment  occurs  for  N.H.S. 
work  carried  out.  This  practice  was  started  in  a so-called  “intermediate  area”, 
but  this  fact  in  no  way  absolves  the  N.H.S.  from  the  obligation  of  giving  a fair 
rate  of  pay  for  work  done. 


Other  Anomalies : — (1)  The  anomalies  resulting  from  the  estimation  of  practice 
expenses  as  a simple  percentage  of  total  capitation  fee  remuneration  are  considered 
under  Item  (xi). 

(2)  The  trainee  general  practitioner  scheme  gives  a very  considerable  advantage 
to  those  principals  who  are  'accepted  as  trainers.  Even  where  the  trainer  carries 
out  fully  his  obligations  to  instruct  'his  trainee  (and  we  have  received  a number 
of  oomplaints  from  trainees  that  they  have  received  no  proper  training,  and  have 
been  given  the  bulk  of  the  practice  work  to  do),  there  can  be  no  doubt  that,  after 
the  first  few  weeks  when  the  novice  is  initiated  into  the  way  of  running  a general 
practice,  he  becomes  a useful  source  of  additional  labour  tin  the  practice.  Before 
long  he  is  doing  surgeries  and  visits  on  his  own.  and  thus  saving  the  principal 
work.  The  cost  of  his  salary  (plus  car  allowance  and  .training  grant  of  £150) 
is  met  entirely  from  public  funds.  Though  no  additional  list  is  allowed  to  the 
trainer  principal  in  respect  of  a trainee,  the  services  of  what  amounts  to  an  assistant 
free  of  charge  must  be  of  potential  financial  value  to  .the  principal  and  his  partners. 
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if  anv  by  allowing  more  time  for,  for  example,  private  work,  outside  appoint- 
ments ’ etc.  There  is  no  limit  to  the  number  of  trainees  that  one  principal  may 
employ  in  succession,  and  we  'believe  that  the  schema  is  sufficiently  attractive 
financially  to  deter  some  doctors  allowed  trainees  from  taking  partners. 

(31  Rural  Practice: — The  rural  practitioner  has  to  work  under  conditions  of 
considerably  greater  difficulty  than  the  urban  practitioner.  His  practice  is  scattered, 
and  may  cover  a wide  area.  Many  patients  have  to  be  visited  for  conditions  for 
which  in  a town,  they  could  come  to  the  surgery.  Because  of  the  greater  distance 
from  ’ hospital  Casualty  and  Outpatients  departments,  country  doctors  provide 
a greater  range  of  services  than  town  doctors  who  have  a hospital  close  at  hand. 
The  country  doctor  thus  spends  more  time  per  service,  on  the  average,  than 
the  urban  doctor,  and  .thus  needs  to  take  on  a smaller  number  of  patients.  The 
size  of  his  list  is  also  often  limited  by  the  smaller  population  of  the  area  in  which 
he  works.  His  practice  expenses,  especially  as  regards  oar  and  telephone,  are 
higher  than  those  of  the  urban  doctor.  He  may  have  to  have  branch  surgeries 
fo?  outlying  areas.  He  can  seldom  benefit,  if  single-handed,  from  any  rota  system, 
and  for  holidays  must  pay  the  full  expenses  of  a locum. 

We  believe  that  the  mileage  scheme  in  its  present  form  does  not  compensate 
sufficiently  for  these  disadvantages.  For  example,  patients  living  within  two  miles 
of  a rural  practitioner  carry  no  mileage  allowance  at  all,  whereas  if  the  same  patients 
are  on  the  list  of  a doctor  in  the  nearest  town,  the  latter  is  paid  mileage  for  the 
distance  in  excess  of  two  miles.  Although  admittedly  the  town  doctor  s mileage 
is  paid  at  a lower  rate  per  unit,  nevertheless  this  is  compensated  for  by  the  greater 
number  of  mileage  units  he  receives  for  a country  patient,  and  the  fact  that  most 
or  all  of  his  country  patients  carry  mileage  payments.  By  contrast,  if  a patient 
living  in  a “ non-mileage  area  ” (i.e.,  urban  population  of  more  than  10,000)  is 
on  the  list  of  a rural  doctor,  the  latter  is  allowed  no  mileage  m respect  ot  him,  no 
matter  what  the  distance.  This  arrangement  appears  to  us  to  discriminate  unfairly 
against  the  country  doctor,  and  to  discourage  doctors  from  living  m the  country 
as  opposed  to  treating  rural  patients  from  town  surgeries,  i.e.,  it  encourages  country 
practice  rather  than  country  practitioners.  It  also  tends  to  interfere  to  some  extent 
with  the  choice  between  doctor  and  patient,  because  a doctor  may  be  reluctant  to 
accept  a patient  living  at  a distance  from  him  for  whom  he  receives  no  mileage 
allowance. 

4 Dispensing. — Dispensing  doctors  are  required  to  collect  and  remit  to  the 
Executive  Council  the  shilling  levy  on  each  item  which  they  dispense  for  their 
patients.  This  money  must  be  remitted  whether  or  not  it  is  actually  collected  from 
the  patient  (though  executive  councils  may  exercise  discretion),  and  it  is  in  some 
cases  very  difficult  to  collect  it.  The  doctor  thus  stands  actually  to  lose  money 
through  the  prescription  charge.  The  risk  of  losing  money  is  greater  m the  case 
of  doctors  paid  on  the  Drug  Tariff  than  for  those  paid  by  dispensing  capitation  tee, 
because  the  former  render  a prescription  for  every  item  for  which  they  claim  pay- 
ment and  therefore  must  produce  a shilling  for  each  such  item.  Although  chemists 
are  paid  a small  allowance  for  possible  loss  of  uncollected  shillings,  doctors  are 
paid  nothing  for  this,  despite  the  fact  that  it  is  much  more  difficult  for  a dispensing 
doctor  in  many  instances  to  insist  on  the  immediate  payment  of  a shilling  when 
drugs  and  dressings  are  dispensed  at  home  than  it  is  for  a chemist,  who  is  m a 
stronger  and  more  impartial  position  to  insist  on  the  payment  of  the  levy. 

n.  Assistant  General  Practitioners 

As  assistants  have  no  protection,  either  by  union  or  by  regulation,  the  very 
method  for  deciding  their  remuneration— i.e.,  unilaterally  by  the  principals— is  an 
anomaly  for  this  day  and  age.  This  anomaly  is  all  the  more  startling  by  virtue  of 
the  fact  that  assistants  work  under  N.H.S.  arrangements ; and  it  is  made  all  the 
more  inexcusable  by  the  medical  under-establishment  of  our  health  services  (by 
modern  standards,  in  comparison  with,  for  example,  the  U.S.A.  and  the  U.b.h.K). 
In  some  instances  the  anomaly  in  the  remuneration  of  assistants  can  only  be 
described  as  exploitation  (see  Examples  quoted,  under  Item  (xix)  of  this  evidence). 
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III.  Hospital  Medical  Staff 

The  work  carried  out  by  S.H.M.O.’s,  senior  registrars,  and  sometimes  even  by 
registrars  is  often  of  the  same  type  as  that  done  by  consultants.  The  discrepancies 
in  their  remuneration  are  not  justified  in  many  instances. 

Part-time  consultants  are  liable  not  to  give  full  value  for  money,  because  of 
outside  commitments  and  time  lost  in  travelling.  We  believe  that  9 sessions  per 
week  may  be  too  many  for  a part-time  consultant  to  manage  adequately,  especially 
in  view  of  heavy  private  practice  commitments  in  some  cases.  (The  consultant 
who  arrives  late  and  finishes  early,  leaving  much  of  his  work  to  a registrar  or 
houseman,  is  a familiar  figure  with  junior  hospital  staff.) 

Nevertheless,  some  part-time  consultants  are  allowed  by  Regional  Hospital  Boards 
to  take  on  more  than  the  permitted  maximum  of  9 sessions  per  week,  even  though 
they  cannot  be  paid  for  more  than  9.  Such  an  arrangement  may  suit  both  the 
Hospital  Boards  (because  it  is  economical)  and  the  consultants  (because  appoint- 
ments in  a greater  number  of  hospitals  bring  in  a greater  volume  of  private  work). 
In  our  view,  however,  it  constitutes  a serious  anomaly  and  is  a thoroughly  bad 
arrangement  because  ( a ) clearly,  a part-time  consultant  cannot  give  his  full  attention 
to  more  than  9 sessions  a week — perhaps  even  more  sessions  than  the  week  contains 
half-days!  (b)  Other  potential  consultants  are  being  kept  out  of  appointment  to 
sessions  which  they  should  properly  be  doing,  and  the  entry  into  consultant  practice 
is  thereby  artificially  restricted. 

Part-time  consultants  are  paid  for  50  domiciliary  visits  in  every  quarter.  Whole- 
time consultants  have  to  do  58  visits  per  quarter  in  order  to  get  paid  for  50. 

Whole-time  consultants  receive  no  mileage  allowance  other  than  for  domiciliary 
visits.  They  should  surely  be  allowed  at  least  to  claim  mileage  in  respect  of  extra 
journeys  to  hospital  necessitated  by  medical  emergencies. 

Junior  hospital  medical  staff  are  underpaid  in  relation  to  their  responsibilities  and 
hours  of  duty.  In  the  case  of  the  doctors  who  have,  in  addition  to  their  day 
work,  to  live  in  hospital  for  night  calls,  the  deductions  made  for  board  and  lodging 
are  anomalous : thus,  for  instance,  a clinical  registrar,  compared  with,  say,  a patho- 
logist of  registrar  grade,  may  not  only  have  to  do  additional  night  work,  but  has 
also  to  pay  for  this  privilege!  In  .the  case  of  house  officers,  residence  in  hospital 
is  generally  a necessary  condition  of  employment,  yet  no  income  tax  allowances 
are  given  in  respect  of  the  cost  of  their  living  in  hospital.  Before  the  N.H.S., 
residential  emoluments  were  provided  free  and  were  untaxed. 

Junior  hospital  medical  staff  are  required  by  their  conditions  of  service  to  care 
for  private  patients  in  the  pay  beds  of  N.H.S.  hospitals  during  the  absence  from 
hospital  of  the  consultant  in  charge,  but  they  receive  no  additional  remuneration  on 
this  account. 


ITEM  (xiv) 

Comments  on  the  Present  System  of  Calculating  and  Distributing 
General  Practitioners’  Remuneration  Through  a Central  Pool 

We  consider  the  system  of  a central  pool  to  be  unsatisfactory  for  the  following 
reasons: — • ' 

1.  Every  new  entrant  as  a principal  on  the  list  of  an  Executive  Council  enlarges 
the  pool  by  over  £3,000 ; and  since,  generally,  for  many  years  the  new  entrant’s 
share  from  the  pool  is  smaller  than  the  amount  by  which  the  pool  is  enlarged 
for  him,  he  subsidises  the  established  practitioners — with  the  biggest  share  of  the 
extra  money  he  attracts  into  the  pool  going  to  the  doctors  with  the  largest  lists. 

2.  The  method  causes  inaccurate  individual  remuneration.  Either  the  capitation 
fee  must  vary  in  different  areas  (as  was  the  case  before  the  Working  Party  Report) 
or  the  pool  must  show  a surplus  or  a deficit.  At  present  a uniform  capitation 
fee  is  paid,  leaving  a margin  for  a surplus,  which  is  distributed  in  proportion  to 
gross  earnings,  once  more  giving  a financial  advantage  to  big-list  practitioners. 
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The  method  of  paying  a final  settlement  one  to  two  years  late  is  unfair  to 
the  new  entrant.  Not  only  is  the  money  withheld  at  a time  when  he  badly  needs 
it  but  when  he  does  receive  it  he  has  to  pay  income  tax  at  a higher  rate 
than  he  would  if  the  money  had  been  received  at  the  correct  time  (assuming, 
as  is  probably  true  in  most  cases,  that  his  total  gross  income  has  risen  m the 
meantime,  and  that  he  has  consequently  become  liable  to  tax  at  a higher  rate 
than  in  his  first  year).  This  objection  does  not  apply  to  established  doctors 

whose  income  in  fairly  constant  from  year  to  year. 

3.  Certain  first  charges  are  made  on  the  central  pool  before  it  is  distributed  as 
capitation  fees  (e.g.,  mileage,  initial  practice  allowance,  temporary  resident  fees, 
fees  for  emergency  treatments  and  anaesthetics).  These  fees  are  paid  for  special 
services  rendered,  and  ought  therefore  to  be  entirely  independent  of  the  funds 
which  are  required  for  the  ordinary  general  medical  services  to  patients. 

4 The  central  pool  method  of  remuneration  inevitably  gives  rise  to  antagonisms 
Within  the  profession  regarding  its  distribution;  and  these  are  naturally  resolved 
to  the  advantage  of  the  more  powerful  interests.  It  also  results  in  the  Depart 
ments  concerned  losing  their  full  responsibilities  regarding  unsatisfactory 
distribution  and  use  of  the  public  money  spent  on  the  general  medical  services- 
e.K.  anomalies  of  remuneration  (see  Item  (xiii))— and  maintaining  maldistribution 
of  patients  among  the  practices  by  means  of  discouraging  change  of  doctor. 
We  believe  that  a method  of  individual  payment  can  and  should  be  devised 
which  is  not  dependent  upon  the  distribution  of  a previously  fixed  total  sum  of 
money.  Our  suggestions  for  such  individual  remuneration  are  given  under  Item 
(xviii). 

ITEM  (xvi) 

Particulars  of  Financial  Stringency  Suffered  by  any  Classes  of  Doctors 
Illustrated  by  Personal  Budgets  of  Practitioners 

I.  General  Practitioner  Principals 

(A!  Single-handed  Principals  with  small  lists:  We  have  already  indicated  under 
Item  (xiii)  of  this  evidence  how  the  capitation  system  of  payment  results  m doctors 
with  small  lists  receiving  an  abnormally  small  reward  for  the  work  they  do,  and 
under  Item  (xi)  how  this  anomaly  is  accentuated  by  their  practice  expenses  con- 
stituting a larger  than  average  proportion  of  their  gross  income.  This  is  particularly 
true  for  lists  of  500  or  less  patients,  which  receive  no  benefit  at  all  from  the 
loaded  capitation  fee,  and  holds  good  to  a certain  extent  for  lists  up  to  1,500, 
for  it  is  not  until  this  level  is  reached  that  the  maximum  benefit  from  loading  is 
received. 

A number  of  actual  examples  were  given  under  Item  (xi),  and  we  should  like 
to  draw  particular  attention  to  the  very  low  net  income  remaining  after  practice 
expenses  have  been  paid.  A few  further  examples  follow. 

Examples 

(1)  Single-handed  principal,  west  London.  Number  of  patients:  620.  Total 
Executive  Council  income  for  year  (including  £302  hardship  payments) : £947. 
Other  professional  income:  £68.  Total:  £1,015.  Expenses  allowed  for  income  tax: 
£644.  Net  income:  £371. 

(2)  Single-handed  doctor,  country  town  and  country  practice,  Midlands.  Number 

of  patients:  876.  Total  Executive  Council  income  (including  £200 1 as  supple- 
mentary annual  payment):  £1,223.  Other  professional  income:  £17.  Total: 

£1,240.  Expenses  allowed  for  income  tax:  £588.  Net  income.  £652. 

(3)  Single-handed  principal,  mixed  urban  and  rural  practice,  south  Midlands. 

Number  of  patients:  1,050.  Executive  Council  income  (including  £75  supple- 

mentary annual  payment):  £1,296.  Other  professional  income.  £58.  Total. 
£1  354  Expenses-  £567  (this  does  not  include  £60  for  sickness  insurance  premium, 
which  wafnSaliowed  for  income  tax,  but  which  is  a very  necessary  precaution 
for  a single-handed  doctor).  Net  income:  £787. 
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(B)  Junior  Partners  : The  N.H.S.  regulations  make  it  compulsory  for  any  one 
member  of  a partnership  to  receive  not  less  than  one  third  of  the  amount  of  the 
largest  share  in  the  partnership.  We  believe  that  this  regulation  legislates  unfairly 
in  favour  of  the  established  doctor — the  senior  partner,  who,  for  example  in  a 
two-man  partnership,  can  take  three  quarters  of  all  the  income.  In  many  cases 
this  leaves  the  junior  far  from  enough  on  which  to  support  himself  and  his  family, 
and  indeed,  though  he  admittedly  has  the  security  of  tenure  which  goes  with 
principalship,  the  junior  may  be  no  better  off  financially  than  when  he  was  an 
assistant.  We  see  no  reason  why  the  members  of  a partnership  should  not  distribute 
their  income  on  a basis  of  equal  shares,  providing  that  each  member  does  approxi- 
mately an  equal  share  of  the  work,  and  we  think  that  a method  of  distribution  of 
remuneration  should  be  devised  which  will  enable  and  encourage  such  an 
arrangement  without  involving  undue  hardship  for  any  member  of  the  partnership. 
At  the  present  time  it  is  unfortunately  too  frequently  the  case  that  the  senior 
partner  takes  the  lion’s  share  of  the  income,  while  doing  far  less  than  his 
proper  share  of  the  work.  Often  he  may  be  approaching  retirement,  and  doing 
only  occasional  surgeries  and  visits,  while  his  unforunate  junior  slaves  away,  doing 
almost  all  the  work  for  a relatively  small  income,  in  the  hope  of  succeeding  to  the 
practice  at  some  unknown  future  date.  Naturally  in  such  circumstances  the  senior 
will  continue  nominally  in  practice  for  as  long  as  possible ; and  for  some  reason 
the  circumstances  do  not  generally  appear  to  come  to  the  notice  of  the  Executive 
Council.  In  one  such  instance  known  to  us  the  senior  was  in  ill  health  and 
unable  to  do  any  work  at  all ; moreover,  the  partnership _ agreement  directed  that 
each  partner  should  bear  his  own  car  expenses ; so  the  junior  had  personally  to 
bear  the  total  car  expenses  for  the  practice. 

A further  point  which  is  most  discouraging  to  the  junior  partner  with  a small  share 
is  that,  though  he  may  work  hard  to  augment  'the  practice  income  by  attracting  more 
patients,  taking  outside  appointments  and  so  on,  yet  his  own  small  share  of  the 
additional  practice  profits  is  scarcely  appreciable. 

Examples 

(1)  Partnership  of  five,  west  of  England  town.  Total  N.H.S.  income.  £9,579. 
Other  income:  £3,709.  Total:  £13,288.  Total  expenses  borne  communally : £2,203. 
Total  net  income:  £11,085.  Distribution  among  partners:  27  per  cent.,  25  per  cent., 
23  per  cent.,  15  per  cent.,  10  per  cent  The  junior  partner  of  this  firm  writes:  “I 
entered  general  practice  in  January,  1954,  as  an  assistant  earning  £1,000  per  annum, 
representing  a net  income  of  £904.  There  were  no  allowances  for  car,  etc.  In 
January,  1955,  I became  a partner.  This  made  five  principals  in  the  firm.  I bought 
a 10  per  cent,  share  in  the  firm’s  capital  equipment,  and  received  10  per  cent,  of  the 
profits.  Gross  income,  £1,032.  Net  income,  £808.  In  January,  1956,  having  equipped 
my  own  surgery  and  waiting  room,  I was  awarded  a surgery  allowance  of  £250  p.a. 
Gross  income,  £1,108  plus  £250  = £1,358.  Net  income,  £1,126. 

(2)  Partnership  of  three.  Junior  partner  receives  one-seventh  share,  yielding 
£1,104  p.a.,  net.  (The  average  income  of  the  other  two  partners  must  be  treble  this 
amount.) 

(3)  Junior  partner,  east  London,  writes:  “Before  resolving  to  take  my  present 
post  I was  offered  several  really  shocking  propositions  ...  It  was  only  after  two 
years  . . . that  I discovered  what  it  implied  to  me  and  that  I had  either  to  take  it  as 
offered  or  to  leave  it  ...  As  I could  not  afford  to  stay  any  longer  without  work,  I 
resolved  to  take  it  ...  I 'then  discovered  that  I was  supposed  to  render  between  a 
third  and  a half  of  the  total  work,  and  that  for  this  I was  granted  not  more  and  not 
less  than  a quarter  of  a share  . . . the  Executive  Council  accepted  this  agreement 
as  a legally  just  one.”  Please  see  also  examples  (11)  and  (12)  under  Item  (ix)  of  this 
evidence. 

II.  Assistant  General  Practitioners 

The  earnings  of  assistants  have  been  fuly  discussed  in  our  earlier  evidence  on 
assistants’  remuneration,  where  we  have  tried  to  indicate  that  'the  salaries  they  earn, 
apart  from  being  insufficient  to  support  a family  at  a standard  of  living  suitable  for 
a professional  man,  are  quite  out  of  relation  to  the  actual  hours  worked  by  the 
assistants. 
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As  a further  example  we  append  the  complete  analysis  of  the  replies  received  to 
our  questionnaire  sent  out  in  the  autumn  of  1955  on  the  question  about  salary.  The 
figures  apply  to  full-time  assistants  only,  with  or  without  view,  and  represent  the 
salary  (exclusive  of  car  allowance)  for  the  post  in  which  they  were  employed  at  the 
time,  or  if  unemployed,  their  last  previous  post : — 


Salary — £ p.a. 

600  ... 
700  ... 
750  ... 
800  ... 
850  ... 
900  ... 
950  ... 
1,000  ... 
1,050  ... 
1,100  ... 
1,150  ... 
1,200  ... 


Number  of 
assistants 
1 
1 

7 
5 

21 

8 
8 

21 

5 

12 

2 

4 


Average  salary : £945 


Total:  95 


To  quote  some  more  recent  examples,  an  analysis  of  184  vacancies  for  assistants 
with  or  without  view  where  salaries  were  stated,  advertised  in  the  British  Medical 
Journal  between  May  and  November,  1957,  gave  the  following  results  (trainees  and 
part-time  assistants  were  excluded) : — 


Numbers  of  Posts  in  which 

Salary  offered 

Salary  excludes 
Car  Allowance 

Salary  includes 
all  car  expenses 

Advertiser  does 
not  mention  car 
allowance 

£ p.a. 

750  

2 

800  

4 

— 

— 

850  

5 

— 

— 

875  

2 

— 

— 

900  

12 

2 

1 

950  

4 

1 

— 

1,000  

18 

28 

18 

1,050  

7 

6 

8 

1,100  

2 

14 

6 

1,150  

— 

9 

4 

1,200  

— 

13 

4 

1,250  

— 

5 

5 

1,300  

— 

1 

1 

1,350  

— 

1 

1 

Though  the  average  salary  has  risen  slightly  in  the  last  two  years,  it  is  still  grossly 
insufficient,  and  reflects  the  state  of  the  medical  labour  market.  Some  of  these  ad- 
vertisers insert  a further  advertisement  a few  weeks  later,  thanking  the  many 
applicants,  apologising  for  being  unable  to  reply  to  them  all  individually,  and  inform- 
ing -them  that  the  post  is  filled.  These  are  by  no  means  always  for  the  very 
attractive  jobs,  it  should  be  noted  what  a large  proportion  of  principals  expect  then- 
assistants  to  pay  .the  whole  cost  of  running  a car  for  the  practice  out  of  a gross  salary 
of  £1,000  or  less.  The  car  allowance,  where  quoted,  varies  between  £100  and  £200 
p.a.,  the  usual  figure  being  £150,  but  we  can  hardly  doubt  that,  when  making  their 
own  income  tax  returns,  most  of  the  principals  themselves  claim  considerably  more 
than  'this  amount  on  account  of  their  own  car  expenses. 
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It  is  only  fair  to  , add  that  in  the  majority  (but  by  no  means  all)  of  the  instances 
where  a low  salary  is  offered  (up  to  £1,000  and  in  a few  cases  higher),  accommodation 
is  provided  free  for  the  assistant  and  sometimes  for  his  family.  In  most  cases  the 
assistant  is  lodged  over  the  surgery,  conveniently  placed  for  taking  all  calls  at  night 
time  or  other  inconvenient  hours.  So  the  provision  of  free  accommodation  for  the 
assistant  is  not  necessarily  without  its  compensations  to  -the  principal  (who  can  claim 
tax  relief  on  its  cost).  Several  assistants  have  written  to  us  in  the  past  complaining 
that  the  accommodation  provided  for  them  was  most  unsuitable. 

We  should  like  to  expand  a little  further  on  the  subject  of  the  assistant’s  accommo- 
dation. Even  where  this  is  provided  free,  it  continues  only  so  long  as  does  the 
assistant-ship  post.  If  the  employment  is  terminated  for  any  reason,  the  assistant 
is  then  out  on  the  street,  unless  he  can  be  temporarily  housed  with  relatives,  until 
he  finds  another  job ; and  jobs  are  hard  to  find.  Therefore  assistants,  especially 
those  with  wives  and  young  children,  tend  to  remain  on  in  a post  the  salary  and 
conditions  of  which  they  may  not  like,  rather  than  risk  being  rendered  homeless: 
just  one  further  example  of  the  powerful  bargaining  position  of  the  principal,  and 
conversely  the  weak  one  of  the  assistant. 

In  many  cases,  however,  the  assistant  is  expected  to  provide  and  pay  for  his  own 
accommodation.  Unfurnished  houses  to  let  are  notoriously  scarce,  and  the  alterna- 
tives may  be  to  live  permanently  in  hotels,  to  rent  expensive  furnished  accommoda- 
tion, or  to  buy  and  sell  houses  with  each  change  of  assdstantship  post. 

Example. — Unmarried  assistant,  having  to  support  and  maintain  mother  in  own 
house.  Assistantship  salary  : £1,150  (more  than  average).  Expenses  : Hotel  accom- 
modation, £7  7s.  Od.  per  week  (£382  p.a.).  No  other  accommodation  available,  no 
security  of  tenure,  so  permanent  home  must  be  kept,  no  tax  allowance  on  this. 
Car  expenses  (the  only  allowance  for  .tax  purposes):  approximately  £180  p.a.  Net 
income,  £588  approximately. 

In  this  connection,  it  should  be  mentioned  that  the  salaried  assistant  does  not  have 
the  advantages  enjoyed  by  the  principal  with  regard  to  expenses  allowed  for  income 
tax.  He  can  claim  little  more  than  his  car  expenses  (where  no  car  allowance  is 
given)  and  his  medical  defence  subscription.  Items  such  as  subscriptions  for  other 
medical  organisations  and  medical  journals  are  not  allowed,  not  being  a condition 
of  employment.  No  allowance  can  be  claimed  for  accommodation. 

HI.  Junior  Hospital  Medical  Staff 

The  low  salary  scales  of  all  grades  -up  to  and  including  Senior  Registrar  -are  known 
to  the  Royal  Commission  and  need  no  elaboration  from  us.  The  obvious  fact  that 
these  doctors  were  being  grossly  underpaid  was  realised  by  the  Prime  Minister 
when,  in  the  spring  of  1957,  he  awarded  an  immediate  increase  of  10  per  cent,  in 
the  remuneration  of  doctors  in  these  grades,  pending  the  findings  of  the  Royal 
Commission. 

This  increase  has  brought  but  little  relief  to  the  junior  grades  of  house  officer, 
and  even  the  salaries  of  registrars  and  above  are  still  far  from  sufficient  either  to 
maintain  an  adequate  standard  of  living,  or  in  relation  to  the  responsibilities 
undertaken. 

Considering  the  hours  of  work  (including  on-call  duty,  when  they  have  to  be 
continuously  available  for  emergency),  house  officers  are  probably  -the  lowest  wage 
earners  per  hour  in  the  country.  To  take  as  an  example  a pre-registration  house 
officer  in  his  first  post : Salary  £467  10s.  Od.  p.a.  Deducting  board  and  lodging 
charge  of  £125  and  6 per  cent,  superannuation  contribution  of  £28,  the  net  earnings 
actually  received  are  £342  10s.  Od.  p.a.  (From  this,  National  Insurance  is  deducted, 
over  £17  p.a.,  also  income  tax  if  liable.)  Actual  pay  per  week:  £6  Is.  Od.  (on 
which  a family  may  have  to  be  supported).  Assuming  off-duty  to  be,  in  a typical 
case,  one  half-day  per  week  from  1 p.m.  to  9 a.m.,  and  one  week-end  per  fortnight 
from  1 p.m.  Saturday  to  9 a.m.  Monday,  the  average  weekly  Hours  worked  are 
126.  Rate  of  pay  per  hour:  Under  Is. ! 

Not  until  -the  third  year,  as  S.H.O.,  does  the  gross  salary  reach  anything  like 
reasonable  proportions,  but  by  that  time  the  responsibilities  are  far  greater,  and 
merit  considerably  more  remuneration  than  is  paid  at  present. 
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ITEM  (xvii) 

Special  Considerations  of  which  Account  ought  to  be  Taken  in 
Discussion  of  Medical  Remuneration 

The  length  of  the  doctor’s  training,  the  special  responsibility  attached  to  the  care 
of  the  health  and  lives  of  human  beings,  the  need  for  continuous  post-graduate 
learning,  the  risks  to  the  doctors  own  health  arising  both  from  the  strenuous  exist- 
ence he  often  has  to  lead  and  from  contact  with  infectious  illness,  and  in  the  case 
of  general  practitioners  the  unique  responsibility  of  having  to  provide  a service 
which  is  available  24  hours  a day,  7 days  a week,  all  the  year  round,  are  all  factors 
which  are  well  known. 

We  believe  that  a doctor’s  income  should  provide  a standard  of  life  commensurate 
with  his  value  to  the  community,  and  corresponding  status,  and  should  afford  him 
time  for  study  and  for  maintaining  cultural  standards. 


ITEM  (xviii) 

Specific  Proposals  for  Medical  Remuneration 

I.  General  Practitioner  Principals 

Our  main  positive  proposals  provide  for  (1)  a Basic  Expense  payment  for  each 
practitioner ; (2)  Increments  for  Length  of  Service  in  ithe  N.H.S.  ; and  (3)  Modifica- 
tions in  the  Capitation  Fee  associated  with  Progressive  Reductions  in  the  Maximum 
Number  of  Patients  per  Practitioner. 

For  the  reasons  given  under  Item  (xiv)  we  are  opposed  to  the  Central  Pool 
method  of  distributing  remuneration,  which  we  believe  should  be  precise  for  each 
individual.  We  therefore  propose  the  abolition  of  the  annual  Final  Settlement 
payments  and  of  income  derived  from  the  presence  of  a new  entrant  to  general 
medical  services. 

Remuneration  Proposals 

(1)  Basic  Expense  Payment. — We  propose  a basic  expense  payment  of  £250  p.a. 
for  each  practitioner.  We  believe  this  .is  required  to  help  pay  for  minimal  practice 
expenses  ; to  help  to  prevent  underpayment  by  the  N.H.S.  for  work  done  in  the 
case  of  doctors  with  relatively  few  N.H.S.  patients ; and  also  to  diminish  to  some 
extent  the  excessive  competition  for  “units’  resulting  from  the  capitation  fee 
method  of  remuneration. 

We  would  suggest  that  the  basic  expense  payment  should  not  be  paid  to  doctors 
with  limited  lists  who  have  no  practice  expenses ; that  it  should  be  reduced  for 
doctors  relieved  of  any  responsibilities  under  the  N.H.S. ; and  that  it  should  be 
progressively  reduced  annually,  if  necessary  eventually  to  zero,  in  the  instances  of 
very  small  practices  failing  to  grow,  provided  the  restrictions  on  free  change  of 
N.H.S.  doctor  are  removed  (it  being  clearly  unjust  to  penalise  the  doctors  concerned 
under  the  exsiting  unfair  conditions  of  competition).  (See  Associated  Proposals 
(3).) 

Each  new  principal  would  thus  automatically  increase  the  cost  of  the  service  by 
only  £250  p.a.  (excluding  any  extra  money  required  for  “ notional  loadings  ” in  the 
case  of  new  partnerships,  and  I.P.A.  payments),  as  compared  with  the  present 
amount  of  over  £3,000  p.a. 

(2)  Increments.— We  believe  that  annual  increments  are  justified  in  a publicly 
organised  health  service.  This  would,  as  with  the  basic  expense  payment,  have  the 
advantage  of  loosening  to  some  extent  the  present  tight  connection  between  “ units  ” 
and  remuneration.  We  would  suggest  a full  incremental  rate  of  £25  p.a.  for  20 
years,  making  a maximum  of  £500,  with  seniority  starting  from  the  inception  of  the 
N.H.S.  For  simplicity,  we  axe  assuming  that  the  suggested  scheme  would  be 
introduced  precisely  ten  years  after  the  beginning  of  the  N.H.S. ; hence  doctors 
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who  would  have  been  engaged  as  principals  in  the  N.H.S.  for  10  years  and  entitled 
to  full  increments  for  each  of  these  years,  would  have  immediately,  in  addition  to 
the  basic  expense  payment  of  £250,  an  incremental  payment  of  £250. 

We  would  suggest  that  full  increments  should  be  applied  to  doctors  with  1 000 
or  more  patients  on  their  lists  for  the  relevant  year  (which  could  be  considered  to 
be  the  average  of  the  numbers  of  patients  at  the  end  of  each  of  the  four  quarters 
of  the  year).  Doctors  (with  lists  of  under  1,000  patients  should  receive  a propor- 
tionate amount  of  the  full  increment,  according  to  the  number  of  patients  on  their 
list,  this  working  out  at  6d.  per  patient  per  year,  making  the  full  increment  of  £25 
for  a list  of  1,000). 

(3)  Capitation  Fee : (a)  The  Standard  Capitation  Fee : We  believe  that  increases 
in  the  amount  of  the  capitation  fee  should  be  associated  with  reductions  in  the 
permitted  maximum  number  of  patients  per  practitioner  (see  Associated  Proposal 
(1)).  We  propose  that  a series  of  increases  in  the  capitation  fee  be  so  arranged 
that  the  maximum  income  from  capitation  fees,  loadings,  basic  expense  payment 
and  increments  earnable  by  an  unassisted  practitioner  with  a list  of  the  maximum 
permitted  size  should  be  constant  throughout  a process  of  progressive  reductions 
in  the  size  of  the  maximum  list  over  ten  years. 

The  income  from  capitation  fees  and  loadings  at  present  accruing  from  a list 
of  3,500  patients  is  £3,637  10s.  Od.  To  this  must  be  added  an  amount  for  the 
final  settlement  payment,  and  for  the  purposes  of  our  calculation  we  are  taking 
this  as  8 per  cent,  of  the  gross  inoome  (the  amount  distributed  as  final  settlement 
payments  for  the  year  1955-56).  Eight  per  cent,  of  £3,637  10s.  Od.  is  £291,  so  .that 
the  total  gross  income  for  a list  of  maximum  permitted  size  is  £3,928  10s.  Od. 
(For  simplicity  in  calculating  the  capitation  fees  for  our  proposed  scheme,  we  are 
working  to  an  assumed  maximum  income  of  £3,925.) 

As  the  first  stage  in  this  process  we  propose  an  immediate  reduction  in  the 
maximum  size  of  the  N.H.S.  list  from  3,500  to  3,000  patients,  and  a compensatory 
increase  in  the  capitation  fee  from  17s.  6d.  to  19s.  Od.  A doctor  with  a list  of 

3.000  patients  and  with  the  maximum  possible  seniority  (10  years)  would  thus 
earn  £250  as  basic  expense  payment,  £250  as  increments,  £2,850  as  capitation  fees, 
and  £575  as  loadings  (see  (6),  below),  total,  £3,925. 

Thereafter,  we  propose  that  the  maximum  list  size  should  be  reduced  at  the 
rate  of  100  patients  per  year  for  10  years,  giving  an  eventual  maximum  of  2,000 
patients.  Annual  adjustments  would  be  made  in  the  capitation  fee,  bringing  it 
at  the  end  of  the  10  year  .period  to  26s.  Od.  A doctor  with  a maximum  list  of 

2.000  patients  .and  20  years’  seniority  would  then  be  earning  £250  as  baric  expense 
payment,  £500  as  increments,  £2,600  as  capitation  fees,  and  £575  as  loadings,  total, 
£3,925. 

Naturally,  many  doctors  would  prefer  to  take  others  into  partnership  rather 
than  have  their  practices  reduced  in  size. 

( b ) The  Loading : We  do.  not  propose  any  change  in  the  amount  of  the  loading 
(1  Is.  6d.),  but  if  the  size  of  lists  is  progressively  reduced,  eventually  to  a maximum 
of  2,000,  it  would  be  anomalous  for  the  loading  to  remain  on  the  range  501-1,500 
patients,  as  it  would  then  'be  extending  into  toe  higher  range  of  the  list.  We 
therefore  propose  that  .the  range  of  the  loading  be  lowered  during  toe  10  year 
period,  eventually  to  'be  -on  the  first  1,000  patients,  in  order  to  maintain  a fair 
balance  of  payment  for  smalt-list  practitioners  relative  to  those  with  larger  lists, 
since  the  former  would  gain  comparatively  little  from  the  compensatory  increases 
in  the  capitation  fee. 

(c)  The  Capitation  Fee  for  the  Extra  List  of  Patients  permitted  in  respect  of  the 
Employment  of  an  Assistant : We  propose  that  the  capitation  fee  for  the  patients 
on  the  extra  list  be  reduced  from  toe  present  figure  of  17s.  6d.  to  15s.  0d.,  and 
.that  toe  size  of  this  list  be  reduced  by  stages,  eventually  to  zero  (see  Associated 
Proposal  (2)). 

Some  of  toe  effects  of  our  proposals  are  shown  graphically  on  the  attached 
loose  page.  It  will  'be  seen  .that  a doctor  who  has  already  served  10  years  in  the 
N.H.S.  as  a principal,  and  with  1,000  or  metre  patients  for  each  of  those  10  years 
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and  for  the  subsequent  years,  would  in  10  years’  time  earn  for  the  care  of  2,000 
patients  the  same  (in  terms  of  present-day  value  of  money)  as  is  at  present  earned 
for  3,500  patients. 

(4)  Other  Proposals : (a)  Initial  Practice  Allowance : In  view  of  the  proposed 
basic  expense  payment  of  £250,  which  would  be  payable  to  all  N.H.S.  principals 
and  which  we  believe  should  be  additional  to  I.P.A.,  we  do  not  propose  any 
increase  in  the  present  levels  of  I.P.A.  (£750,  £562  10s.  Od.  and  £250  for  the  first, 
second  and  third  years  respectively). 

(6)  Junior  Partners:  We  propose  that  it  be  made  compulsory  by  regulation 
that  no  partnership  should  be  recognised  by  the  N.H.S.  (e.g.,  for  purposes  of 
notional  loading)  if  any  one  partner’s  share  is  less  than  one  half  of  that  of  the 
largest  share  in  the  partnership  when  that  partner  first  joins  ithe  practice;  and 
that  a new  partner’s  share  should  rise  so  as  to  reach  parity  (or  near  parity)  not 
later  than  five  years  from  the  date  of  his  admission  to  the  partnership. 

We  further  propose  that  a principal  who  takes  in  a partner  should  be  entitled 
to  recover  immediately  that  proportion  of  any  compensation  money  that  may  be 
due  to  'him  appropriate  to  the  share  of  the  praotice  he  has  transferred.  Such  a 
measure  might  enable  some  principals  to  take  partners  who  have  hitherto  hesitated 
to  do  so  because  they  receive  no  financial  compensation  for  the  resulting  drop  in 
their  income  when  a partner  is  taken. 

(c)  Maternity  Services:  We  propose  that  a doctor  whose  name  is  not  included 
on  the  obstetric  list,  but  who  provides  maternity  medical  services  for  his  own 
N.H.S.  patients,  should  be  paid  at  the  same  rate  for  the  same  work  as  the  doctor 
whose  name  is  on  the  obstetric  list. 

(d)  Rural  Practice : We  believe  that  the  special  difficulties  .of  rural  practitioners, 
discussed  under  Item  (xiii),  justify  a special  increase  in  the  remuneration  of  rural 
practitioners,  over  and  above  the  present  mileage  allowance,  and  that  doctors 
should  not  be  deterred  from  taking  up  this  type  of  practice  by  fear  of  financial 
insecurity.  We  suggest  this  increase  be  met  either  by  a higher  capitation  fee  to 
compensate  for  the  smaller  average  size  of  lists  (see  also  Associated  Proposal  (1) 
below,  in  which  a reduced  maximum  list  for  rural  practitioners  is  proposed),  or 
partly  by  the  latter  and  partly  by  paying  mileage  for  all  patients  on  a rural  prac- 
titioner’s list  (instead  of  only  for  patients  living  more  than  2 miles  from  the 
doctor). 

We  also  propose  that,  if  the  dispensing  doctor  is  to  continue  to  be  required  to 
collect  the  shilling  prescription  levy  (and  we  consider  this  an  unjust  imposition 
to  place  on  a doctor  in  any  case),  then  he  should  be  paid  an  allowance  for 
uncollected  shillings,  and  one  .at  a higher  rate  than  that  paid  to  a chemist. 

(e)  Trainee  General  Practitioner  Scheme:  We  propose  that  the  training  grant 
to  the  trainer  principal  be  abolished,  as  the  reward  to  the  principal  by  virtue  of  the 
work  done  by  the  trainee  is  in  itself  quite  handsome. 

(/)  Health  Centres:  We  believe  that  doctors  working  in  health  centres  should 
be  paid  by  a salary  or  sessional  method  of  remuneration,  and  in  this  matter  we 
support  the  views  expressed  in  the  1944  White  Paper  on  A National  Health  Service 
that  “ It  seems  fundamental  that  inside  a Centre  the  grouped  doctors  should  not  be 
in  financial  competition  for  patients”  and  that  there  is  “a  strong  case  for  basing 
future  practice  in  a Health  Centre  on  a salaried  remuneration  or  on  some  similar 
alternative  which  will  not  involve  mutual  competition  within  the  Centre.” 

With  regard  to  the  .rates  of  remuneration,  we  believe  these  should  be  at  least  as 
favourable  as  .those  of  practitioners  working  from  private  premises. 

Associated  Proposals 

(1)  Reduction  of  the  Permitted  Maximum  Number  of  Patients  per  Practitioner. 

— We  propose  that  reductions  in  the  permitted  maximum  number  of  patients  should 
be  made,  eventually  to  2,000  per  practitioner,  for  a doctor  devoting  the  major  part 
of  his  working  time  to  the  general  medical  services.  Probably  the  maximum  needs 
to  be  lower  in  rural  areas  and  high  morbidity  areas,  and  in  such  cases  the  remunera- 
tion rate  of  the  doctors  affected  should  be  adjusted  so  as  to  compensate  fully  for 
the  lower  maxima. 
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For  doctors^  with  a considerable  amount  of  private  practice  or  other  non-N.H.S. 
work,  we  believe  appropriate  reductions  in  the  permitted  maximum  number  of 
patients  should  be  made — in  these  instances,  of  course,  without  compensatory 
adjustments  in  the  remuneration  rate.  On  this  point  the  1944  White  Paper  stated : 
“A  doctor  with  an  unusually  large  amount  of  private  work,  or  with  appointments 
in  other  branches  of  the  public  service,  will  be  expected  to  work  to  a lower 
permitted  limit 

The  reason  why  we  regard  the  reduction  in  the  maximum  size  of  lists  as  an 
urgent  necessity  is  that,  in  our  view,  a practitioner  is  not  able  to  provide  the  full 
range  of  general  medical  care  at  an  adequate  standard  of  diagnosis  and  treatment 
for  so  great  a number _ of  patients  as  3,500.  The  fact  that  many  single-handed 
practitioners  employ  assistants  casually  for  the  busy  months  of  the  year  is  evidence 
that  they  themselves  realise  that  they  have  taken  on  more  work  than  they  can 
cope  with.  For  one  doctor  to  look  after  so  many  patients  inevitably  means  that 
his  standard  of  work  will  suffer,  as  there  is  not  sufficient  time  available  to  devote 
adequate  attention  to  the  many  oases  requiring  detailed  history  taking,  examination, 
and  proper  explanation  and  discussion  with  the  patient  of  his  illness  and  its 
treatment. 

This  subject  is  considered  more  fully  under  Item  (xxi),  but  we  append  here  some 
extracts  to  support  the  view  that  maximum  lists  should  be  smaller  than  they  are  at 
present. 

Extracts 

“ More  doctors  should  be  encouraged  to  become  general  practitioners  ; and 
practices  should  be  made  smaller.  They  oould  then  spend  a greater  amount  of 
time  in  consultations  (at  present  brief  by  Canadian  standards)  as  friend  and  adviser 
to  their  patients.”  (From  “ The  Pattern  of  General  Practice  ” by  A.  G.  Richards, 
B.A.,  M.B.,  The  Lancet,  5fth  May,  1956.) 

“76  per  cent,  of  country  doctors  do  not  want  to  look  after  more  than  2,000 
patients.  In  the  towns,  the  number  most  popular  is  2,500  ...  In  the  towns 
I found  that  33  per  cent,  had  lists  larger  than  they  felt  they  could  deal  with  satis- 
factorily, in  the  country,  26  per  cent.”  (From  “A  Field  Survey  of  General 
Practice,  1951-2”  by  Stephen  J.  Hadiidld,  British  Medical  Journal,  26th  September. 
1953.) 

“The  conditions  of  general  practice  should  be  such  as  will  give  the  practitioner 
the  time  he  needs  for  each  patient.”  (From  the  Report  of  the  General  Practice 
Committee  of  the  B.M.A.  (based  on  the  Hadfield  survey),  British  Medical  Journal, 
26th  September,  1953.) 

Referring  to  the  appointment  of  the  Committee  on  medical  man-power : “ I hope 
that  the  committee  will  keep  wel  before  it  the  great  need  for  a further  reduction 
in  the  size  of  general  practitioner  lists  ”.  (From  a letter  to  The  Times,  28th 
February,  1955,  from  Mr.  Arthur  Blenkinsop,  M.P.) 

“ No  one  who  looked  at  the  developing  pattern  of  their  social  scene  and  of  the 
health  services  for  which  it  caled,  oould  think  it  likely  that  the  era  of  expansion 
was  over.  There  was  plenty  of  'room  for  improvement,  in  both  quantity  and 
quality.”  (From  a report  in  The  Scotsman,  16th  January,  1956,  of  a speech  by 
Sir  Hector  Hetherington,  Principal  of  Glasgow  University — quoted  in  British  Medical 
Journal  Supplement,  4th  February,  1956,  p.  34.) 

“ It  has  been  argued  that  even  within  the  N.H.S.  today  there  is  scope  for  good 
work,  since  the  6 good  ’ general  practitioner  will  get  a good  reputation — and  so  a 
big  list' — while  the  poor  quality  general  practitioner  will  get  an  inferior  reputation 
and  so  a smaller  list.  This  concept  is  fallacious.  A thorough,  conscientious  general 
practitioner  is  at  once  at  a great  disadvantage  in  comparison  with  a poor-quality 
general  practitioner  for  the  following  reasons:  (1)  He  is  unable  to  examine  and 
investigate  many  patients  in  a day  compared  with  his  less  skilled  colleagues.  That 
is,  he  cannot  have  a large  list  unless  he  is  prepared  to  permit  the  quality  of  his 
work  to  deteriorate.”  (Further  reasons  follow.)  (From  “Improving  General 
Practice”  by  R.  F.  Jenkins,  General  Practitioner,  British  Medical  Journal  Supple- 
ment, 16th  June,  1956,  p.  351.) 
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“The  basic  fact  about  bad  conditions  in  general  practice  is  that  the  doctor  has 
not  enough  time  to  do  his  duty.  The  Government  allots  up  to  3,500  patients  per 
doctor,  ignoring  the  resultant  impossibility  of  a decent  standard  of  practice.  The 
corollary  and  the  nation’s  duty  is  to  reduce  the  figure  to  2,500.  Experienced  doctors 
know  how  often  things  are  missed  or  correct  diagnosis  delayed  through  ‘ not 
looking  Curt  procedure  excludes  the  mental  factor  in  healing.  The  precious 
personal  touch  entails  a few  kind  words  and  listening  with  patience.  Lack  of 
time  deprives  the  doctor  of  the  full  exercise  of  his  talents,  and  they  tend  to  atrophy. 
The  patients  reap  less  of  the  benefits  accruing  from  his  long  education.”  (From 
“ Doctors  and  the  Health  Service,  Twofold  Concern  ” by  A.  Wilfrid  Adams,  M.S., 
F.R.C.S.,  British  Medical  Journal  Supplement,  4th  May,  1957,  p.  241.) 

With  regard  to  our  suggestion  that  the  maximum  to  be  aimed  at  should  be  at 
the  most  2,000  patients,  we  wish  to  mention  the  following:  — 

(a)  The  maximum  list  for  a family  internist  in  the  Monitefiore  Medical  Group 

•in  New  York  is  1,500,  and  for  a paediatrician,  800.  (The  Lancet,  6th  July 
1957.) 

(b)  For  an  adult  population  of  70,000  people  living  within  a distance  of 
2 kilometres,  Moscow  polyclinic  No.  71  provides  a medical  staff  which 
includes  19  section  doctors  and  11  emergency  doctors  (British  Medical 
Journal  Supplement,  17th  August,  1957)— i.e.,  an  average  of  approxi- 
mately one  doctor  doing  general  practitioner  work  per  2,300  adult  persons ; 
however,  we  must  take  into  account  that  some  of  the  work  carried  out 
by  G.P.’s  in  this  country  is  borne  not  by  these  doctors  but  by  the  many 
specialists  attached  to  the  polyclinic,  and  by  the  medical  staffs  at  the  factory 
polyclinics. 

(c)  Even  in  China,  the  average  number  of  patients  per  doctor  may  now  in 

selected  instances  be  less  than.  2,000:  "At  Shenyang  (Mukden)  in  the 
industrial  North-East,  private  group  practice  has  been  abolished,  and  they 
are  building  municipal  health  centres.  The  one  we  saw  looks  after  some 
25,000  (mostly  privileged)  people,  including  5,000  factory  workers  and  others 
entitled  to  free  medical  care,  and  also  their  families,  who'  pay  half-fees. 
It  is  well  staffed,  with  16  doctors  (1  traditional),  nurses,  laboratory  tech- 
nicians, 4 midwives,  and  4 pharmacists,  and  it  has  an  X-ray  department. 
Doctors  visit  patients’  homes,  by  bicycle,  and  one  is  on  call  at  night.” 
(T.  F.  Fox,  M.A.,  M.D.,  F.R.C.P.,  “The  New  China”,  The  Lancet,  16th 
November,  1957,  p.  995.) 

(d)  We  believe  the  maximum  rate  of  work  compatible  with  a satisfactory 
standard  of  medicine  to  be  in  the  region  of  an  average  of  4 services 
(surgery  consultations  or  visits)  per  hour  for  50  hours  per  week,  that  is, 
200  services  per  week,  or  approximately  10,000  per  year.  At  present 
the  average  number  of  services  per  patient  per  year  is  about  5 (Lancet, 
27th  April,  1957,  p.  881),  so  that  10,000  items  of  service  per  year  are 
required  for  2,000  patients,  our  suggested  maximum.  Moreover,  we 
believe  that  the  range  of  services  at  present  being  rendered  by  most  general 
practitioners  could  with  advantage  be  extended  to  include  not  only  such 
•items  as  minor  surgery  (at  present  usually  referred  to  hospital),  but  also 
greater  emphasis  on  preventive  medicine,  health  education,  and  the  pro- 
motion of  positive  health. 

2.  Reduction  and  Abolition  of  the  Additional  List  of  Patients  allowed  for  the 
Employment  of  an  Assistant. — We  believe  that  the  permanent  additional  list  for  the 
employment  of  an  assistant  should  be  abolished  as  soon  as  possible.  We  would 
suggest  an  immediate  reduction  of  the  maximum  by  500,  bringing  it  to  1,500, 
followed  by  further  reductions  at  the  rate  of  300  per  year  for  5 years.  This 
measure  would  induce  many  of  the  principals  concerned  to  take  an  assistant  into 
partnership  rather  'than  lose  the  remuneratiojn  attached  to  the  patients  on  the 
extra  list. 

Cases  could  occur  where  a principal  who  contemplates  taking  a partner  is 
uncertain  whether  the  practice  will  grow  sufficiently  to  enable  him  to  afford  to 
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do  so.  We  therefore  propose  that,  where  a practitioner  expresses  to  the  local 
Executive  Council  his  intention  of  taking  an  assistant  with  a definite  view  to 
partnership,  he  should  be  permitted  to  have  a temporary  extra  list  for  a maximum 
period  of  two  years  (subject  on  appeal,  in  special  circumstances,  to  an  extension 
for  a third  year)  up  to  a maximum  of  1,000  patients  (and  at  a capitation  fee  of 
15s.  per  patient  on  the  extra  list).  This  concession  would  still  allow  a principal 
to  try  out  a number  of  assistants,  should  the  first  one  or  more  prove  unsatisfactory. 

3.  Abolition  of  the  Restrictive  Regulations  on  Change  of  Doctor. — We  believe 
that  the  restrictions  on  free  change  of  doctor  discriminate  unfairly  against  both 
doctors  with  small  practices  and  patients  cared  for  exclusively  by  the  N.H.S.  We 
have  no  doubt  that  these  restrictions  protect  the  large  practices,  and  believe  that 
this  is  the  real  reason  why  “ the  profession  ” urged  them  on  the  Ministry 
of  Health  in  the  first  place.  These  restrictions  act  as  a brake  on  the  natural 
development  of  the  newer  practices.  With  regard  to  the  patients,  only  the  relatively 
wealthy  need  not  hesitate  to  go  to  another  doctor  privately  (and  hence  are  not 
subject  to  restrictions),  so  the  restrictions  in  reality  apply  only  to  the  majority 
of  the  population  ; we  consider  this,  too,  an  unfair  discrimination  in  the  N.H.S. 

II.  Assistant  and  Trainee  General  Practitioners  and  Locums 

We  believe  that  a trainee  general  practitioner  in  bis  first  year  in  general  practice 
shouid  earn  the  equivalent  of  £500  per  annum  in  terms  of  1939  prices.  (This  figure 
was  recommended  in  the  Spens  Report  on  general  practitioner  remuneration.) 

We  have  proposed  elsewhere  (vide  our  earlier  evidence  on  assistant  general 
practitioners)  that  an  assistant’s  statutory  minimum  salary  should  be  based  on  a 
5i  day  working  week,  with,  additional  remuneration  for  night  work  and  work  at 
week-ends  and  public  holidays.  We  suggest  that  the  statutory  minimum  salary 
should  be  not  less  than  £20  per  week,  clear  of  ail  expenses,  and  with  living  accom- 
modation provided  for  the  assistant,  or  a living  out  allowance  sufficient  to  cover 
its  cost.  We  further  suggest  that  rates  of  remuneration  for  hours  worked  in  excess 
of  the  standard  week  be  so  calculated  that  with  reasonable  “ overtime  ” — say,  duty 
on  alternate  nights  and  alternate  weekends— incomes  substantially  above  this  salary 
should  be  earned. 

With  regard  to  the  salaries  of  locums,  we  believe  that  if  a Wages  Council  (or 
equivalent)  for  Assistant  General  Practitioners  is  formed,  such  a body  should  include 
consideration  of  this  matter  in  its  work. 

ID.  Hospital  Medical  Staff 

Under  the  existing  hospital  staffing  system,  the  only  permanent  medical  staff 
in  the  hospital  service  are  Consultants  and  S.HM.O.’s. 

We  believe  that  it  should  be  possible  for  a doctor  to  choose  to  follow  a career 
in  the  hospital  service  without  necessarily  having  to  reach  the  top  rank.  Before 
the  inception  of  the  N.H.S.,  the  medical  staffs  of  local  authority  general  hospitals 
were  able  to  obtain  permanent  posts  below  the  grade  now  known  as  Consultant, 
and  we  think  that  this  system  is  preferable  to  the  present  one.  The  latter  is 
wasteful  of  medical  man-power,  because  at  each  stage  of  promotion  the  number 
of  vacancies  is  reduced,  and  a number  of  men  who  have  had  years  of  specialised 
training,  and  probably  with  higher  qualifications,  are  forced  out  of  the  hospital 
service. 

We  would  like  to  suggest  to  the  Royal  Commission  a possible  scheme  for  graded 
career  posts  in  the  hospital  service,  as  follows: — 

(1)  House  Officers — posts  for  six  months  or  one  year. 

(2)  Hospital  Medical  Officers— hospital  career  posts  made  up  from  present 
J.H.M.O.’s,  Registrars  and  Senior  Registrars  who  have  not  yet  completed 
4 years  in  that  grade. 

(3)  Specialists — made  up  from  present  S.H.M.O.’s,  Senior  Registrars  who  have 

completed  4 years  or  more  in  that  grade,  and  relatively  junior  Consultants  ; 
and  later  recruited  from  suitable  candidates  from  (2). 
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(4)  Senior  Specialists — present  senior  Consultants ; and  later  recruited  from 
suitable  candidates  from  (3). 

(5)  Consultants — eminent  or  leading  Consultants,  mostly  after  retirement  from 

routine  hospital  work ; and  later  recruited  from  senior  members  of  (4). 

We  would  suggest  the  following  rates  of  remuneration  for  wholetime  hospital 
medical  staff,  for  the  grades  proposed  above.  Our  proposals  are  based  loosely 
on  the  report  of  the  Spens  Committee  on  the  Remuneration  of  Consultants  and 
Specialists,  by  doubling  the  salary  range  of  £600  to  £1,200  recommended  in  it  in 
terms  of  1939  prices  for  the  medical  staff  between  the  grades  of  house  officers 
and  specialists. 

(1)  House  Officers:  For  prerregistration  house  officers,  £600  p.a.  for  first  post, 

£700  p.a.  for  second  or  subsequent  post.  Following  completion  of  the 
pre-registration  year,  £800-£l,000  p.a. 

(2)  Hospital  Medical  Officers : £1,200  p.a.  rising  to  £2,400. 

*(3)  Specialists : £2,600  (at  age  32),  rising  to  £4,000. 

*(4)  Senior  Specialists : £4,500  to  £5,000  or  more. 

The  suggested  salary  scales  for  Specialists  and  Senior  Specialists  are  intended  to 
be  inclusive  of  what  at  present  is  paid  as  merit  awards,  but  which,  in  our  view, 
would  probably  be  better  met  by  the  creation  of  Responsibility  Awards  attached 
to  particular  posts  (instead  of,  as  at  present,  to  particular  anonymous  individuals). 

* For  part-time  Specialists  and  Senior  Specialists : yy  only  of  the  whole-time 

salary,  where  “x”  is  the  number  of  sessions.  The  number  of  weekly  sessions  for 
a part-time  hospital  doctor  should  be  limited  to  a maximum  of,  say,  6 or  7. 

IV.  Adjustments  in  Remuneration 

All  the  proposals  made  are  in  terms  of  present-day  prices.  They  do  not,  of 
course,  preclude  negotiated  future  adjustments  for  changes  in  the  value  of  money. 
In  the  case  of  general  practitioners  there  should,  in  addition,  be  arrangements  for 
annual  adjustments  in  respect  of  changes  in  the  cost  of  specific  items  of  practice 
expenses,  e.g.,  petrol,  telephone  charges. 

ITEM  (xix) 

The  Practicability  of  the  Profession  Establishing  a Fixed  Scajle  of  Payment 
for  Assistants  in  General  Practice 

In  our  view,  such  an  arrangement  is  definitely  not  practicable.  In  Section  IV 
of  our  earlier  evidence  on  assistants’  remuneration  we  gave  a summary  of  the 
abortive  attempts  made  over  the  post  seven  years  by  this  Association  to  secure 
for  assistants  effective  negotiating  machinery  through  the  B.M.A.  or  the  G.M.S.C. 

The  need  for  establishing  statutory  minimum  salary  scales  and  conditions  of 
employment  is  nevertheless  urgent  and  great.  As  we  have  tried  to  show,  both  in 
our  earlier  evidence  on  assistants’  remuneration  and  under  Item  (xvi)  of  this 
evidence,  the  salaries  and  conditions  of  service  of  assistants  cannot  under  existing 
conditions  be  left  to  adjust  themselves  by  the  natural  laws  of  supply  and  demand. 
Owing  to  the  large  surplus  of  doctors  unable  to  enter  practice  as  principals,  an 
excess  of  potential  assistants  is  available,  and  it  is  not  necessary  to  offer  either  a 
fair  salary  or  attractive  conditions  in  order  to  attract  scores  of  applications  for  a 
post  from  well  qualified  applicants. 

In  our  opinion  there  should  be  laid  down  statutory  minimum  rates  of  pay  for 
assistants  based  on  a fair  working  week,  with  additional  remuneration  for  overtime 
working.  Such  rates  cannot  be  laid  down  by  the  profession,  whose  leaders  represent 
the  employers  themselves:  it  must  be  done  by  an  outside  body  such  as  a Wages 
Council. 

Under  Item  (xvi)  we  gave  a number  of  examples  of  the  relatively  low  salaries 
(earned  by  assistants.  In  this  section  we  should  like  to  elaborate  this  point  by 
quoting  examples  of  the  way  in  which  many  principals  overwork  their  assistants 
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by  giving  them,  not  half  the  work  of  the  practice  (even  this  would  often  be 
considerably  more  than  their  salaries  are  worth),  but  frequently  the  majority  of 
the  work. 

Examples 

(These  are  taken  from  personal  letters  written  to  us  by  assistants  themselves. 
We  have  many  other  examples  on  our  files.) 

(1)  “The  G.P.R.A.  might  be  interested  in  my  former  employment.  I worked 
for  2\  years  as  full-time  assistant  in  a large  practice  consisting  of  3 principals 
and  2 assistants.  Principal  No.  1 did  a few  surgeries.  So  did  Principal  No.  2, 
plus  a few  calls.  Principal  No.  3 (who  worked  part-time)  made  up  her  salary 
by  doing  all  the  midwifery.  Assistants  Nos.  1 and  2 did  all  afternoon,  evening 
and  night  duties  between  them,  365  days  a year,  holidays  included.” 

(2)  “I  am  at  present  in  the  process  of  leaving  a post  of  assistant  with  view 
because  of  the  appalling  house  in  which  the  assistant  (who  does  90  per  cent,  of 
the  practice  work)  is  expected  to  live.” 

(3)  “Details  of  previous  post  held  between  1952  and  1954:  The  practice  of 

4.000  patients  was  in  the  hands  of  a principal  who  not  only  did  not  run  the  practice 
but  was  incapable  due  to  ill  health.  There  was  no  view  from  the  outset  ...  I 
was  responsible  for  doing  all  calls,  night  and  day,  seven  days  a week  except  every 
third  week-end  and  three  weeks  per  annum  paid  holiday  when  a locum  was 
employed.  I was  responsible  for  receiving  messages  24  hours  a.  day  when  off 
duty  as  well  as  on,  and  even  when  on  holiday.  I was  responsible  for  accom- 
modating any  locum  who  might  not  live  locally.  The  only  work  my  principal  did 
was  odd  surgeries  during  the  week.  The  ‘ assistant  ’ virtually  ran  the  practice.” 

(4)  “In  the  Rhondda,  which  I chose  for  gaining  industrial  experience,  the 
treatment  I received  was  disgraceful.  My  principal  was.,  I hope,  a singularly  bad 
type,  but  the  treatment  I received  was  not  unusual.  At  a preliminary  interview 
I was  quite  misled.  Salary  offered  was  £1,200  p.a.  including  car  allowance,  but 
expenses  were  fantastic.  Keeping  a resident  housekeeper  and  persuading  her  to 
help  out  with  24  hour  phone  cover  was  nearly  ruinous.  . . . Off  duty  frequently 
failed  to  materialise  and  after  a period  of  one  week’s  sickness  the  principal  deducted 
the  sum  paid  to  me  by  the  . . . Company  on  my  personal  sickness  policy  from 
my  cheque.  ...  I was  expected  to  account  for  every  minute  of  my  off  duty  and 
was  subjected  to  sudden  visits  or  phone  calls  at  any  time  up  to  2 a.m.  by  the 
doctor  or  a member  of  his  family.  He  in  fact  was  frequently  absent  from  the  practice 
even  when  ‘ on  duty 

(5)  “ The  [traineeship  I did  in  N.W.  London  was  nothing  more  than  free  labour 
for  a principal.  I did  all  the  N.H.S.  surgeries  except  one  per  week  and  oyer 
50  per  cent,  of  his  N.H.S.  calls,  which  left  him  time  to  devote  himself  to  increasing 
private  practice.  ...  A traineeship  of  this  kind  is  nothing  but  abuse  of  the  Health 
Service  and  is  highly  condemnable.” 

(N.B.  Please  see  our  remarks  on  trainer  principals  under  Item  (xiii).) 

(6)  “ Trainee-assistant  scheme  is  iniquitous.  I worked  for  10  months  as  a trainee- 
assistant  to  a principal  with  list  of  3,500.  I had  to  run  the  surgery  and  N.H.S. 
list  almost  single-handed.  Principal  even  tried  to  make  me  pay  the  whole  of  the 
National  Insurance  stamp,  as  ‘ he  was  not  reimbursed  by  the  Executive  Committee 
for  this  \ I disapprove  of  this,  scheme  because  the  principal  is  getting  the  services 
of  an  assistant  free  of  charge  and  the  training  was  noticeable  by  its  absence.” 

(7)  “Assistant  since  Odt.,  1954,  formerly  ‘with  view’.  Urban  practice,  3,800 
patients.  One  principal  '(on  obstetric  list).  I conduct  single-handed  three  of  the  four 
surgeries  daily,  two  of  them  at  . . . Health  Centre ; attend  all  the  30-40  midwifery 
cases.  Do  all  night  calls,  all  rota  duties  (once  a week  8 p.m.  to  midnight  for 

15.000  patients,  every  sixth  week-end  for  15,000  patients),  and  all  emergency 
calls..  . . . Do  50-75  per  cent,  of  'the  daily  visiting.  . . . Weekly  half-day,  1 p.m. 
to  midnight.  . . . Except  for  a few  (four  to  five  at  most)  visits  on  Saturday  mornings 
the  principal  has  virtually  a 4\  day  week  in  his  general  practice.  ...  Of  the  general 
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practice  ...  I do  two-thirds  to  three-quarters  of  the  work.  The  total  N.H.S. 
income  of  the  practice  is  in  the  region  of  £2,800.  Two-thirds  to  three-quarters  of 
this  is  £1,860-£2,100.  My  gross  income  is  £1,000  (plus  car  allowance).” 


ITEM  (xx) 

Proposals  for  Specific  Machinery  or  Procedures  to  be  established  for  dealing 
with  Future  Discussions  of  Medical  Remuneration 
I.  For  Hospital  Medical  Staff.— We  propose  that  existing  Whitley  machinery 
be  continued,  but  that  the  Staff  side  should  be  made  fully  representative  directly 
of  whole-time  consultants,  senior  hospital  medical  officers.,  senior  registrars,  registrars, 
junior  hospital  medical  officers  and  house  officers  as  well  as  of  part-time  consultants’ 
and  should  not  be  dominated  by  consultants  from  the  teaching  hospitals. 

H.  For  General  Practitioner  Principals.— Whitley  machinery,  as  is  provided  for 
°°  P?Per>  should  be  established,  and  the  staff  side  should  be  genuinely  representative 
of  different  groups— e.g.,  small,  medium  and  large  list  practitioners,  single-handed 
and  partnership  practitioners,  urban  and  rural  practitioners  (i.e.,  it  should  not  consist 
predominantly  of  nominees  of  the  G.M.S.C.  or  the  B.M.A.).  The  Management  side 
should  include  adequate  representation  of  representatives  of  the  Ministry  of  Health 
m Council)1™6111  tbereby  bavme  n0  reason  for  faiIinS  to  accept  an  agreement  reached 

ri'rL  f Assis‘a,;)t  G™.eral  Practitioners,  Locum  Tenens  General  Practitioners  and 
Iramee  General  Practitioners.— A Wages  Council,  or  an  equivalent  body  under 

satisffirtnrv  Ldf  S and  *e  Department  of  Health  for  Scotland,  is  ffie  only 
satisfactory  and  equitable  solution,  in  our  view. 

(Please  see  our  reasons  in  Section  IV  of  our  earlier  evidence  on  Assistants.) 


ITEM  (xxi) 

Any  Factors  other  than  Remuneration  which  are  Affecting  the  Contentment 
of  General  Practitioners 

of^X^rtoLtS!1  between  the  <*»  ***» 

state  eeneral  practice  in 

tiom^nd^visitf5^1^^!;™6  avai!ab!e  'Per  Patient,  resulting  in  rushed  consulta- 
pahents  d Th?W«L  hfi,  TT ,vely  hlgb  maximal  size  of  the  N.H.S.  list  of 
quality  of  work  method  °f  payment  rewards  quantity  at  the  expense  of 

the  tfZf®  be,tWeen  d<?tors  for  N’H'S-  Pltient5-  As  a result  of 

standariTof  mitf  -q  ♦ aS  Jalge,  a bst  as  Possible,  the  onus  of  maintaining 
Snv  no  IS  , f at ,a  blgb  ievel  is,  in  effect,  thrown  on  the  patient,  who 

The  doctor Tn  the  h n<?  necessa.?y  ■tbe  best  iudge  of  the  doctor, 

cj  j . * .f  other  hand  has  to  reconcile  his  professional  conscience  with 

his  desire  to  satisfy  his  patients  requests,  for  fear  that,  if  the  latter  are  refused 
ffie  patients  wffi  go  elsewhere  to  obtain  what  they  want.  Hence  the  fostering 
°f  . 1 6 . J * ® pf  m6dicme  habit  , with  consequent  relatively  high  cost  of  the 
national  drug  bill,  and  in  many  cases  lax  certification  of  incapacity  due  to  sickness. 

3.  Lack  of  capital  investment  programme  for  the  development  of  general 
practice  (provision  of  fully  equipped  and  staffed  health  centres). 

4.  Lack  of  secretarial  and  nursing  assistance,  because  of  lack  of  financial 
resources. 


5.  Insufficient  time  and  opportunity  for  postgraduate  education. 

6.  Paucity  of  domiciliary  medical  teams  with  individual  specialisation  within 
the  field  of  general  practice.  The  completely  all-round  G.P.  is  an  anachronism 
today,  because  of  the  tremendous  technical  advances  in  medicine. 
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7.  Administrative  and  -practical  separation  of  general  practice  from  the  hospital 

service  and  the  local  health  authority  services.  (For  example,  most  general 

practitioners  are  unable  to  do  hospital  work.) 

The  outward  manifestations  of  these  various  factors  consist  mainly  in  an 
appallingly  low  standard  of  general  practice  in  far  too  many  cases.  History  taking 
and  physical  examination  tend  to  be  hurried  and  inadequate  and  treatment  to  be 
largely  confined  to  the  issuing  of  prescriptions,  frequently  on  the  basis  of  a 
prescription  for  each  symptom  of  which  the  patient  complains.  Cases  which  appear 
to  require  more  lengthy  examination  or  investigation  are  referred  to  consultants  in ' 
hospital,  and  many  minor  surgical  procedures,  which  could  easily  be  carried  out 
by  the  G.P.  if  he  had  more  time  and  incentive,  are  referred  to  the  Casualty  Depart- 
ment. Little  attention  is  devoted  to  the  study  of  .the  patient’s  social  and  psychological 
background,  yet  this  is  essential  to  the  assessment  of  the  real  significance  of 
symptoms  and  to  the  understanding  of  the  full  implications  of  most  illnesses  for 
which  patients  consult  their  general  practitioners.  With  regard  to  the  promotion  of 
health,  this  does  not  even  enter  into  general  practice  in  this  country. 

We  could  enlarge  on  this  theme  at  length,  but  will  confine  ourselves  to  giving 
some  quotations  to  illustrate  some  of  the  points  we  have  made. 

Extracts 

On  low  standards  of  practice 

“ The  present  state  of  general  practice  is  unsatisfactory.  . . . For  several  decades 
general  practice  has  adapted  itself  to  the  growth  -and  development  of  hospital 
specialist,  and  other  medical  services;  but  it  has  not  developed  concurrently.” 
(From  “ General  Practice  in  England  Today,  a Reconnaissance  ”,  by  Joseph  S. 
Collings,  Lancet,  25th  March,  1950,  p.  555.) 

“ In  fact,  under  prevailing  conditions  of  industrial  practice,  anything  approaching 
a general  or  complete  examination  is  out  of  the  question  ; examinations  are  usually 
confined  to  the  offending  organ,  and  even  then  are  cursory.  Certain  routine  pro- 
cedures are  followed,  almost  religiously:  throats  and  tongues  are  looked  at,  pulse 
rates  and  temperatures  are  taken,  and  chests  are  * listened  to  ’,  either  at  the  patient’s 
request  or  for  some  specific  reason.  (The  process  of  ‘listening  to’  must  not  be 
confused  with  chest  examination : it  consists  merely  in  applying  the  stethoscope  to 
some  area  readily  exposed  by  unbuttoning  a shirt  or  pulling  down  an  under 
garment.)  On  urgent  indication  an  abdomen  may  be  palpated:  I have  often  seen 
this  done  with  the  patient  standing,  and  I have  rarely  seen  what  could  be  termed 
a thorough  abdominal  examination  made  in  an  industrial  practice.”  (Ibid.) 

“ Treatment  is  even  more  restricted  than  diagnosis.  Most  of  it  is  symptomatic, 
and  nearly  all  of  it  is  medicinal ; for  there  is  neither  time  nor  opportunity  for 
physical  therapy  or  psychotherapy.”  (Ibid.) 

“The  over-all  state  of  general  practice  is  bad  and  is  still  deteriorating.”  (Ibid.) 

“It  was  interesting  to  note  how  rarely  inspection  and  (percussion  are  used  in 
examining  the  chest.  ...  I was  surprised  at  the  prevalence  of  the  method  of  examining 
the  abdomen  through  the  clothes  with  the  patient  standing.”  (From  “A  Field 
Survey  of  General  Practice”,  by  Stephen  Hadfield,  British  Medical  Journal,  26th 
September,  1953.) 

“ In  a substantial  number  of  practices,  lack  of  time  has  reduced  the  range  of 
service  the  practitioner  can  give  to  his  patients.”  (Ibid.) 

“ The  has-te  -necessitated  by  crowded  surgeries  was  said  to  induce  mental  fatigue 
and  strain,  diminish  alertness  of  mind,  and  cloud  clinical  judgment.  This  led  to 
a tendency  to  ‘ spot  diagnosis  ’ and  to  the  reference  to  hospital  of  any  cases  requiring 
much  thought.”  (From  “A  Postal  Enquiry  among  12,879  G.P.  Principals,  July 
1951  ”,  by  Stephen  Hadfield,  British  Medical  Journal,  26th  September,  1953.) 

“ . . . some  ten  million  people  living  mostly  in  industrial  areas  are  receiving  from 
their  5,000  doctors  a medical  service  which  leaves  much  to  be  desired.”  (From 
“Comment”  in  The  Observer,  28th  March,  1954,  on  findings  reported  in  “Good 
General  Practice  ” by  Stephen  Taylor,  Oxford  University  Press,  1954.) 
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“ jn  ventilating  this  subject,  one  is  bound  to  contrast  these  stories  with  those  of 
doctors  who  complain  that  they  are  overworked  and  have  no  time  to  see  their 
patients.”  (Dr.  Donald  Johnson,  M.P.,  speaking  in  the  Adjournment  Debate  on 
24th  April,  1956,  on  the  subject  of  medical  unemployment.) 

“I  know  what  fine  work  general  practitioners  perform  and  how  essential  they 
are,  hut  the  constant  demand  on  their  services,  the  lack  of  leisure  to  pursue  their 
studies  in  the  rapidly  advancing  fields  of  modern  medicine,  gradually  turn  many  into 
prescription-writing  and  form-filling  automata,  whose  days  are  spent  in  seeing  the 
largest  number  of  patients  in  the  shortest  possible  time.”  (From  “Doctor  on  the 
Dole  ”,  by  Michael  Johnn,  Christopher  Johnson  Ltd.,  1957,  p.  153.) 

“ One  G.P.  put  it  cynically : ‘ All  you  need  is  a good  ball-point  and  a prescription 
pad.’  ‘ ...  As  the  practice  of  a high  standard  of  medicine  and  surgery  in  general 
practice  costs  both  time  and  money,  any  G.P.  attempting  to  do  good  work  is  at 
once  at  a disadvantage  compared  with  the  G.P.  who  sends  to  hospital,  at  consider- 
able cost  to  the  N.H.S.,  all  patients  whom  he  thinks  may  be  sick  (From  an 
article,  “What  Makes  a Good  Doctor  Today?”,  News  Chronicle,  6th  July,  1956, 
quoting  extracts  from  correspondence  in  the  British  Medical  Journal.) 

“I  have  this  afternoon  seen  three  cases  in  which  the  patient  said  that  she  had 
never  been  examined  by  her  doctor,  and  'this  is  by  no  means  unusual.  One  letter  said, 

‘ i lumbar  pain  ’.  It  is  dispiriting  to  see  so  many  people  sent  to  hospital  not  for 
advice  but  apparently  to  get  them  out  of  the  surgery  with  as  little  work  as 
possible  . . (From  a letter  from  a consultant  to  the  Editor,  The  Lancet,  published 
3rd  August,  1957.) 

On  the  need  for  more  refresher  courses  for  general  practitioners,  and  for  more 
nursing  and  secretarial  assistance 

“79  per  cent,  of  G.P.’s  would  like  more  time  for  refresher  courses  to  bring 
themselves  up  to  date.  They  are  conscious  of  the  gap  between  hospital  standards 
and  those  that  have  been  forced  upon  them  by  the  N.H.S.  But  at  present  they  are 
powerless  to  catch  up.  For  the  same  reason  58  per  cent,  of  the  G.P.’s  feel  that 
they  would  be  able  to  render  a better  service  if  they  had  more  secretarial  help, 
and  54  per  cent,  if  they  had  a nurse  in  the  surgery.  At  present  any  doctor  who 
employs  help  of  this  kind  has  to  pay  for  it  himself  out  of  the  17s.  a year  he 
gets  paid  for  looking  after  each  patient.  It  is  not  surprising  that  few  do  have  any 
skilled  help  apart  from  a long-suffering  wife.”  (From  the  article  in  the  News 
Chronicle,  6th  July,  1956,  above  referred  to,  giving  some  results  of  a Gallup  Poll 
of  general  practitioners.) 

On  the  need  for  specialisation  within  the  field  of  general  practice 

“The  development  of  a special  interest  by  a general  practitioner  is  not  to  be 
discouraged  ; indeed  in  a group  practice  it  is  desirable,  and  in  rural  practice  additional 
knowledge  is  always  useful.  It  should,  however,  be  understood  that  the  interest 
should  be  within  the  scope  of  general  practice.”  (From  “ General  Practice  and  the 
Training  of  the  General  Practitioner”,  published  by  the  B.M.A.,  1950,  p.  23.) 

On  the  need  for  more  health  centres  and  for  unified  administration  of  the  health 
services 

“ He  (Professor  Fraser  Brooking  ton)  .believes  that  tihe  right  place  in  which,  and  from 
Which  the  practitioner  should  work  is  a 'health  centre,  which  could  give  him  the 
scientific  and  the  social  instruments  for  a modem  approach  to  health,  and  also  the 
advantage  of  team-work  . . .”  (From  an  Editorial  Article  in  The  Lancet,  28th 
April,  1956.) 

“ . . . there  must  be  many  hundreds  of  good  local  authority  clinics  which  could 
be  used  with  advantage  by  general  medical  practitioners  without,  necessarily 
curtailing  the  local  health  authority  services.  (From  “The  William  Budd  Health 
Centre”,  British  Medical  Journal,  13'th  February,  1954,  p.  391.) 

“ Our  health  service,  as  we  have  it  today,  is  divided  into  three  parts,  administered 
by  unconnected  authorities:  the  general  practitioners,  the  hospital  and  specialist 
services,  and  the  local  authority  services.  Whether  or  not  the  Guillebaud  Committee 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  GENERAL  PRACTICE  REFORM  ASSOCIATION 


435 


will  come  to  any  conclusion  for  altering  this  division,  I suggest  that  the  natural 
and  easy  way  of  bringing  about  the  co-ordination  of  all  these  different  elements 
is  to  get  the  local  work  of  the  Health  Service  done  in  health  centres,  where  all  of 
them  are  to  be  found.”  (From  “ The  Role  of  the  Individual  in  Health  Service  ”, 
by  Lord  Beveridge,  British  Medical  Journal,  11th  September,  1954,  p.  1373.) 

“ In  my  opinion  a more  serious  weakness  of  the  present  structure  lies  in  the  fact 
that  the  National  Health  Service  is  in  three  parts,  is  operated  by  three  sets  of  bodies 
having  no  organic  connection  with  each  other,  and  is  financed  by  three  methods 
one  of  which  differs  radically  from  the  other  two.”  (From  16  Reservation  about 
the  Structure  of  the  National  Health  Service  ’’—minority  report  of  Sir  John  Maude, 
from  the  Guillebaud  Committee  report  on  N.H.S.  costs,  January,  1956.  p.  276.) 

“Perhaps  the  greatest  problem  of  .the  service,  he  continued,  was  the  tripartite 
division  of  the  administrative  structure.  ...  It  was  in  the  home  health  and 
preventive  services,  Mr.  Turton  thought,  that  the  tripartite  administrative  structure 
raised  most  problems.  ...  In  his  view  health  and  welfare  were  so  closely  linked 
that  in  the  domiciliary  field  at  least  they  ought  to  be  administered  as  one.” 
(Parliamentary  report  in  The  Lancet,  12th  May,  1956,  reporting  Mr.  Turton’s  speech 
on  7th  May,  in  opening  a debate  on  the  Guillebaud  report.) 

“ The  National  Health  Service  Acts  placed  community  care  under  the  local  health 
authority  and  hospital  care  under  the  Ministry  of  Health.  By  this  division  the 
services  designed  to  preserve  the  health  of  the  citizen  in  the  community  are  separated 
from  the  treatment  offered  him  in  hospital.  Sometimes  this  administrative  indepen- 
dence is  unimportant— e.g.,  when  the  local  health  authority  deals  with  sanitation 
and  the  hospital  service  treats  a fracture  in  a healthy  patient.  But  more  often  it  is 
impossible  to  separate  the  citizen  from  his  disease.  This  is  especially  true  of  the 
psychiatric  patient : care  and  treatment  must  be  given  to  him  both  in  the  community 
and  in  the  hospital,  and  it  should  -be  given  without  interruption.”  (From  “An 
Integrated  Mental-Health  Service  ”,  by  Duncan  MacMillan,  M.D.,  B.Sc.,  F.R.C.P.E., 
D.Psych.,  Lancet,  24th  November,  1956,  p.  1094.) 

“ ■ . • -the  movement  towards  merging  of  clinical  and  community  medicine — of 
curative  and  preventive  medicine — will  render  the  tripartite  structure  of  the  National 
Health  Service  out  of  date.”  (From  a report  in  The  Lancet,  5th  January, 
1957,  p.  42,  of  the  Malcolm  Morris  Lecture  on  Clinical  and  Community  Medicine 
by  Dr.  J.  N.  Morris  on  6th  December,  1956.) 

Please  see  also  the  extracts  given  under  Associated  Proposal  (1)  of  Item  (xviii) 
of  this  evidence,  remuneration  of  general  practitioner  principals. 
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Examination  of  Witnesses 

Dr.  A.  C.  J.  Saudek,  Chairman , Executive  Committee 
Dr.  H.  P.  Hilditch,  Secretary , Executive  Committee 
Dr.  L.  Russell 
Dr.  J.  J.  Segall 

on  behalf  of  the  General  Practice  Reform  Association, 
Called  and  Examined 


2182.  Chairman : Dr.  Saudek,  you  are 
the  Chairman  of  your  Association 

and  ithe  principal  spokesman? Dr. 

Saudek : Yes. 

2183.  You  have  sent  us  a great  deal 
of  evidence  in  two  lots  of  documents ; 
the  first  one  was  in  two  parts,  so  you 
may  not  always  be  sure  just  which  one 
we  are  referring  to.  We  are  not  going 
to  go  through  (the  whole  of  your 
evidence.  A great  deal  of  if  'has  been 
covered  by  submissions  from  other 
bodies,  and  we  .are  going  to  concentrate 
on  a few  special  matters  of  interest  to 
the  Commission.  I hope  you  will  under- 
stand that  we  wish  to  test  what  you  have 
said  quite  thoroughly  and  will  want  to 
ask  many  questions.  I do  not  want  you 
to  regard  that  as  implying  either  dis- 
belief or  hostility,  nor  that  we  feel  it 
necessary  to  make  reference  to  any  par- 
ticular points  in  our  Report.  Indeed, 
failure  to  pursue  a point  does  not 
necessarily  imply  either  that  we  have 
rejected  it  or  that  we  have  accepted  it. 
Every  member  'Of  the  Commission  will 
be  asking  questions  of  you,  but  for  con- 
venience we  have  divided  the  task  of 
sifting  the  very  voluminous  submissions 
that  we  have  received  from  many  bodies 
between  ‘two  sub-committees  of  the  Com- 
mission. Sir  David  Hughes  Parry  has 
been  Chairman  of  ithe  sub-committee 
that  has  dealt  with  your  evidence,  so  that 
he  will  be  leading  off  with  questions  on 
most  of  the  topics,  although  any  member 
of  the  Commission  may  ask  you  sub- 
sequent questions. 

First  of  all,  I would  like  to  know  for 
the  record  a 'hit  about  your  membership 
and  coverage,  whom  you  represent  and 

wkalt.  Could  you  tell  me  briefly? We 

were  founded  in  1950  under  another 
name,  the  Unestablished  Practitioners 
Group.  At  a Special  General  Meeting 
in  1954  the  name  was  changed  by 
majority  vote  to  the  present  name,  the 
General  Practice  Reform  Association, 
and  scope  of  the  policy  of  the  Associa- 
tion was  enlarged.  We  have  200 
members.  We  have  a subscribing 


membership  of  200,  .and  in  addition 
to  that  we  have  what  you  might 
call  an  Associate  Membership — they 
are  not  subscribing.  They  number 
over  another  200 ; they  have  an 
interest  in  our  work,  and  they  have 
asked  to  receive  our  literature  and  do 
receive  our  literature  regularly,  but  they 
are  not  allowed  to  vote  at  meetings  or 
propose  resolutions  at  meetings. 

2184.  Do  you  cover  primarily  the 

younger  doctors? Yes,  I would  say 

so. 

2185.  Will  you  tell  me  to  what  extent 
you  cover  the  two  main  branches  of  the 
profession,  'the  hospital  side  and  the 
general  practitioner  side?  Your  title 

now  implies  general  practice. We  are 

mainly  general  practice.  About  50  per 
cent,  of  the  members  are  principals — 
small  list  principals — about  45  per  cent, 
are  assistants  or  locums,  and  about 
5 per  cent,  are  in  other  branches  of 
medicine,  hospital,  Public  Health  and 
industry. 

2186.  From  all  over  ithe  oountry? 

Yes. 

2187.  Are  they  well  distributed? 

Oh,  yes. 

2188.  Sir  Hugh  Watson:  Including 

Scotland? Including  Scotland,  yes. 

2189.  .Sir  David  Hughes  Parry : Dr. 
Saudek,  may  I take  you  to  your  recom- 
mendations of  specific  proposals  for 
medical  remuneration?  We  are  greatly 
interested  in  the  proposals  that  yon  have 
made  on  page  424  and  onwards.  May  I 
start  with  the  matters  concerning  the 
unestablished  doctors?  I would  like  to 
take  page  430,  item  (xix),  and  then  work 
backwards  from  that.  In  your  second 
paragraph  you  say : “ Owing  to  the  large 
surplus  of  doctor®  unable  to  enter 
practice  as  principals,  an  excess  of 
potential  assistants  is  available.  . . 
You  say  a large  surplus  ; have  you  any 
figures  as  to  those  who  are  unable  to 

enter  practice? Well,  'there  are,  of 

course,  the  figure®  of  the  Ministry  of 
Health  of  the  number  of  assistants  in  the 
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country — 1,500  or  1,546  I think  was  the 
last  figure.  I have  no  actual  figures  of 
the  total,  including  locums  and  casual 
workers  and  that  sort  of  thing. 

2190.  You  would  agree  ‘that  a number 
of  those  perhaps  do  not  desire  to  become 
principals?  They  aspire  for  the  time 
being  at  any  rate  to  remain  as  assistants? 
No,  I would  not  agree  -with  that. 

2191.  You  think  that  everyone  aspires 

to  be  a principal? Once  they  enter 

the  general  practice  field,  yes,  as  a rule. 
There  must  be  very  few  who  want  to 
remain  assistants  all  their  lives. 

2192.  Chairman  -.  But  you  are  not 
suggesting  'that  all  the  1,546  assistants 
are  people  who  should  now  be 

principals? Who  should  now  be 

principals? 

2193.  Yes. No,  not  all  of  them. 

2194.  Not  even  a very  large  propor- 
tion. But  are  not  most  of  these  people 

at  the  assistant  stage? 1 am  not 

including  in  that  figure  the  number  of 
trainees.  They  are  the  people  who  are 
on  the  way  through.  They,  are  gaining 
experience  in  general  practice,  and  we 
feel  it  should  be  possible  in  a reasonably 
short  time  after  completing  traineeship 
to  obtain  principal  status. 

2195.  Sir  David  Hughes  Parry.  Then 

you  go  on  to  complete  the  sentence — and 
it  might  be  misleading  if  it  is  taken  out 
of  its  context : “ and  it  is  not  necessary 
to  offer  either  a fair  salary  or  attractive 
conditions  in  order  to  attract  scores  of 
applications  for  a post  from  well  quali- 
fied applicants  ”.  That  is  liable  to  be 
misread.  You  would  like  there  to  be, 
would  you  not,  offered  a fair  salary  and 
attractive  conditions? Yes. 

21 96.  That  is  a dangerous  sentence  if 
it  is  taken  out  of  its  context,  is  it  not? 

You  mean  it  is  badly  put,  Sir? 

What  we  meant  was  that  the  supply  of 
potential  assistant  labour  is  in  excess  of 
the  demand,  and  therefore  people  are 
going  ito  get  any  kind  of  a job'  rather 
than  go  unemployed,  and  will  accept 
offers  of  sub-standard  salaries. 

2197.  Your  suggestion  to  meet  that  is 

contained  in  the  third  .paragraph  of  that 
section,  that  “ there  should  be  laid  down 
statutory  minimum  rates  of  pay  for 
assistants  based  on  a fair  working 
week.  ...”  I wonder  if  you  would 
expand  that  a little  bit?  We  are  not 
quite  certain  what  you  were  driving  at 
there. Could  I ask  Dr.  Segall  to  say 


a word.  Sir? — Dr.  Segall:  We  have  in 
mind  something  on  the  principle  of  the 
Wages  Council.  Perhaps  I should  say 
right  at  the  outset  that  such  a policy  was 
first  put  into  our  minds  by  officers  of  the 
Ministry  of  Health  when  we  met  them, 
in  1951  I believe  it  was,  and  the  question 
of  the  conditions  of  employment  of 
assistants  was  discussed.  The  view  of  the 
officers  at  that  time  was  that  the  Ministry 
of  Health  could  not  do  anything  about 
it.  But  it  was  mentioned  en  passant, 
as  it  were,  by  one  of  them  that  the  only 
possible  method  that  they  could  envis- 
age was  a Wages  Council.  But  we  do 
not  necessarily  need  a Wages  Council 
as  stated  in  the  Wages  Council  Act.  That 
would  perhaps  be  a possibility.  We  also 
thought  of  some  similar  machinery  under 
the  Ministry  of  Health. 

2198.  Thank  you.  You  have  cleared 

that  up.  There  is  one  general  point. 
One  feature  of  a profession  always  is 
that  it  tries  to  manage  its  own  affairs 
without  any  undue  interference  from 
outside,  does  it  not? Yes. 

2199.  This  cuts  a little  into  that,  does 

it  not? 'Well,  possibly,  but  we  think: 

with  good  reason.  That  idea,  having 
been  put  into  our  minds  in  1951,  we  did 
nothing  about  it  for  about  five  years. 
We  explored  the  other  avenues,  and  I 
think  it  was  two  years  ago  we  came  to 
the  conclusion  that  we  would  not.  get 
satisfaction  along  those  avenues  within 
■the  profession  ; we  tried  more  than  once. 
So  we  thought  we  would  sound  the  views 
of  those  members  who  are  assistants  and 
of  other  assistants  to  see  what  they 
thought  about  it. 

2200.  Chairman:  Are  you  an  assist- 
ant?  No. 

2201.  You  are  an  established  prac- 
titioner?  Yes. — Dr.  Russell:  May  I 

add  to  that  to  amplify  it,  that  some  of 
us  here  have  served  on  the  General 
Medical  Services  Committee  of  the 
BjM.A.,  and  particularly  on  'the  Unestab- 
lished Practitioners  Sub-Committee.  I 
was  for  three  years  a member  of  the 
General  Medical  Services  Committee. 
We  were  particularly  interested  in  this 
problem,  and  it  was  only  after  repeated 
meetings  with  the  Assistants  and  Young 
Praotitioners  Sub-Committee,  and  after 
we  had  pressed  the  General  Medical 
Services  Committee  for  considerably 
more  than  three  years,  in  fact 
since  1950,  that  finally  the  General 
Medical  Services  Committee  decided 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  GENERAL  PRACTICE  REFORM  ASSOCIATION 


439 


there  was  nothing  unethical  or  improper, 
to  use  their  own  words,  in  a principal 
enjoying  a monetary  award  for  the  per- 
manent employment  of  an  assistant.  It 
was  only  following  their  decision  on  that 
basis  and  as  we  considered  it  was  not 
really  a true  statement  and  not  in  keeping 
with  the  professional  relationship  of  the 
assistant  and  principal,  that  we  decided 
to  explore  the  possibility  of  a register  or 
some  similar  arrangement. 

2202.  Sir  Hugh  Watson : Many  pro- 
fessional persons  employ  assistants. 

Not  in  a nationally  organised  service. 

2203.  Is  that  anything  to  do  with  it 

really? We  think  so. 

2204.  Your  complaint,  as  I under- 
stand it,  is  really  not  against  the  Health 
Service  at  all  but  against  the  senior  and 
established  members  of  your  own  pro- 
fession who,  you  say,  persist  in  giving 
inadequate  remuneration  to  the  assistants 

whom  they  employ? It  is,  of  course, 

very  closely  tied  up,  though,  Sir,  with 
the  authorisation  under  die  National 
Health  Service  of  an  extra  list  for  the 
employment  of  an  assistant.  In  fact,  the 
Health  Service  encourages  a principal  to 
acquire  a very  large  list  and  employ  an 
assistant  rather  than  take  a partner. 

2205.  Well,  it  permits  it. It  permits 

it,  and  in  some  ways  financially  en- 
courages it. 

2206.  Can  you  tell  us  how  a practice 
now  differs  in  this  respect  from  what  it 
was  before  the  introduction  of  the 

National  Health  Service? It  differs  in 

so  far  as  previously  assistants  were  able 
to  buy  a share  of  the  partnership. 

2207.  Wait  a minute  now.  We  have 
not  got  to  the  question  of  partnership 
yet ; we  are  still  talking  about  assistants. 
May  I take  it  that  before  the  National 
Health  Service  was  introduced  general 

practitioners  employed  assistants? 

Oh,  yes. 

2208.  And  I suppose  they  profited,  as 

you  put  it,  from  their  employment.  The 
assistant  was  paid  a salary,  but  the 
doctor  drew  the  fees? That  is  so. 

2209.  Chairman : Is  it  not  the  case, 

Dr.  Russell,  that  when  a doctor  takes  an 
assistant  for  the  first  time  it  is  most 
unlikely  that  he  will  thereby  immediately 
increase  his  list  by  considerable  dimen- 
sions?  It  is  most  unlikely,  yes. 

2210.  And  he  is  not  going  to  profit 
very  much  if  he  is  paying  an  assistant, 


say,  £1,000  a year  and  getting  an  extra 
100  patients  in  the  first  year.  He  will  in 

faot  be  out  of  pocket  considerably? 

Well,  Sir,  if  one  assumes  that  the  assist- 
ant is  only  doing  the  work  of  the  extra 
list.  But  in  fact  in  practice  we  find  that 
the  assistant  usually  does  something  like, 
at  a conservative  estimate,  half  the  work 
of  the  practice. 

2211.  Sir  Hugh  Watson:  Have  you 

got  any  statistics  to  prove  that? Dr. 

Saudek:  We  have  had  a number  of 
letters  from  assistants  who  have  said  so. 
— Dr.  Russell : We  have  given  some 
figures  in  our  evidence. 

2212.  You  have  given  us  half  a dozen 

examples,  but  there  are  1,546  assistants, 
from  what  Dr.  Saudek  said  to  Sir  David. 
And  according  to  my  information  there 
are  26,000  practitioners  in  the  National 
Health  Service.  In  my  rough  calcula- 
tion assistants  represent  something  less 
than  7 per  cent.  Now,  can  it  be  that  all 
these  1,500  are  victims  of  these  condi- 
tions that  you  portray? There  are 

1,500  assistants  in  England  and  Wales 
and  20,000  principals  in  England  and 
Wales.  We  got  figures  in  on  question- 
naire enquiry  from  113  assistants,  I think 
it  was. — Dr.  Saudek : 113  returns. 

2213.  Chairman : How  many  did  you 

ask? We  sent  out  about  1,000. 

2214.  And  you  got  about  an  11  per 

cent,  reply? Yes. — Dr.  Hilditch:  I 

have  got  the  results  of  that  questionnaire 
here.  We  got  111  usable  replies 
altogether,  and  we  sent  out  about  1,000 
forms.  Of  course,  we  have  not  any 
formal  statistics  in  the  sense  that  you 
would  probably  ask  for  them.  I do  not 
think  any  have  ever  been  published,  but 
we  have  had  to  base  our  conclusions 
partly  on  this  questionnaire,  partly  on 
the  verbal  and  written  communications 
of  our  own  members,  partly  on  our  own 
experience,  and  partly  on  various  other 
publications,  such  as  two  articles  on  the 
unemployment  of  assistants  in  the 
British  Medical  Journal,  and  various 
other  reports,  the  report  of  Collings,  and 
odd  bits  of  information  here  and  there. 
We  cannot  quote  formal  statistics  on  this 
particular  subject,  but  we  have  drawn 
up  definite  figures  which  we  think  are 
near  enough  to  it. 

2215.  Mr.  Watson : Is  it  your  point, 
Dr.  Russell,  that  under  the  National 
Health  Service  the  assistant  has  been 
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exploited  by  the  principal? Dr. 

Russell : Yes,  Sir.  I think  there  are  two 
factors:  firstly,  that  at  the  present 
moment  assistants  are  being  exploited ; 
and,  secondly,  that  in  many  cases,  in 
very  many  cases,  a place  as  a principal 
is  being  kept  closed  for  a doctor  while 
he  is  employed  as  an  assistant.  They  are 
two  factors  which  are  always  in  our 
minds  and  which  obviously  overlap ; but 
both,  we  feel,  are  relevant. 

2216.  Is  it  your  second  point  that  an 
assistant  does  , as  much  work  as  the 

principal  and  in  many  cases  more? 

In  our  experience  that  is  so. 

2217.  Professor  Jewkes:  May  I go  back 
to  this  sentence : “ Owing  to  the  large 
surplus  of  doctors  unable  to  enter  prac- 
tice as  principals.  ...”  I think  Dr. 
Saudek  mentioned  a figure  of  1,546 
assistants  in  1956.  I am  looking  at  the 
document  I suppose  you  yourself  have 
had— the  Ministry  of  Health  Factual 
Memorandum,  page  96.  Now,  both  in 
England  and  Wales  and  in  Scotland  the 
number  of  assistants  is  falling  ; the  num- 
ber is  less  in  1956  than  it  was  in  1952  in 
both  areas.  That  does  not  suggest 
that  there  is  a large  surplus  of  doctors 
unable  to  enter  practice  as  principals.  It 
almost  seems  as  if  it  is  becoming  easier 

as  we  go  along. Dr.  Saudek : Have 

you  in  mind  the  effect  of  the  Working 
Party  Report  which  I believe  did  in  1953 
lead  to  a number  of  assistants  being 
taken  into  partnership?  The  effect  of 
that  has  come  to  an  end.  There  has 
been  a slight  increase  from  1954  to  1956. 

2218.  And  certainly  an  increase  between 
1955  and  1956.  How  do  you  account 
for  that?  Will  you  just  repeat  the 
answer? — What  I was  saying  is  that  the 
Working  Party  Report  had  a slight  effect 
in  increasing  the  number  of  principals 
who  took  their  assistants  into  partnership 
because  'there  was  a slight  financial 
advantage  to  be  gained  ; but  that  effect 
seems  to  have  spent  itself,  and  I think  we 
are  reverting  to  the  position  that  existed 
before  the  Working  Party  Report. 

2219.  But  .there  is  no  question  of  a 

piling  up  of  assistants? No,  we  have 

not  said  that. 

Chairman : There  has  been  a piling  up 
of  practitioners. 

Professor  Jewkes : Yes,  if  you  look  at 
the  line  above,  the  number  of  practi- 
tioners has  increased  from  18,164  to 


19,951.  So  the  proportion  of  assistants 
to  principals  has  been  falling  steadily. 
Will  you  accept  that? 

Chairman : I think  you  will  have  to 
accept  it  because  it  is  quite  clear  it  is  so. 

2220.  Professor  Jewkes:  Could  you 
just  turn  over  to  the  next  page,  page  98. 
Appendix  T shows  the  number  of  assist- 
ants who  became  principals  in  each  of 
the  two  years  1955  and  1956.  You  will 
see  that  the  number  is  slightly  different 
in  the  two  years,  but  there  seem  to  be 
about  500  assistants  becoming  principals 
each  year.  Now,  if  there  are  1,500 
assistants  and  500  becoming  principals 
each  year,  that  means  on  the  average  an 
assistant  becomes  a principal  in  three 
years.  That  seems  to  me  to  be  a rapid 
rate  of  turnover,  or  would  you  not  agree 

with  that? 1 suppose  you  can  draw 

that  conclusion. — Dr.  Russell:  I do  not 
think  this  Table  would  suggest  that  all 
those  assistants  are  becoming  principals 
as  partners  in  a practice  in  which 
they  have  worked.  Some  may  have 
endeavoured  to  have  become  estab- 
lished by  opening  a practice,  which  is  a 
notoriously  hazardous  procedure. 

2221.  Chairman:  I think  we  have  been 
told,  Dr.  Russell,  by  other  bodies  that 
that  is  not  the  common  way  to  open  a 

practice. But  I think  approximately 

150  doctors  a year  still  do  that.  150  are 
appointed  to  practice  vacancies,  which 
accounts  for  something  like  a third,  at 
least  a third,  of  the  doctors  entering 
practice. 

2222.  You  think  they  mainly  come 

from  assistantships? Mainly  they  do 

come  from  assistantships.  It  would  be 
an  extremely  rare  case  where  the  Medical 
Services  Committee  has  permitted  an 
appointment  of  a practitioner  to  a prac- 
tice vacancy  who  has  not  been  previously 
an  assistant.  In  the  same  way  people 
opening  practices  independently  very 
rarely  do  so  from  their  hospital  appoint- 
ments, In  fact  they  only  usually  do  so 
after  they  have  tried  to  become  an 
assistant  with  a view  to  partnership. 

2223.  Professor  Jewkes:  Still,  it  does 
mean  from  these  figures  that  in  each 
year  one-third  of  the  assistants  cease  to 
hold  that  status  and  become  principals? 

Yes,  they  become  principals  in  one 

form  or  another. 

2224.  Is  not  that  a fairly  rapid  turn- 
over? It  means  that  in  three  years  on 
the  average  the  whole  of  the  body  of 
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the  assistants  will  have  been  turned  over 

and  become  principals. It  does  not 

necessarily.  Firstly,  Sir,  of  course,  that 
is  true  if  one  regards  the  assistant  as  a 
training  post.  But  since  the  introduction 
of  the  Trainee  General  Practitioners 
Scheme  we  feel  there  is  no  justification 
for  regarding  this  assistantship  for  three 
years  as  a .training  post.  It  is  merely  a 
holding  back  at  that  position  because 
there  are  not  sufficient  places  as  princi- 
pals. A practitioner  who  does,  after  his 
hospital  work,  twelve  months  as  a trainee 
general  practitioner  is  then  pulled  back, 
on  these  figures,  for  three  years.  But  I 
think  the  figure  is  more  than  that  because 
•this  Table  includes  people  who  enter 
practice  independently.  He  is  held  back 
for  three  years  or  more  in  an  assistant’s 
position  where  he  is  not  training  for 
general  practice. 

2225.  Sir  Hugh  Watson : He  is  not 
training  for  general  practice? — He  is 
working  as  a general  practitioner. 

2226.  Sir  David  Hughes  Parry  \ But  he 
is  getting  'experience,  is  he  not?  That 

is  valuable? Oh,  yes,  in  the  same  way 

as  a principal,  but  it  is  not  a training 
post. 

2227.  Sir  Hugh  Watson : But  if  he  is 
working  in  association  with  and  possibly 
under  the  supervision  and  with  the 
guidance  of  an  experienced  practitioner, 
he  is  learning  his  profession  and  it  is 
useful  to  him?- — We  are  not  denying 
the  value  of  it.  The  point  we  are  trying 
to  make  is  that  he  has  been  trained  and 
he  has  spent  his  year  of  traineeship.  He 
is  now  spending  three  years  or  more  and, 
:of  course,  in  some  cases  very  much 
longer,  acting  as  an  assistant  in  a post 
where  he  could  be  used  as  a principal 
and  where  a position  for  a principal  is 
being  kept  closed  to  him. 

2228.  I know  that  is  your  point,  but  I 

think  you  would  agree  that  when  a man 
comes  straight  out  of  the  Medical  School, 
even  if  he  has  been  one  year  as  a house- 
man in  a hospital,  he  has  a great  deal 
to  learn? Of  course. 

2229.  And  he  could  very  well  learn  it 

by  being  an  assistant  to  an  efficient  and 
kindly  general  practitioner  for  one,  two 
or  even  three  years?- Yes. 

2230.  Professor  Jew kes:  May  I just 
clear  up  one  point?  Of  course,  the  actual 
illustrations  you  have  quoted  of  hard- 
ships are  very  important.  I am  trying 
to  get  the  general  picture  in  my  mind. 

30875 


If  you  look  at  that  Table  again,  Appen- 
dix T,  it  shows  that  40  per  cent,  of  the 
assistants  who  have  become  principals 
do  so  at  an  age  under  thirty,  and  80  per 
cent,  of  those  assistants  who  become  prin- 
cipals do  so  at  an  age  under  thirty-five. 
That  is  a fairly  early  age  at  which  an 
assistant  should  take  over  in  a job  as 
principal — 80  per  cent,  of  assistants  be- 
come principals  before  the  age  of  thirty- 

five. That  includes  only  those  who 

became  principals  in  that  year  and  does 
not  include  the  figures  of  the  1,100  who 
did  not  become  principals.  Their  ages 
do  not  appear  in  this  Table. 

2231.  Chairman : You  have  got  two 
years  there  giving  near  enough  the  same 

figures,  80  per  cent. Yes,  that  is  of 

those  who  become  principals  during  that 
year,  not  the  total  number  of  assistants. 

2232.  Professor  Jew  kes : But  is  there 
somewhere — and  I think  some  of  your 
statements  rather  suggest  this— a large 
number  of  assistants  of  advanced  age 
who  cannot  become  principals?  Because 
all  these  figures  suggest  a fairly  rapid 

turnover. Dr.  Segall : I think  what 

there  is  no  evidence  to  show  is  that  the 
500  assistants  that  apparently  become 
principals  have  necessarily  been  assistants 
only  one,  two  or  three  years.  Or,  to  put 
it  another  way,  there  is  no  evidence  to 
show  that  the  1,000  in  any  year  who  do 
not  become  principals  will  become  princi- 
pals in  the  next  year  or  the  one  after. 

2233.  On  the  average  there  is.  That 

is  what  the  statistics  mean. Not  neces- 

sarily, because  other  people  are  coming 
in,  ....... 

2234.  Mr.  Bonham-Carter : You  are 
saying  that  some  may  go  through  this 
assistantship  pretty  quickly  but  others 

may  be  left  there  many  years? That 

is  exactly  what  happens.  There  are  lots 
of  personal  factors.  Sometimes,  for  in- 
stance, there  are  doctors’  sons  coming 
into  partnership,  or  other  extraneous 
factors.  But  there  is  perhaps  one  general 
point  on  which  I think  we  may  not  have 
made  ourselves  quite  clear.  It  is  not  that 
we  think  there  is  anything  wrong  in  a 
doctor  being  a temporary  assistant  for 
one,  two  or  three  years,  although  I would 
like  to  mention  in  that  context  just  by 
the  way  that  it  is  not  only  one  year  for 
the  average  doctor  in  hospital.  He  usually 
does  more  than  the  minimum  one  year, 
then  he  has  got  to  do  two  years  in  the 
Forces,  arid  very  often  when  he  comes 

A 9 
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back  he  goes  back  to  hospital.  So  that 
quite  likely  the  minimum  .period  of  the 
typical  young  doctor  before  ne  begins  to 
seek  an  opening  in  general  practice,  even 
as  assistant,  is  four  years  qualified.  He  is 
not  all  that  raw,  and  much  of  the  work 
done  in  the  Army,  after  all,  is  of  a 
general  .practice  type. 

2235.  That  brings  him  to  what  age? 

That  would  make  him  about  twenty- 

eight.  If  he  were  then  going  into  general 
practice  and  knew  that  as  a typical  man 
he  had  a reasonable  chance  of  becoming 
a principal  in  one,  two  or  three  years, 
even  that  would  not  be  so  bad.  Some  do. 
But  our  feeling  is,  and  we  cannot  prove 
this  statistically— probably  only  a very 
thorough  investigation  of  what  has  hap- 
pened to  doctors  qualifying  from  1948 
onwards  would  .give  a satisfactory  all- 
over  picture— but  our  feeling  is  that  even 
though  500  may  be  becoming  principals 
every  year  there  are  a good  percentage 
of  that  other  1,000  who  never  become 
principals ; who  leave,  in  fact,,  having 
tried  to  get  into  general  practice,  and 
return  to  the  hospital  service.  They  seek 
openings  in  Public  Health.  We  believe 
that  quite  a number  go  overseas.  But, 
after  all,  one  only  has  to  read  the  letters 
in  the  journals  week  after  week.  They 
mav  be  individual  experiences  but  I think 
one  can  say  quite  definitely  that  there 
are  symptoms  of  a general  unsatisfactory 
position.  Neither  can  one  really  take  it 
out  of  context  with  the  position  in  the 
hospital  service.  The  evidence  is  that  the 
difficulties  of  the  young  doctor  m the 
hospital  service  are  more  obvious.  It 
things  were  more  easy  in  general  practice, 
then  the  registrars  and  ex-registrars 
would  come  into  general  practice.  In 
fact  the  situation  that  we  are  describing 
reinforces  .the  case  for  the  younger  doc- 
tor in  hospitals  and  vice  versa. 

2236.  Sir  David  Hughes  Parry.  You 
mentioned  the  hospital.  Can  we  move 
forward  to  the  hospital  medical  staff,  that 
is  on  page  429  of  your  later  memo- 
randum? You  deal  with  that  under 
Section  IH.  What  you  suggest  there  is  a 
possible  scheme  for  graded  career  posts  m 
.the  hospital  service.  What  alterations 
from  the  present  position  do  you  con- 
template? You  have  a grade  of  specialist 
senior  specialist  and  consultant ; is  that 

right? Yes.  I think  to  some  extent  it 

is  “a  question  of  terminology.  As  you  are 
no  doubt  aware,  there  has  been  a good 
deal  of  talk  about  the  appointment  of 


junior  consultants,  and  then  other  people 
have  started  arguing  against  that  because 
of  the  concept  of  the  junior  consultant— 
the  sub-consultant  grade.  It  is  just  a ques- 
tion of  words,  we  believe,  and  perhaps  it 
would  be  better  thought  of  if  what  is 
now  being  considered  as  a possible  junior 
consultant  were  termed  specialist  and  the 
fnresent  consultant  termed  the  senior 
specialist ; for  the  most  eminent  people  in 
the  field  reserve  the  term  consultant, 
which  I think  is  not  so  appropriate  for 
present  day  hospital  specialist  care. 

2237.  Then  you  suggest  that  certain  of 
these  posts  should  be  posts  of  special 
responsibility  and  awards  made  m respect 

of  those? Yes.  If  that  were  done  it 

is  quite  possible  that  they  would  coincide 
with  the  term  consultant. 

2238.  Professor  Jewkes : You  do  not 
suggest  a salary  for  consultants? 

Chairman:  You  stop  at  the  senior 

specialist? Yes  —Dr.  Saudek:  We 

. visualise  them  in  a part-time  capacity. 

2239.  You  regard  the  consultants  as 

men  mostly  after  retirement? Yes. 

2240.  And  you  propose  that  a man 
should  he  either  whole-time  or  not  more 

than  6/llths  to  7/llths,  part-time? 

You  want  to  get  rid  altogether  of  the 

8 /11th  and  9/llths  part-timers? Dr. 

Segall:  Yes. 

2241.  Do  you  know  whether  that  would 
be  at  all  acceptable  to  any  or  all  of 

the  specialists  and  senior  specialists? 

Dr.  Russell : It  depends  on  the  appoint- 
ment. 

2242.  Mr.  Watson:  The  scale  of 
salaries,  you  suggest,  might  be  in 

accordance  with  responsibility? Dr. 

Saudek t We  have  said  that,  yes. 

2243.  Chairman:  Ail  the  figures  you 
give  are  identical  in  that  they  are  based 
on  what  you  think  you  ought  to  start  at? 
Yes. 

2244.  Have  you  any  idea  how  much 

in  total  .that  would  add  to  the  present 
cost  of  the  service,  or  have  you  not  cal- 
culated it? We  have  not  calculated 

that.— Dr.  Russell : Not  in  the  hospital 
field. 

2245.  Mr.  Bonham-Carter : I am  not 
quite  happy  yet  about  the  second  part 
of  that  sentence  which  we  were  explor- 
ing just  now,  that  is,  the  excess  of  poten- 
tial assistants.  You  remember  that  you 
talk  about  the  “ surplus  of  doctors  un- 
able to  enter  practice  as  principals,  an 
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excess  of  potential  assistants  is  avail- 
able Where  are  these  potential  assist- 
ants?^  Dr.  Saudek : They  are  the 

people  who  have  done  their  hospital  posts 
and  are  frying  to  get  into  general  prac- 
tice. 

2246.  Where  are  they  now — in  hospital 

still? They  may  be  in  hospital,  they 

may  be  in  the  Services,  they  may  be 
trainee  practitioners  or  they  may  be — 
and  ithere  will  be  a good  many  of  these 
— just  locums  doing  casual  work  because 
they  are  unable  to  get  any  regular 
assistantship. 

. 2247.  So  you  are  saying  there  is  a 
substantial  number  who  are  doing  casual 
work  or  presumably  doing  nothing  at 
all? Yes. 

2248.  Have  we  any  evidence  of  that? 

Well,  we  have  some  evidence  about 

doctors  actually  unemployed  ; that  comes 
from  replies  to  questions  from  Dr. 
Donald  Johnson  in  the  House  of  Com- 
mons in  1956. 

2249.  Sir  David  Hughes  Parry : How 
many  were  there — a figure  of  about  50? 

A greater  number  were  reported  by 

Dr.  Potter — 85  actually  unemployed  at 
one  particular  moment,  at  the  time  of 
answering  the  questionnaire,  which  sug- 
gests that  if  you  were  to  take  that  over 
the  course  of  a year  or  more  they  might 
have  repeated  short  periods  of  unem- 
ployment?  Dr.  Hilditch:  Can  I put 

in  a little  point  about  unemployment?  I 
think  iit  depends  very  much  on  how  you 
define  the  expression  and  how  you  carry 
out  your  investigation.  Dr.  Potter  simply 
sent  a little  form,  I think  to  about  1,000 
people,  and  he  said : “ Are  you  unem- 
ployed at  present  ” ; he  did  that  in 
about  April. 

2250.  (May  I ask  what  people  were 
these ; were  they  fairly  newly  qualified? 

He  just  sent  them  to  people  who 

were  on  the  books  of  the  B.M.A.  as 
looking  for  alternative  employment. 
They  were  not  necessarily  formerly 
assistants. 

2251.  Chairman : It  was  not  a random 
choice  from  the  whole  of  the  B.M.A. 

list? No.  Generally  speaking,  these 

would  be  unestablished  people. 

2252.  Professor  Jewkes : They  were 
odd  people  who  wanted  to  change  their 

jobs  or  had  not  got  jobs? Yes.  As 

far  as  I remember  his  figures,  he  got 
about  400  replies  of  which  80  in  each 
of  hds  samples  said,  “ I am  unem- 
ployed ”.  As  I say,  he  did  that  in 


about  April  which  is  not  the  worst 
month  of  the  year  for  unemployment. 
We  think  if  he  had  done  it  in  December 
he  would  have  got  a very  much  higher 
figure  and  if  he  had  done  it  in  the 
holiday  months  he  would  have  got  a 
very  much  lower  figure.  In  part  of  our 
questionnaire  we  asked  it  in  a different 
way : we  said,  How  long  have  you 
been  unemployed  in  the  last  year?  ”, 
and  out  of  our  111  usable  replies  45  of 
them  had  been  unemployed  for  some 
period  of  time,  and  the  average  time 
of  those  45  was  8 weeks  in  the  year. 

2253.  Sir  David  Hughes  Parry : There 
is  one  point  on  the  hospital  medical  staff. 
In  your  memorandum  you  draw  attention 
to  the  fact  that  there  is  a deduction 
from  salary  in  respect  of  board  and 
lodging  of  those  who  work  in  the  hos- 
pitals. I find  it  a little  difficult  to 
see  the  force  of  that  particular  com- 
plaint, because  if  you  are  at  a University 
with  residence  provided  for  you,  then 
a certain  amount  is  deducted  from  your 
remuneration.  I think  at  every  other 
place,  almost,  there  is  some  recognition 
of  that  fact,  and  I cannot  quite  see 
what  the  complaint  is,  or  why  there 

should  be  a complaint. Dr.  Russell: 

Firstly,  the  question  of  income  tax 
rebate,  as  we  point  out,  and  secondly, 
in  hospitals,  I think,  it  is  largely  a con- 
dition of  employment  to  reside  in  the 
hospital. 

2254.  It  is  a condition  of  employment 
at  a University  that  you  should  reside 

there. Dr.  Hilditch : The  hospital 

accommodation  is  usually  a single  room 
and  that  is  no  use  at  all  to  people 
who  have  got  dependants — wives  and 
families.  They  have  got  to  keep  two 
homes  going. 

2255.  M r.  Watson : Who  are  you  talk- 
ing about? I am  talking  about  the 

average  junior  hospital  medical  officer. 
A very  large  proportion  have  got  wives 
and  families  and  under  the  present 
system  they  have  got  to  keep  two  homes 
going ; and  they  have  got  this  very 
large  deduction  which  is  a condition 
of  employment  on  which  they  get  no 
tax  rebate. 

2256.  Chairman : A very  large  deduc- 
tion?  It  is  a very  large  proportion 

of  their  income — approaching  a third. 

2257.  Sir  David  Hughes  Parry:  I 
thought  the  figure  was  about  £150  and 
the  total  remuneration  would  be  in  the 
nature  of  £800  to  £1,000  ; is  that  right? 
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Dr.  Russell : £500  to  £600,  I think, 

is  the  junior  houseman’s  salary. 

2258.  Professor  Jewkes:  What  age  are 
these  people?  Can  you  give  us  some 

idea? Dr.  Hilditch : We  have  got  no 

formal  statistics,  but  we  do  know  a 
lot  of  them  are  in  the  late  20’s.  If  you 
add  up  the  time  spent  in  hospital,  doing 
National  Service,  it  checks.  Dr.  Segall: 
There  is  the  other  background  point, 
if  you  like,  and  that  is  that  before 
the  inception  of  the  National  Health 
Service  house  officers  were  not  charged 
for  residence.  Before  the  National 
Health  Service  came  in  we  read  about 
increases  in  remuneration  for  house 
officers  and  other  junior  grades  and 
the  young  doctors  thought,  “ Oh,  that’s 
good.  That  is  a fair  salary  at  last.” 
But  when  they  got  their  fair  salary  they 
found  that  a good  deal  of  that  increase 
was  in  fact  deducted  for  residence. 

2259.  Chairman : Not  the  whole  of 

it? 1 think  probably  not  the  whole 

of  it  but  I do  not  think  there  was  very 
much  left.  Dr.  Saudek:  I do  not  think 
they  were  very  much  better  off.  Dr. 
Segall:  I was  a house  officer  at  the 
time  when  the  National  Health  Service 
came  in  and  if  I remember  correctly 
the  actual  amount  one  had  at  the  end 
of  the  month  was  very  little. 

2260.  Sir  David  Hughes  Parry:  What 
was  the  amount  of  the  salary  before 
the  National  Health  Service  for  the 

house  officer? It  varied.  I think 

it  was  about  £250  to  £300,  up  to  £350. 

2261.  Chairman:  It  would  vary  a 

good  deal? It  was  very  variable. 

Dr.  Hilditch:  I think  it  is  fair  to  say 
that  some  of  them,  particularly  the  teach- 
ing hospitals,  paid  about  £70  a year,  and 
you  could  judge  the  desirability  of  a 
hospital  post  as  it  was  in  inverse  ratio  to 
the  salary  paid. 

2262.  That  is  what  you  bring  out,  I 
think,  although  you  do  not  deal  very 

much  with  it. We  are  dealing  with 

the  present. 

2263.  As  to  whether  there  should  be 
an  inverse  ratio  because  of  the  other 
advantages  received  from  having  access 

to  the  teachers. We  did  not  bother 

with  that. 

2264.  That  is  another  point,  of  course. 
On  your  proposals  about  the  Senior 
Specialists  as  you  call  them,  you  have  not 
got  any  members,  in  those  categories? 
Dr.  Segall:  No. 


Chairman:  In  that  case  we  will  not 
talk  about  that. 

2265.  Sir  David  Hughes  Parry:  Now 

may  we  turn  to  page  424  and  deal  with 
your  remuneration  proposals.  The  first 
interesting  suggestion  you  make  is  as  to 
a basic  expense  payment.  You  did  refer 
to  that  in  one  of  the  earlier  documents, 
if  I remember  rightly.  The  figure  that 
you  give  on  page  424  is : “ We  propose  a 
basic  expense  payment  of  £250  — 

Yes. 

2266.  But  earlier  on  in  the  first  docu- 

ment you  had  a figure  of  £750  if  I re- 
member rightly? Yes. 

2267.  Why  this  difference? We 

prepared  and  submitted  our  first  written 
evidence  before  we  had  the  memorandum 
from  the  Commission.  We  therefore  just 
dealt  with  it  in  a general  way  from  the 
point  of  view  of  general  principles. 

2268.  Chairman : But  you  mention  the 

specific  amount  of  £750. Well,  the 

idea  was  an  expense  payment  to  cover 
expenses  but — I will  be  quite  honest 
about  if — we  did  not  think  it  up  to  us  to 
make  very  specific  proposals  because  we 
were  not  aware  that  is  what  the  Com- 
mission would  want  from  us.  When 
subsequently  we  received  the  memoran- 
dum from  you  in  which  you  asked  for 
specific  proposals,  we  thought  it  was  up 
to  us  to  look  at  it  as  carefully  as  we 
could,  to  look  at  all  the  details.  So  we 
thought  £750  as  a non-capitation  pay- 
ment would  probably  be  correct  as  the 
maximum ; so  we  are  sticking  to  the 
figure  £750  in  that  sense.  And  we  have 
divided  it  up  now,  in  the  later  detailed 
proposals,  as  £250  for  the  basic  expense 
payment  and  £500  for  increments  over 
the  20  years  period. 

2269.  I think  in  your  earlier  paper  you 
did  go  on  to  something  additional.  Page 
398,  the  paragraph  headed  “Practice 
Expenses  ” gives  the  £750  ; and  the  next 
one  refers  to  increments  in  respect  of  age 

and  length  of  service. But  we  did  not 

specify  an  amount. 

2270.  No.  I did  not  understand,  I 
must  admit,  that  they  were  meant  to  be 

included  in  the  £750. We  did  not 

think  deeply  on  that  because  we  were 
concerned  with  general  principles.  If  I 
can  put  it  the  other  way : if  we  had  had 
the  Commission’s  memorandum  before 
we  prepared  our  first  memorandum  we 
would  of  course  have  approached  it  from 
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the  point  of  view  of  getting  the  details 
first. 

2271.  At  any  rate,  you  would  wish  us 
to  pay  attention  to  the  figures  on  the 
second  memorandum  rather  than  the 

first? Yes,  so  far  as  the  figures  are 

concerned,  but  of  course  the  principle  is 
the  same  in  both  cases. 

2272.  Sir  David  Hughes  Parry : We 

appreciate  your  frankness  in  saying  that 
you  have  shifted  your  position  a little 
in  this  respect. So  far  as  interpreta- 

tion of  details,  yes. 

2273.  “We  propose  a basic  expense 
payment  of  £250  ”.  Do  you  wish  to  add 
anything  to  that,  because  that  is  an  inter- 
esting proposal?  You  are  contemplating 
£250  for  the  man  who  sets  up  his  plate, 
for  all  who  are  in  the  National  Health 

Service ; that  is  the  general  position? 

Dr.  Saudek:  With  the  exceptions  pro- 
vided for. 

2274.  Chairman : This  is  “ to 

diminish  ” — as  you  put  it — “ to  some 
extent  the  excessive  competition  for 
‘ units  ’ ” — I suppose  we  are  “ units  ” — 
“ resulting  from  the  capitation  fee 
method  of  remuneration  ”.  But  when 
the  British  Medical  Association  were  here 
they  said  quite  definitely  that  the  test 
of  ability  of  a doctor  was  the  number 
of  patients  he  had  on  the  books — I am 
paraphrasing  what  they  said.  Do  you 

agree  with  that  definition? No.  Dr. 

Russell:  It  ds  only  a test  of  his  ability 
to  attract  that  number  of  patients  ; it  is 
not  a test  of  his  ability  in  any  other  way. 
It  is  just  arguing  round  in  a circle.  I 
would  refer  to  a simple  example  of  a 
practice  I know  well  in  my  own  area, 
which  has  had  five  incumbents,  if  I may 
put  it  that  way,  over  a period  of  15  years 
owing  to  various  circumstances.  And 
the  practice  has  remained  static  within 
about  10  per  cent.  It  would  be  a most 
remarkable  thing  if  all  those  practitioners 
had  exactly  the  same  ability. 

2275.  Professor  Jewkes:  Is  there 

nothing  in  this  idea  that  a doctor  may 
be  popular  because  he  is  efficient  and 

conscientious? Of  course.  I am  not 

trying  to  suggest  that  it  is.  not  a factor 
at  all,  but  merely  denying  that  it  -is 
the  sole  factor.  It  is  merely  one  factor 
which  I would  say  in  our  experience  is 
not  the  most  important  factor. 

2276.  Chairman : What  you  are  saying 
is  that  whatever  might  be  the  net  pay- 


ment in  respect  of  heads — “ units  ” — the 
gross  payment  which  includes  an  element 
for  expenses  should  not  be  entirely  re- 
lated to  that,  because  some  expenses 

are  standard? That  would  be  so. 

Obviously  one  could  argue  that  one 
should  pay  a doctor  more  because  he  is 
looking  after  more  patients ; that  is  a 
perfectly  logical  argument.  But  that 
would  not  be  because  he  was  more  able, 
but  because  he  was  doing  more  work. 
But  the  expenses  do  not  increase  pro 
rata  with  the  size  of  list;  whereas  the 
present  method  of  remuneration  is  based 
largely  on  the  principle  that  that  is  the 
case. 

Chairman : I think  the  Commission 
have  got  the  point.  On  the  precise 
measure  of  it,  whether  it  should  be  £250, 
for  instance,  or  not,  or  some  other  figure, 
I do  not  know  whether  you  have  any 
particular  reasoning  as  to  that  figure? 

2277.  Sir  David.  Hughes  Parry : I was 

going  to  ask  that,  Sir.  Why  did  you 
fix  £250?  Obviously  it  is  after  delibera- 
tion.  It  is  after  very  great  delibera- 

tion. I suppose  it  is  a compound  of 
what  we  consider  practicable  and  reason- 
able, and  also  of  what  we  know.  It 
represents  what  we  consider  the  basic 
essential  expenses  which  no  practice  even 
of  one  patient  can  avoid,  and  at  the 
same  time  is  not,  we  think,  a figure  which 
is  excessive,  as  I think  was  our  first 
figure  of  £750,  which  would  cover  a large 
number  of  expenses  but  would  not  be 
realistic  for  a small  practice. 

2278.  Chairman:  Does  the  loading 
from  501  to  1,500  patients  at  the  present 
time,  within  that  range,  have  something 

of  the  same  effect? It  does,  Sir,  for 

practices  above  1,500,  more  than  for 
those  below  1,500,  because  it  really  be- 
comes a basic  salary  only  for  people  with 
lists  above  1,500. 

2279.  Sir  David  Hughes  Parry:  Now 
may  we  move  on  to  increments?  You 
suggest  an  annual  increment  of  £25  per 
annum  for  20  years.  What  is  the  object 

exactly  of  the  increment? Twofold, 

I would  say.  Firstly,  as  we  have  said 
here,  for  seniority,  experience  and  the 
usual  factors  which  apply  in  any  incre- 
mental scale.  And  secondly,  again  in 
order  to  reduce  what  we  have  termed 
“head-hunting”  which  we  do  not  think 
is  something  we  should  encourage  on  the 
whole  in  general  practice.  We  feel  that 
we  can  achieve  better  results  in  general 
practice  if  the  remuneration  is  less  tied 
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solely  to  the  ability  to  attract  patients 
which  encourages  this  type  of  “head- 
hunting 

2280.  And  you  think  that  it  is  experi- 
ence and  length  of  service  that  ought  to 
count?  You  do  not  mention  merit  or 

anything  of  that  nature  at  all? We 

did  consider  this,  and  we  are  not  opposed 
to  merit  awards,  but  we  could  not  see 
any  means  of  achieving  this.  We  could 
not  see  any  means  of  assessing  merit  in 
general  practice  and  therefore  we  have 
been  unable  to  make  any  recommenda- 
tions. I myself  would  think  that  per- 
haps the  only  people  who  could  assess 
merit  of  a general  practitioner  in  practice 
would  be  the  medical  staff  of  a hospital 
in  the  district.  I am  sure  the  whole 
profession  would  object  to  that  method 
in  the  same  way  as  we  would  object  to 
judging  the  consultants. 

2281.  You  came  to  the  conclusion  that 
the  only  thing  that  was  practicable  was 

to  reward  experience ; is  that  right? 

Yes. 

2282.  Chairman : You  still  do  not 

think  that  patients  in  total  are  any  judge 
— or  at  any  rate,  very  much  of  a judge- 
in  assessing  the  relative  merits  of  dif- 
ferent doctors? They  are  not  a 

judge  in  the  same  way  as  colleagues 
would  be,  in  the  sense  of  medical  ability. 

2283.  One  of  the  reasons  in  your 
earlier  memorandum,  in  the  first  part, 
page  398  under  the  heading  III,  why  you 
want  increments  was  to  “ obviate  the 
necessity  for  a practitioner  continually 
to  enlarge  his  list  over  the  years  in  order 
to  meet  increasing  personal  and  family 
commitments  Most  people  who  want 
•to  meet  increasing  personal  and  family 
commitments  out  of  professional  re- 
muneration have  to  save  up  for  them. 

1 would  have  thought  that  by  and 

large  the  figures  in  the  appendices  show 
that  most  people  in  either  salaried  or 
Government  employ  do  have  increments. 

2284.  Sir  Hugh  Watson : We  are  talk- 

ing at  -the  moment  about  professional 
people — doctors — -whose  normal  re- 

muneration is  by  way  of  fee,  and  the 
present  system  of  payment  of  doctors 
under  the  National  Health  Service  was 
the  nearest  that  anybody  could  arrive  at 
as  a substitution  for  the  payment  of  fees. 
Now,  these  professional  people  earn  their 
living  by  fees  and  as  they  go  on  through 
their  professional  life  they  earn  as  many 
fees  as  they  can  and  they  take  the  rough 


with  the  smooth,  do  they  not?  And  they 
have  .to  save  up.  It  seems  to  me  that 
when  you  begin  to  talk  of  a salary  scale 
and  increments,  then  you  have  arrived  at 
the  very  antithesis  of  a professional 
arrangement  at  all.  What  would  you 
say  to  that? 1 think  the  hospital  doc- 

tors have  got  perfectly  good  professional 
•arrangements  although  they  are  on 
purely  salary  scales.  Our  suggestions  are 
what  we  consider  a practical  middle 
course  between  a salaried  service  with 
the  disadvantages  that  would  bring  and 
the  present  purely  fee  service,  as  you 
term  it,  and  the  disadvantages  which  that 
at  present  entails. 

2285.  Mr.  Watson : Surely  the  doctor 

in  hospital  cannot  plead  for  an  increase 
in  his  salary  because  of  his  family  com- 
mitments?  No,  Sir.  But  then,  this 

sentence  should,  in  fairness,  be  taken  in 
context.  The  hospital  doctor  does  not 
increase  his  number  of  appointments  as 
he  grows  older  in  order  to  increase  his 
income,  whereas  many  general  practi- 
tioners are  forced  to  take  on  more  work 
than  they  would  otherwise  wish  to  be- 
cause the  only  way  to  increase  their 
income  is  by  increasing  the  number  of 
patients. 

2286.  Chairman : Where  do  they  get 
the  extra  work  from?  They  are  taking  it 

from  the  other  doctors? From  their 

colleagues  in  the  area. 

2287.  Who  are  also  presumably  trying 

to  increase? For  example,  in  a 

B.M.A.  Report  by  Stephen  Hadfield  I 
think  ait  was  quoted  that  25  per  cent, 
of  doctors  would  prefer  to  have  lists  of 
2,000  to  2,500,  but  kept  more  patients 
purely  because  that  was  the  only  way 
they  could  meet  their  commitments  and 
earn  a living. 

2288.  Mr.  Watson:  They  want  the 

smaller  list  with  the  same  income? 

They  want  a smaller  list  with  an  ade- 
quate income. 

2289.  The  older  they  got  the  more 
income  they  wanted? — — I do  not  know, 
Sir,  about  the  age.  He  did  not  quote 
any  age  figures  in  his  report. 

2290.  Profesor  Jewkes : I would  like 

to  press  this  a little  further.  Why  should 
you  pay  a doctor  more  just  'because  he 
is  older? Because  of  his  experience. 

2291.  I would  have  thought  that  is 
not  an  answer  that  would  have  appealed 
to  your  Association.— — Dr.  Russell:  All 
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the  more  merit  in  it  then. — Dr.  Saudck : 
It  is  done  in  the  Civil  Service,  it  is  done 
in  the  Public  Health  Service. 

2292.  Profesor  Jewkes : You  think  we 
can  roughly  assume,  although  there  will 
be  exceptions,  that  the  older  the  doctor 
the  more  experienced,  the  more  compe- 
tent, he  is?  You  feel  this  would  be  a 
good  way  of  trying  to  reward  what  you 
regard  as  the  more  competent  doctors? 
— Sir  David  Hughes  Parry : Up  to  20 

years. Dr.  Hilditch  : In  a way,  it 

balances:  a good  doctor,  as  he  gets 
older,  becomes  more  competent ; a poor 
doctor  probably  beoomes  less  competent. 

2293.  Profesor  Jewkes:  But  you  are 

going  to  reward  him,  are  you  not? 

Yes.  With  all  its  failings  we  think  it 
is  a better  method  than  simply  allowing 
him  to  extend  his  list. — Dr.  Segall : We 
have  not  suggested  any  sort  of  merit 
award  for  two  reasons.  Firstly,  because 
we  think  in  practice  it  would  be  diffi- 
cult. The  consultant  merit  award  system 
has  been  subject  to  a good  deal  of  critic- 
ism and  I think  that  a merit  award 
system  in  general  practice  would  be  even 
more  difficult.  But  df  it  were  possible 
we  would  not  necessarily  say  that  we 
would  be  opposed  to  it.  What  we  would 
say  is  that  a merit  award  should  be 
super-imposed  upon  a basic  expense  fac- 
tor and  a length  of  service  factor,  as  we 
have  suggested.  In  the  same  way  as 
with  the  hospital  consultants,  the  merit 
award  system  exists  but  so  does  the  in- 
crement system  for  everybody.  In  other 
words,  we  have  only  gone  as  far  as 
suggesting  what  we  would  say  is  a basic 
principle,  and  that  does  not  imply  that 
if  a merit  award  system  be  super-imposed 
on  top  of  it  that  we  would  oppose  it. 

2294.  Mr.  Watson : Do  not  your  pro- 
posals mean  leave  out  the  word  “ merit  ” 
and  substitute  the  words  “ age  and 
experience”?  Doctors  should  be  given 
age  and  experience  awards  within  a 

global  salary? We  have  taken  what 

we  think  is  one  step  away  from  the  pre- 
sent system  of  capitation  fee.  We  have 
not  presumed  to  take  two  steps.  But  if 
that  step  were  taken,  that  does  not  mean 
to  say  that  either  in  addition  now  or  in 
addition  in  so  many  years  time  the 
second  step  could  not  be  taken.  We  are 
not  opposed  to  that ; we  just  do  not 
think  iit  is  for  us  to  go  that  far. 

2295.  Chairman:  You  are  proposing, 

in.  fact,  two  steps? -Well,  yes. 


2296.  Two  at  least.  Are  you  really 
tending  towards  a salaried  service 
entirely,  instead  of  a capitation  fee 

service? No,  Sir ; because  purely  on 

objective  grounds  we  do  not  think  that 
a salary  method  is  possible  or  advisable 
so  long  as  doctors  are  working  from 
their  own  premises.  But,  as  we  have 
said  in  our  proposals,  so  far  as  health 
centre  practice  is  concerned,  we  are  in 
agreement  with  the  views  which  were  put 
forward  in  the  Government  White  Paper 
on  the  National  Health  Service  at  its 
inception  that  health  centre  practice  is 
different  and  should  be  remunerated 
along  salary  or  sessional  lines. 

2297.  Mr.  Bonham  - Carter:  Your 

reservations  about  salary  have  nothing 
to  do  with  doctors  in  a health  centre? 

No.  Well,  indirectly,  perhaps.  So 

long  as  the  doctor  is  working  from  his 
own  premises  we  do  not  think  that  a 
salary /session  method  is  either  practical 
or  advisable. 

2298.  Practical,  I accept.  That  is 

mainly  because  of  the  tax  question? 

All  sorts  of  questions  affect  it.  The 
doctor  owns  the  premises,  he  owns  the 
equipment ; he  has  got  to  meet  those 
expenses  and  therefore  the  whole  basis 
of  it  is  that  of  a private  practitioner. 
— Dr.  Russell:  In  addition,  in  a health 
centre  where  perhaps  6 or  8 doctors  work 
as  a group,  the  patient  has  as  much  free- 
dom of  choice  as  in  an  area  where  there 
are  6 or  8 doctors. 

2299.  Chairman : You  are  in  fact 
against  a salaried  service  except  in  health 
centres,  but  you  want  to  introduce  a 
substantial  element  of  salary  into  the 

system? It  is  not  that  we  want  to 

introduce  a salary  element.  The  motive 
is  to  reduce  “ head-hunting  ”,  as  we  have 
termed  it,  and  therefore  the  method  is 
•to  introduce  some  salary  elements. 

2300.  You  propose  to  introduce  some 
elements  of  salarv  into  remuneration? 
Yes. 

2301.  I think  you  say,  Dr.  Segall,  you 

aim  at  evening  up  the  partnership  takings, 
where  there  are  partnerships  between  the 
presumably  younger  new  partner  and  the 
senior  partners? Dr.  Segall:  Yes. 

2302.  Yet  at  the  same  time  you  pro- 
pose exactly  the  opposite  by  paying  the 
■senior  ones  more  for  experience  and 

age? Dr.  Saudek:  I think  we  did 

not  take  the  two  factors  in  opposition. 
We  are  merely  trying  to  ensure  the 
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junior  partner  gets  a fair  share  of  the 
profits  in  relation  to  the  proportion  of 
work  that  he  is  doing.  We  recognise 
that  he  can  hardly  expect  an  equal  share 
when  he  first  joins  the  partnership.  We 
think  he  should  get  at  least  one-third, 
and  then  within  five  years  he  should  be 
entitled  to  an  equal  share. 

2303.  Apart  from  age  increments,  or 
including  tnem? — -Those,  of  course,  will 
be  pooled  with  the  partnership  profits. 

2304.  So  that  the  man  who  has  not 
got  20  years’  experience  will  still  get  the 
benefit  of  it  at  the  expense  of  the  man 
who  has?  I am  just  asking  the  ques- 
tion ; I am  not  sure  what  you  meant? 
Would  you  repeat  it,  please? 

2305.  You  said  the  age  and  responsi- 
bility payment  would  be  pooled  for  the 
partnership  profits  and  would  be  shared 
in  accordance  with  the  partnership 

arrangements  that  you  propose? 1 

should  imagine  normally,  yes.  It  would 
be  a matter  of  arrangement  between  the 
partners. 

2306.  Sir  Hugh  Watson : That  means, 
if  I am  50  and  you  are  30  and  I take 
you  into  partnership  I get  this  increment 
that  you  are  talking  about,  but  when  you 
have  been  my  partner  for  five  years  we 
split  the  profits  of  the  partnership  50 : 50 
and  you  put  half  my  age  increment  in 

your  pocket? Dr.  Segall:  I do  not 

think  there  would  be  anything  against 
increments  being  treated  differently  from 
the  rest  of  the  partnership  profits.  The 
usual  procedure  is  that  doctors  in 
partnership  pool  all  the  takings  and 
then  divide  them  out  on  a .percentage 
basis.  But  I think  it  quite  likely  so  far 
as  increments  are  concerned,  being  such  a 
personal  factor,  it  might  be  better  that 
they  should ' be  treated  seoarately.  But 
we  doubt  somehow  whether  that  could 
be  decided  other  than  by  individual 
partnerships. 

2307.  We  have  got  the  door  open  a 
crack.  We  have  got  the  senior  partner 
entitled  to  a responsibility  benefit.  Would 
you  not  agree  that  for  quite  a consider- 
able time  the  senior  partner  ought  to 
get  a better  crack  of  the  whip  than  the 
junior  merely  because  he  is  more 

experienced  and  senior? 1 do  not 

think  we  have  ever  said  . . . 

2308.  You  want  parity  after  five 

years? It  is  a question  of  how  long. 

2309.  Chairman : But  you  do  want 

parity  after  five  years,  do  you  not? 


As  far  as  the  present  situation  is  con- 
cerned I should  think  that  would  be 
reasonable. 

2310.  I think  whether  it  is  reasonable 

is  another  matter,  but  that  is  what  you 
are  proposing? Yes. 

2311.  Professor  Jewkes:  There  is  one 
expression  you  use  several  times  and  I 
should  like  you  to  amplify  i-t  for  us: 

“ head-hunting  ”.  I take  it  you  are  not 
just  referring  to  the  ordinary  custom  of 
a doctor  trying  to  increase  his  list? 
What  else  is  involved  in  “ head- 
hunting ”? Dr.  Russell : That  is 

what  we  refer  to.  But  it  involves  com- 
petition between  doctors  in  the  same 
area.  In  other  words,  there  is  difficulty 
in  co-operating  with  fellow  practitioners 
because  of  this  competition. 

2312.  What  form  does  the  competi- 
tion take? Dr.  Saudek : It  involves 

giving  people  certificates  if  they  want  a 
day  off  and  it  is  a little  doubtful  whether 
they  deserve  one,  or  possibly  giving 
them  a nice  pink  flavoured  medicine 
or  tablets  if  they  want  it,  or  vitamins, 
whether  or  not  they  need  them ; or  a 
letter  to  a hospital  when  a letter  is  not 
necessary.  'It  does  involve  a lot  of  con- 
sideration of  what  the  patient  wants 
and  trying  to  please  the  patient. 

2313.  Mr.  McIntosh'.  Would  you  say 
that  is  very  widespread? 

Chairman : The  certificate  part,  for 
instance? 

Mr.  McIntosh:  It  is  the  certificate  I 

am  thinking  of. Yes,  I would  say  the 

statistics  bear  that  out. — Dr.  Russell’. 
The  figures  of  the  Ministry  of  Pensions 
and  National  Insurance  do  suggest  that 
it  is  not  insignificant.  It  is  always  a 
very  difficult  thing  to  assess  this  because 
the  main  point  is  that  it  is  very  difficult 
to  be  objective  about  the  treatment  of 
a patient;  it  is  very  difficult  to  be 
entirely  objective  on  the  capitation  fee 
system. 

2314.  Chairman : You  are  referring 
to  the  letter  that  was  in,  I think,  the 
Manchester  Guardian ? — - — A day  or 
two  ago — on  Monday.  That  letter  is 
obviously  open  to  misinterpretation ; 
but  the  actual  figures  do  suggest  that 
there  is  an  element  of  doubt  in  certi- 
fication and  we  would  say  that  is  prob- 
ably due  to  the  capitation  fee. 

2315.  Sir  David  Hughes  Parry : There 
are  two  possibilities:  that  there  is  in 
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fact . very  little  of  it  which  is  obvious, 
but  there  is  in  the  minds  of  doctors 

much  fear  that  there  is  a lot  of  it? 

Yes,  Sir,  that  is  true.  As  1 said,  it  is 
very  difficult  to  feel  that  one  is  being 
objective,  however  hard  one  tries.  One 
is  never  certain  in  one’s  own  conscience 
tha-t  one  is  being  absolutely  fair  to  all 
the  parties  concerned. 

2316.  Sir  Hugh  Watson:  You  mean 
when  you  are  asked  for  a certificate? 
Y es ; and  for  specific  prescriptions. 

2317.  Chairman : There  is  always  a 

borderline  case? Yes. 

2318.  Sir  David  Hughes  Parry  : You 
are  not  condemning  competition  as 
such?  iWhat  you  are  condemning  is 
certain  unethical  methods  to  make  the 

competition  keener? We  are  not  by 

any  means.  We  would  encourage  com- 
petition in  the  medical  sense.  iWe  are 
obviously  in  favour  of  that,  but  we  do 
not  think  this  is  a type  of  competition 
which  is  good  practice.  Competition 
within  the  medical  profession,  of  course, 
we  are  in  favour  of. 

2319.  Sir  Hugh  Watson:  This  could 

have  happened  even  before  the  National 
Health  Service,  could  it  not? Yes. 

2320.  Chairman:  And  do  you  say 

that  it  did? Dr.  Segall:  The  fact 

that  the  whole  population  was  not 
covered  makes  a tremendous  difference. 
The  vast  majority  of  people  are  now 
registered  with  a general  practitioner 
and  the  bulk  of  the  average  general 
practice  work  is  National  Health  Ser- 
vice, and  we  think  that  makes  a 
tremendous  difference. 

2321.  Mr.  Watson:  There  is  a slight 
difference.  Before  the  Health  Service 
the  patient  had  free  choice  of  a doctor ; 
now  he  must  go  through  certain  motions 

to  change  his  doctor? -There  is  that 

difference. 

2322.  Is  not  that  a very  big  restric- 
tion?  -We  think  it  is  an  incorrect 

restriction.  We  think  it  is  unfair  both 
to  the  doctors  who  are  trying  to  build 
•up  practices  and,  in  a sense,  to  the 
patients. 

2323.  Wo-uld  not  that  encourage 

“head-hunting”?  If  all  these  mal- 

practices are  going  on  in  the  Health 
Service  and  the  patient  was  free  to 
choose  his  doctor  without  any  restric- 
tion at  all,  would  not  that  increase 

“head-hunting”? 1 doubt  it.  I 

think  the  position  at  present  is  that  the 


person  who  wants,  for  any  reason,  to 
change  -his  doctor,  temporarily  or 
permanently  or  maybe  for  a particular 
condition,  feels  somehow  that  he  or  she 
cannot  do  that.  Whereas  the  person 
who,  shall  we  say,  is  either  unduly 
medically-minded  or,  if  it  is  possible, 
even  out  to  get  some  benefit  from  the 
Health  Service — at  least,  some  imaginary 
benefit — would  not  be  deterred  by  the 
regulation.  In  other  words,  the  person 
who  should  perhaps  be  restricted  is  not 
restricted  by  the  present  -regulation  fort- 
night, whereas  the  people  who  are 
reasonable  are  the  ones  who  are 
restricted. 

2324.  Chairman:  You  would  at  least 
limit  in  quantity,  Dr.  Segall,  I gather, 
the  possibility  of  headhunting  by  the 
signing  of  certificates  or  anything  like 
that  by  reducing  the  maximum  number 
of  people  on  a list  to  2,000  patients  per 

doctor? I think  that  is  one  way.  The 

other  way  is  by  introducing  part  of  the 
remuneration  by  non-capitation  methods 
— -basic  expenses  and  increments  ; -that  in 
itself  would  reduce  the  relative  import- 
ance of  the  “unit”. 

2325.  It  seems  to  me  that  with  the 

number  of  patients  at  about  a 2,000 
level  many  of  your  proposals  about 
increments  and  expense  payments  are 
not  going  to  make  any  less  the  difficulty 
you  say  comes  from  other  sources  under 
the  capitation  fee  method.  Is  the  man 
with  2,000  patients  just  going  to  get  all 
this  as  an  extra? No ; I think  we  en- 

visaged that  if  one  takes  the  practitioner 
who  at  present  has  3,500  patients — 
assuming,  of  course,  the  same  value  of 
money  throughout — and  who  has  been 
in  the  National  Health  Service  since  the 
beginning,  he  would  in  ten  years’  time 
receive  the  same  income  for  2,000 
patients,  so  that  his  relative  position  has 
not  changed. 

2326.  And  the  man  with  2,000  patients 
now,  what  would  be  his  position  in  ten 

years’  time? He  would  be  much 

better  off. 

2327.  Sir  David  Hughes  Parry:  I 

wonder  if  we  could  get  at  that  main 
issue  of  the  reduction.  This  is  your 
main  proposal,  the  reduction  of  the  list 
from  3,500  to  2,000? Yes. 

2328.  Are  you  contemplating  a maxi- 
mum number  or  an  average? 

A maximum  of  2,000. 
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2329.  Why  do  you  want  to  reduce  the 
numbers?  I would  like  to  know  the 
reasons  why  you  recommend  us  to  say 
that  there  'should  be  this,  maximum? 
Because  we  believe  it  is  quite  im- 
possible to  practise  medicine  as  it  should 
be  practised  and  can  be  practised  today 
with  3,500  patients. 

Chairman : You  consider  2,000  is  the 
maximum  that  really  can  be  managed? 

2330.  Sir  David  Hughes  Parry : I 

would  put  it  the  other  way:  what  are 

your  reasons  for  fixing  it  at  2,000? 

We  have  quoted  various  opinions.  One 
has  to  fix  upon  an  exact  number,  but 
the  figures  there  in  the  evidence  are 
from  various  sources,  from  suggestions, 
from  investigations,  and  partly  from 
other  countries,  and  we  think  that  2,000 
would  be  something  to  aim  at.  But 
that  does  not  mean  to  say  that  is  the 
optimum ; quite  possibly  it  would  be 
less.  I should  be  very  surprised  if  it  is 
more. 

2331.  There  is  some  implication,  is 
there  not,  that  those  with  3,500  on  their 
list  now  are  not  really  rendering  the  best 
service  in  the  National  Health  Service? 

The  best  possible  service.  It  is  a 

question  really,  I think,  of  the  methods 
and  the  approach  of  general  practice 
today  being  essentially  similar  to  what 
they  have  been  in  the  past.  Good  as 
they  were  when  the  National  Health 
Insurance  was  introduced  after  the  First 
World  War,  they  are  unsatisfactory  by 
modem  standards. 

2332.  And  yet,  coming  back  to  the 
Chairman’s  proposal,  when  you  are  re- 
ducing the  numbers  you  do  not  want  to 
reduce  the  remuneration  of  those  who 
have  been  “ head-hunting  ” and  whom 

'you  are  (condemning? Because  we 

are  not  condemning  them.  Everybody 
has  to  try  to  get  to  the  top  of  his  par- 
ticular line  or  do  the  best  that  he  can. 
What  we  think  is  quite  wrong  is  the 
numbers  that  were  thought  about  when 
the  National  Health  Service  was  first 
introduced  as  to  what  should  be  the 
number  of  patients  per  practitioner. 

2333.  Do  you  think  that  if  in  ten 
years  or  in  five  or  seven,  years  the  num- 
bers are  reduced  to,  say,  2,500  to  3,000, 
there  are  sufficient  doctors  in  the 

country  to  meet  the  demand? 1 

should  think  so;  with  a redistribution 
of  patients,  certainly. 


2334.  Professor  Jewkes : You  mention 
2,000  as  the  principle  you  are  after. 
2,000  multiplied  by  the  number  of 
doctors  would  still  leave  some  people  in 
England  without  a doctor.  But  beyond 
that,  of  course,  would  you  not  accept  the 
idea  that  in  some  places  there  would 

have  to  be  much  less  than  2,000? 

Oh,  yes. 

2335.  Therefore,  if  there  is  no  doctor 
with  more  than  2,000  and  some  of  them 
have  less  than  2,000,  clearly  there 
would  be  some  people  in  England  who 

would  not  have  a doctor  at  all? Dr. 

Russell : It  is  over  a period  of  ten  years 
that  we  are  contemplating  this,  and  per- 
haps that  is  true.  This  is  something  that 
we  have  not  prepared  specifically  for 
the  Commission,  the  figure  of  2,000 ; it 
is  something  which  has  been  our  policy 
for  some  time,  before  the  Wilink  Com- 
mittee produced  its  Report  based  on  the 
fact  that  there  would  be  no  increase  in 
the  number  of  doctors.  This  figure  may 
-have  to  be  amended  above  2,000,  but  it 
will  not  be  amended  because  it  is  better 
to  have  more  than  2,000  patients  but 
because  there  are  not  enough  doctors. 

2336.  You  would  like  to  see  ain  in- 
crease in  the  number  of  doctors? Dr. 

Segall : If  necessary.  Relatively  we  are 
not  an  over-doctored  country. 

2337.  Sir  David  Hughes  Parry:  But 
for  the  next  five  years  or  the  next  seven 
years  you  cannot  increase  the  number? 

We  have  suggested  doing  it  by 

stages. 

Sir  David  Hughes  Parry  : The  numbers 
of  doctors  are  fixed. 

2338.  Mr.  Gunlake : You  do  suggest 
in  the  first  stage  there  should  be  an 
immediate  reduction  in  the  list  from 
3,500  to  3,000.  First  of  all,  it  seems  to 
me  dubious  whether  there  would  be  the 
number  of  doctors  to  cope.  I would 
also  like  to  ask,  how  does  a doctor  with 

a list  of  3,500  get  rid  of  500? Dr. 

Russell : He  does  not.  In  my  experience 
the  average  turnover  is  about  15  per 
cent,  per  year. 

2339.  Chairman:  Are  you  in  a large 

town? Yes,  I am  in  a suburb  of 

London. 

2340.  There  is  probably  a bigger  turn- 
over there  than  in  some  of  the  more 

country  type  of  districts? Yes.  I 

think  the  national  average  is  something 
a, bout  10  per  cent.  That  means  that  a 
doctor  with  3,500  patients  would  take 
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sixteen  months,  if  he  did  not  accept  new 
patients,  to  bring  his  list  down  to  3,000. 
That  is  in  fact  what  we  did  in  1953  when 
the  lists  were  'brought  down  from  4,000 
to  3,500.  Those  doctors  who  did  not 
take  partners  were  given  a year  and  then 
another  period  of  a few  months,  and 
all  they  needed  to  do  was  not  to  accept 
new  patients  except  in  marginal  cases. 

2341.  Mr.  G unlake : When  you  sug- 
gest .an  immediate  reduction  by  500,  you 

do  _ not  mean  immediate? Over  a 

period  of  twelve  months  or  eighteen 
months. 

2342.  Chairman:  I think  somewhere. 
Doctor,  you  suggest  that  this  reduction 
of  the  permitted  maximum  number  of 
patients  should  not  provide  a greater 
freedom  for  more  outside  private  work. 

do  you  not? 1 think  we  said  not  to 

limit  the  freedom  to  do  outside  work  ex- 
cept where  there  are  substantial  other 
commitments  such  as  long  hospital  ses- 
sions.— Dr.  Segall : I think  our  point  was 
that  if  a person  has  a large  amount  of 
outside  work  then  the  maximum  should 
be  less,  and  that  again,  I think,  was  a 
principle  stated  in  the  1944  National 
Health  Service  White  Paper. 

2343.  Professor  Jewkes : You  mean 

every  doctor  will  have  to  state  how  many 
private  patients  he  has,  and  then  his  offi- 
cial list  would  be  adjusted? Yes,  I 

think  it  only  applies  to  where  a very 
substantial  amount  of  the  work  would  be 
outside  work. 

2344.  But  in  order  to  find  where  the 
work  was  substantial  you  would  have 
to  investigate  every  case.  Every  doctor 
would  have  to  report  the  amount  of 

private  practice  he  had? Dr.  Russell : 

At  the  moment  every  doctor  has  to.  re- 
port to  the  Medical  Practices  Committee 
in  general  terms  the  approximate  num- 
ber of  half  days  per  week  he  does  of 
outside  work.  That  is  already  'being 
done ; each  doctor  reports  annually  to 
the  Medical  Practices  Committee. 

2345.  On  the  quantity  of  his  private 

practice? Yes. 

2346.  Mr.  Watson : Dr.  Russell,  if  a 
doctor  had  2,000  patients  on  his  list, 
which  you  feel  is  a level  which  would 
ensure  his  patients  good  medical  care 
and  attention,  what  limit  would  be  put 

on  his  private  practice? That  is 

something  we  have  not  considered  in  de- 
tail, because  I do  not  'think  that  we 
could  quote  a figure  in  financial  terms. 
We  state  specifically  that  if  a substan- 


tial portion  of  his  time  is  spent  in  out- 
side commitments — a doctor  spending, 
say,  to  take  an  extreme  example,  seven 
half  days  per  week  on  outside  work, 
private  practice — then  one  would  con- 
sider that  he  was  not  in  a position  to  be 
able  to  devote  the  same  standard  of 
attention  to  2,000  patients  under  the 
Health  Service. 

2347.  Under  these  proposals  before 
us  you  visualise  that  at  a certain  stage 
a doctor  who  had  3,500  on  his  list  would 
receive  the  same  salary  when  he  dropped 
down  to  2,000.  Would  you  then  sug- 
gest he  should  have  complete  freedom 
to  deal  with  private  patients?  He  would 
have  lost  1,500  off  his  list,  and  he  would 
suffer  no  reduction  in  his  salary.  Would 
you  suggest  that  he  should  still  go  on 
with  private  patients  without  control? 

1 do  not  think  we  could  place  the 

control  on  the  number  of  his  private 
patients  or  the  amount  of  income.  One 
can  only  place  that  control  on  the  time 
he  spends  outside  his  practice. 

2348.  Your  basic  case  in  this  matter  is 
that  a general  practitioner  cannot  com- 
petently attend  to  more  than  2,000  persons 

on  his  list? Dr.  Segall : I do  not  think 

it  is  a question  of  competence.  It  is  a 
question  really  whether  the  general 
practitioner  service  should  be  elevated  to 
the  position  of  raising  the  positive  health 
standard  as  well  as  the  care  of  the  in- 
dividual when  he  is  ill.  We  have  in  mind 
that  the  general  practitioner  service 
should  be  up-graded  and  should  be  able 
to  provide  positive  help  for  the  patients 
and  detailed  care  and  attention. 

2349.  Chairman : But  you  are  saying 
that  any  doctor  who  includes  as  part  of 
his  job  looking  after  the  positive  health 
of  a patient  cannot  deal  properly  with 

more  than  2,000  patients? 1 say,  Sir. 

that  we  want  the  best  service  that  is 
possible  in  the  light  of  the  tremendous 
advances  which  have  taken  place  in 
medicine  and  the  outlook  of  medicine 
even  in  the  past  ten  years ; and  that  is 
not  possible  in  terms  of  3,500  patients. 

2350.  What  I want  to  get  at  is  if  you 
think  that  a doctor  should  be  limited  to 
2,000  patients  ought  you  to  allow  him 
to  fake  any  remuneration  for  anything 

outside  an  addition? Oh,  yes  ; except 

that  if  it  were  substantial  then  there 
should  be  a limit,  exactly  as  it  was  pro- 
posed in  the  1944  White  Paper. 

2351.  Sir  David  Hughes  Parry  : I gave 
you  the  opportunity  at  the  beginning  of 
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the  first  question  of  explaining  why  you 
wanted  to  limit  the  figure  to  2,000.  I 
thought  you  had  made  it  quite  clear  that 
vou  wanted  to  improve  the  quality  of  the 
National  Health  Service  by  giving  more 
time  to  the  doctor  to  attend  to  the 
patients  on  his  list.  Now  it  does  seem  to 
follow  from  that,  does  it  not,  that  if  he 
is  relieved  of  the  burden  of  some  of  his 
National  Health  Service  work  he  ought 
not  to  assume  a burden  outside  it  by 
taking  hospital  appointments  and  so  on? 

He  should  not  use  that  extra  time 

for  those  purposes. 

2352.  Professor  Jewkes:  I was 

interested  to  learn  that  you  do  already 
report  to  the  Medical  Practices  Com- 
mittee how  much  outside  work  you  en- 
gage in. Dr.  Russell : That  is  true. 

2353.  What  form  does  that  take?  Do 
you  explain  how  many  private  patients 

you  have? No,  Sir.  The  purpose,  if 

I may  explain,  of  this  enquiry  is  simply 
to  enable  the  Medical  Practices  Com- 
mittee to  decide  in  borderline  cases  the 
designation  of  an  area ; in  other  words, 
to  decide  whether  more  doctors  are  re- 
quired. They  say  they  require  an  esti- 
mate of  whether  many  of  the  doctors  in 
the  area  spend  a substantial  proportion  of 
their  time  on  other  commitments.  The 
actual  enquiry,  as  far  as  I remember  the 
last  one  I received,  was  merely  one  or 
two  questions  to  say  how  many  hours 
per  week  approximately  were  spent  on 
medical  services  outside  the  National 
Health  practice  and  what  form  they  take  ; 
hospital  appointments,  private  practice, 
Medical  Boards,  and  so  on. 

2354.  This  is  sent  to  the  local  Medical 

Committee? No ; in  England  and 

Wales  it  is  sent  to  the  Medical  Practices 
Committee. 

2355.  Chairman : For  the  purpose  of 

designating  areas? Yes.  It  is  not 

used,  as  fax  as  I know,  for  any  other 
purpose. 

2356.  Does  that  mean  that  they  would 
have  an  idea  of  what  proportion  of  a 
doctor’s  time  is  taken  up  with  outside 

work? -Yes.  It  is  not  a condition  of 

service  to  reply  to  this  question,  but  I 
gather  doctors  mostly  do. 

2357.  Professor  Jewkes:  Is  it  sent 
fairly  regularly  to  you?  You  mentioned 
you  have  had  this  more  than  once? — — 
I can  recall  having  two  in  three  or  four 
years. 

2358.  Chairman:  On  this  question  of 
the  2,000  patients,  you  agree,  I think, 


that  there  are  many  different  areas,  and 
that  if  2,000  is  the  maximum  in  the  most 
favourable  concentrated  area,  then  the 
number  that  can  be  done  with  the  same 
efficiency  in  scattered  areas  will  be  much 

less? It  would  vary  in  individual 

circumstances  in  a particular  area.  We 
have  taken,  I think,  an  average  area  with 
average  morbidity. 

2359.  Your  figure  is  a maximum?- — 
Yes,  a maximum  figure  for  an  average 
area. 

2360.  But  in  an  area  that  is  more  con- 

centrated than  average  you  would  still 
have  that  as  the  maximum? Yes. 

2361.  Then  would  you  also  say  from 

your  own  knowledge  that  the  ability  of 
doctors  to  get  through  jobs  quickly  and 
thoroughly  varies  from  one  doctor  to 
another?  I should  have  thought  it  was 
bound  to. Of  course. 

2362.  Again  you  are  basing  this  on  a 
maximum  figure,  so  that  in  total  the 
average  would  be  a lot  less,  as  Professor 
Jewkes  suggested  earlier.  We  have  not 
tried  to  see  how  much.  Have  you  any 
idea,  if  the  maximum  is  2,000,  what 
would  be  the  average  number  of 
patients,  assuming  that  you  want  every- 
body to  have  the  same  opportunity?— — 
We  should  hope  that  as  it  works  out- at 
the  end,  and  there  are  obviously  going 
to  be  three  stages,  a majority  of  prac- 
tices would  be  around  2,000  or  just  be- 
low, within  a few  hundred  of  the 
maximum  of  2,000. 

2363.  You  would  not  expect  that  any 
practices,  for  instance,  in  country  dis- 
tricts or  any  practice  of  rather  slow 
doctors  with  lists  at  present  under  2,000 
would  come  up  to  2,000  if  they  had  to 
do  more  National  Health  work?  Yon 
would  not  expect  them  to  be  able  to 
handle  more  patients  than  they  do  now? 
— -I  am  speaking  of  a majority  of 
practices,  which  after  all  are  largely  in 
urban  areas  in  this  country. 

2364.  Have  you  made  any  estimate  at 
all  of  the  cost  of  your  proposals  to  the 
country?  You  said  you  had  not  esti- 
mated costs  as  regards  the  hospital 
salaries.  I rather  thought  you  probably 

had  on  the  G.P.  side. Not  in  specific 

terms,  but  we  did  in  round  figures  assess 
the  Central  Pool  at  £60  million  at  the 
moment ; this  would  be  somewhere  be- 
tween a 20  and  25  per  cent,  increase  in 
costs. 
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2365.  Professor  Jew  Ices:  In  fact,  it  is 

about  the  increase  that  the  medical  pro- 
fession is  demanding? We  thought  it 

was  not  a wild  goose  idea,  if  I may  put 
it  that  way. 

2366.  You  would  not  intend  to  give 
the  man  with  the  top  list  anything  at  the 
moment.  He  would  just  do  less  work  for 
the  same  money.  But  the  other  people 
would  get  more  money,  the  people  with 

■the  smaller  lists? As  Dr.  Segall  said, 

we  have  left  out  merit  awards  which 
might  go  on  top  of  this  because  we 
thought  that  would  be  the  only  practical 
way  we  could  see  of  increasing  the  re- 
muneration of  the  man  with  the  top  list 
now.  We  feel  all  the  way  through  that 
it  is  far  more  important  to  look  at  the 
average  practitioner ; the  basis  of  the 
remuneration  is  far  more  important 
over  the  complete  range  of  general  prac- 
titioners, than  it  would  be  to  look  at  a 
handful  of  3 or  5 per  cent.  We  feel, 
both  from  the  point  of  view  of  recruit- 
ment and  the  standard  of  service  that 
that  is  more  important. 

2367.  Since  we  have  got  on  to  that, 
could  we  just  see  what  the  scheme  would 
imply?  First  of  all,  the  doctors  with  the 
largest  lists  would  have  smaller  lists 
and  the  same  income.  All  the  other 
people  would  get  larger  incomes,  but 
the  average  list  would  tend  to  go  down 
to  2,000,  that  is  the  ideal ; the  nearer 
you  get  to  that  the  better.  Under  those 
conditions,  as  you  explain  on  page  425 
a man  with  a list  of  2,000  would  have 

an  income  of  £3,925? Dr.  Saudelc: 

At  the  end  of  ten  years. 

2368.  At  the  end  of  your  scheme.  At 
the  moment  a man  with  a list  of  2,000 
gets  something  like  £2,375,  so  the  average 
payment  of  doctors  would  go  up  from 
£2,375  to  £3,925.  Is  that  the  sort  of 
increase  you  had  in  mind?-- — Dr. 
Russell : That  is  the  doctor  who  would 
receive  the  maximum  benefit  at  the  end 
of  ten  years  from  this  scheme.  That  is 
not  the  average  doctor. 

2369.  I am  only  using  that  as  a basis 
to  get  an  idea  of  the  situation  once  the 
scheme  has  been  introduced.  You  bring 
the  position  as  near  as  you  can  to  2,000 
patients  per  doctor,  then  they  would 
receive  on  the  average  something  like 

£3,925? Dr.  Segall:  With  twenty 

years’  seniority ; having  served  in 
N.H.S.  general  practice  for  twenty  years. 
So  that,  supposing,  for  example — it 


would  be  most  unlikely,  but  suppose — 
that  somebody  joining  at  that  time  found 
himself  with  the  full  list  but  no  seniority, 
he  would  have  £500  less. 

2370.  Chairman : It  is  not  the  average. 

The  average  over  the  whole  of  a doctor's 
life  would  obviously  be  less  than  at 
twenty  years’  seniority,  but  possibly 
more  than  at  present.  So  that  it  is 
still  within  £250  at  the  most  of  that  top 
figure  that  has  been  mentioned.  If  you 
compare  what  they  would  get  under  the 
present  scheme  if  everybody  was  reduced 
to  2,000  maximum,  and  everybody  with 
2,000  under  your  scheme,  the  comparison 
is  between  £2,300  and  about  £3,700, 
which  is  quite  an  increase.  Together 
with  the  fact  that  there  would  be  a good 
many  more  doctors,  so  that  not  only 
would  each  of  them  be  getting  more  but 
the  total  remuneration  would  be  very 
much  greater. Dr.  Saudek : That  in- 

crease would  not  apply  to  everybody. 
There  are  a good  many  just  above  2,000 
now,  and  they  are  all  going  to  be  within 
a range  of  no  increase  at  all  up  to  the 
maximum. 

2371.  And  a good  many  below.  But 

they  will  all  get  some  increase? They 

will  all  get  some  increase  except  people 
with  3,500.  As  to  people  above  3,500, 
they  will  have  a slight  reduction  of  the 
capitation  fee  for  the  extra  list. 

2372.  Mr.  Watson : Has  your  Associa- 
tion ever  considered  the  adoption  of  a 
central  pool  of  all  the  fees  received  from 

private  practice? We  are  against  the 

Central  Pool  scheme. 

2373.  Chairman  : Are  you? Dr. 

Russell : There  is,  of  course,  a figure  de- 
ducted from  the  Central  Pool  for  private 
practice. 

2374.  Mr.  Watson : You  are  seeking 
over  a period  of,  say,  ten  years  with 
twenty  years’  seniority  a salary  of 
approximately  £4.000  per  annum  with  a 
list  of  2,000  patients  ; that  is  a salary 
equated  to  2,000  patients.  I just  asked, 
has  your  Association  ever  considered  that 
■the  amount  of  money  received  by  a 
doctor  over  the  £4,000  with  2,000  patients 
should  be  allocated  to  a central  pool  and 
not  received  by  him  as  an  individual? 
We  have  never  considered  that. 

2375.  So  in  addition  to  the  £4,000  on 

your  scheme  he  still  would  have  what 
income  he  could  get  from  private 
patients? Dr.  Segall : Not  necessarily. 
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2376.  He  still  can  receive  fro-m  private 

patients  additional  moneys? Some, 

yes. 

2377.  Chairman : And  he  can,  for  in- 
stance, do  industrial  medical  work, 
become  a Works  Medical  Officer,  or 
something  like  that,  as  well  as  having 

2,000  patients? Yes  ; I think  so  long 

as  it  is  limited  in  extent. 

2378.  Limited  to  what?  “ limited  ” is 

rather  a vague  word. 1 do  not  think 

we  are  in  a position  to  say  what.  But 
the  idea  of  that  limitation  of  a large 
amount  of  outside  work  came  from  the 
Ministry  of  Health  in  1944,  and  that  is 
really  our  authority  for  quoting  it. 

2379.  A doctor  with  about  3,500 
patients  who  is  reduced  to  2,000  patients 
under  your  theory  will  feel,  do  you  not 
think,  that  he  can  do  a great  deal  of 
additional  work  outside — because  there 
are  areas  and  types  of  conditions  and 

partnerships  which  make  it  possible. 

I think  that  there  would  quite  possibly 
be  people  like  that. 

2380.  Will  not  almost  all  those  doctors 
feel  that  if  in  the  past  they  could  cope 
with  the  difference  between  2,000  and 
3,500  patients,  they  can  do  a very  great 
deal  of  very  remunerative  outside  work 

in  place  of  that? 1 think  that  the 

average  doctor,  given  the  opportunity  to 
practise  medicine  as  he  was  taught  it 
and  as  he  wants  really  to  practise 
medicine  would  do  that  if  there  is  not 
the  financial  pressure.  I do  think  that, 
together  with  reducing  lists,  there  are  a 
lot  of  other  things  that  should  be  done. 
If  you  keep  the  lists  as  high  as  they  are, 
then  all  the  efforts  that  people  are 
making — and  there  are  efforts  within  the 
profession — to  raise  the  standard  to  that 
required  by  today’s  state  of  affairs  are 
wasted.  In  other  words,  irrespective  of 
ancillary  help,  irrespective  of  methods  of 
investigation,  the  doctor  has  not  got  ade- 
quate time  to  give  to  each  individual  the 
best  standard  of  medicine,  which  we 
regard  as  the  fundamental  point.  It  is 
even  more  fundamental  than  as  to 
whether  a practice  is  carried  out  in  a 
Health  Centre  or  some  private  practice. 
In  general,  if  medicine  is  carried  out 
under  stress,  under  speed  to  get  through 
the  patients  quickly,  .that  standard  of 
medicine  is  not  as  good  as  it  should  be  ; 
whereas,  if  a doctor  has  got  time  to  rake 
details  of  a patient  and  look  at  all  aspects 
of  a patient,  as  one  is  taught  in  medical 


schools,  then  _ the  average  doctor  will 
make  a good  job  of  it. 

2381.  I think  you  agree  that  if  the 
State  is  being  asked  to  carry  out  these 
proposals  so  that  a doctor  shall  have 
more  time,  it  should  have  some  right  to 
see  that  the  time  is  used  for  that  purpose 
and  not  for  anything  else.  Would  you 

agree  with  that? Yes,  Sir,  if  it  is 

necessary,  certainly.  I think  in  fact  that 
there  is  in  theory  that  possibility  today 
with  Regional  Medical  Officers. 

2382.  Sir  David  Hughes  Parry.  You 

do  say  now  that  what  counts  at  the 
present  time  with  many  of  these  people 
who  have  got  the  3,500  and  upwards  is 
the  economic  motive ; that  is  right,  is  it 
not? Yes. 

2383.  They  have  got  3,500  because 
they  really  want  to  make  money  out  of 

it? Yes  ; that  is  because  it  is  the 

accepted  thing.  Really  one  can  say  that 
the  typical  traditional  methods — there 
are  many  exceptions,  of  course — of 
N.H.S.  general  practice  today  are  the 
same  as  they  were  when  the  N.H.I.  was 
introduced.  To  quote  Collings,  for  ex- 
ample, which  was  the  first  detailed  sur- 
vey of  the  N.H.S.  under  general  practice, 
he  made  the  point,  in  referring  to  the  un- 
satisfactory standards,  that  they  were  not 
introduced  with  the  National  Health  Ser- 
vice. When  the  National  Health 
Insurance  was  introduced  there  was  a 
tremendous  advance,  but  if  the  methods 
have  stayed  still  for  thirty  years  and 
medicine  has  not  stayed  still  for  thirty- 
years,  then  it  is  not  good  enough  today. 

2384.  Mr.  Gunlake : What  you  are  really 

advocating  is,  to  quote  a familiar  phrase, 
in  medicine  the  best  should  be  available 
to  all? -The  best  that  is  possible. 

2385.  Irrespective  of  cost? There 

must  be  a limit  on  cost,  but  I think  the 
main  point  is  a question  of  time.  Ancil- 
lary investigations  and  help  are  tremen- 
dously important,  but  the  most  important 
is  really  knowing  a patient,  really  taking 
history,  really  carrying  out  an  examina- 
tion, as  one  is,  in  fact,  taught  in  medical 
schools.  I can  assure  you  that  there  are 
very  few  medical  students  who  leave 
hospital  and  first  go  into  general  practice 
— there  are  exceptions — who  are  not  pro- 
foundly shocked. 

2386.  Mr.  Watson:  Would  you  not 

say  that  is  a very  good  reason  why  a 
doctor  with  2,000  on  his  list  should  have 
no  private  practice? Well,  I do  not 
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think  that  an  absolute  embargo  is  neces- 
sary. 

2387.  Chairman : But  you  are  putting 
an  absolute  embargo  on  the  number  of 
patients  that  anybody  can  deal  with? 
That  exists  at  present. 

2388.  Yes  ; but  you  are  reducing  it 

very  much? Yes,  reducing  it,  but  that 

embargo  exists  at  present  as  far  as 
N.H.S.  is  concerned. 

2389.  Do  you  know  any  other  country 
where  there  is  a maximum  of  2,000 

patients? I do  not  think  any  other 

country  has  a National  Service  organised 
quite  as  we  have  ; but,  for  example,  there 
is  the  Health  Service  in  New  York  which 
we  quote  on  page  428  of  our  Evidence. 
I suppose  it  is  a voluntary  scheme.  1,500 
for  a general  family  practitioner  and  800 
for  a paediatrician  practitioner. 

2390.  “ The  maximum  list  for  a family 

internist  in  the  Montefiore  Medical 
Group  in  New  York  . . It  corres- 

ponds really  to  a large  group  practice 
which  works  for  a certain  area  and  in 
conjunction  with  that  area,  but  it  pro- 
vides a family  practitioner  service,  the 
only  difference  being  that  they  divide 
their  general  practitioners  up  into  general 
general  practitioners,  as  it  were,  and 
paediatrician  general  practitioners. 

2391.  Professor  Jewkes:  I think  I am 
satisfied  now  that  your  scheme  would 
cost  about  30  per  cent.  more.  But,  of 
course,  it  has  this  peculiarity,  that  people 
with  large  lists  would  not  get  any  more 
and  people  with  smaller  lists  would  get 
more.  So  what  you  are  inviting  us  to 
do,  if  we  accept  your  scheme,  is  to  put 
forward  a new  system  by  which  certain 
doctors  would  not  get  an  increase  in  pay. 
That  would  not  be  very  popular,  would 

it? Dr.  Russell : There  would  be  a 

considerable  reduction  in  the  number  of 
patients. 

2392.  Chairman:  But  no  increase  in 

pay? Dr.  Segall : We  say  that  this  is 

the  minimum.  If  the  Commission  want 
to  go  higher  so  as  to  give  the  3,500  in- 
creases we  would  be  not  at  all  against  it. 

Chairman:  I think  some  of  the  other 
bodies  will  be  glad  to  hear  that. 

2393.  Mr.  Bonham-Carter : Have  you 

considered  the  effect  of  £25  a year  to  a 
man  who  is  paid  monthly,  or  is  it 
quarterly  ? Quarterly. 

2394.  Have  you  considered  the  differ- 
ence it  makes  in  the  size  of  the  cheque 


after  tax  has  been  taken  off?  I will  tell 
you  it  is  very  small  indeed. Yes ; ex- 

cept that  the  man  who  was  in  the 
National  Health  Service  from  1948,  and 
presumably  most  of  those  would  have 
the  larger  practices,  would  in  fact  be 
getting  a £250  increase. 

2395.  The  first  time  you  would.  The 
point  is,  I wonder  if  you  have  considered 
at  all  that  by  doing  it  by  such  small 

increases  the  whole  effect  is  lost? 

With  regard  to  the  National  Health  Ser- 
vice it  would  be.  For  that  very  reason 
we  would  say  that  for  such  a small 
amount  it  would  have  to  be  retrospective. 

2396.  Sir  David  Hughes  Parry : There 
is  one  small  matter  that  I want  to  raise 
with  you  about  restrictions  on  doctors 
in  two  ways:  by  contracts  and,  presum- 
ably, by  general  practice  in  the  region. 
I am  not  quite  clear  what  the  position 
may  be  under  the  National  Health  Ser- 
vice. Do  doctors  have  these  restrictive 

covenants  now,  as  they  did  before? 

Yes. 

2397.  And  presumably  the  same  legal 
principles  would  apply  to  their  interpre- 
tation and  their  enforcement  as  before? 
Yes. 

2398.  In  those  cases  the  law  took  the 

view  that  no  enforceable  covenant  was 
unreasonable,  did  it  not? Yes. 

2399.  If  the  assistant  or  the  partner 
by  entering  into  the  contract  thought 
the  restraint  under  the  covenant  was 
unreasonable,  he  could  ignore  it,  could 

he  not? Dr.  Hilditch : It  depends  on 

what  you  mean  by  unreasonable. 

2400.  Well,  there  is  a legal  standard 

for  it. 1 .think  it  is  a standard  dated 

long  before  N.H.S.  days.  After  all,  it 
was  reasonable  to  stop  a chap  practising 
within  a few  miles  of  you  If  he  could 
go  somewhere  else.  Nowadays  it  is  very 
much  more  difficult  to  go  somewhere 
else,  and  lit  becomes  far  less  reasonable. 

2401.  You  have  been  condemning  the 

exploitation  of  the  assistant  by  the  prin- 
cipal, have  you  not?  Now  there  is  a 
possibility  .that  the  assistant,  if  he  were 
.to  set  up  his  plate  near  where  _ he  had 
been  practising,  would  be  exploiting  the 
principal,  is  there  not? Yes. 

2402.  The  principal  has  an  interest  in 

the  area? Yes ; it  is  a matter  of 

degree.  After  all,  even  if  an  assistant 
does  set  up  close  to  a principal,  it  is 
very  unlikely  that  he  is  going  to  do  the 
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principal  out  of  his  living.  He  may  take 
a certain  number  of  patients  off  him, 
but  it  works  the  other  way  much  more 
strongly,  if  the  assistant  is  prevented 
from  practising  in  that  area,  it  may 
condemn  him  to  quite  a long  period 
of  being  an  assistant  or  not  being  able 
to  establish  himself. 

2403.  You  do  not  trust  to  a judge  that 
he  will  be  reasonable? It  -is  the  inter- 

pretation of  the  application.  It  does  not 
come  to  the  law  in  the  majority  of  cases. 
Very  few  assistants  would  risk  setting 
up  and,  as  it  were,  putting  themselves 
into  a test  case. — Dr.  Russell : I think, 
Sir,  it  has  become  a little  bit  wider,  too, 
from  the  point  of  view  that  nowadays 
more  assistants  do  more  assistantships 
than  previously  ; and  in  addition,  ^ of 
course,  there  is  the  factor  of  the  Medical 
Practices  Committee.  When  a practi- 
tioner wants  to  set  up  on  his  own  he  is 
in  fact  limited  to  those  areas  which  are 
designated.  Therefore,  a large  part  of 
the  country  is  lost  to  him.  If  in  addition 
he  must  have  a trainee  assistantship,  and 
perhaps  two  or  three  assistantships  in 
different  parts  of  the  country,  and  in 
each  of  those  areas  restrictive  covenants 
apply,  then  it  may  have  a very  serious 
effect  on  his  future  living  for  the  rest  of 
his  professional  life  if  he  signs  restric- 
tive covenants  with  various  principals. 

2404.  Chairman:  For  the  rest  of  fais 

professional  life? -It  very  often  applies 

for  a period  of  five  or  ten  years.  If 
one  is,  perhaps,  in  one’s  thirties  and  one 
cannot  start  a practice  in  a large  number 
of  areas  or  a number  of  areas  for  five 
to  ten  years,  it  does  affect  one’s  profes- 
sional life. 

2405.  Sir  David  Hughes  Parry : Have 
you  considered  the  facts  and  the  decision 
in  the  most  recent  of  the  doctors’  cases, 
the  case  of  1952?  It  was  a partnership 
that  had  been  entered  into  just  before 
■the  National  Health  Service,  but  it  was 
in  the  Court  'and  litigated  in  1952.  There 
the  area  wias  Atherstone  and  the  period 
was,  I think,  five  years,  and  the  limita- 
tion of  mileage  was  10  miles.  It  would 
seem  quite  reasonable  that  a judge,  when 
he  is  viewing  these  factors,  views  them 
from  two  angles,  first  of  ail  the  interest 
of  the  partnership  that  has  been  left, 
and  the  interest  of  'the  public.  If  it  is 
in  the  public  interest  that  there  should 
be  another  doctor  in  an  area  that  would 
be  considered  by  the  judge  in  the  par- 
ticular case.  I do  not  see  that  there  as 


anv  very  great  hardship  in  'these  prac- 
tice.  Dr.  Hilditch:  Was  this  a case 

of  a partnership  being  broken? 

2406.  Yes. The  man  who  left  had 

to  give  away  his  share  of  the  practice, . 
had  he  not. 

2407  He  was  allowed,  under  that  rule 

to  sell  ’it,  yes. Well,  he  gave  away  a 

great  deal,  dad  he  not?  He  gave  away 
virtually  his  share  of  the  practice— Dr. 
Russell : More  important,  Sir,  in  'the 
same  circumstances  now  a partner  would 
not  be  permitted  to  sell  his  share  of  the 
practice,  he  would  just  have  to  leave  it 
and  go.  We  have  had  one  instance  at 
least  where  a junior  partner  just  had  to 
leave  the  area. 

2408.  Chairman : You  are  not  really 
asking,  Dr.  Russell,  that  'there  should  be 
some  right  to  allow  anybody  leaving  a 
partnership  and  setting  up  next-door 
taking  advantage  of  all  that  he  learned 
from  his  partner,  or  are  you  actually 

going  as  far  as  that? 1 think,  firstly, 

that  we  would  like  to  see  a period  in 
■the  practice  before  any  restrictive  coven- 
ant would  apply.  For  example,  if  some- 
body is  only  two  or  three  months  in  a 
practice,  we  think  it  would  'be  unreason- 
able for  a restrictive  covenant  to  apply. 

2409.  Is  that  the  period  that  you  want, 

to  confine  it  to  three  months? 1 think 

we  would  have  to  define  it,  but  we  would 
like  something  over  three  months. 

2410.  Then  after  that  you  da  not  object 

to  a reasonable  radius  and  a reasonable 
period? No. 

2411.  But  you  have  not  defined 
“reasonable”.  I do  not  think  we  will 

press  you  to  that. Dr.  Saudek:  The 

radius  depends  so  much  on  the  type  of 
area. 

Chairman : That  is  where  the  judge 
comes  in,  is  it  not? 

2412.  Professor  Jewkes : Have  you  in 
fact  any  knowledge  that  the  radius  is 

generally  too  large? Dr.  Russell : The 

overall  picture  with  the  restriction  of  the 
Medical  Practices  Committee  does  make 
the  radius  larger  from  the  point  of  view 
of  the  assistant.  In  actual  practice  we 
would  say  that  in  a densely  populated 
area,  perhaps  in  London,  the  radius  for 
practical  purposes  could  be  measured  in 
hundreds  of  yards,  not  in  miles,  as  very 
often  is  the  case.  If  one  goes  perhaps 
300  yards  away  in  London  one  is  in 
virtually  a different  area  as  regards  medi- 
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cal  practice.  From  one’s  own  experience 
perhaps  80  or  90  per  cent,  of  one’s 
patients  come  from  within  a radius  of  a 
couple  of  hundred  yards. 

2413.  Chairman : We  had  evidence  two 
weeks  ago  from  a dentist  (which,  of 
course,  is  not  strictly  relevant  to  your 
case)  in  Gloucestershire  whose  patients 
continued  to  come  from  as  far  away  as 

Ascot  and  Dublin. A dentist  is  not 

called  upon  to  go  out  to  the  patients  at 
night,  whereas  a doctor  has  to. 

2414.  Professor  Jewkes:  I have  just 

got  one  point,  which  is  on  page  396  of 
your  Memorandum.  In  the  first  para- 
graph you  say:  “Thus  the  estab- 

lished doctors  will  usually  take  what 
legitimate  steps  they  can  to  try  to  keep 
out  or  squeeze  out  the  newcomer 
Could  you  tell  us  what  you  think  the 

legitimate  steps  are? Dr.  Hilditch : 

One  is  to  open  up  a branch  surgery  in 
a promising  area.  If  you  have  got  an 
area  which  is  being  developed,  even  on 
a small  scale,  say  a new  housing  estate, 
there  comes  a point  when  it  is  worth 
while  for  somebody  to  start  in  practice, 
and  you  very  often  find  that  just  before 
that  point  a branch  surgery  appears  be- 
longing to  the  local  doctors.  And,  of 
course,  once  there  is  a branch  surgery 
you  have  not  a hope  of  building  up  a 
practice  and  making  a living  out  of  it 
within  a reasonable  time.  That  is  one 
way. — Dr.  Russell : Another  way  is,  of 
course,  the  decision  whether  or  not  to 
advertise  a vacancy,  to  decide  whether 
a new  area  requires  a new  doctor,  which 
is  decided  by  the  local  Medical  Com- 
mittee, who  are  in  fact  directed  by  the 
doctors  who  are  already  practising  in  the 
area.  It  has  come  to  our  notice  time 
and  again  that  where  a few  hundred 
houses  have  been  built,  which  might  per- 
haps provide  a list  of  patients  of  1,500 
or  2,000,  the  evidence  from  the  local 
Medical  Committee  is  that  no  doctor  is 
required,  and,  of  course,  it  is  not  fair 
to  ask  them  to  provide  objective  evidence 
on  that. 

2415.  Mr.  Watson : Would  it  be  correct 
to  say  that  the  complaints  you  are  now 
making  are  really  that  the  decision  is 
that  of  the  local  Medical  Services  Com- 
mittee, which  is  subject  to  the  scrutiny 
of  the  Medical  Practices  Committee? 

The  recommendation  comes  from 

the  local  Committee,  the  members  of 
which  are  local  practitioners,  who  are 


virtually  being  asked,  “ Do  you  want 
more  competition  in  your  area?”. 

2416.  So  you  need  to  inform  your  own 
Society  rather  than  this  Commission? 
We  did  not  raise  this  point. 

2417.  Professor  Jewkes:  You  have 

raised  it  by  making  this  statement. 

Dr.  Hilditch:  May  I quote  the  basis 
on  which  an  area  is  designated  or  classi- 
fied intermediate?  < It  is  not  taken  in  by 
very  small  areas,  it  is  taken  as  a very 
large  one.  I do  not  know  quite  what  the 
basis  is,  but  it  is  large  enough  anyhow 
to  comprise  20  to  30  doctors,  and  it  is 
done  by  rule  of  thumb.  It  is  not  done 
on  the  basis  of  the  number  of  doctors 
to  the  number  of  patients,  but  the  num- 
ber of  doctors  to  the  number  of  patients 
who  have  already  registered  with  one  of 
the  doctors  in  that  area.  If  you  get  a 
big  influx  of  2,000  people  and  only  1,000 
can  register,  then  for  classification  pur- 
poses only  1,000  people  are  there,  which 
very  effectively  makes  sure  that  the  estab- 
lished doctors  have  their  lists  nicely  fixed 
up  before  there  is  any  question  of 
making  an  area  designated. 

Professor  Jewkes:  It  affects  the  speed 
at  which  a newcomer  could  build  up 
a practice  in  a reasonable  time,  of 
course. 

2418.  Chairman:  lust  on  the  re- 

muneration point,  we  have  not  gone,  and 
do  not  intend  to  go,  through  all  those 
items  on  page  426  of  your  later  memor- 
andum, but  I take  it  that  in  fact  the 
operation  of  those  other  proposals,  the 
extra  payments  for  other  services, 
maternity,  for  instance,  and  so  forth,  all 
have  to  be  added  on  to  this  total  shown 
in  the  graph  you  have  prepared  ; they 
are  all  additional.  That  is  right,  I think, 
is  it  not? — — Dr.  Segall:  Yes. — Dr. 

Saudek:  As  far  as  applicable,  yes. 

2419.  Which  is  quite  a bit  on  the  total 

cost  of  the  N.H.S.  as  a whole? In  the 

case  otf  the  rural  practice,  for  example, 
we  recommend  a reduced  maximum  list. 

2420.  Yes,  some  of  these  things  are 
reduced,  but  you  want  to  dispose  of  the 
pool,  and  these  points  will  be  extra  to 

what  you  have  put  on  this  chart? Dr. 

Segall : Yes ; the  initial  practice  allow- 
ance, yes. 

2421.  Professor  Jewkes:  I was  just 
going  to  link  that  question  the  Chair- 
man has  asked  to  what  you  said  a 
moment  or  two  ago.  You  really  are 
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suggesting  that  the  doctors  who  are  sit- 
ting tenants  do  not  particularly  welcome 
a newcomer ; but  you  also  make  a point 
in  some  places  in  this  document  that 
under  the  Central  Pool  system  when  a 
newcomer  comes  in  £2,222  is  added  to 
the  Central  Pool,  and  it  is,  therefore, 
an  advantage  to  the  existing  doctors. 
How  do  those  two  things  work  out? 
Why  should  doctors  resist  a newcomer 
if  in  fact  they  gain  by  it? — — Dr. 
Saudek:  It  is  an  advantage  to  estab- 
lished doctors  all  over  the  country  taken 
as  a whole ; but  it  is  no  particular  ad- 
vantage, or  only  a very  small  one,  to 
the  doctors  in  the  immediate  locality. 
— Dr.  Russell : Of  the  20,000  doctors  in 
the  National  Health  Service  each  one 
will  get  1 /20,000th  of  £2,222,  but  I do 
not  think  they  regard  that  as  a very^  great 
advantage  compared  with  the  possibility 


of  having  somebody  put  up  a plate  next 
door. 

2422.  I accept  that  it  means  only  a 

very  small  .advantage  to  the  existing  doc- 
tors, but  this  is  only  a very  small  dis- 
advantage to  the  operation  of  the  Cen- 
tral Pool? We  are  not  opposing  the 

Central  Pool  purely  because  of  this. 

2423.  No ; but  I thought  you  did 
object  to  the  Central  Pool  on  the 
grounds  that  a newcomer  brings  in 
£2  222  to  the  total  but  does  not  draw 

£2,222  from  it? Yes— Dr.  Saudek: 

that  is  one  effect— Hr.  Russell : We  feel, 
in  effect,  that  the  method  of  the  Central 
Pool  as  a whole  is  an  illogical  one. 

Chairman : Then  I think  that  is  all 
we  want  from  you.  Thank  you  very 
much. 


(The  witnesses  withdrew.) 
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Mr.  W.  A.  Fuller,  D.S.C.  {Secretary) 
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Explanatory  Note  by  the  Royal  Commission 

The  following  list  of  topics  was  drawn  up  by  the  Royal  Commission  and  issued,  along 
with  an  invitation  to  submit  evidence,  to  all  representative  medical  organisations: — 

(i)  The  quality  and  quantity  of  recruits  {a)  offering  themselves  and  {b)  accepted  for 
training  as  medical  students. 

(ii)  The  quantity  and  quality  of  newly  qualified  doctors. 

(iii)  Wastage  of  men  and  women  during  training  and  in  the  first  few  years  after 
qualification  with  any  remarks  on  incidence  and  causation. 

(iv)  The  cost  and  duration  of  training  and  the  extent  to  which  the  cost  is  or  should 
be  met  from  grants  (including  both  the  adequacy  of  the  grants  and  the  proportion 
of  students  receiving  them). 

(v)  The  position  and  prospects  of  a newly  qualified  doctor. 

(vi)  Any  trend  to  excessive  resort  to  certain  branches  of  the  profession  at  the  cost  of 
others. 

(vii)  The  relative  advantages  and  disadvantages,  financial  and  otherwise,  of  service 
as: — 

{a)  a principal  in  single-handed  general  practice, 

{b)  a partner  in  general  practice, 

(c)  a whole-time  consultant  in  the  National  Health  Service, 

{d)  a part-time  consultant  with  the  maximum  number  of  sessions, 

{e)  a part-time  consultant  with  only  a few  sessions, 

(/)  a Senior  Hospital  Medical  Officer, 

(g)  a doctor  in  any  other  sort  of  practice  or  employment. 

(viii)  The  difficulties  encountered  by  members  of  the  registrar  grades. 

(ix)  The  difficulties  of  entering  general  practice,  with  special  reference  to  the  position 
and  prospects,  financial  and  otherwise,  of  assistants. 

(x)  The  importance  of  private  consulting  practice  as  an  incentive  to  entering  the 
consultant  branch  of  medicine. 

(xi)  Expenses  in  general  practice,  how  far  they  vary  above  and  below  the  average 
and  how  far  payments,  e.g.  towards  capital,  have  to  be  made  which  are  not 
allowable  as  expenses  for  Income  Tax  purposes. 
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(xii)  Comparative  treatment  for  Income  Tax  purposes  and  in  relati on  to  expenses  of 
' whole-time  and  part-time  consultants  in  the  National  Health  Service. 

(xiii)  Any  anomalies  in  the  methods  of  payment  of  any  branch  of  the  profession,  e.g. 
maldistribution  as  opposed  to  wrong  total  volume. 

(xiv)  Comments  on  the  present  system  of  calculating  and  distributing  general  prac- 
titioners’ remuneration  through  a central  pool. 

(xv)  General  comments  on  the  system  of  merit  awards  and  the  method  of  allotting 
them,  with  any  suggestions  for  an  alternative  system. 

(xvi)  Particulars  of  financial  stringency  suffered  by  any  classes  of  doctors  illustrated 

by  personal  budgets  of  practitioners.  ... 

(xvii)  Special  considerations  of  which  account  ought  to  be  taken  in  discussions  of 
medical  remuneration. 

(xviii)  Specific  proposals  for  medical  remuneration. 

(xix)  The  practicability  of  the  profession  establishing  a fixed  scale  of  payments  for 
assistants  in  general  practice. 

(xx)  Proposals  for  specific  machinery  or  procedures  to  be  established  for  dealing  with 
future  discussions  of  medical  remuneration. 

(xxi)  Any  factors  other  than  remuneration  which  are  affecting  the  contentment  of 
general  practitioners. 
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Memorandum  submitted  by  the  Royal  Faculty  of  Physicians  and  Surgeons  of  Glasgow 

1.  The  Royal  Faculty  of  Physicians  and  Surgeons  of  Glasgow  received  its  charter 
from  King  James  VI  just  over  three  and  a half  centuries  ago.  The  Faculty  is  unique 
among  the  Royal  Medical  Corporations  in  that  it  is  empowered  to  grant  after  examination 
the  diplomas  of  Fellowship  qua  Physician  and  of  Fellowship’  qua  Surgeon.  It  counts 
among  its  Fellows  therefore  the  majority  of  practising  consultants  in  medicine,  surgery 
and  obstetrics  in  the  West  of  Scotland,  in  addition  to  large  numbers  of  Fellows  resident 
elsewhere  in  the  United  Kingdom  and  overseas.  The  Faculty  is,  in  addition,  a licensing 
body  granting  its  Diploma  (L.R.F.P.  and  S.G.)  in  conjunction  with  the  Royal  Colleges 
of  Edinburgh,  and  so  the  Faculty,  like  other  medical  corporations,  is  also  representative 
of  general  practitioners  throughout  the  country. 

2.  In  preparing  this  evidence  for  submission  to  the  Royal  Commission,  the  Faculty 
proposes  to  confine  such  evidence  to  matters  relating  to  the  hospital  services  and  to  base 
this  written  memorandum  on  the  questionnaire  addressed  to  the  Faculty  by  the  Chairman 
of  the  Commission. 


Question  I 


“ What  is  the  quality  and  quantity 
training  as  medical  students .” 


of  recruits  (a)  offering  themselves , ( b ) accepted  for 
Answer 


3.  We  have  no  exact  data  on  which  to  answer  this  question.  We  understand  that  in 
Glasgow  during  recent  years  there  has  been  a gradual  reduction  in  the  number  of  medical 
students.  The  number  admitted  annually  is  now  about  160.  Twenty-five  per  cent  of 
the  places  are  reserved  for  female  students  and  some  selection  of  candidates  for  these 
places  has  been  possible.  Little,  if  any,  selection  of  male  students  has  been  necessary  in 
the  past  few  years. 

Question  II 

“ The  quantity  and  quality  of  newly  qualified  doctors .” 

4.  “ Quality  ” is  an  attribute  very  difficult  to  assess  and  it  may  be  dangerous  to  make 
the  assessment  at  student  level.  The  compulsory  year  of  clinical  responsibility  in  hos- 
pital has  given  the  teachers  a better  opportunity  to  observe  the  capabilities  of  young 
graduates  and,  although  we  appreciate  that  “ quality  ” varies  from  year  to  year,  we  are 
agreed  that  there  has  been  no  obvious  change  since  1948.  It  would  indeed  be  surprising 
if  such  had  been  observed,  for  we  believe  that  any  changes  which  result  from  the  intro- 
duction of  a National  Health  Service  will  probably  be  slow  in  emerging. 

5.  Despite  the  increasing  importance  of  the  newer  English  Medical  Schools,  we  would 
remind  the  Commission  that  the  Scottish  Medical  Schools  still  train  about  one  quarter  of 
all  British  doctors.  Many  Scottish  doctors  must  therefore  find  employment  outside 
Scotland  and  there  is  special  need  to  ensure  that  the  present  high  standards  are  maintained. 


Question  IH 

“ The  wastage  of  men  and  women  during  training  and  in  the  first  few  years  after  qualification 
with  any  remarks  on  incidence  and  causation .” 

Answer 

6.  No  comment. 

Question  IV 

“ The  cost  and  duration  of  training  and  the  extent  to  which  the  cost  is  or  should  be  met 
from  grants  {including  both  the  adequacy  of  the  grants  and  the  proportion  of  students  receiving 
them)” 

Answer 

7.  The  Faculty  has  not  sufficient  data  to  answer  this  question  fully,  but  would  make 
the  following  comments: 

(1)  No  student  pays  in  University  fees  more  than  a small  proportion  of  the  cost  of 
his  education.  The  remainder  is  found  from  Exchequer  grants,  either  to  the 
University  or  to  individual  students. 
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(2)  There  is  a general  feeling  that  the  present  duration  of  undergraduate  training  is 
too  long.  The  Medical  Course  in  Glasgow  has  been  prolonged  to  six  years. 
We  would  suggest  that  a serious  attempt  should  be  made  to  reduce  the  period 
of  undergraduate  training. 


Question  V 

“ The  position  and  prospects  of  a newly  qualified  doctor 

Answer 

8.  The  position  of  the  young  doctor  immediately  qualified  is  clear.  Before  registering 
he  must  spend  two  periods  of  six  months  as  Resident  in  a recognised  hospital— -one 
period  in  medicine  and  one  period  in  surgery.  During  this  important  formative  phase 
of  his  training,  and  before  he  embarks  on  his  individual  career,  he  has  to  accept  a good 
deal  of  clinical  responsibility  and  it  is  probably  true  to  say  that  this  scheme  is  a great 
advance.  His  salary,  after  six  years  of  training,  is  low  compared  to  that  m other  profes- 
sions. In  accordance  with  the  terms  of  his  employment  he  is  required  to  reside  in 
hospital  and  to  make  a payment  for  his  board  and  lodging.  During  his  period  in 
hospital  he  is  permanently  on  call  and  this  differentiates  him  from  any  other  member  ot 
the  hospital  staff.  We  consider  that  the  imposition  of  a compulsory  charge  for  board 
and  lodging  in  these  circumstances  is  unjustifiable. 

9.  Normally  at  the  end  of  one  year  his  name  will  be  added  to  the  Medical  Register. 
He  will  then  be  called  up  for  Military  Service  for  two  years,  and  during  this  time  he  will 
probably  decide  whether  to  seek  a career  in  general  practice,  to  train  for  a specialty,  or 
to  enter  some  other  branch  of  medicine.  It  is  most  unfortunate  that  the  rigidity  of  the 
present  system  imposes  this  choice  at  such  an  early  stage.  Should  he  decide  to  go  into 
general  practice,  he  will  apply  for  a post  as  a trainee  or  assistant.  If,  after  a period  of 
trial,  he  finds  that  he  would  prefer  to  be  in  the  Hospital  Service,  he  will  discover  that  it  is 
very ’difficult  to  enter  it  in  competition  with  those  already  in  that  Service.  If  he  succeeds, 
it  will  be  at  considerable  financial  sacrifice. 

10.  Equally  disturbing  is  the  plight  of  the  trainee  in  the  Hospital  Service  who  either 
fails  to  gain  advancement  or  desires  to  change  over  to  another  specialty  or  to  general 
practice.  There  is  a definite  impression  that  some  Executive  Councils  virtually  exclude 
registrars  from  consideration  when  filling  vacancies  in  general  practice.  This  tempts 
young  doctors  to  enter  general  practice  after  only  one  year  in  resident  posts  in  hospital 
and  without  a sufficiently  broad  hospital  training. 

1 1 . The  salary  of  a Junior  Hospital  Officer  after  registration  should  be  raised  to  a level 
comparable  to  that  of  a trainee  assistant  in  general  practice.  While  the  ultimate  prospects 
for  the  successful  consultant  in  the  Hospital  Service  are  reasonably  good,  the  conditions 
during  the  training  years  (25-35)  are  very  unattractive  and  cause  considerable  financial 
hardship  and  much  frustration. 

Question  VI 

“ Any  trend  to  excessive  resort  to  certain  branches  of  the  profession  at  the  cost  of  others .” 

Answer 

12.  For  some  years,  there  has  been  an  increasing  dearth  of  candidates  for  certain 
specialties  (e.g.  Radiology,  Radiotherapy,  Ophthalmology,  Psychiatry  and  Diseases  of 
the  Ear,  Nose  and  Throat).  In  several  of  these  the  shortage  is  already  a serious  problem. 
Young  men  tend  to  prefer  the  wider  fields  to  these  relatively  narrow  specialties  and  when 
a shortage  occurs  these  subjects  are  invariably  the  first  to  suffer. 

13.  In  the  case  of  medicine  and  surgery,  a similar  situation  has  now  arisen  with  certain 
appointments  about  registrar  level  in  non-teaching  hospitals.  In  the  major  teaching 
hospitals,  which  have  always  been  regarded  as  offering  the  most  desirable  junior  training 
and  experience,  there  have  recently  been  junior  posts  in  major  specialties  for  which  the 
applicants  were  only  sufficient  in  number  to  fill  the  vacancies. 

14.  These  data  do  not  of  themselves  prove  a resort  to  other  branches.  They  do,  how- 
ever, suffice  to  show  that,  recruitment  to  the  hospital  side  of  the  Service  is  insufficient 
to  meet  the  calculated  needs  of  the  Service,  and  that  competition  is  not  sufficient  to 
maintain  the  desirable  standards. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  ROYAL  FACULTY  OF  PHYSICIANS  AND  SURGEONS  OF  GLASGOW 


465 


Question  VII 

“ The  relative  advantages  and  disadvantages,  financial  and  otherwise,  of  service  as: 

(a)  a principal  in  single-handed  general  practice. 

(b)  a partner  in  general  practice. 

(c)  a whole-time  consultant  in  the  National  Health  Service. 

(d)  a part-time  consultant  with  the  maximum  number  of  sessions. 

(e)  a part-time  consultant  with  only  a few  sessions. 

(/)  a Senior  Hospital  Medical  Officer. 

(g)  a doctor  in  any  other  sort  of  practice  or  employment.''' 


Answer 

(a)  No  comment. 

(b)  No  comment. 

(c) ,  (d)  and  (e) — 


15.  The  Faculty  is  unwilling  to  regard  these  questions  as  separate  and  distinct.  It 
would  point  out  that  what  are  “ advantages  ” to  those  in  (c)  may  well  be  regarded 
“ disadvantages  ” by  those  in  id). 


16.  One  of  the  better  features  of  the  National  Health  Service  is  that  the  conditions 
allow  the  consultant  to  practise  either  whole-time  or  part-time.  The  value  of  this 
position  lies  in  the  fact  that  it  allows  a consultant  to  choose  the  form  of  service  which 
suits  his  own  particular  temperament  and  gives  the  patient  a freedom  of  choice  of 
specialists  which  would  otherwise  be  unobtainable.  As  the  relationship  between  con- 
sultant and  patient  should  always  be  to  some  extent  personal  and  humanistic,  it  follows 
that  the  advantages  or  disadvantages  of  one  or  other  form  of  service  (whole-  or  part-time) 
will  appear  differently  to  doctors  of  different  temperaments.  Thus,  there  can  be  no 
uniformity  of  opinion  on  advantages  or  disadvantages. 

17.  Many  influences  serve  to  direct  the  doctor  to  a particular  form  of  hospital  practice; 
chance,  a desire  to  pursue  a specialty  such  as  laboratory  medicine  where  the  posts  are 
full-time,  geographical  conditions,  domestic  considerations,  personal  economics,  or  a 
liking  for  a particular  type  of  life — all  or  any  of  these  and  possibly  others  enter  into  the 
decision.  We  consider  it  desirable  to  express  the  view  that  facilities  should  exist  m 
hospital  practice  for  each  type  of  work.  We  would  urge  most  strongly  that  it  would  be 
entirely  wrong  to  consider  that  one  form  is  “ better  ” than  another,  or  that  aU  doctors 
should  be  expected  to  undertake  their  work  under  the  same  conditions.  We  believe  it  is 
undesirable  to  imply  that  there  is  some  fundamental  difference  between  those  who  preter 
whole-time  and  those  who  prefer  part-time  work. 


18  The  total  number  of  consultants  in  the  Western  Region  of  Scotland  is  444.  The 
majority  of  the  237  consultants  on  a part-time  basis  in  this  Region  are  on  6-8  sessions. 
67  are  employed  on  a basis  of  9 sessions  per  week;  only  13  are  employed  on  the  basis 
of  less  than  5 sessions  per  week.  We  would  point  out  that  at  least  in  this  Region  the 
majority  of  doctors  in  clinical  hospital  practice  do  not  fall  into  any  of  the  categories 
defined  in  (c),  id)  and  (e). 

19  We  consider  that  it  is  a serious  disadvantage  that,  at  least  in  Scotland,  all  training 

posts  are  full-time.  We  adduce  the  following  reasons  for  this  view: 

First— the  number  of  full-time  consultant  posts,  and  especially  of  those  involving 
charge  of  wards,  is  small  compared  with  those  which  are  part-time  As : a result ; it 
appointment  to  a part-time  post  is  delayed  mto  the  forties,  a doctor  may  find  that 
onpromotion  he  has  to  suffer  immediate  financial  loss,  not  only  in  monetaiy  salary, 
but  also  through  the  need  to  open  private  consulting  rooms,  knowing  that  it  may  be 
several  years  before  he  builds  up  a sufficient  practice  to  compensate. 

Second— we  believe  that  there  may  ultimately  be  real  disadvantages  to  the  Service 
as  a whole  if  the  doctor,  during  his  training  period,  is  confined  to  hospital  practice. 
A valuable  part  of  the  training  of  the  future  consultant  lies  in  learning  to  deal  with 
■ ^eStL  honS,  and  in  collaborating  with  the  general  practitioner  and  so  appreci- 
ating his  difficulties.  We  would  suggest  that  it  would  be  advantageous  if  those  who 
C period  of  training  could  be  encouraged  to  take  part-time  posts 


as  senior  registrars. 
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20.  By  conducting  a fairly  wide  enquiry  among  whole-time  and  part-time  specialists, 
the  Faculty  has  elicited  the  following  information  as  evidence  of  some  of  the  more 
prominent  features  of  the  terms  of  service  which  appeal  to  one  or  other  section  of  the 
consultant  community — whole-time  or  part-time. 

(1)  There  are  those  who  have  found  in  whole-time  service  financial  security,  in  that 
they  can  budget  upon  a fixed  income  in  which  the  ceiling  is  known  and  the 
pension  rights  are  defined. 

In  contra-distinction,  there  are  those  who  feel  satisfied  with  a lower  (part- 
time)  ceiling  of  income  and  pension,  always  provided  they  have  the  freedom  to 
augment  these,  should  they  so  desire,  by  working  outside  the  Health  Service. 

(2)  There  are  those  who  find  the  terms  of  whole-time  service  conducive  to  the  peace 

of  mind  necessary  for  the  conduct  of  research ; this  seems  to  apply  particularly 
to  many  academic  workers. 

Equally,  there  are  others  who  find  such  terms  irksome  and  who  are  stimulated 
by  the  freedom  of  part-time  occupation;  to  such,  competition  is  exhilarating. 

It  must  be  remembered  that  valuable  contributions  to  research  emanate  from 
both  sources. 

(3)  Some  whole-time  consultants  feel  that  whole-time  work  offers  greater  leisure  and 
domestic  freedom  and  that  their  work  and  life  can  be  organised  within  a specific 
pattern.  Other  consultants  claim  these  advantages  for  part-time  practice.  A 
third  group,  comprising  both  whole-time  and  part-time  consultants,  maintain 
that  their  way  of  life  is  unfettered  by  distraction  and  allows  them  freedom  to 
pursue  their  career. 

(4)  Some  whole-time  consultants  feel  it  a grievance  that  they  receive  no  extra  pay- 
ment from  the  University  for  clinical  teaching. 

(5)  Some  whole-time  consultants  consider  it  unjust  that  they  receive  no  payment  for 

the  first  eight  domiciliary  visits  in  each  quarter. 

There  is  a large  measure  of  agreement  from  all  sources  that  certain  anomalies 
and  disadvantages  exist  under  the  terms  of  service  and  these  appear  to  be 
largely  financial  and  related  to  Income  Tax  regulations : 

(i)  Freedom  to  change  terms  of  service. 

The  freedom  of  a whole-time  consultant  to  change  to  maximum  part- 
time  service  and  vice  versa  is  too  limited.  Moreover,  there  is,  at  present, 
the  limitation  of  appointment  in  part-time  service  in  the  West  of  Scotland 
to  those  of  consultant  and  S.H.M.O.  status  only.  This  deprives  the 
junior  ranks  of  the  hospital  staff  of  the  opportunity  to  initiate  a private 
practice  or  to  gain  any  experience  in  this  field. 

(ii)  Allotment  of  sessions. 

There  is  a lack  of  uniformity  throughout  the  country  in  the  allocation  of 
sessions  for  equal  work.  It  is  notable  that  seven,  or  at  most  eight, 
sessions  is  the  rule  in  certain  areas,  whereas  maximum  sessions  is  the 
common  experience  in  others. 

(iii)  Car  Allowance. 

It  is  unrealistic  to  suppose  that  the  whole-time  consultant  should  not  have 
a car  and  use  it  every  day.  Public  transport  is  too  slow,  too  uncertain, 
and  sometimes  too  expensive  to  be  relied  upon  in  the  conduct  of  a 
consultant  medical  practice.  Even  where  car  allowances  are  obtained, 
these  are  unrealistic  under  the  terms  of  depreciation  and  replacement! 
The  necessity  to  provide  and  maintain  a car  for  use  in  emergency  and 
other  routine  medical  duties  weighs  heavily  on  whole-time  staff,  and  this 
is  particularly  so  in  the  case  of  jimior  whole-time  staff  who  frequently 
have  many  emergency  calls  to  answer;  it  is  particularly  heavy  where  the 
mileage  is  small. 
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(iv)  Scientific  periodicals  and  attendance  at  professional  meetings. 

As  a whole-time  consultant  is  prohibited  from  charging  these  expenses 
against  his  Income  Tax  and  may  have  to  meet  them  out  of  his  own 
pocket,  there  is  a tendency  to  avoid  such  expenses.  It  should  be  realised 
that  expense  incurred  in  these  respects  greatly  improves  the  quality  of  the 
Service. 

(v)  Entertainment  expenses. 

The  free  interchange  of  consultants,  both  nationally  and  internationally, 
is  of  inestimable  value  to  the  community  and  it  would  be  reasonable  that 
a small  entertainment  allowance  be  permissible  as  a deduction  from 
Income  Tax  as  is  the  case  in  the  United  States  and  elsewhere. 

(6)  At  present,  the  disadvantages  of  the  Senior  Hospital  Medical  Officer  are  similar 
to  those  of  the  whole-time  consultant  with,  in  many  cases,  the  additional 
feeling  of  grievance  that  he  is  performing  similar  duties  for  a lesser  salary. 

(7)  Members  of  the  medical  profession  superannuated  under  the  National  Health 
Service  Scheme  who  are  subsequently  appointed  to  University  posts  should  not 
be  compelled  to  leave  the  N.H.S.  scheme  and  to  join  the  F.S.S.U.  Such  an 
alteration  may  cause  considerable  financial  loss  to  the  individual  particularly  if 
he  subsequently  returns  to  National  Health  Service  employment. 


Question  VIII 

“ The  difficulties  encountered  by  doctors  of  the  registrar  grade” 

Answer 

21.  These  derive  from  the  rigidity  of  the  present  system  of  advancement,  from  the  fact 
that  the  great  majority  of  consultant  posts  are  held  by  persons  who  have  still  fifteen 
or  more  years  to  serve,  and  from  a failure  of  the  employing  authorities  to  absorb  registrars 
into  the  general  practitioner  service.  The  registrar  can  have  only  one  salary  increment 
and  must  then  remain  on  a low  fixed  income  until  he  gains  a senior  registrar  post. 
During  these  waiting  years,  his  domestic  commitments  are  almost  certainly  increasing, 
he  is  striving  to  obtain  higher  degrees  and  publish  original  work  (both  expensive  items), 
and  his  valuable  contribution  to  the  Service  is  steadily  increasing.  Yet  he  has  no  security 
of  tenure  and  no  additional  rewards.  If  he  decides  to  try  an  alternative  specialty,  he 
will  be  no  better  off  financially,  and  perhaps  initially  worse.  If  he  tries  to  enter  general 
practice,  he  will  have  to  sacrifice  considerably  and  probably  accept  a trainee  assistant 
post.  After  a lapse  of  several  years,  he  may  obtain  a post  as  senior  registrar  and  for  four 
years  he  will  receive  an  annual  increment  to  his  salary,  but  now,  aged  35  or  more,  he  is 
carrying  a heavy  load  of  clinical  responsibility  and  is  often  a highly  skilled  technical 
specialist.  He  reaches  a salary  ceiling  of  £1,540  per  annum  and  can  look  forward  to  a 
further  period  of  intense  frustration  whilst  waiting  hopefully  for  a consultant  post.  It 
will  be  remembered  that  in  terms  of  the  Spens  Report  such  a man  might  have  expected  to  a 
reach  consultant  status  by  the  age  of  32  and  to  be  already  receiving  a salary  which, 
adjusted  to  the  1956  equivalent,  would  be  £2,625  per  annum.  As  the  years  pass,  the 
specialist  trainee’s  total  life-earnings  shrink  considerably  from  the  expectations  based  on 
the  Spens  Report  and  its  theoretical  scheme  of  advancement. 

22.  During  the  three  year  period  up  to  the  end  of  1955  only  23,  out  of  a total  establish- 
ment of  130  Senior  Registrars  in  this  Region,  attained  consultant  status. 

23.  This  prospect  is  even  more  disturbing  when  it  is  considered  that  other- outlets,  such 
as  the  Services,  the  Dominions,  and  the  Colonies,  are  much  reduced. . 

another  specialty  or  to  general  practice  is  even  more  difficult  for  the sff  °r, * 
for  the  registrar.  If  successful,  it  deprives  the  Hospital  Service  of  a highly  trained  man 
resulting  in  both  individual  and  collective  loss. 

24. '  It  is  realised  that  in  the  Hospital  Service  there  will  always  be  required  an ^excess  of 
persons  in  non-consultant  posts.  There  must  always  be  a reserve  of  potential  consultants, 
adequately  trained  to  take  over  full  consultant  duties.  These  speciahsts,  qkeady  pe 
forming  highly  skilled  professional  duties  and  accepting  final  clinical 

be  appropriately  paid.  In  order  to  minimise  frustration  and  even  hardship  and  adequately 
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to  reward  service  actually  rendered,  it  is  suggested  that  registrar  posts  be  tenable  for  two 
years.  After  this  period  of  training  the  registrar  would  obtain  no  increase  in  salary 
unless  he  obtained  a post  as  a Specialist.  In  this  grade,  which  would  absorb  and  replace 
present  senior  registrar  and  S.H.M.O.  grades,  and  appointment  to  which  would  be  by 
selection  after  advertisement,  the  specialist  would  have  security  and  his  salary  would  rise 
by  annual  increments  until  just  short  of  consultant  level.  Further  promotion  would  be 
by  appointment  to  advertised  vacancies. 

25.  Fears  that  the  authorities,  influenced  by  consideration  of  economy,  might  try  to 
reduce  the  number  of  consultant  posts  and  run  the  service  largely  on  specialists  in  the 
new  grade — the  major  criticism  of  the  Strachan  Report  proposals — could  be  overcome 
by  initial  agreement  on  an  adequate  consultant  establishment  and  the  subsequent 
periodic  review  of  this  by  an  Establishments  Committee. 

26.  The  main  points  in  this  scheme  are: 

(a)  Registrars  are  to  be  regarded  as  trainees  and  accepting  only  limited  responsibility, 
as  in  temporary  employment  and  expendable,  and  dependent  for  promotion  on 
success  in  keen  competition.  Steps  must  be  taken  to  ensure  that  they  do  not 
suffer  if  they  have  to  diverge  to  general  practice  or  some  other  branch  of  the 
Service. 

(, b ) Senior  Registrars  and  S.H.M.O’s  would  be  absorbed  into  a new  career  grade 
which  would  eventually  become  a temporary  grade  for  the  majority  and  a 
permanent  one  for  a few. 

27.  We  believe  that  the  number  of  posts  in  this  new  grade  should  be  strictly  limited  and 
mostly  in  the  teaching  hospitals.  It  should  not  be  used  to  dilute  the  total  consultant 
establishment.  The  Faculty  is  most  seriously  concerned  by  the  sense  of  insecurity 
which  is  so  widespread  among  Senior  Registrars  and  which  is  so  detrimental  to  the 
individual  and  the  Service.  It  cannot  be  too  strongly  emphasised  that  by  the  time  the 
specialist  has  completed  four  years  in  the  present  Senior  Registrar  grade  he  has  acquired 
a most  valuable  training  and  is  making  a very  valuable  contribution  to  the  hospital 
service. 

Question  IX 

“ The  difficulties  of  entering  general  practice  with  special  reference  to  the  position  and 
prospects,  financial  and  otherwise  of  assistants .” 

Answer 

28.  We  have  no  comment  except  to  stress  the  difficulties  experienced  by  registrars 
attempting  to  secure  posts  in  general  practice. 


Question  X 


“ The  importance  of  private  consulting  practice  as  an  incentive  to  entering  the  consultant 
branch  of  medicine .” 


Answer 


29.  (1)  This  offers  for  a very  few  specialists  the  highest  financial  rewards  obtainable  in 
the  profession. 

(2)  Private  consulting  practice  ensures  for  the  patient  and  general  practitioner  the 
possibility  of  complete  freedom  of  choice  of  consultant  and  this  is  a powerful  safeguard 
of  doctor-patient  relationship. 

(3)  Private  practice  affords  an  extra  stimulus  to  some  to  strive  constantly  to  improve 
their  knowledge  and  technique  and  to  attain  and  maintain  the  highest  professional 
standards. 


(4)  Private  practice  affords  the  best  opportunity  for  specialists  to  meet  and  treat 
patients  in  their  own  homes,  in  nursing  homes  or  pay  beds,  and  in  private  consulting 
rooms ; and  for  patients  who  wish  special  privacy  to  be  seen  in  their  own  homes  or  in 
private  consulting  rooms  unconnected  with  the  officialdom  and  the  occasional  imper- 
sonality of  hospital  departments.  There  is  an  increasing  body  of  persons  who  desire 
private  medical  care. 
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(5)  Private  practice  allows  the  patient  to  claim,  during  any  illness,  the  continued 
individual  attention  of  his  chosen  consultant. 

(6)  Private  practice  allows  and  encourages  the  individual  consultant  to  progress  in  his 
profession  by  his  own  efforts  and  along  his  own  chosen  path. 

30.  Under  present  conditions  in  Scotland,  the  incentive  of  private  practice  is  denied 
until  the  specialist  reaches  consultant  or  S.H.M.O.  grading.  If  he  does  not  do  so  until 
he  has  passed  the  age  of  40,  he  may  suffer  financial  hardship  until  he  can  build  up  a 
reasonable  income  from  private  practice  (see  answer  to  Question  VII).  During  this 
phase  he  may  find  himself  in  the  position  of  being  in  receipt  of  a lower  income  than 
junior  colleagues  in  his  own  unit. 

Question  XI 

“ Expenses  in  general  practice .” 

Answer 

31.  No  comment. 

Question  XII 

“ Comparative  treatment  for  Income  Tax  purposes  and  in  relation  to  expenses  of  whole- 
time and  part-time  in  the  National  Health  Service .** 

Answer 

32.  Reference  has  already  been  made  to  this  in  answer  to  Question  VII. 

As  far  as  remuneration  from  the  National  Health  Service  is  concerned,  both  groups 
are  subjected  to  P.A.Y.E.  Necessary  professional  expenses  are  allowed  to  part-time 
consultants  only  against  income  from  the  private  practice  under  Schedule  D. 


Question  X3H 

* Any  anomalies  in  the  methods  of  payment  of  any  branch  of  the  profession. 


Answer 


33.  No  comment. 


Question  XIV 

“ Comment  on  the  present  method  of  calculation  and  distributing  the  general  practitioner's 
remuneration  through  a central  pool." 

Answer 


34.  No  comment. 

Question  XV 

‘ General  comments  on  the  system  of  merit  awards  and  the  method  of  allotting  them. 


with  any  suggestions  for  an  alternative  system. 


Answer 

35  While  we  have  no  suggestions  for  an  alternative  system,  we  feel  that  the  method  of 
allocation  should  be  made  more  widely  known  It  is  recognised  that SteSS 
if  those  who  are  not  in  possession  of  such  awards  (66  per  cent  of  all ‘2  “t X 
to  be  compared  by  the  public  unfavourably  with  others  who  are  the  recipients  of  a™rds. 
Awards  without  secrecy  would  not  merely  reward  one  group  but  would  par;  paisa  detra  t 
from  the  status  of  others. 


omxne  sraius  or  ouioio.  . . 

36  There  would  appear  to  be  room  for  a greater  aUocahon  of  merit  awa^  to  Sco^ tland 
where  the  four  Medical  Schools  train  about  one  quarter  of  the  United  Kingdom  total 
of  medical  students. 


Question  XVI 

“ Particulars  of  financial  stringency  suffered  by  any  classes  of  doctors  illustrated  by 
personal  budgets  of  practitioners .” 

Answer 

37.  The  situation  of  the  registrar  of  more  than  four  years  sta ndrng  in  that  grade  or the 
senior  registrar  of  five  or  six  or  more  years  standing  m that  grade  is  one  of  increasing 
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liability  at  home,  increasing  responsibility  and  effectiveness  in  the  hospital  and  pro- 
gressively depreciating  economic  status,  e.g. : 

(1)  In  terms  of  the  Spens  recommendation,  a senior  registrar,  aged  28,  would  have 
received  £900  (1939  value).  The  1956  equivalent  would  be  £2,304;  his  actual 
present  salary  is  £1,210. 

(2)  A senior  registrar  in  his  fourth  year  would  have  received  £1,200  (1939  value). 
The  1956  equivalent  would  be  £3,072;  his  present  salary  is  £1,540. 

(3)  It  must  be  stressed  that  few  senior  registrars  attain  this  maximum  salary  by  the 
age  of  31  and  many  remain  at  this  salary  ceiling  for  several  years.  The  normal 
range  of  age  of  a senior  registrar  envisaged  in  the  Spens  Report  is  28  to  32. 
The  average  age  of  senior  registrars  in  this  Region  is  35. 

38.  We  quote  three  sample  budgets : 

A. 

Budget  for  year  1956-57  for  a Senior  Registrar  aged  37,  with  two  children,  ages  9 
and  5.  Qualified  15  years,  in  6th  year  of  service  as  senior  registrar. 

£ s.  d.  £ s.  d. 

Salary  1,540  o 0 

Deductions:  N.H.I.  contributions  15  0 0 


Superannuation 92  8 0 

Income  Tax  277  12  0 


385 

0 

0 

Net  income  after  deductions  

£1,155 

0 

0 

Expenditure: 

1.  Rent  of  house,  coal,  electricity 

250 

0 

0 

2.  Car,  repairs,  petrol,  tax  and  insurance,  less  mileage  allowance  £50 

(car  two  years  old) 

82 

0 

0 

3.  Telephone,  subscriptions,  books,  etc.  

54 

0 

0 

4.  Interest  on  borrowed  capital  

47 

0 

0 

5.  Insurance,  personal  and  property 

123 

0 

0 

Total 

£556 

0 

0 

Remainder  available  for  food,  clothes,  education  of  children  repay- 

ment  of  borrowed  capital,  holidays,  entertainment  per  annum 

£599 

0 

0 

or,  approx.,  per  week 

£11 

10 

0 

B. 

Budget  for  1956-57  for  a Senior  Registrar  aged  39,  with  three  children,  ages  9,  7 and 
5.  Qualified  15  years,  in  7th  year  as  a senior  registrar. 


Salary  

Deductions:  N.H.I.  contributions 
Superannuation  ... 
Income  Tax 

Net  income  after  deductions 


£ s.  d.  £ s.  d. 

1,540  0 0 

15  0 0 
92  8 0 
193  16  0 

301  4 0 

£1,238  16  0 
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Expenditure: 

1.  Rates  for  house,  coal,  electricity,  house  repairs  and  property  tax... 

2.  Car  (4  years  old),  repairs,  petrol,  tax  and  insurance  (less  mileage 

allowance  £60)  

3.  Telephone,  subscriptions,  books,  applications  

4.  Interest  on  borrowed  capital  

5.  Insurance,  personal  and  property 

6.  Education — 3 children  at  day  school  


Remainder  available  for  clothing,  food,  domestic  help,  holidays 

per  annum 
or,  approx.,  per  week 


C. 

Budget  for  year  1956-57  for  a Registrar,  aged  34,  during  7th  year 
registrar  and  12  years  after  qualifying.  Married.  No  family. 

£ s.  d. 

Salary  

Deductions:  N.H.I.  contributions  15  0 0 

Superannuation 60  0 0 

Income  Tax  130  10  0 

Net  income  after  deductions  

Expenditure: 

1.  Rates  for  house,  coal,  electricity,  house  repairs 

2.  Car : Petrol,  tax,  insurance,  repairs,  less  mileage  allowance  £40 

(car  one  year  old)  ...  

3.  Telephone,  subscriptions,  books  

4.  Payment  of  building  society  loan 

5.  Insurance,  personal  and  property 


Remainder  for  clothing,  food,  holidays  Per  annuil:i 

or,  approx.,  per  week 


£ 

s. 

d 

221 

5 

3 

89 

7 

6 

48 

18 

9 

44 

0 

0 

41 

0 

0 

134 

13 

10 

£579 

5 

4 

£659 

10 

8 

£12 

10 

0 

of  service  as  a 

£ 

S. 

d. 

1,061 

10 

0 

205 

10 

0 

£856 

0 

0 

180 

0 

0 

88 

0 

0 

41 

0 

0 

161 

0 

0 

60 

0 

0 

£530 

0 

0 

£326 

0 

0 

£6 

0 

0 

Question  XVII 

Special  conditions  of  which  account  must  be  taken  in  discussion  on  medical  remunera- 

Answer 

39.  (1)  No  other  occupation  carries  so  great  immediate  responsibility  for  human  life. 


tion 


(2)  A doctor’s  hours  of  work  are  long  and  irregular  and  impose  a great  physical  and 
mental  strain;  his  services  have  to  be  available  at  all  times  day  and  night. 


(3)  The  medical  man  must  spend  much  of  his  leisure  time  in  further  study. 

(4)  The  medical  curriculum  being  longer  than  most,  the  medicalgra.duate  will  generally 


be  older  than  those  who  graduate  in  other  Faculties  at  the  same  time. 


(5)  Before  the  advent  of  the  National  Health  Service,  the  doctor 


honoured  status  in  society  as  a man  of  learning,  culture  and  espeaal  responsibihty. 
We  believe  it  is  important  to  the  maintenance  of  high  professional  and  ethical  standards 
that  this  status  should  not  be  undermined  by  the  inadequacy  of  his  financial  reward. 
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(6)  The  necessity  for  constant  attention  at  the  telephone  is  extremely  important  and 
the  doctor’s  home  life  can  be  well  nigh  intolerable  without  adequate  domestic  help  which 
is  becoming  increasingly  costly. 

(7)  In  most  branches  of  hospital  practice  it  is  essential  to  possess  a motor  car. 

(8)  In  the  Hospital  Service  a particular  source  of  expense  may  be  involved  in  moving 
house  on  frequent  occasions  during  the  early  training  years  when  income  is  low  and  no 
allowance  or  compensation  for  such  necessary  movement  is  made. 

Question  XVEH 

“ Specific  proposals  for  medical  remuneration .” 


Answer 


40.  The  Royal  Faculty  supports  the  Negotiating  Committee  in  their  claims  for  in- 
creased remuneration  based  on  the  change  in  the  value  of  money.  We  have  already 
stressed  that  the  most  acute  financial  distress  arises  in  the  training  years.  We  feel  that 
within  the  general  claim  a mechanism  should  be  sought  which  would  take  account  of  the 
serious  “ ageing  ” of  the  registrars,  senior  registrars,  and  “ young  ” consultants.  Our 
specific  proposals  are: 

(1)  The  salary  of  the  Junior  House  Officer  should  not  be  subject  to  any  deduction 
for  board  and  lodging. 

(2)  The  Junior  House  Officer  after  registration  should  be  paid  a salary  comparable 
to  that  of  a trainee  assistant  in  general  practice. 

(3)  Senior  Registrars  and  Senior  Hospital  Medical  Officers  should  be  absorbed  into 
a Specialist  grade,  strictly  limited  in  numbers,  and  paid  a salary  which  rises  by 
annual  increments  to  a level  just  short  of  the  lowest  level  for  consultants. 

All  present  Senior  Registrars  and  Senior  Hospital  Medical  Officers  so  absorbed 
should  be  given  credit  for  their  length  of  service  when  their  starting  salary  in 
the  new  grade  is  determined. 

(4)  Registrars  should  be  appointed  to  Regional  establishments  and  all  have  the 
opportunity  of  working  in  both  teaching  and  non-teaching  hospitals.  Living 
accommodation  and,  if  necessary,  married  quarters  would  require  to  be  provided 
by  the  Regional  Boards  because  compulsory  change  of  domicile  can  involve 
considerable  financial  hardship.  The  registrar  posts  should  be  tenable  for  two 
years  only  with  a salary  scale  of  £1,000  per  annum  first  year  and  £1,250  per 
annum  second  year,  the  scale  to  be  adjusted  in  relation  to  the  purchasing  power 
of  money. 


(5)  Registrars  and  “ Specialists  ” should  be  given  the  opportunity  of  taking  up  part- 
time  practice  so  that  these  young  men  might  undertake  work  in  other  depart- 
ments of  the  hospital  or  University,  at  medical  boards,  or  in  general  practice  or 
be  free  to  do  domiciliary  consultations  or  private  practice  according  to  their 
desires  or  bent. 


(6)  The  basic  consultant  salary  should  take  account  of  the  fact  that  most  consultants 
are  aged  36  when  they  obtain  their  first  appointment,  and  we  suggest  that  the 
initial  starting  salary  should  be  calculated  on  this  basis  (e.g.  on  the  present  scale, 
this  would  be  £2,730  at  age  36).  ’ 


(7)  We  consider  that  all  salary  scales  should  be  raised  to  take  account  of  the  fall  in 
the  value  of  money  since  these  scales  were  determined. 

(8)  We  consider  that  the  Establishment  of  consultant  strength  for  a region  should  be 

based  on  the  number  or  sessions  rather  than  the  number  of  consultants. 


Question  XIX 

“ Fixed  scale  for  assistants  in  general  practice:’ 


41.  No  comment. 


Answer 
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Question  XX 

“ Proposals  for  specific  machinery  or  procedures  to  be  established  for  dealing  with  future 
discussions  of  medical  remuneration .” 

Answer 

42.  We  would  suggest  that  the  whole  conduct  of  the  National  Health  Service,  including 
remuneration,  should  be  divorced  from  direct  Parliamentary  control  and  possible 
political  prejudice.  An  autonomous  Corporation  representative  of  the  Public,  the 
Profession,  and  the  Government  should  be  set  up  to  administer  the  Health  Service. 
It  is  suggested  that  representatives  of  this  body  should  visit  Scandinavia,  Australia, 
New  Zealand  and  U.S.A.  to  study  their  medical  services  at  first  hand  and  thereafter 
initiate  such  modifications  of  the  present  Service  as  they  consider  advantageous. 

43.  Regular  review  of  medical  remuneration  should  be  undertaken  by  the  Corporation 
in  consultation  with  the  appointed  representatives  of  the  profession.  Should  disagree- 
ments arise,  the  question  could  be  submitted  to  arbitration  on  the  initiative  of  either 
party. 

Question  XXI 

“ Any  factors  other  than  remuneration  which  are  affecting  the  contentment  of  general 
practitioners .** 

Answer 

44.  No  comment. 


Examination  of  Witnesses 
Professor  S.  Alstead  ( President ) 

Dr.  J.  H.  Wright 
Mr.  R.  B.  Wright 

on  behalf  of  the  Royal  Faculty  of  Physicians  and  Surgeons  of  Glasgow. 
Called  and  Examined 


2424.  Chairman : Professor  Alstead, 
you  are  the  President  of  the  Royal 

Faculty? Professor  Alstead : That  is 

so. 

2425.  And  you  will  be  acting  prin- 
cipally as  the  spokesman,  will  you? 

We  would  prefer,  Sir,  to  divide  file 
responsibility  for  the  answers  according 
to  our  special  interest  in  the  matters 
raised. 

2426.  Thank  you.  You  will  find  you 
will  be  asked  questions  by  many  mem- 
bers of  the  Commission,  but  for  con- 
venience we  have  divided  much  of  our 
work  between  two  sub-committees.  As 
you  may  know  we  have  two  important 
lawyers  on  the  Commission  in  this  par- 
ticular case,  Sir  David  Hughes  Parry  has 
been  Chairman  of  the  sub-committee 
which  has  been  studying  your  evidence 
and  will  do'  most  of  the  questioning.  I 
hope  I do  not  need  to  tell  you  that  we 
will  be  asking  some  f airly  thorough  ques- 
tions on  many  points,  but  that  does  not 
imply  hostility  or  disbelief.  If  we  do 
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not  ask  questions  nobody  else  will. 
Equally  if  there  are  points  that  we  may 
seem  to  be  ignoring  that  does  not  mean 
we  are  accepting  them,  but  it  may  be 
that  some  of  the  points  are  outside  our 
terms  of  reference  or  sufficiently  covered 
in  the  very  many  submissions  we  have 
had  from  other  people. 

Just  as  a start  and  really  for  the  record 
would  you  tell  us  about  the  Faculty,  what 
is  its  membership,  its  governing  body, 

and  so  forth? The  Faculty,  Sir,  is 

a Medical  Corporation  and  its  history 
goes  back  for  rather  more  than  three 
and  a half  centuries.  It  was  founded 
under  charter  obtained  from  King  James 
VI  and  our  first  president  had  as  his 
ambition  to  regularise  medical  practice 
in  the  West  of  Scotland.  That  was 
achieved  as  a result  of  the  granting  of 
the  charter,  and  the  work  of  the  Faculty 
has  proceeded  on  those  lines  for  three 
and  a half  centuries.  The  Faculty  is  in 
fact  best  described  as  a licensing  body ; 
its  main  function  has  been  to  give 
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licences  to  practice  to  suitably  trained 
and  suitably  qualified  candidates.  It  has 
of  course  exercised  two  functions.  It 
has  been  a teaching  body  and  a licensing 
body.  But  its  function  changed  sub- 
stantially some  ten  years  ago  when  the 
responsibility  for  teaching  medical  stu- 
dents was  centralised  in  the  University. 
So  we  are  no  longer  responsible  for 
teaching,  although  we  are  still  a licens- 
ing body  and  we  are  in  a position  to 
grant  licences  to  candidates  who  sit  out 
examination  jointly  with  those  of  the 
Royal  Corporations  of  Edinburgh,  the 
qualification  being  the  triple  qualifica- 
tion. But  in  fact  following  upon  the 
centralisation  of  teaching  within  the 
universities  in  Scotland  the  function  of 
the  Royal  Faculty  has  been  diverted  to 
post-graduate  education  and  we  grant 
post-graduate  diplomas  principally  to 
specialist  physicians  and  specialist  sur- 
geons. This  is  the  Fellowship  of  the 
Royal  Faculty  of  Physicians  and  Sur- 
geons and  this  Fellowship  may  be  qua 
physician  or  qua  surgeon.  There  are 
several  other  post-graduate  diplomas  in 
dentistry,  in  public  health  and  in  child- 
health.  This  then  is  the  main  function 
of  the  Royal  Faculty  of  Physicians  and 
Surgeons  at  present : post-graduate 

education  and  the  granting  of  post- 
graduate qualifications.  Our  position  in 
this  field  is,  as  we  say  in  our  introduc- 
tory paragraph,  unique  in  that  the 
physicians  and  surgeons  are  housed 
under  one  roof,  but  we  function  within 
the  Faculty  in  a sense  separately  in  so 
far  as  the  award  of  post-graduate 
diplomas  is  concerned  but  jointly  in  so 
far  as  administration  as  concerned.  If 
one  were  to  try  to  think  of  something 
analogous  in  Edinburgh  one  would  have 
to  combine  the  Royal  College  of 
Physicians  and  the  Royal  College  of 
Surgeons  under  one  roof — though  that 
might  call  for  a little  imagination. 

2427.  They  are  both  coming  here  to- 
morrow as  a matter  of  fact  separately. 

Y es.  Sir.  Now  I think.  Sir,  that  this 

is  perhaps  as  much  as  I need  to  say 
about  the  status  of  the  Faculty  among 
other  Medical  Corporations  and  our 
function  in  medical  teaching. 

2428.  Have  you  many  more  physicians 
than  surgeons  or  the  other  way  round? 
1 cannot  give  you  offhand  the  num- 
bers of  each,  but  we  have  some  800 
Fellows  of  the  Faculty.  About  half  of 
these  are  in  Scotland,  most  of  them  in 


the  West  of  Scotland,  and  the  other  400 
are  scattered  throughout  the  world. 

2429.  What  is  the  constitution  of  the 
governing  body,  as  it  were,  of  'the  Royal 

Faculty? We  have  a council  of  the 

Faculty  elected  by  the  Fellows  at  their 
annual  meeting  .and  this  constitutes  some 
16  members,  Fellows  of  the  Faculty. 

2430.  Which  includes  both  physicians 

and  surgeons? It  does.  Sir. 

2431.  But  not  in  any  prescribed  pro- 
portions?  No,  although  the  Fellows 

in  general  take  note  of  the  need  to  have 
reasonably  equal  representation. 

Chairman : I think  that  gives  the 
general  background ; thank  you  very 
much.  Now,  Sir  David. 

2432.  Sir  David  Hughes  Parry : The 
Royal  Commission  put  a number  of 
questions  to  the  Faculty  for  their  con- 
sideration and  you  'have  very  kindly 
provided  your  written  evidence  in  the 

form  of  answers  to  those  questions. 

Yes,  Sir. 

2433.  I think  it  would  be  convenient 
to  us,  if  convenient  to  you,  that  we  ask 
you  to  elaborate  or  expand  some  of  the 
answers  you  have  frankly  provided. 

Would  that  be  all  right? We  would 

be  very  happy  to  try. 

2434.  The  first  question  related  to  the 

quantity  and  quality  of  the  recruits  that 
have  been  offering  themselves  of  recent 
years  for  training  as  medical  students. 
Of  those  that  have  been  accepted  you 
say  in  'the  last  sentence  of  your  answer 
that  little,  if  any,  selection  of  male 
students  has  been  necessary  in  the  past 
few  years.  Now  is  that  special  to  one 
medical  school  or  does  it  apply  to  Scot- 
land generally? 1 have  no  exact 

information  about  other  medical  schools, 
Sir,  but  in  Glasgow,  with  the  falling 
number  of  applicants  for  the  available 
places,  there  has  of  course  been  diminish- 
ing latitude  in  regard  to  the  selection. 
In  other  words  we  have,  say,  at  the  most 
200  places  to  offer.  On  some  occasions 
we  have  had  as  many  as,  say,  700  appli- 
cations for  these  200  places.  Competi- 
tion was  then  very  keen,  but  since  the 
number  fell  to  about  half  that  number 
— maybe  300  applicants — and  since 

some  of  the  applicants  were  obviously 
unsuitable  then  obviously  the  competi- 
tion became  less  keen. 
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2435.  Your  entry  in  Glasgow  is  about 

200  a year,  is  it? In  the  current  year 

I have  a figure  of  163  students. 

2436.  Chairman : You  give  160  in  your 

evidence. Yes,  the  number  admitted 

annually  is  now  160.  That  appears  in 
paragraph  3 of  our  answer.  That  is 
intended  to  be  a mean  and  I may  say, 
Sir,  in  making  these  statements  we  are 
making  them  as  the  Faculty  of  Physicians 
and  Surgeons  and  we  are  commenting 
on  the  practice  of  the  University  in  our 
own  city  with  which  we  have  no  real 
association  except  we  are  within  it. 

2437.  Sir  Hugh  Watson : Does  that 
mean  you  have  not  in  fact  obtained  exact 

figures  from  the  University? We  have 

attempted  to  get  some  information  from 
the  University,  but  we  have  the  impres- 
sion that  the  officials  in  the  University 
believe  they  may  be  asked  direct  for  this 
information,  and  that  being  so  perhaps 
are  a little'  reluctant  tO'  give  us  precise 
details. 

2438.  Sir  David  Hughes  Parry : May 
I take  it  one  step  further?  Do  you  think 
on  the  whole  all  the  male  students  that 
apply  and  are  fully  qualified  are 

accepted? That  is  the  general  trend, 

Sir. 

2439.  But  in  the  case  of  the  women 
students  there  is  some  choice?- — That 
is  so.  Sir,  because  of  course  the  number 
of  places  reserved  for  the  women  is  fixed 
at  a fraction  of  the  total  number  of 
places  offered. 

2440.  Who  decides  how  many  places 

women  should  have? 1 speak  as  a 

Professor  within  the  University  but  not 
with  the  authority  of  an  official  in  the 
University.  Some  arbitrary  decision  is 
made  by,  I imagine,  the  Court  or  Senate, 
and  the  medical  faculty  within  the 
University,  as  to  what  proportion  of 
students  should  be  male  and  what 
female.  Automatically  a quarter  of  the 
places  are  reserved  for  women  students. 

2441.  It  follows  from  that  that  there 
may  be  better  women  students  than  male 

students  who  fail  to  get  admission? 

That  is  so  in  my  opinion. 

2442.  Would  you  think  that  is  a good 

thing? Intrinsically  I would  say,  no  : 

but  taking  the  long  term  view  it  is  a 
reasonable  thing  to  do. 

2443.  Mr.  Bonham  Carter'.  On  the 
grounds,  I take  it,  that  the  career  is  a 

shorter  one? Yes  because  after  all 

the  medical  service  has  to  be  staffed.  If 

30962 


for  example  we  take  an  extreme  view 
that  90  per  cent,  of  our  students  were 
women  the  service  would  obviously  be 
understaffed  within  a few  years. 

2444.  Sir  David  Hughes  Parry : Can 
we  move  to  your  answer  4 as  to  quality? 
You  come  to  the  conclusion  on  the 
whole  there  has  been  no  obvious  change 
since  the  introduction  of  the  National 

Health  Service. Answer  4 says  that 

there  has  been  no  obvious  change  since 
1948. 

2445.  That  is  your  impression,  is  it? 
Yes. 

2446.  Then  in  answer  5 you  emphasise 
that  you  still  train  about  one  quarter 
of  all  British  doctors,  and  that  fact  I 
think  you  make  use  of  at  a later  stage 

when  you  refer  to  merit  awards? 

Yes. 

2447.  Do  you  train  on  the  whole  more 

or  less  than  formerly?  Have  the  num- 
bers at  Glasgow  fallen? The  numbers 

of  students  entering  the  medical  faculty 
have  fallen  from  something  like  200  or 
190  down  to  a level  of  160. 

2448.  Is  that  deliberate  policy? 1 

think  it  is  partly  deliberate  policy  because 
we  regard  200  as  too  many  to  be 
adequately  dealt  with  by  existing  staff 
and  facilities  for  teaching,  but  it  is  also 
partly  attributable  to  the  state  of  affairs 
referred  to  earlier,  that  there  is  not  a 
large  enough  number  of  well-qualified 
students  coming  forward. 

2449.  There  is  some  feeling  that  has 
been  expressed  that  the  system  of  train- 
ing in  Scotland  is  largely  different  from 
the  system  of  training  in  England.  Is 

there  anything  in  that  suggestion? 1 

think  there  is,  and  perhaps  if  I may 
make  a personal  remark  as  an  English- 
man trained  in  an  English  University 
and  having  had  the  good  fortune  to  be 
elected  to  the  staff  of  a Scottish  Univer- 
sity, I can  speak  with  personal  experi- 
ence. There  are  some  differences. 
Would  you  like  me  to  comment  on 
them? 

2450.  It  does  become  rather  import- 

ant if  we  are  going  to  examine  the 
clinical  material  that  may  be  available 
in  the  area. Yes,  Sir. 

2451.  Where  there  still  may  not  be 
too  many  being  trained  for  the  clinical 
material  that  is  available.  I would  like 

you  to  explain. 1 wonder  if  I might 

take  the  last  point  first  and  say  in  my 
opinion — and  I imagine  my  colleagues 
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share  this  opinion — there  is  no  shortage 
of  clinical  material,  certainly  in  the  West 
of  Scotland,  for  teaching  as  many  as  200 
students  in  a year  if  we  were  to  make 
the  fullest  use  of  all  the  opportunities 
that  are  available  to  us.  But  the  mere 
existence  of  a large  number  of  sick 
people  requiring  expert  medical  care 
does  not  in  itself  satisfy  all  the  require- 
ments. Quite  clearly  that  is  just  the 
beginning  of  the  problem.  The  pro- 
vision of  adequately  trained  regis- 
trars and  senior  registrars,  consultants 
and  other  specialists,  also  requires 
to  be  dealt  with.  And  that  is  a 
long  term  policy,  something  that  must 
be  anticipated — something  which  might 
require  five  or  even  ten  years  to  mature. 
Reverting  to  the  other  point,  Sir,  com- 
parison between  the  Scottish  system  of 
training  and  the  English  system,  I should 
say  that  in  general  there  is  a closer 
supervision  of  the  Scottish  medical 
student  in  the  wards  of  the  hospital. 
There  is  more  systematic  instruction  of 
the  medical  student  at  stated  hours  dur- 
ing the  day.  On  the  other  hand,  until 
the  National  Health  Service  began  I 
think  it  true  to  say  that  as  far  as  out- 
patient teaching  is  concerned,  the 
English  system  was  somewhat  better 
than  the  Scottish  one  in  that  the  staffing 
of  out-patient  departments  in  the  English 
teaching  hospitals  was  undertaken  by 
more  senior  members  of  the  profession 
than  we  had  in  Scotland.  But  there  has 
been  _ a tendency  as  far  as  outpatient 
practice  is  concerned  for  that  difference 
to  be  eliminated. 

2452.  I would  like  to  press  you  on 
one  matter.  There  is  an  impression  per- 
haps that  the  clinical  experience  and 
responsibility  of  the  English  trained  doc- 
tor may  be  a little  greater  than  that  of 
the  Scottish  trained  doctor.  Is  that  so? 

1 am  not  quite  prepared  to  accept 

that.  I think  probably  the  opinion  de- 
rives from  the  fact  that  if  the  student  in 
England  is  not  under  as  close  super- 
vision as  he  is  in  Scotland,  if  he  is  in 
fact  allowed  more  liberty,  more  freedom 
of  movement  within  the  hospital,  then 
the  student  himself,  if  he  is  the  right 
kind  of  student,  will  take  the  initiative 
in  finding  the  experience  that  he  re- 
quires. The  good  student  will  and  of 
course  the  bad  student  will  not.  That 
may  appeal  to  certain  temperaments  just 
-as  closer  supervision  may  appeal  to 
other  temperaments  among  students. 


2453.  I will  just  move  forward,  still 

in  the  same  field  to  answer  7.  Now  you 
suggest  that  there  is  a general  feeling 
that  the  present  duration  of  undergradu- 
ate training  is  too  long.  You  say  that 
the  medical  course  in  Glasgow  has  been 
prolonged  to  six  years.  At  what  age 
do  the  students  enter  the  medical  faculty? 
Is  it  17i? 17i  to  18,  yes. 

2454.  The  English  student  tends  to 

enter  at  18  to  19? Yes,  Sir. 

2455.  The  Scottish  student  will  prob- 
ably be  a year  younger? Yes,  that  is 

so.  May  I develop  that? 

2456.  Yes,,  certainly. There  is  a 

large  proportion  of  the  English  student 
■body  who  in  fact  stay  in  the  sixth  form 
at  school,  the  extra  year,  in  order  to 
take  their  chemistry,  physics  and  biology 
to  first  year  M.B.  level  and  gain  exemp- 
tion from  that  part  of  the  medical  cur- 
riculum. I think  I am  right  in  saying 
that  that  concession  is  being  withdrawn 
in  some  of  the  English  schools,  but  I 
speak  subject  to  correction  there.  That 
on  the  whole  does  account  for  a dif- 
ferent age  of  starting.  The  Scottish 
student  is  encouraged  to  come  up  a year 
earlier  having  a certificate  of  fitness  for 
University  education  in  order  that  he 
may  cope  with  his  last  year  at  school 
and  his  transfer  to  the  first  year  at  the 
University. 

2457.  Which  is  a little  more  expensive 

to  the  community? That  is  so. 

2458.  Chairman : But  they  will  qualify 

at  the  same  age,  will  they? They 

will  qualify  at  the  same  age.  It  depends 
on  whether  they  get  exemption  from  the 
first  year  in  England.  They  can  qualify 
in  five  years. 

2459.  Five  and  a half  years,  I think. 

'Five  and  a half  years.  Yes,  there 

is  a little  difference. 

2460.  You  have  mentioned,  Professor 

Aistead,  that  _ the  Scottish  Medical 
Schools  still  train  about  one  quarter  of 
all  British  doctors.  That  has  been  the 
tradition  for  a long  time? Yes. 

2461.  That  includes  students  from 
England  as  well  as  the  Scottish  ones? 

Yes.  It  is  a mixed  population  of 

students  but  -in  Glasgow  the  vast 
majority  are  from  the  West  of  Scotland, 
just  a few  from  the  North  of  England. 
By  contrast-— I think  I am  right  in  saying 
this — there  is  a very  substantial  propor- 
tion of  the  students  at  St.  Andrews 
University  who  are  English. 
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2462.  And  the  same  sort  of  thing 
applies  in  some  other  occupations,  for 

instance,  accountancy? -That  is  so. 

It  is  part  of  the  Scottish  tradition. 

2463.  And  for  exports  to  be  not  only 

to  England  but  overseas  as  well? 

Yes,  Sir. 

2464.  You  do  not  think  there  is  a 

•trend  towards  any  material  change? 

I think  that  with  the  increasing  im- 
portance of  the  Universities  of  the  North 
of  England  and  the  intake  which  may 
be  as  many  as  100  students  per  year  at 
each  of  the  northern  Universities  of 
England,  quite  clearly  the  need  for  such 
a large  number  of  students  in  the 
Scottish  schools  diminishes,  if  in  fact 
there  is  a limit  to  the  total  intake  for  the 
whole  profession. 

2465.  There  would  seem  from  a table 
dn  the  evidence  given  to  us  by  the  Royal 
College  of  Physicians  of  Edinburgh  to 
have  been  an  increase  in  the  number  of 
Scottish  graduates  compared  with  1934 
in  recent  years,  but  a considerable 

decrease  in  the  percentage. Dr. 

Wright  is  a Fellow  of  the  College  and 
a member  of  the  Faculty  Committee.  He 
’has  this  document  before  him  and  might 
speak  on  this  point. — Dr.  Wright : I 
think  you  are  actually  referring  to  the 
standard  figures  to  show  there  is  a very 
considerable  rise  in  the  English  figures 
from  847  to  1,848.  From  1934  to  1952 
the  Scottish  figures  have  risen  from  471 
to  673,  a very  decidedly  lower  increase. 

2466.  And  in  fact  the  Irish  figures 

have  risen  even  more  sharply. From 

154  to  506. 

2467.  Do  you  feel  there  is  any  special 

significance  in  those  figures? 1 think 

the  main  significance  Professor  Alstead 
has  already  mentioned,  namely  the 
gradual  growth  of  the — shall  we  call 
them  provincial  Universities  of  Eng- 
land— the  increasing  importance  _ of 
these  and  their  recognition  as  very  im- 
portant training  centres  in  medicine. 

2468.  Sir  Hugh  Watson : Have  you 

any  more  recent  figures — the  ones  we 
have  go  to  1952  as  you  know— which 
will  tell  whether  this  trend  is  being  con- 
tinued?  We  thought  such  infonna- 

tion  might  be  forthcoming  from  Univer- 
sities. We  had  the  impression  they 
would  be  offering  the  evidence  and  this 
would  be  an  important  part  of  their 
evidence.  I should  say  the  figures  will 


not  vary  very  much  because  the  agreed 
figures  for  intake  for  Edinburgh  and 
Glasgow  are  about  160. 

2469.  Chairman : The  percentage 

might  vary  in  Ireland? We  can  offer 

no  evidence  on  what  is  happening  in 
Ireland. 

2470.  Mr.  Gunlake:  Do  you  feel  that 
any  falling  off  there  may  be  in  the 
number  of  medical  students  is  associated 
in  any  way  with  the  scientifically 
minded  young  man  being  attracted  into 

other  fields — physics,  etc.? Professor 

Alstead : I think  it  might  well  be  so 
because  the  other  professions — physics, 
applied  physics  and  so  on — in  these  days 
surely  are  very  attractive  to  the  enter- 
prising schoolboy  and  the  young  man. 
By  comparison  he  is  confronted  by  the 
medical  curriculum  lasting  six  years  after 
a fearfully  arduous  preparation  in 
school ; then  a year’s  residence  in  a 
hospital ; two  years  in  the  Army ; -then 
perhaps  a year  in  which  to  settle  down 
to  civilian  life  and  perhaps  suffer  some 
disillusionment  in  his  attempts  to  find  a 
place  in  general  practice. 

2471.  Would  you  feel  one  of  the 
factors  in  their  minds  might  be  a ques- 
tion of  remuneration  over  the  whole 

course  of  the  career? Quite  honestly 

I do  not  think  the  Scottish  schoolboy 
and  the  young  graduate  think  very  much 
about  remuneration. 

2472.  Mr.  Bonham  Carter:  On  the 
other  hand  would  you  consider  he  is 
thinking  about  the  difficulty  of  getting 
the  proper  job  at  the  end  of  all  those 
things  you  have  mentioned — training. 

National  Service? Yes.  I think  he  is 

bound  naturally  to  be  very  much  in 
touch  with  those  who  were  a few  years 
ahead!  of  him  at  school.  He  would 
watch  their  careers,  note  the  situation 
they  are  in  after  nearly  ten  years  of 
training,  and  then  say:  “Well,  if  that  is 
the  kind  of  thing  that  happens  to  the 
young  doctor  I had  better  go  in  for 
physics.” 

2473.  He  would  lay  more  stress  on 
that  than  the  possible  plums  which  the 
other  careers,  other  scientific  careers, 
are  at  this  moment  offering,  would  he? 
1 think  so,  yes. 

2474.  Professor  Jewkes:  I wonder  if 
you  could  tell  us  why  you  think  the 
present  duration  of  undergraduate  train- 
ing is  too  long?  We  are  sometimes  told 
there  is  more  and  more  to  learn  in 
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medicine  all  the  time.  One  might  think 
more  could  be  learned  in  six  years  than 
five.  What  is  the  drawback? 1 sup- 

pose any  comment  that  one  may  make 
on  this  subject  is  to  some  extent 
arbitrary.  There  is  probably  no  such 
thing  as  the  right  amount  of  time  to  be 
devoted  to  the  medical  course  because 
we  are  dealing  with  only  one  of  a large 
number  of  variables.  I think  that  one 
can  of  course  look  at  the  extremes. 
Suppose  we  devise  a medical  curriculum 
to  last  three  years.  I am  quite  sure  in 
my  mind  that  would  be  totally 
inadequate.  Suppose  we  devise  one  to 
last  ten  years.  I am  equally  sure  we 
should  get  a bad  doctor  at  the  end  of 
it ; because  although  we  may  pump  a 
lot  of  information  into  him  at  the  same 
time  we  would  probably  extinguish  his 
native  wit,  and  to  that  extent  he  would 
be  a fairly  useless  sort  of  creature  when 
we  had  finished  with  him.  So  I think 
there  is  some  sort  of  middle  way  when 
it  comes  to  comparing  the  five  year 
course  with  the  six  year  course.  I think 
some  of  us  with  fair  experience  of  teach- 
ing have  found  it  difficult  to'  determine 
any  improvement  in  the  product  after 
six  years  over  what  we  used  to  have  after 
five  years.  I think  probably  the  reason 
for  that  is  that  the  student,  being  rather 
an  astute  person,  adjusts  himself  auto- 
matically to  the  time  that  the  academic 
leaders  declare  to  be  the  correct  time. 
He  does  just  the  same  amount  of  work 
but  takes  six  years. 

2475.  Chairman:  Might  it  be  that 
some  things  take  longer  to  learn  and 
take  more  effort  to  learn  than  others, 
or  would  you  think  it  still  right  there 
should  be  the  same  length  of  training 

for  all  the  branches  of  medicine? 

That  raises  the  question,  does  it  not,  of 
what  we  might  call  basic  training  of  the 
doctor?  I think  my  colleagues  here 
would  agree  with  me  it  would  be  most 
unwise  to  devise  any  medical  curriculum 
which  showed  any  tendency  to  specialise 
before  graduation  at  a basic  training 
level.  In  fact  the  development  of  the 
specialist  physician  and  surgeon  and 
gynaecologist  comes  after  he  has  had 
his  training  and  his  year  as  house 
physician  or  house  surgeon.  Then  he 
begins  to  show  a trend  for  one  or  other 
specialty.  Then  he  enters  on  a highly 
specialised  course  of  training.. 

2476.  Mr.  McIntosh : Is  it  true  there 
has  been  some  move  to  make  it  possible 
for  the  Scots  boy  to  start  in  what  is 


now  the  second  year  of  medicine  instead 
of  the  first?  I think  the  Commission 

ought  to  know  about  'that. Yes.  There 

has  in  fact  been  an  attempt  by  the 
Scottish  Universities  virtually  to  imitate 
the  English  system  and  to  permit  a boy 
from  a Scottish  school  or  from  any 
school,  Scottish  or  English,  to  enter  a 
Scottish  University  and  present  himself 
for  the  examinations  of  the  first  M.B. 
That  of  course  is  a pretty  exacting  test. 
It  means  he  must  have  attained  first  year 
university  standard  while  at  school.  As 
far  as  Glasgow  is  concerned  he  must  pass 
in  all  three  subjects  he  takes,  otherwise 
he  goes  back  and  does  the  whole  lot 
again. 

2477.  Does  it  not  mean  he  merely 
stays  on  for  a year  beyond  his  leaving 
certificate  at  school  and  does  his  sixth 
year  in  Scottish  schools?  Is  it  not  pos- 
sible a fair  number  might  not  achieve 

that? 1 ho'pe  it  will  turn  out  to  be  so, 

Sir,  but  technically  I think  it  may  well 
be  dependent  on  the  requirements  of, 
say,  the  department  of  physics  and 
Chemistry  in  the  University,  which  may 
be  so  exacting  in  terms  of  the  kind  of 
training  that  comes  through  special 
facilities  that  they  might  not  be  avail- 
able at  most  schools.  Therefore  the 
boy  may  be  a very  able  boy  but  may 
be  at  a disadvantage. 

2478.  Sir  David  Hughes  Parry : 1 
wonder  if  we  could  go>  on  to  our  ques- 
tion V on  page  464,  the  position  and 
prospects  of  a newly  qualified  doctor. 
We  all  regard  your  answers  8,  9,  10  and 
li  as  very  interesting  and  we  would  like 
to  go  into  them.  I think  you  would 
agree  it  is  one  of  the  most  important 

matters  we  have  been  investigating. 

I realise  that  and  would  like  the  Chair- 
man’s permission  for  Dr.  Joseph  Wright 
to  deal  with  these  questions. 

2479.  May  I begin  by  drawing  your 
attention  to  the  statement  you  make  in 
the  middle  of  answer  8 that  the  young 
doctor’s  salary,  after  6 years  of  training, 
is  low  compared  to'  that  in  other  profes- 
sions. Now  we  are  interested  to  know- 
where  you  get  'the  figures  and  evidence 
to  compare  it  with  other  professions. 
What  is  the  basis  of  comparison?  That 

is  what  iwe  are  trying  to  get  at Dr. 

Wright : I take  no  personal  responsibility 
for  this  particular  statement!  Professor 
Alstead  has  asked  me  to  extricate  him 
from  a difficulty  ( laughter ) but  die  very 
simple  answer  is  we  have  no  exact 
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figures.  Here  we  are  dealing  with  im- 
pressions of  the  position  of  young  folk 
corning  out  in  other  professions  being 
better  able  to  afford  things  than  the 
young  man  graduating  in  medicine. 
There  are  no  actuarial  accounts  we  can 
present  on  each  profession. 

2480.  You  have  not  compared  him  for 

example  with  the  lawyer,  have  you? 

That  would  be  a very  difficult  task — nor 
with  the  minister,  nor  with  the  school- 
master. We  have — I think  we  must 
admit — no  exact  figures.  We  are  giving 
a general  impression  which  we  hoped 
you  would  verify  in  the  course  of  your 
investigation. 

2481.  Chairman : You  know  we  are 

sending  out  questionnaires  to  many  pro- 
fessions and  hope  to  get  this  kind  of 
information  ? Y es. 

2482.  Sir  David  Hughes  Parry : In  the 
last  sentence  of  answer  8 you  say  you 
consider  “ that  the  imposition  of  a com- 
pulsory charge  for  board  and  lodging  in 
these  circumstances  is  unjustifiable.”  I 
wonder  why  you  say  “in  these  circum- 
stances ”?  Is  it  in  comparison  with  the 
position  as  it  was  before  the  National 

Health  Act? -No.  We  are  merely 

dealing  with  a state  of  affairs  where  a 
young  man  is  compelled  to  work  for 
24  hours  in  an  establishment,  that  is,  his 
working  day  is  24  hours,  and  he  must 
lodge  in  that  place.  We  would  assume 
therefore  that  he  must  have  food  and 
lodging,  that  that  should'  be  provided  by 
those  who  employ  him  on  24  hours  work. 

2483.  Would  you  compare  his  position 
after  1948  with  his  position  as  it  was 

before? It  depends.  If  I compare  my 

own  case  I received  very  bad  food,  and 
no  pay.  Some  time  after  that  my  pay 
was  raised  to  £25,  later  to  £50.  I think 
it  went  up  to  £100,  but  I do  not  think 
the  fact  that  we  lived  in  a sort  of  Dickens 
situation  in  my  day  is  any  reason  for 
imposing  these  conditions  on  young  folk 
now.  They  are  much  better  off  than  in 
my  time  ; there  is  no  question  about  that. 
We  still  feel  if  you  are  going  to  ask  a 
man  to  be  24  hours  on  duty  he  should 
expect  his  food  when  he  is  there. 

2484.  But  some  allowance  ought  to  be 
made,  some  recognition  other  than  the 

rate  of  remuneration? He  can  have 

an  allowance.  There  is  an  allowance 
made,  but  we  think  it  is  inadequate  and 
that  he  would  come  off  better  if  he  had 
a set  salary  with  this  removed. 


2485.  Sir  Hugh  Watson : The  allow- 

ance was  in  fact  agreed  by  the  Whitley 
Council.  You  know  that? Yes. 

Sir  Hugh  Watson : It  is  an  agreed 
figure. 

2486.  Sir  David  Hughes  Parry.  And 
as  it  is  an  agreed  figure  for  income  tax 
purposes,  it  may  be  to  the  advantage  of 

the  young  man. 1 think  Mr.  Robert 

Wright  will  deal  with  that.— Mr.  Wright : 
The  grievance  I think  the  junior  house 
officer  has  is  this : firstly,  he  is  compelled 
to  live  in ; secondly,  he  has  a compul- 
sory stoppage  from  his  salarv— a stop- 
page which  is  taxed  for  these  facilities 
which  are  not  uniform.  Furthermore  if 
he  goes  on  holiday  the  stoppage  persists. 

It  is  also  charged  on  his  locum  who 
shares  the  same  room.  These  are  felt  to 
be  distinct  grievances  by  these  young 
men. 

2487.  Do  you  think  it  is  a fair  ground 

for  a grievance? 1 think  it  is  not  an 

unfair  ground.  I think  it  would  be  much 
fairer  if  the  position  was  that  they 
received  a salary  as  we  did  in  the  old 
days  plus  their  board  and  lodging  and  no 
bookkeeper’s  figure  was  put  against  their 
salary  to  pay  for  this  board  and  lodging. 

2488.  For  income  tax  purposes  some 
recognition  would  have  to  be  made, 

would  it  not? It  was  not  in  the  old 

days — because  we  did  not  qualify  for 
income  tax  I suppose. 

2489.  Chairman : Were  the  conditions 
pretty  well  uniform  in  what  you  got  as 
a junior  house  officer,  regardless  of 
whether  you  were  in  a teaching  hospital, 
or  not?  Now  the  conditions  are  uniform 
whatever  kind  of  hospital  he  may  be  in  ; 

in  the  old  days  that  was  not  so. In 

the  old  days  in  the  peripheral  hospital 
one  was  liable  to  be  better  off  as  regards, 
remuneration. 

2490.  Do  you  think  it  was  better  that 
way  or  better  to  have  the  uniformity? 

1 think  under  the  existing  system  of 

pre-registration,  and  a compulsory  year’s 
service  in  a hospital  it  is  essential  there 
should  be  uniformity. 

2491.  But  that  does  lead  to  a great 
deal  of  competition  for  some,  and  less. 

than  none  at  all  for  others? Yes,  but 

I think  it  is  in  the  best  interests  there; 
should  be  competition  for  the  best  posts.. 

2492.  Professor  Jewkes:  You  have  just 
added  one  minor  point.  Is  it  true  in  the 
case  of  these  hospital  people  that  they 
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have  to  continue  to  pay  for  board  and 
lodgings  even  when  they  are  not  there? 
That  is  so. 

2493.  Chairman : It  is  an  annual 

charge  agreed  by  Whitley  Council.  An 
annual  charge  probably  takes  account  of 
the  fact  the  man  is  away  for  a certain 
amount  of  holiday  each  year.  That  is 
presumably  allowed  for? Presum- 

ably so. 

2494.  If  that  is  so  that  takes  away  the 

sting  of  that  criticism. Except  that  the 

locum  has  to  pay  the  charge. 

2495.  Professor  Jewkes : Has  no 

protest  been  made  to  the  Whitley  Council 

about  that? Dr.  Wright:  It  seems  to 

be  a curiously  local  thought  because  as 
far  as  I know,  as  a member  of  one  of 
the  Edinburgh  Colleges  there  is  no 
support  from  house  physicians  or  house 
surgeons  on  that  point. 

Sir  Hugh  Watson : The  point  was  taken 
by  the  Edinburgh  colleges  too. 

Mr.  Bonham  Carter:  I think  it  is  a 
question  which  also  arises  right  outside 
the  profession. 

2496.  Sir  David  Hughes  Parry : It 
applies  also  in  the  case  of  teachers  at  a 
university  who  have  to  reside  in.  The 
same  problem  arises,  but  I think  the 
figure  of  payment  is  perhaps  lower  than 
it  might  be  if  the  sum  were  paid  outside. 
Now  I wonder  if  we  can  take  you  to  a 
most  important  answer  on  No.  9?  You 
refer  to  the  rigidity  of  the  present  system 
whereby  there  are  different  avenues  for 
the  young  practitioner  to  proceed  along. 
You  refer  to  the  rigidity  of  the  present 
system  which  imposes  this  choice  of  a 
career  at  such  an  early  stage.  I wonder 
if  you  will  describe  what  you  mean  by 
this  rigidity?  What  is  behind  it?  Why 

is  it  a rigid  system? I think  one  can 

best  answer  that  by  going  back  to  what 
did  happen  before.  A young  man  after 
qualification,  if  he  was  particularly 
bright,  would  probably  become  attached 
to  a University  unit  and  go  straight  on 
with  a consultant  post  or  professorial 
post  in  the  future.  Others  would  be 
appointed  having  in  mind  the  possibility 
of  going  into  general  practice,  continuing 
in  hospital  or,  after  continuing  in  hospi- 
tal for  a time,  moving  out  into  general 
practice,  staying  there  or  coming  back. 
I worked  as  a general  practitioner  in 
panel  practice.  After  some  years  I 
carried  on  a West  End  practice.  I came 
back  to  hospital.  I taught  in  the  hospital 


and  did  my  West  End  practice.  Then 
when  I received  an  appointment  I went 
into  consultant  work.  There  was  very 
considerable  elasticity  in  my  time.  It 
would  be  almost  impossible  for  me  if  I 
were  in  general  practice  now  to  get  back 
into  a consultant  post  in  any  hospital, 
and  it  is  exceedingly  difficult,  after  ten 
years  in  a teaching  hospital,  to  get  into 
general  practice  with  any  hope  of  a 
senior  post  in  general  practice  at  a com- 
paratively early  date.  Once  a man  goes 
into  hospital  he  is  at  a disadvantage  as 
'far  as  general  practice  is  concerned. 
Once  he  goes  into  general  practice  he 
has  a tremendous  disadvantage  as  far  as 
hospital  work  is  concerned.  That  was 
not  altogether  the  case  prior  to  1948. 

2497.  Now  can  I ask  a direct  ques- 
tion? Whose  fault  is  it  that  matters  are 
so  rigid  now?  This  is  a very  important 

matter. -Not  mine,  Sir.  I suppose 

one  could  say  that  it  is  the  fault  of  those 
who  planned  the  scheme  thinking  that  we 
could  have  a group  of  officers  in  hos- 
pital and  privates  outside. 

2498.  I think  you  refer  to  this  particu- 
larly in  the  matter  of  vacancies.  Who 
declares  in  the  first  instance  whether 
there  are  vacancies  in  general  practice? 

-This  arises  in  several  ways.  I have 

been  out  of  general  practice  for  some 
time  but  one  of  the  ordinary  ways  is  for 
a senior  general  practitioner  to  decide 
the  time  has  come  when  he  might  con- 
sider having  an  assistant.  He  will  then 
take  on  an  assistant  and,  if  he  is  success- 
ful and  the  practice  continues  to  flourish, 
then  he  will  apply  for  a partner,  likely  to 
be  that  assistant.  A vacancy  may  arise 
through  retiral  or  de£th,  when  the  local 
Executive  Council  will  make  the  appoint- 
ment. The  Council  will  pick  a short 
list  from  the  applications  they  receive 
and  interview  these. 

2499.  Chairman : Who  are  the  inter- 
viewers?  Again  I must  go  back  to 

memory.  I can  say  they  consist  of 
medical  people  themselves  and  lay  mem- 
bers of  the  Executive  Council,  mostly 
the  general  practitioners  of  the  district. 

2500.  We  cannot  help  feeling  that  the 
profession  itself  bears  a good  deal  of 
responsibility  for  this  rigidity.  Is  that 

fair? 1 would  say  that  is  absolutely 

fair,  yes. 

Chairman:  Before  we  can  do  any- 
thing you  will  realise  we  must  get  to  the 
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bottom  of  the  problem  of  the  responsi- 
bility. 

2501.  Professor  Jewkes : Are  there  any 
technical  reasons  for  increased  rigidity? 

Is  it  possible  that  the  increasing  speciali- 
sation in  itself  makes  it  more  difficulty 
for  this  switch  to  be  made?  Is  it 

the  change  in  medicine  itself? A 

great  deal  of  medicine  is  becoming  more 
and  -more  specialised.  The  young 
man  is  at  an  earlier  date  becoming 
trained  on  special  lines  and  therefore  he 
is  tending  to  lose  a little  of  his  general 
training.  I think  prejudice  plays  a part 
as  well. 

2502.  I would  accept  that  as  a part 

answer.  There  may  be  something  in  the 
attitude  of  the  Executive  Councils.  Take 
the  doctor  who  (has  been  in  a hospital 
for  several  years.  General  practice  is  a 
skilled  occupation  of  its  own  and  there- 
fore a move  from  hospital  to  general 
practice  would  put  the  man  at  some  dis- 
advantage?  No,  Sir,  he  should  make 

a good  general  practitioner.  As  a hos- 
pital worker  I think  he  has  got  training 
which  will  make  him  fit  general  practice 
better. 

2503.  Chairman : At  some  stage  in 

their  career  they  have  got  to  decide  what 
•line  they  intend  to  follow.  They  may 
find  it  wrong  and  later  on  want  to 
change.  That  is  another  matter,  but  they 
must  decide  at  some  stage,  at  some  age, 
what  sort  of  thing  they  are  going  to  do. 
In  this  particular  sphere  it  is  ready 
mainly  whether  they  are  going  into  the 
hospital  service  or  into  general  practice. 
There  are  other  things,  but  these  are  the 
two  big  branches.  I think  you  say  they 
have  to  choose  a little  bit  too  early  and 
consequently,  having  chosen  it,  ought  to 
be  assured  of  switching  to  the  other  one 
within  the  next  two  or  three  years  with- 
out much  difficulty?^ That  is  correct. 

Sir. 

2504.  You  say  they  have  to  make  the 
choice  now  normally  at  about  25  or  so? 

No,  they  have  to  make  the  choice 

when  they  come  back  from  Army  ser- 
vice. They  may  make  one  of  two 
choices.  They  may  decide  their  bent  is 
general  practice,  that  they  are  going  to 
obtain  an  assistant  post  or  will  apply 
for  a post  as  an  assistant  with  a view. 
They  may  decide  to  have  a short  spell 
in  fever  or  maternity,  to  fit  themselves 
for  general  practice.  That  young  man 
is  in  tremendous  difficulty. 


2505.  But  the  age  at  the  present  time 
I think  is  not  as  early  as  25  because  of 
National  Service.  It  might  be  27.  What 
age  do  you  think  he  ought  to  be  facing 

this  main  decision? 1 think  that  is 

one  group  I am  dealing  with.  There  is 
the  other  group  who  have  ambitions  for 
hospital  but  are  prepared  to  go  into 
general  practice.  If  they  find  they  are 
interested  once  they  go  into  hospital  and 
are  there  for  two  years,  it  becomes 
exceedingly  difficult  for  them  to  get  out 
into  practice  again. 

2506.  I want  to  take  it  in  two  stages 
if  I can.  The  first  stage  is  at  what  age 
do  you  think  he  ought  to  make  up  his 
mind  as  to  the  particular  direction  his 

career  should  take? Taking  the  first 

stage  I think  that  everybody  should  be 
entitled  to  one  or  two  years  seniority  in 
one  or  other  line  before  he  decides  for 
which  of  them  he  is  better  suited. 

2507.  You  do  not  think  the  present 
age  is  too  early  an  age  for  him  to  make 

up  his  mind? He  is  old  enough  to 

make  up  his  mind  but  the  majority— a 
considerable  number — of  people  will 
have  a desire  to  get  into  hospital,  and  a 
teaching  hospital,  and  they  should  be 
given  an  opportunity  of  going  there 
without  fear  that  they  have  closed  the 
door  to  general  practice  after  they  go  in. 

2508.  Sir  David  Hughes  Parry : It  is  a 

question  of  time,  not  age  then? Yes. 

Chairman : You  want  to  feel  sure  that 
if  they  think  there  are  better  prospects 
or  they  are  better  suited  to  the  other 
career  they  should  be  able  to  change 
over  during  the  first  two  or  three  years? 
There  would  seem  to  be  two  main 
obstacles  to  that  in  theory.  One  is  the 
rigidity  of  the  system,  the  unwillingness 
of  the  Executive  Councils  to  accept 
somebody  who  started  on  the  other 
branch,  and  the  other  will  be  that  the 
two  branches  were  so  different  that  one 
way  or  another  you  had  a very  big  drop 
in  income.  I think  you  imply  that  second 
condition. 

2509.  Sir  David  Hughes  Parry : Can  I 
just  ask,  do  you  anticipate  that  if  there 
is  an  increase  in  health  centre  practices 
and  group  practices,  that  the  reluctance 
of  the  Executive  Councils  to  employ 
persons  who  have  been  in  hospital  for 

two  or  three  years  would  diminish? 

I think  that  if  the  health  centre,  the  real 
health  centre,  comes  into  being  most  doc- 
tors will  be  hospital-minded,  and  that 
that  will  reduce  the  difficulties  of  the 
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young  man  in  hospital.  That  is_  a health 
centre  with  proper  ancillary  facilities. 

2510.  Wihat  about  group  practice, 

that  also? A group  practice  only  if 

it  has  such  facilities  as  to  make  it 
hospital-minded. 

2511.  Chairman:  Such  evidence  as  we 
have  had  on  group  practice  has  shown 
it  does  contain  specialists  within  the 

practice. That  type  would  certainly 

tend  to  lessen  difficulties. 

2512.  Professor  Jewkes : In  the  mean- 
time have  you  any  suggestions  as  to  how 
this  resistance  on  the  part  of  Executive 

Councils  could  be  reduced? One 

suggestion  we  did  make — I take  it  we 
will  be  dealing  with  it  later— was  that 
instead  of  having  junior  posts  in  hospital 
full-time,  that  the  young  man  in  such  a 
junior  post  might  be  offered  a part-time 
appointment  and  that  he  could  use  his 
extra  time  according  to  his  own  bent. 
That  is  on  research,  or  helping  in  prac- 
tices at  night,  familiarising  himself  with 
the  peculiarities  of  general  practice  and 
equipping  himself  for  dealing  with  the 
difficulties  of  applying  for  a post. 

2513.  Chairman : That  is  not  the  junior 

house  officer? That  is  after  registra- 

tion. 

2514.  Sir  David  Hughes  Parry:  Would 
you  agree  with  the  general  proposition  it 
would  be  useful  to  have  the  hospital 
doctor  for  a year  or  two  in  general  prac- 
tice, and  a very  useful  experience  for  the 
general  practitioner  to  have  spent  two  or 

three  years  in  the  hospital  service? 1 

should,  of  course,  having  done  both.  I 
think  that  it  is  excellent  experience  for 
any  consultant  to  go  out  into  the  patients’ 
homes  and  see  the  difficulties  of  domestic 
medicine.  I also  think  that  it  is  invalu- 
able for  the  general  practitioner  to  have 
extra  hospital  training,  particularly  along 
lines  of  fever,  skin,  maternity  work,  and 
in  the  basic  scientific  investigations  of 
medicine. 

2515.  So  really,  speaking  theoretically, 

there  is  no  reason  why  this  prejudice 
should  exist,  or  this  rigidity? Theore- 

tically perhaps  not,  but  the  introduction 
of  a system  which  means  full-time  hos- 
pital appointments  for  junior  men 
•throws  theory  out  altogether.  These 
boys  become  hospital  workers,  and  full- 
time hospital  workers.  They  are  regarded 
as  consultant  aspirants  and  when  they 
apply  for  any  job  outside  are  not  un- 
naturally regarded  as  consultant  failures. 


There  is  the  prejudice  on  the  part  of  the 
Executive  Councils  that  they  do  hot  get 
•applications  from  the  best  men. 

2516.  Chairman:  If  you  were  a 

general  practitioner  wanting  to  take  on 
an  assistant,  you  would  yourself  adver- 
tise for  an  assistant,  and  you  would 
yourself  look  with  favour  at  somebody 
who  had  done  rather  longer  than  the 

basic  period  in  a hospital? 1 do  not 

think  it  is  as  easy  as  that.  My  son  I 
would  take  on,  my  nephew  or  my 
friend’s  son.  Perhaps  fifth  on  the  list 
would  come  the  young  man  who  had 
longer  training  in  hospital. 

2517.  He  would  be  fifth  on  the  list. 
Would  the  sixth  on  the  list  be  the  per- 
son, no  relation,  who  had  just  come 
straight  out  of  hospital? — A fellow  with 
hospital  training  certainly  would,  I think, 
receive  points  as  against  the  man  who 
had  none. 

2518.  Mr.  Watson:  You  would  call 

that  “family”  rigidity? Yes. 

2519.  Do  you  think  that  a salaried 

service  would  meet  many  of  these  objec- 
tions you  are  now  raising? 1 think 

we  have  tried  to  deal  with  that  already 
when  we  dealt  with  the  question  of  full- 
time and  part-time.  My  own  inclina- 
tions are  to  argue  that  a -little  freedom, 
a little  competition,  a little  selling  of 
oneself,  is  an  advantage  to  both  myself 
and  to  other  people. 

2520.  Sir  David  Hughes  Parry : Could 
I ask  this  supplementary  to  Mr.  Wat- 
son’s question?  What  would  your  re- 
action be  to  a system  whereby  every 
young  doctor  was  given  a specific  salary 
for  two  years  after  he  has  qualified?  It 

would  probably  make  for  fluidity 

Again  I would  say  that  there  would  be 
a variable  reaction  amongst  my  col- 
leagues. My  own  desire  is  of  course 
that  this  young  man  should  not  be 
regarded  as  an  infant  who  is  to  be  given 
a salary,  given  a particular  training  and 
then  put  on  to  different  types  of  work, 
but  that  he  should  be  given  the  chance 
of  doing  something  on  his  own  while 
he  is  learning.  I think  there  is  a real 
danger  that  if  he  is  given  a specific 
salary  and  told  it  is  for  this  and  that, 
he  will  tend  to  do  this  and  that.  I am  a 
strong  believer  in  the  young  man  being 
made  to  go  and  see  for  himself,  for  part 
of  his  time  at  least. 

2521.  But  you  see  there  are  some  of 
the  young  men  who  have  better  advan- 
tages than  others.  You  want  really  to 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  ROYAL  FACULTY  OF  PHYSICIANS  AND  SURGEONS  OF  GLASGOW 


483 


give  the  same  advantage  all  round,  do 
you  not,  for  the  good  of  the  service? 

1 do  not  think  that  is  possible  really. 

There  will  always  be  someone  better 
than  others.  One  has  to  accept  that? — 
Professor  Alstead : May  I make  a com- 
ment, Sir?  We  have  heard  the  phrase 
“ resistance  ” of  the  Executive  Council 
to  a doctor  who  has  had  several  years  in 
hospital,  but  it  is  only  fair  to  say  that 
one  other  factor  is  the  large  number  of 
applicants  for  a vacancy  in  general  prac- 
tice. In  fact  only  one  out  of  perhaps 
50  or  60  applicants  can  be  appointed  to 
the  vacancy. 

2522.  Chairman : And  actually  only  one 
sixth  of  the  people  that  enter  general 

practice  enter  in  that  way? In  that 

particular  way,  yes.  If  I may  add 
another  point — one  phrase  used  in  the 
discussion  was  the  indecision  as  it  were 
of  the  young  men  ; but  there  again  I 
think  one  must  take  into  account  the 
changing  circumstances  in  relation  to 
prospects  in  a period  of  three  years.  A 
young  man  may  enter  feeling  there  is  a 
reasonable  prospect  of  his  going  to  this 
or  that  specialty.  Within  three  years  he 
may  see  the  prospects  are  poor  or,  what 
is  more  likely,  by  the  closer  contacts 
•with  the  specialty  he  may  feel  he  is  not 
altogether  suited  to  it. 

Professor  Jewkes : I suppose  it  is  true 
■to  say  since  we  are  examining  all  the 
points  on  this  question,  that  the  rigidity 
is  in  part  explained  in  that  a young  man 
can  no  longer  buy  a practice  where  he 
might  have  done  so  before  1948. 

2523.  Mr.  Gunlake : Professor  Alstead, 
we  have  been  told  in  other  evidence,  that 
in  the  old  days  the  relationship  between 
specialists  and  general  practitioners  was 
more  effective.  Do  _ you  think  these 
barriers  you  are  referring  to,  which  pre- 
vent freedom  of  passage  between  one 
branch  and  the  other,  have  anything  to 
do  with  any  deterioration  hi  this  rela- 
tionship, and  if  so  which  is  cause  and 

which  is  effect? 1 am  not  sure  that 

there  is  less  cordial  relationship  between 
the  general  practitioner  and  the  specialist 
in  private  practice.  Certainly  as  far  as 
hospital  practice  is  concerned — I myself 
am  a hospital  physician — I have  not 
noticed  any  change  in  the  attitude  be- 
tween the  general  practitioner,  and  the 
hospital  consultant.  Dr.  Wright  may 
wish  to  comment,  Sir,  on  what  he  finds 
in  private  practice,  but  I think  one  factor 
here  which  must  be  taken  into  account  is 
the  larger  volume  of  work  devolving 


upon  the  general  practitioner  and  in  con- 
sequence a larger  amount  of  work  also 
.involved  in  the  hospitals  and  consultant 
capacity,  and  doubtless  upon  consultants 
who  are  engaged  in  private  practice. 
To  .that  extent  if  they  are  in  fact  over- 
worked perhaps  the  social  contacts  may 
suffer  to  some  extent. 

2524.  Sir  David  Hughes  Parry'.  Now 
you  have  suggested  one  method  of  im- 
provement, that  is  to  try  and  encourage 
more  private  practice  at  the  early  stage? 
Yes. 

2525.  Have  you  any  other  method,  any 

other  suggestion  to  make?  After  all  we 
are  considering  our  main  terms  of  refer- 
ence concerning  remuneration  particu- 
larly from  this  angle -Dr.  Wright'.  I 

think  if  we  are  allowing  an  escape  route 
from  the  hospitals  we  should  try  in  some 
way  to  make  some  re-entry  route  for  those 
in  general  practice  who  attain  a suf- 
ficiently high  level  of  academic  train- 
ing. I should  hope  there  would  be  less 
rigidity  in  the  appointments  for  general 
practitioners  in  hospitals  compared  with 
the  intermediate  trailing  levels. 

2526.  Now  can  we  take  paragraph  11 
in  which  you  say  that  the  salary  of  a 
Junior  Hospital  Officer  after  registration 
should  be  raised  to  a level  comparable  to 
that  of  a trainee  assistant  in  general 
practice.  Would  you  explain  what  cate- 
gory of  officer  you  have  in  mind  there? 

Yes.  The  junior  house  officer,  then 

next  the  senior  house  officer  who  is 
below  the  registrar.  There  are  two 
junior  hospital  officers.  There  is  the 
house  officer,  the  senior  house  officer 
and  then  the  registrar. 

2527.  What  is  the  present  range? 

Mr.  Wright:  For  junior  house  officer 
the  salary  in  the  first  year,  which  is  a 
compulsory  year,  is  £467  10s.  for  the  first 
six  months,  £522  10s.  for  the  second  six 
months  and  £577  10s.  for  any  succeeding 
period  of  six  months. 

2528.  Chairman:  I thought  Dr. 

Wright  was  saying  that  what  you  meant 
here  was  the  salary  after  registration 
should  be  raised,  dealing  either  with  the 
senior  house  officer  or  the  beginning  of 

the  registrar  stage? No,  Sir.  What 

we  are  trying  to  suggest  here  is  some 
means  of  holding  back  the  entry  into 
general  practice  of  the  young  man  who 
chooses  such  a career  until  he  has  had 
an  opportunity  to  widen  his  experience 
beyond  the  compulsory  year.  At  the 
moment  he  does  six  months’  medicine. 
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six  months’  surgery.  We  would  like 
him,  to  be  able  to  do  six  months  in  a 
specialty  before  he  goes  into  general 
practice.  At  the  moment  the  temptation 
is  to  do  one  year,  then  get  out  and  get 
into  general  practice  as  quickly  as 
possible. 

2529.  I think  we  have  been  told  that 
there  has  been  a considerably  marked 
tendency  for  more  people  to  take  a 
second  year’s  study.  Would  you  know 

whether  that  is  true? It  is  difficult 

to  believe  this  at  the  moment  because 
one  reason  for  the  tendency  I have  men- 
tioned is  to  do  with  the  call  up.  Normally 
as  soon  as  a boy  has  done  Ms  year  he  is 
called  up  to  the  Services  and  the  only 
way  of  delaying  call  up  is  to  try  and 
get  another  job.  If  he  gets  a job  for 
instance  in  maternity  work  he  may  be 
fortunate  in  getting  a job  as  a trainee 
specialist  and  get  a higher  rank  and  a 
higher  rate  of  pay  in  the  Services.  I have 
not  noticed  any  tendency  after  military 
service  for  a young  man  to  want  to  come 
back  into  hospital,  because  they  suffer  a 
considerable  drop  in  salary.  They  want 
to  go  from  the  Forces  and  get  straight 
into  general  practice  which  they  hope  will 
be  better  paid  than  hospital  work. 

2530.  Are  you  suggesting  the  senior 

house  officer  should  not  reach  those 
stages  until  a later  age  ; that  there  should 
be  a further  year  before  his  choice  is 
made? I think  so.  Sir. 

2531.  You  would  want  them  to  come 

early? As  in  fact  they  do  now.  He 

comes  to  his  job  three  years  after  quali- 
fication ; one  year  pre-registration  and 
two  years  in  the  Services.  He  is  very 
lucky  if  then  he  gets  a senior  house 
officer’s  job  straight  away ; he  may  have 
to  be  junior  for  six  months  or  so. 

2532.  Roughly  speaking,  the  trainee 

assistant  is  about  the  same  age  as  the 
senior  house  officer? Yes. 

2533.  The  figures  are  rougHy  equal, 

but  you  are  suggesting  something  dif- 
ferent?  -That  is  right,  yes.  What  we 

are  suggesting  is  before  the  man  becomes 
a trainee  in  general  practice,  by  what- 
ever route,  he  should  have  a broader 
based  hospital  training  than  he  now  has 
or  tends  to  have  by  being  encouraged  to 
stay  on  in  hospital. 

2534.  Sir  David  Hughes  Parry : Does 
not  the  fact  that  there  is  difficulty  in 
getting  into  general  practice  in  effect 
force  him  to  take  a year  or  more  of 


hospital  work?  What  does  he  do?  Does 
he  not  take  a hospital  appointment? — 
He  usually  tries  to  take_  a trainee 
appointment  in  general  practice,  which  is 
an  assistantship  without  any  possibility 
of  a future.  It  is  a year’s  work  and 
then  he  must  move  on.  He  has  com- 
mitted himself.  He  has  passed  on  to 
being  a trainee  in  general  practice  with- 
out having  a broader  based  hospital 
training. 

2535.  Only  a comparatively  small 
number  become  trainee  assistants,  do 
they  not?— — A comparatively  small 
number,  yes. 

2536.  I have  the  impression  that  a 

substantial  number  of  those  who  qualify 
and  ultimately  go  to  general  practice 
are,  because  of  the  difficulty  of  entering 
general  practice,  in  effect  forced  for  a 
year  or  two  to  take  hospital  appoint- 
ments. Is  that  a wrong  impression? 

It  is  not  my  impression. 

2537.  Not  even  in  the  slightly  more 
advanced  stages — registrars  and  senior 

registrars? Certainly  not.  There  is 

one  point  on  the  question  of  registrars 
and  senior  registrars  getting  into  general 
practice.  We  must  say  that  in  Western 
Scotland  the  Executive  Councils  have 
been  at  pains  to  give  places  to  the 
hospital  services  in  short  lists  and  indeed 
the  usual  practice  has  been  to  draw  up 
a short  list  of  six : two  who  are 

principals  in  practice  ; two  who  have 
been  assistants  in  practice ; and  two  who 
have  been  in  the  hospital  service;  and 
the  result  has  been,  of  course,  that  some- 
one from  general  practice  has  got  the 
vacancy. — Dr.  Wright : Could  I amplify 
this  question  and  tell  you  that  there 
has  been  an  attempt  recently  to  institute 
a combined  general  practice  and  hospital 
appointment.  That  is  a.  post  advertised 
as  a trainee  general  practitioner  post 
with  hospital  attachment,  and  I think 
.two  such  have  been  advertised  in  the 
west  of  Scotland.  I do  not  think  either 
has  been  filled  yet  because  the  young 
man  who  wants  to  go  into  practice  goes 
for  a full  trainee  course.  The  young 
man  who  wants  to  go  to  hospital  goes 
for  a full  hospital  course.  The  attempt 
to  bridge  in  that  way  is  not  a great 
success  so  far. 

2538.  Is  it  proving  unsuccessful  be- 
cause students  are  too  shortsighted  to 
want  it  or  because  they  fear  that  if 
they  take  this  training  they  will  not  get 

an  opportunity  of  getting  on? 1 think 

it  is  the  feeling  of  falling  between  two 
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stools.  If  they  are  going  to  be  part- 
time  in  hospital  they  cannot  compete 
with  the  whole-time  man  in  papers, 
research  work,  and  higher  degrees,  and 
therefore  are  already  doomed  to  failure. 
On  the  other  hand  they  are  a year  behind 
the  man  who  has  taken  his  general 
practice  training  which  is  regarded  as 
of  absolute  importance. 

2539.  Does  this  really  mean  that  so 
far  the  hospital  authorities  on  the  one 
hand  and  the  general  practitioner 
authorities  on  the  other  do  not  really 
quite  share  your  view  that  it  is  an 
advantage  to  take  a longer  training 
(period  before  going  on  one  side  or 

the  other? 1 have  the  impression  that 

if  such  a young  man  gets  this  appoint- 
ment 'he  should  be  regarded  as  having 
done  something  which  would  guarantee 
him  extra  points  when  any  subsequent 
appointment  is  being  considered.  Some 
firm  arrangement  should  be  made  that 
this  is  to  be  regarded  as  a better  form 
of  training  and  that  Executive  Councils 
will  consider  such  a man  favourably. 
Otherwise  he  will  be  very  foolish  to 
take  it.  I think  it  is  the  absence  of 
any  assurance  that  this  type  of  appoint- 
ment will  account  for  anything  that  has 
led  to  its  failure.  I am  quite  certain 
that  unless  there  is  a definite  statement 
made  that  this  type  of  training  will  be 
considered  favourably,  it  will  continue 
to  fail. 

2540.  This  is  a matter  for  the  pro- 
fession to  try  and  settle? — — I would 
say  it  is  a matter  for  the  Executive 
Councils- 

2541.  Would  the  hospital  trained 

person  have  an  advantage? We  are 

prepared  to  accept  them  and  give  them 
an  opportunity.  I do  not  know  where 
there  could  be  any  guarantee  that  they 
would  have  an  advantage,  because  in 
terms  of  hospital  practice  they  are 
already  starting  at  a disadvantage ; one 
must  be  quite  clear  on  that.  It  is  a 
question  of  getting  them  to  believe  that 
hospital  training  is  an  advantage  in 
general  practice. 

2542.  On  question  VI— any  trend  to 
excessive  resort  to  certain  branches  of 
the  profession  at  the  cost  of  others ; 
you  say  in  your  answer  12  that  in  several 
specialties  the  shortage  is  already  a 
serious  problem.  Why  should  the  young 

men  tend  to  prefer  the  wider  fields? 

I do  not  think  there  has  been  any  great 
change  in  the  trend  away  from  the 
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narrower  specialties ; there  never  was  a 
trend  towards  them.  There  is  an 
increasing  need  for  certain  specialties, 
an  increasing  need  for  certain  minor 
specialties,  such  as  radiologists.  Prior 
to  1948  it  was  exceedingly  difficult  to 
get  a radiologist  in  a teaching  hospital. 
We  applied  for  a radiologist  at  that  time, 
and  I think  we  had  only  one  or  two 
applicants.  The  trend  has  always  been 
towards  the  major  branches  of  medicine 
and  surgery ; there  is  an  increasing  need 
for  these  other  specialties,  and  therefore 
a recognition  that  they  are  not  so 
attractive  as  the  main  branches. 

2543.  Would  a radiologist  post  be 
much  more  difficult  for  somebody  to  get 
as  a half-time  post  than  those  in  other 
branches? — -Yes.  I think  firstly  there 
is  the  attraction  of  the  major  branches. 
The  young  fellow  coming  into  hospital 
wants  to  be  a physician,  a surgeon,  a 
gynaecologist ; and  .then  there  is  the  odd 
one  who  feels  his  bent  is  physics  and 
radiology  and  is  so  attracted.  But 
there  are  very  few  who  start  off  desiring 
to  go  into  these  other  branches — very 
few  who  go  in  for  the  full-time  type  of 
appointment. 

2544.  Yon  have  experienced  this  in  the 
Faculty?  You  have  a responsibility  as 
a professor  to  try  to  influence  people 
into  branches  where  there  is  greatest 
need,  if  they  have  a particular  aptitude. 

Professor  Alstead : Yes,  Sir.  I think 

if  a student  does  in  fact  display  some 
interest  in  basic  sciences  while  he  is 
pursuing  a medical  course  there  is  an 
obligation  on  his  teacher  to  point  out  to 
him  that  when  he  has  graduated  he 
should  perhaps  take  full  advantage  of 
these  special  aptitudes.  But  in  general 
the  medical  students  are  recruited 
because  of  their  interest  in  the  practice  of 
medicine  as  a clinical  science  and  not 
because  they  axe  particularly  proficient 
in  the  basic  sciences,  chemistry  and 
physics. 

2545.  Is  there  anything  in  the  sugges- 

tion that  these  particular  specialties  do 
not  offer  as  many  opportunities  for  pri- 
vate practice  as  the  major  branches? 

I should  have  thought  they  were  at  least 
equal. — Dr.  Wright : I think  a young 
man  wanting  a part-time  job  finds  that 
the  major  specialties  are  the  most 
attractive.  The  radiologist  doing  full- 
time would  compare  very  favourably 
with  pretty  well  any  branch  ; but  where 
a.  Dart-time  post  is  wanted  it  is  one  of 
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the  major  branches  which  he  would  find 
most  attractive. 

2546.  Is  the  indication  of  your  reply 
that  those  in  the  particular  specialties 
ought  to  be  better  remunerated  than 

those  in  the  general  specialties? It  is 

a very  difficult  problem.  In  training  our 
young  man,  if  a young  fellow  is  showing 
signs  of  feeling  the  competition  in  one 
line  of  medicine,  I do  suggest  that  he 
might  look  around  and  see  if  there  is 
something  he  might  be  better  employed 
doing,  both  in  terms  of  his  inability  to 
face  that  competition  and  his  own  desire 
to  seek  a new  line.  It  is  very  difficult 
to  get  any  of  them  to  move  off  from 
the  line  of  medicine.  One  of  them  has 
gone  into  psychiatry ; but  I cannot  get 
any  of  them  to  do  radiology,  even  with 
the  bribery  of  a suggestion  of  a definite 
appointment. 

2547.  What  alarms  me  is  the  statement 
you  make  in  paragraph  14  that  competi- 
tion is  not  sufficient  to  maintain  the 

desirable  standards. Mr.  Wright:  It 

is  not  really  apropos  .these  rather  narrow 
specialties.  From  their  clinical  magni- 
tude it  is  quite  evident  they  attract  a very 
special  type  of  medical  people.  No  mat- 
ter how  big  the  carrot  you  dangle  you 
will  only  continue  to  attract  this  type  of 
people.  I do  not  think  that  remunera- 
tion has  a great  part  to  play  in  any  trend 
to  or  from  these  very  narrow  and  highly 
specialised  branches.  The  last  paragraph 
here  is  apropos  the  recently  developing 
situation  in  regard  to  the  major 
branches.  There  has  been  quite  recog- 
nisably  a falling  off  in  the  number  of 
appplications  for  registrarships,  even  in 
the  major  specialties,  general  surgery 
and  general  medicine — that  is  our  worry. 
It  is  quite  clear  the  young  men  are  not 
coming  forward. 

2548.  Sir  Hugh  Watson  : Why  do  you 

think  that  is? Because  of  all  the  talk 

among  their  friends — those  who  are  on 
the  ladder  as  registrars  and  senior 
registrars,  who  are  stuck  there. 

2549.  Chairman : Coming  back  to  the 
narrow  specialties  you  mention  in  your 
answer  12,  I expect  you  have  seen  the 
Ministries’  factual  memorandum.  I do 
not  find  any  common  pattern  there  as 
between  part-time  work  and  full-time 
work.  Of  these  particular  specialties, 
radiology,  radiotherapy  and  mental  ill- 
ness have  far  more  than  the  average  pro- 
portion of  whole-timers ; on  the  other 
hand  E.N.T.  and  ophthalmology  have 
far  less,  and  a very  big  proportion  in 


private  practice.  There  does  not  seem  to 

be  any  particular  significance  in  this. 

The  horizon  of  the  ophthalmologist  is  a 
narrow  horizon ; it  does  not  appeal  to 
the  average  young  man  who  takes  up 
medicine  as  a career  and  has  a vocation 
to  treat  patients.  I think  at  is  as  simple 
as  that. 

2550.  And  there  is  nothing  you  think 

we  should  do  about  that? 1 do  not 

think  there  is. 

2551.  Sir  David  Hughes  Parry:  In 
paragraph  16  of  your  answer  you  suggest 
in  your  second  sentence  that  “ the  value 
of  this  position  [the  opportunity  of 
choosing  between  whole-time  and  part- 
time  service]  lies  in  the  fact  that  it 
allows  a consultant  to  choose  the  form 
of  service  which  suits  his  own  particular 
temperament,  and  gives  the  patient  a 
freedom  of  choice  of  specialists  which 
would  otherwise  be  unobtainable.”  Who 
have  you  in  mind  as  having  freedom  of 

choice  there? The  patient  who 

chooses  a part-time  specialist  has  clearly 
a wider  field  of  choice  than  the  patient 
who  chooses  a whole-time  specialist.  The 
whole-time  consultant  draws  his  clinical 
population  from  the  population  that  his 
hospital  serves,  via  the  general  practi- 
tioners. 

2552.  The  choice  of  specialist  lies  with 
the  general  practitioners,  not  the 
patients?  I read  what  you  say  to  mean 
that  the  patient  who  is  a private  patient 
has  certainly  freedom  of  choice,  but  I 
thought  you  might  also  mean  a person 
attending  hospital  under  the  National 
Health  Service,  and  not  under  private 
arrangements.  I am  not  quite  certain 

which  is  meant. Dr.  Wright:  Both. 

the  answer  that  the  medical  man  chooses 
the  consultant  at  all  times  is  not  truly 
accurate.  The  patient  or  the  patient’s  rela- 
tives not  infrequently  suggest  to  the  doctor 
that  they  would  like  Dr.  or  Mr.  So-and-so 
to  see  him,  and  that  does  happen  in  pri- 
vate practice.  They  have  freedom  of 
choice  of  a particular  person.  Prior  to 
the  scheme  the  person  who  could  not 
afford  a consultant  might  get  one  if  the 
consultant  happened  to  be  in  the  district 
and  was  brought  in  to  see  the  patient  for 
nothing,  but  they  had  not  much  choice 
in  getting  one.  They  now  have  the  right 
to  have  a consultant  for  whom  the  coun- 
try will  pay. 

Sir  David  Hughes  Parry : It  is  not  a 
very  big  freedom  of  choice  it  is  very 
limited. 
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2553.  Professor  Jewkes : In  ithe  case  of 
a patient  under  the  National  Health  Ser- 
vice, how  much  freedom  of  choice  does 

he  -get? He  has  a consultant  to  see 

him  which  he  might  not  have  had  before. 
But  freedom  of  choice  in  terms  of  the 
individual  will  depend  on  the  district 
where  he  is. 

2554.  The  private  patient  has  an  ex- 
tended freedom  of  choice? Yes. 

2555.  Mr.  Watson  : Is  it  strictly  correct 
to  say  that  a patient  under  the  Health 
Service  can  really  choose  a consulant 

without  cost  to  himself? Unless  there 

is  something  really  wrong. 

2556.  Chairman : He  can  choose  his 

consultant? No,  he  can  ask  his  doc- 

tor. The  choice  is  the  choice  of  the 
doctor. 

2557.  Mr.  Watson : I think  I had  better 
repeat  the  question.  I think  there  may 
be  some  misunderstanding.  Is  it  strictly 
correct  that  a private  patient  under  the 
National  Health  Service  can  choose  his 

specialist  wihout  cost  to  'himself? No, 

a private  patient  will  ask  to  see  a particu- 
lar consultant,  either  privately,  or  his 
doctor  -may  decide  he  wants  a particular 
consultant  to  .see  him  under  the  National 
Health  Service. 

2558.  Chairman  : But  not  without  cost 

to  himself ; he  has  to  pay  if  he  is  a pri- 
vate patient. A private  patient  will 

have  to  pay. 

2559.  Sir  Hugh  Watson : I am  -not 
quite  sure  that  Mr.  Watson  has  got  his 
question  clear.  I think  what  he  wants 
to  know  is  can  a patient  under  the 
National  Health  Service  through  his 
medical  practitioner  employ  a particular 

consultant  without  cost? The  answer 

is  yes  and  no.  Let  me  try  to  explain. 
Let  us  say  he  is  in  Ayrshire  where  there 
are  only  one  or  two  consultants  and  he 
says  to  his  doctor : “ I want  a medical 
consultant,”  and  the  doctor  agrees  he 
needs  a medical  consultant.  There  may 
only  be  Doctor  A there,  so  he  is  having 
complete  freedom  of  choice  of  the  avail- 
able consultants.  If  on  the  other  hand 
he  says : “I  want  a consultant  from 
Edinburgh  to  come  and  see  me,”  then 
he  is  asking  for  a private  arrangement 
for  (this  consultant  to  come  and  see  him  ; 
and  his  doctor  is  entitled  to  say : “ this 
man  is  part-time ; he  will  come  in^his 
own  time  to  see  you  at  your  expense.” 

2560.  Supposing  the  patient  is  in  Edin- 
burgh and  requires  a consultant  in  any 
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of  the  specialties  you  have  mentioned. 
If  he  says  to  his  general  practitioner: 

“ Can  I see  Mr.  X?” — That  would  de- 
pend on  what  Mr.  X’s  condition  was, 

would  it  not? Do  you  mean  high  or 

low? 

2561.  Whether  he  was  part-time  or 

whole-time  consultant. If  he  is  part- 

time  and  the  doctor  thinks  his  patient 
needs  a consultant  under  the  National 
Health  Service,  then  the  doctor  can  say : 
“Yes,  I want  him  to  come,  and  also  I 
will  arrange  for  him  to  come  for  a 
domiciliary  consultation  at  no  cost  to 
you.” 

2562.  Sir  David  Hughes  Parry.  In 
paragraph  16  you  say  that  “ One  of  the 
better  features  of  the  National  Health 
Service  is  that  the  conditions  allow  the 
consultant  to  practise  either  whole-time 
or  part-time.  The  value  of  this  position 
lies  in  the  fact  that  it  allows  a consultant 
to  choose  the  form  of  service  which  suits 
his  own  particular  temperament  and  gives 
the  patient  a freedom  of  choice  ...” 
What  in  fact  you  are  saying  is  it  gives 
the  patient  of  the  general  practitioner  a 
limited  freedom  of  choice  ; is  that  right? 
You  do  not  refer  to  the  fact  that  the 
part-timer  has  a better  aggregate  re- 
muneration at  the  end  of  it.  That  would 
be  so,  would  it  not?  He  is  economically 

better  off? Mr.  Wright : It  depends 

on  the  circumstances,  and  on  the  time. 

3563.  He  receives  remuneration  on  the 
basis  of  nine  and  a half  sessions  if  he 
is  doing  nine  sessions.  He  gets  better 
income  tax  allowances ; is  that  right? 
Yes,  if  he  is  part-time. 

2564.  So  that  there  is  a tendency  towards 
higher  remuneration  for  the  part-timer? 

Provided  he  has  nine  sessions.  But 

if  he  has  only  seven  sessions  then  when 
he  starts  off  in  consultant  practice  he 
has  a great  deal  of  initial  expense ; he 
has  teething  trouble  and  it  may  take  him 
many  years  to  build  up  a sufficient  pri- 
vate practice  to  compensate  for  those 
expenses. 

2565.  He  does  ultimately  do  it? 

He  should,  he  hopes  to  do  it. 

2566.  And  he  will  get  better  allow- 
ances for  tax? Yes,  he  will  get  better 

allowances  in  regard  to  his  motor  car 
and  his  telephone  and  such  things  as 
membership  of  scientific  societies,  the 
•taking  of  journals,  and  so  on.  His  only 
advantage  is  in  regard  to  allowances. 
Perhaps  there  is  some  slight  advantage 
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in  allowances  to  offset  against  the 
income  which  he  must  necessarily  make 
in  order  to  be  able  to  afford  these  things. 

2567.  I would  like  to  get  your  opinion 
on  the  question  of  remuneration  at  the 
rate  of  nine  and  a half  sessions  for  nine 

sessions. Dr.  Wright : My  reaction  is 

that  I am  never  paid  more  than  I work 
for,  and  the  idea  of  the  extra  half 
session  is  to  take  into  consideration  the 
hours  of  responsibility  in  which  one  is 
away  from  the  hospital. 

2568.  Those  in  full-time  appointments 
are  paid  on  the  basis  of  eleven  sessions. 
— - — They  are  not  really  full-time.  I 
think  this  is  surely  an  erroneous  con- 
cept. The  full-timer  does  domiciliary 
visits..  If  he  is  full-time  how  can  he  be 
paid,  in  the  service  for  something  he  does 
within  his  full-time?  He  can  still  do  up 
to  232  domiciliary  visits  and  be  paid  for 
200. 

2569.  Professor  Jewlces : You  do  in 
fact  suggest  in  paragraph  20  (5)  that  the 
difficulty  associated  with  the  first  eight 
visits  in  each  quarter  should  be  removed. 

-I  do  not  know ; my  own  personal 
feeling  is  that  we  should  think  in  terms 
of  eleven  sessions  and  nine  sessions,  and 
not  in  terms  of  full-time  and  part-time. 
The  man  who  is  worst  off  is  the  man 
who  is  full-time  who  is  doing  no  domi- 
ciliary visits  at  all.— Mr.  Wright : The 
reason  we  made  that  comment  about 
domiciliary  visits  is  that  there  are  many 
whole-time  officers  called  upon  to  do 
domiciliary  visits  and  who  do  not  in  fact 
do  as  many  as  eight,  and  they  get  paid 
nothing.  .We  feel  if  the  eight  have  to 
be  deducted  they  should  be  deducted  at 
the  other  end,  after  the  200. 

2570.  Chairman:  I think  I see  the 
point.  It  is  certainly  true  that  in  some 
specialties  you  can  do  domiciliary  visits 
and  in  some  others  you  cannot.  There- 
fore the  man  with  11/1  lths  in  some 
specialties  may  be  limited  to  11/llths 

plus  nothing? Dr.  Wright:  I think 

that  is  so.  I think  there  are  real  full- 
time workers  and  others,  and  they  should 
be  considered  separately. 

2571.  That  is  quite  in  accordance  with 

the  general  position  you  take  up  that  all 
specialties  are  equal  in  status? Yes. 

2572.  Sir  David  Hughes  Parry:  In 
paragraph  19  of  your  evidence  you  say 
you  consider  it  a serious  disadvantage 
that,  at  least  in  Scotland,  all  training 


posts  are  full-time.  Which  training 
posts  have  you  particularly  in  mind? 

'What  was  in  mind  was  the  senior 

registrar. 

2573.  Nothing  below  that? I per- 

sonally would  go  further,  though  this  is 
a thing  on  which  there  is  some  differ- 
ence of  opinion.  I would  like  to  see 
both  registrars  and  senior  registrars  in 
part-time  appointments. 

2574.  Could  you  indicate  the  reasons 

why? 1 think  a young  man  in  hos- 

pital should  have  the  opportunity  of 
showing  his  own  worth — that  is,  he  should 
be  appointed  for  so  many  sessions  to  the 
particular  job,  and  then  he  should  look 
around  for  something  to  make  up  his 
sessions  which  he  feels  he  wants  to  do. 
He  should  have  the  opportunity  of 
applying  for  a post  in  anatomy, 
physiology  or  pathology  in  the  hospital, 
applying  for  a research  grant  for  this 
purpose,  if  he  so  desires,  or  going  into 
general  practice,  assisting,  if  he  feels  that 
is  the  line  he  wants,  doing  medical 
boards,  doing  some  consultant  work  if 
he  can  get  it;  but  he  should  have  the 
opportunity  for  part  of  his  time  to  show 
that  he  can  do  something  on  his  own, 
something  he  'has  a desire  to  do. 

2575.  This  would  place  a good  deal 
of  responsibility  on  organisation — some- 
one to  see  that  he  gets  a part-time  post, 

and  that  sort  of  thing? 1 think  it 

would  only  throw  responsibility  on  him- 
self, because  if  he  is  doing  seven  or 
eight  sessions  at  hospital  then  the  respon- 
sibility as  on  his  seniors  only  to  that 
extent.  If  he  is  doing  research  work  in 
his  own  time  then  the  responsibility  is 
his  own  in  producing  results ; if  he  is 
outside  the  hospital  .then  his  future 
success  will  depend  on  him. 

2576.  You  would  base  his  part-time 

registrar  work  on  sessions? Yes. 

2577.  Professor  Jewkes:  Would  you 

go  as  far  as  to  allow  the  senior  registrar 
to  do  domiciliary  visits? Yes. — Pro- 

fessor Alstead : I think  Dr.  Wright  has 
emphasised  the  offering  of  the  oppor- 
tunity rather  than  the  insistence  on  the 
opportunity  being  taken.  Therefore  I 
imagine  Dr.  Wright’s  suggestion  would 
not  carry  with  it  the  need  for  any  super- 
vision or  any  increase  in  pay.  It  would 
in  fact  be  the  same  salary,  but  within 
the  job  there  would  be  more  variety 
available. 
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2578.  Chairman : If  the  senior  regis- 
trar were  making  domiciliary  visits  he 
would  not  have  any  opportunity  to  start 

in  general  practice? No,  he  would  be 

on  the  same  footing  as  the  consultants 
in  relation  to  general  practitioners. 

2579.  Have  you  any  views  as  to  how 
the  general  practitioners  would  welcome 
that,  whether  they  would  take  advantage 
of  .the  opportunity  to  seek  a visit  by  the 

registrar  or  senior  registrar? Dr. 

Wright : One  can  only  speak  from  past 
experience.  At  that  age  I was  doing 
extra  work  of  the  laboratory  type  of  con- 
sultant practice  which  the  senior  registrar 
is  quite  oapable  of  doing.  Nowadays, 
for  instance,  the  man  at  that  level  would 
be  much  better  dealing  with  the  problems 
of  transfusion  than  his  senior  colleagues, 
dealing  with  blood  sugars  and  things  like 
that ; these  are  things  as  a young  fellow 
one  made  a living  at  before  getting  to 
become  a consultant. 

2580.  Sir  David  Hughes  Parry : I am 

not  sure  I understand  you  accurately. 
Your  suggestion  is  that  he  would  be  paid 
for  so  many  sessions,  and  then  he  would 
earn  his  living  in  his  free  time  in  his  own 
way? Yes. 

2581.  This  might  add  a good  deal  to 
the  insecurity  of  the  registrar’s  position 

if  it  became  general. 1 think  Professor 

Alstead  made  the  point  that  that  again 
would  depend  on  the  bent  of  the  young 
man ; one  man  might  want  full-time  in 
hospital  up  to  consultant  level,  or  the 
other  one  might  like  to  try  this  or  that. 

2582.  Would  you  not  consider  that 
although  this  might  be  for  the  good  of 
the  young  man  it  might  not  necessarily 
be  for  the  good  of  the  National  Health 

Service? 1 think  it  would  be  to  the 

benefit  of  the  Service  if  the  young  man 
was  allowed  to  develop  untrammeled  by 
his  seniors. — Professor  Alstead : It  seems 
to  me  this  kind  of  thing  is  happening 
already  in  the  sense  that  a registrar  or 
senior  registrar  may  quite  legitimately 
devote  part  of  his  time  to  research,  which 
he  designs  and  carries  out  within  the  time 
•that  he  is  in  hospital.  It  is  in  fact  part 
of  his  clinical  duties ; he  puts  in  extra 
time  in  order  to  supplement  his 
experience,  and  to  gather  material  for  a 
thesis.  So  in  principle  it  would  appear 
this  kind  of  thing  is  already  going  on. 

2583.  Chairman : He  is  now  a full-time 

but  unestablished  hospital  employee? 

That  is  so. 
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2584.  Do  you  know  Whether  the 
Hospital  Boards  themselves  would  be 
keen  to  take  on  senior  registrars  part- 
time  instead  of  full-time?  On  the  other 
hand,  would  not  the  senior  registrars 
have  a special  problem  in  return,  because 
they  would  be  getting  less  money  from 
the  hospital?  Perhaps  they  would 
regard  that  as  an  advantage  because  it 
gave  them  a better  way  out  into  other 
jobs  or  up  to  becoming  fully  qualified. 

1 think  that  many  senior  registrars 

who  had  decided  quite  firmly  to  stay  the 
course  and  try  to  become  consultants 
would,  at  one  stage  of  their  training  as 
senior  registrars,  welcome  the  oppor- 
tunity to  go  out  into  the  homes  of 
patients  and  see  patients  with  general 
practitioners,  in  order  to  get  a first-hand 
impression  of  the  kind  of  work  they  were 
. in  fact  being  committed  to  in  their  career. 
This  kind  of  thing  happened  before  the 
National  Health  Service  began  when 
relatively  junior  men  taking  out-patient 
sessions  became  known  as  competent 
young  men  to  general  practitioners  whom 
they  served  very  well  through  the  out- 
patients departments.  The  general  prac- 
titioner did  send  occasional  patients  to 
them  or  invited  them  to  see  patients 
privately  in  the  patients’  homes.  That 
kind  of  thing  was  happening,  not  to  a 
great  extent,  but  it  did  happen. 

2585.  Sir  David  Hughes  Parry : To 
come  back  to  your  answers ; in  sub- 
paragraph  (4)  of  paragraph  20,  what  do 
you  mean  when  you  say  that  some 
whole-time  consultants  feel  it  a grievance 
that  they  receive  no  extra  payment  from 

the  University  for  clinical  teaching? 

Mr.  Wright : This  happens  in  my  unit, 
where  I am  part-time  and  my  two 
assistants  are  both  full  time.  The 
University  method  of  payment  is  to  pay 
a certain  sum  to  the  chief  of  the  unit 
and  lesser  'sums  to  the  two  assistants,  pro- 
vided they  are  part-time;  if  they  are 
whole-time  they  do  not  qualify  for  any 
additional  payment  for  teaching. 

2586.  How  do  you  determine  whether 

they  are  part-time  or  full-time? 

Under  their  contract  with  the  Regional 
Board  they  are  either  full-time  or  part- 
time. 

2587.  And  do  they  enter  into  that 

agreement  voluntarily? They  do. 

2588.  They  cannot  have  it  both  ways, 

can  they? No ; we  have  put  this 

point  for  them  out  of  a sense  of  duty. 

A 10 
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They  do  feel  that  this  is  a very  real 
grievance. 

Sir  David  Hughes  Parry : If  they  have 
really  entered  into  a contract,  that  is  the 
end  of  it,  is  it  not? 

2589.  Sir  Hugh  Watson : If  they  want 
to  enter  into  any  contract  at  all,  that  is 
the  only  contract  which  is  open  to  them? 

It  is  the  only  one,  yes.  They  have 

no  choice  in  the  matter.  If  they  want 
to  keep  their  hospital  status  and  they 
want  to  participate  in  teaching,  they  have 
to  do  it  under  this  contract. 

2590.  Chairman : There  is  another 

factor  to  consider.  If  they  did  not  do 
any  teaching  they  would  be  much  less 
likely  to  attract  attention.  As  it  is,  they 
have  the  possibility  of  getting  extra 

salary  in  the  shape  of  a merit  award. 

Definitely. 

2591.  So  there  is  some  compensation 

for  keeping  yourself  up  to  date? 

There  is. 

2592.  Mr.  Watson : Is  the  opinion  that 
is  expressed  in  here,  in  paragraph  20  (5) 
the  opinion  of  the  Faculty  or  the  opinion 
of  the  author?  It  says:  “There  is  a 
large  measure  of  agreement  from  all 
sources  that  certain  anomalies  and  dis- 
advantages exist  under  the  terms  of 
service  and  these  appear  to  be  largely 
financial  and  related  to  Income  Tax 
regulations.”  Is  that  the  opinion  of  the 

Faculty  or  the  author? It  is  the 

opinion  of  the  Faculty. 

2593.  Sir  David  Hughes  Parry.  You 

must  be  very  well  aware  of  the  diffi- 
culties in  this  respect ; you  must  realise 
that  these  regulations  are  administered 
and  given  effect  to  by  the  Board  of 
Inland  Revenue. That  is  recognised. 

2594.  And  in  respect  of  allowances 
doctors  cannot  get  better  treatment  than 

members  of  other  professions? 1 

think  that  is  too  harsh.  I think  this 
claim  is  based  on  the  recommendations 
of  the  Commission  that  investigated 
Income  Tax.  They  did  suggest  that  a 
more  realistic  attitude  towards  whole- 
time personnel  might  resolve  all  the 
difficulties. 

Sir  Hugh  Watson : This  matter  is 
under  discussion  with  the  Inland 
Revenue  authorities  at  high  level  now. 

2595.  Sir  David  Hughes  Parry.  We 

are  very  well  aware  of  the  problem, 
but  on  the  other  hand  we  have  to  realise 
this  is  the  position  as  regards  other  pro- 
fessions.  Yes,  we  do  realise  that. 


2596.  And  we  recognise  also  there 
may  be  a slight  difference  in  administra- 
tion. In  paragraph  24  of  your 
memorandum  you  make  an  interesting 
suggestion  as  regards  an  intermediate 

grade  of  specialist. Professor  Alstead : 

Yes. 

2597.  Would  you  explain  what  you 
have  in  mind  and  the  type  of  person 
you  think  the  situation  would  call  for. 

Mr.  Wright : What  we  have  in  mind 

is  not  to  suggest  a new  state  of  affairs, 
but  to  suggest  a just  resolution  of  an 
existing  state  of  affairs ; the  state  of 
affairs  being,  in  short,  that  in  the  service 
there  are  now  very  large  numbers  of 
senior  registrars  who  have  served  long 
beyond  their  anticipated  period  of  train- 
ing, who  are  now  in  effect  doing  highly 
specialised  work,  but  who  are  still  being 
paid  as  senior  registrars.  They  have  no 
hope  of  further  advancement  until  con- 
sultant posts  become  available.  A 
scrutiny  of  the  possible  availability  of 
these  posts  shows  that  to  many  of  them 
this  hope  is  still  10  or  15  years  off.  We 
feel,  because  the  service  needs  these 
people,  because  it  needs  the  quality  of 
the  work  which  they  give  and  are  giving, 
that  they  deserve  to  be — if  they  must 
be  put  in  a category — put  in  a category 
other  than  senior  registrar,  which  makes 
out  that  they  are  still  in  training,  when 
in  fact  they  are  trained.  We  feel  this 
fact  that  their  training  has  been  com- 
pleted should  he  recognised,  and  that 
they  should  be  paid  as  specialists,  if  it 
is  in  fact  impossible  that  they  should 
all  be  paid  as  consultants. 

2598.  Do  you  anticipate  there  may  be 
a percentage  of  these  men  who  really 

will  never  become  consultants? Yes, 

Ido. 

2599.  Could  you  indicate  what  pro- 
portion?  1 do  not  think  it  is  possible 

to  give  a proportion,  because  the  com- 
petition for  consultant  posts  is  now  so 
keen  that  among  the  applicants  will 
always  be  found  some  time-expired 
senior  registrar  competing  with  some 
exceptionally  bright  senior  registrar. 
Therefore  the  time-expired  senior 
registrar  may  well  fail  to  get  the  post; 
and  this  may  go  on  and  on,  and  in  that 
event  he  may  never  become  a consultant. 

2600.  You  would  expect  an  advance- 
ment, an  annual  advancement  or  a two 
yearly  advancement  in  salary — for  that 

period  of  time? It  is  suggested  that 

they  come  in  on  a scale  of  salary  which 
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will  bring  them  up  to  something  short 
of  the  starting  level  for  consultants,  and 
might  even  go  further  up.  We  feel  that 
the  advantages  of  this  are,  first,  that  the 
service  is  not  deprived  of  these 
specialists,  and  secondly  that  there  is  a 
continuing  availability  to  the  service  of 
the  best  possible  people. 

2601.  You  know  there  is  a fear  in 
some  quarters  that  if  this  is  done  it 
might  be  regarded  as  a watering  down 
of  consultant  status  by  allowing  other 

people  to  do  consultant  work? We 

have  asked  that  that  be  safeguarded  by 
saying  that  the  first  prerequisite  of  this 
scheme  should  be  a proper  evaluation 
of  the  consultant  needs  of  the  service. 
Then  the  medical  staff  of  the  service 
should  be  acquainted  with  what  the 
employing  authorities  consider  to  be  a 
proper  consultant  establishment — a thing 
which  we  have  never  yet  been  told. 

2602.  Chairman : You  realise  this 

would  always  be  a changing  figure? 

It  is  bound  to  be  a changing  figure. 

2603.  In  some  areas  it  will  be  going 

up  and  in  some  going  down? Yes. 

2604.  It  is  difficult  to  establish  a 
figure  which  would  give  cover  to  the 
profession  itself,  which  is  what  matters. 

It  does  not  seem  to  me  personally 

that  there  is  any  need  to  establish  a firm 
figure.  In  the  Army,  for  instance,  the 
Army  Council  have  an  establishments 
committee.  The  specialties  of  the  Army 
vary  from  year  to  year,  just  as  in  the 
National  Health  Service,  and  it  does  not 
seem  to  present  any  problem  there. 

2605.  Sir  Hugh  Watson  : The  Army  has 
been  going  on  a very  long  time,  and  all 
this  medical  service  is  new.  This  is  part 
of  the  teething  troubles  ; and  you  would 
agree  that  one  of  the  things  which  is 
causing  this  bad  block  of  senior  registrars 
at  the  moment  is  the  considerable  influx 

of  registrars  between  1946  and  1952? 

Yes,  we  would  agree. 

2606.  To  some  extent  there  is  a special 

situation  just  now,  which  will  pass. 

Yes;  it  will  not  pass  in  Scotland  for 
some  15  or  more  years.  There  are  two 
complicating  factors ; one  is  this  big 
increase  of  trainees  in  1946-1947.  The 
other  is  the  big  influx  of  consultant 
appointments  in  1948.  Most  consultants 
in  Scotland  have  at  least  15  years  of 
service,  if  they  survive,  still  to  do.  There 
are  not  going  to  be  many  consultant 
vacancies  in  these  15  years. 

30962 
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2607.  There  is  a curious  thing  here. 
You  are  suggesting — some  of  the  other 
Scottish  Colleges  are  also  suggesting — 
that  in  order  to  avoid  the  feeling  of 
frustration  that  exists  among  these  senior 
registrars  and  S.H.M.Os,  you  should  put 
in  another  intervening  grade  between 
them  and  the  consultants.  Your  friends 
across  the  border  take  a diametrically 
opposite  view ; they  think  that  would 
only  aggravate  the  sense  of  frustration. 
What  do  you  have  to  say  about  that? 

-I  would  like  to  say,  before  Dr. 

Wright  speaks,  that  this  state  of  affairs 
already  exists.  These  men  are  there 
doing  this  work ; they  are  called  senior 
registrars,  but  in  effect  they  are  em- 
ployed as  specialists.  We  feel  the  English 
attitude  is  unrealistic.  We  feel  it  is 
coloured  by  the  fear  of  dilution  of  the 
consultant  establishments,  and  we  have 
asked  that  this  be  avoided  by  the  insis- 
tence on  the  formation  of  an  establish- 
ments committee  to  ensure  that  it  does 
not  happen. — Dr.  Wright:  If  I could 
answer  that  by  pointing  out  the  difference 
in  Scottish  hospital  medicine  as  con- 
trasted with  English?  In  England  the 
consultant  is  a man  in  full  charge  of 
beds,  wards  or  part  of  a ward,  whereas 
we  have  worked  on  a tier  system— a 
chief  in  charge  of  wards,  with  a tier 
system. 

2608.  A hierarchical  system? Yes. 

It  is  no  new  idea  to  us  that  there  should 
be  somebody  of  relative  seniority  and 
considerable  experience  still  acting  as  an 
assistant.  But  that  would  be  a new 
arrangement  in  England.  Yet,  curiously 
enough,  it  is  the  arrangement  that  they 
have  introduced  into  their  teaching  hospi- 
tals in  the  professorial  unit.  I know  of 
no  professorial  unit  that  runs  with  two 
professors.  We  think  it  is  a natural 
arrangement  to  have  heads  and  to  have 
divisions  and  to  have  establishments,  and 
to  have  these  people  feeling  that  they 
are  in  the  establishment  and  that  they 
are  not  to  be  thrown  out  this  year  or 
next  year  because  their  training  is  up. 

2609.  What  these  other  bodies  feel  is 
that  there  is  a danger  that  if  a man  is 
promoted  to  this  grade  which  Mr.  Wright 
mentions,  in  the  expectation  of  later 
becoming  a consultant,  he  will  stick  there, 

he  will  cease  to  be  considered. But  if 

this  is  recognised  as  the  next  stage  to- 
wards consultant,  as  it  must  be,  then 
he  will  not  stick  there  if  the  opportunity 
of  promotion  arises.  Only  if  there  was 
some  curious  arrangement  by  which 
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these  people  in  training  are  guaranteed 
a consultant  post,  would  this  be  a way 
of  making  them  stick. — Professor 

Alstead:  We  are  not  in  fact  suggesting  a 
change  in  the  designations  that  exist  at 
present ; but  rather  to  give  due  credit  in 
financial  terms  to  senior  registrars  who 
have,  by  experience  and  long  service, 
qualified  for  salaries  approaching  to  those 
of  a consultant. 

2610.  Chairman:  And  security? 

And  security. 

2611.  Mr.  Gunlake:  You  would  re- 
gard it  as  being  of  the  essence  of  the 
contract  in  this  kind  of  suggestion  that 
there  should  be  a fair  establishment  of 
consultants  now  and  at  all  future  times? 
You  have  no  fear  or  anxiety  that  there 
would  be  any  dilution  of  establishment 
in  practice  or  that  it  would  be  unfairly 
settled — that  is  one  of  the  fears  in  many 

minds. Mr.  Wright : It  is  a fear  we 

would  need  to  do  our  best  to  overcome. 

2612.  Chairman:  Have  you  any  idea 

how  the  establishment  of  consultants 
could  be  fixed? 1 think  it  would  in- 

volve a review  of  the  work  done  and  to 
be  done  in  all  the  hospitals  in  the 
country. 

2613.  The  review  to  be  made  by  whom 

— by  the  Ministry? 1 think  it  would 

probably  be  better  done  by  neither  party 
but  by  some  independent  body  with  some 
expert  medical  advice. 

2614.  It  is  a technical  problem? 

Yes. 

2615.  You  would  agree  that  any  solu- 
tion of  this  kind  is  no  good  .unless  the 
profession  as  a whole  are  themselves 
satisfied  that  the  consultant  establishment 
is  fair  and  is  not  being  watered  down? 
Yes. 

2616.  Mr.  Gunlake:  Have  any 

approaches  been  made  to  the  Depart- 
ment of  Health  that  such  a review  ought 

to  be  undertaken? 1 do  not  believe 

any  official  approach  has  been  made. 

2617.  Professor  Jewkes:  I do  not 

understand  why  you  do  not  agitate  for 
more  consultants  in  order  to  solve  the 
question  that  way,  instead  of  creating  the 
additional  grade  which  you  mention.  If, 
as  you  say,  senior  registrars  are  already 
doing  consultants’  work  then  those  senior 
registrars  are  fully  qualified  to  count 
themselves  as  consultants.  Why  do  you 
not  just  agitate  for  more  consultants  and 
•leave  the  senior  registrar  grade  to  serve 
the  function  it  has  served  in  the  past? 
There  are  two  arguments  against 


that.  In  the  past  the  grade  has  had  no 
function  in  Scotland.  The  second  is 
this;  that  if  we  go  to  the  extreme  of 
making  all  these  people  consultants,  first, 
the  chances  of  getting  the  Ministry  to 
agree  to  any  increase  in  consultant  estab- 
lishment seems  very  remote,  and  to  get 
them  to  agree  to  this  tremendous  in- 
crease must  be  even  more  remote.  We 
are  not  convinced  that  the  ideal  arrange- 
ment is  a large  number  of  consultants 
and  a small  number  of  trainees.  If,  for 
example,  we  make  all  existing  senior 
registrars  who  are  time  expired  into  con- 
sultants, we  are  then  left  with  a situa- 
tion in  which  we  will  have  a large  num- 
ber of  consultants  and  a small  number 
of  registrars,  with  nothing  between. 
There  is  a lot  of  work  in  many  depart- 
ments of  the  hospital  which  can  best  be 
done  by  someone  between  these  two 
categories,  just  as  in  any  other  walk  of 
life. 

2618.  Chairman:  You  consider  that 
there  is  actually  a place  which  ought  to 
be  filled  by  somebody  at  this  level,  some- 
body who  is  established — that  is  the  im- 
portant point?  In  terms  of  remunera- 
tion, you  would  say  there  is  a place  for 
someone  between  the  ceiling  of  £1,540 
for  the  senior  registrar  and  the  ceiling  of 

£3,255  which  is  the  consultant’s?- 

Yes. 

2619.  Would  you  go  a little  further  on 
this.  At  the  moment  do  you  consider 
that  there  is  a serious  under-establish- 
ment of  consultants  in  Scotland,  or  is 

it  only  marginal? I would  say  the 

shortage  of  consultants  is  only  mar- 
ginal— provided  it  is  recognised  that 
senior  registrars  are  doing  specialist 
work. 

2620.  I am  talking  of  consultants. 

I would  say  it  was  only  marginal  in 
Scotland. 

2621.  Professor  Jewkes:  I have  one  or 
two  questions  about  this  new  grade. 
Would  you  conceive  that  all  consultants 
would  pass  through  this  specialist  grade 
— that  no  one  should  become  a consul- 
tant unless  he  has  been  in  this  grade? 

The  occasional  very  bright  boy 

would  still  become  a consultant  as  he 
does  now. 

2622.  Sir  David  Hughes  Parry:  You 
would  contemplate  that  a person  could 
still  be  appointed  consultant  who  had 

not  served  his  full  time  as  registrar? 

Certainly. 
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2623.  Professor  Jewkes:  In  other 

words  you  are  not  going  to  abolish  the 
senior  registrar  grade? No. 

2624.  Sir  David  Hughes  Parry : You 

are  proposing  an  extension  of  the  senior 
registrar  grade  by  an  increased  range  of 
salary  and  establishment? Yes. 

2625.  Professor  Jewkes : And  it  would 

be  a specialist  group  which  would  con- 
sist partly  of  people  who  were  likely  to 
become  consultants,  and  partly  of  people 
whom  it  was  felt  were  not  going  to  go 
beyond  specialist. Yes. 

2626.  Chairman : Do  you  think  there 
is  a possibility  or  not  of  having  a dif- 
ferent system  in  Scotland  from  south 

of  the  border? 1 do  not  think  I am 

competent  to  answer  that. 

2627.  Taking  account  of  what  Dr. 

Wright  said,  that  you  had  this  hierarchi- 
cal system  established  here. Dr. 

Wright : I think  it  would  be  highly  dan- 
gerous to  have  this  system  in  Scotland 
and  not  in  England,  because  we  do  de- 
pend on  export  trade,  and  if  a young 
man  thought  he  would  be  put  into  a 
category  that  precluded  his  rising  to  a 
consultant  appointment  in  England,  he 
would  be  very  hesitant  to  go  there.  This 
is  really  a repetition  of  what  nearly  hap- 
pened in  Scotland  in  1952.  The  concept 
of  junior  consultant  was  introduced  by 
the  Department  of  Health.  I think  the 
decision  was  made  for  two  reasons: 
firstly  the  weight  of  English  opinion, 
and  secondly  the  suggestions  made  by 
the  Department  of  Health  which  did 
then  make  us  feel  that  they  were  think- 
ing only  in  terms  of  dilution  and  not  of 
a proper  establishment. 

2628.  Sir  David  Hughes  Parry : In 
your  paragraph  35  you  deal  with  merit 
awards  and  you  say  in  your  first  sen- 
tence: “While  we  have  no  suggestions 
for  an  alternative  system,  we  feel  that 
the  method  of  allocation  should  be  made 
more  widely  known.”  On  other  occa- 
sions I have  suggested  that  there  are 
three  distinct  matters  involved  here. 
Firstly,  the  criteria  of  awarding,  secondly 
the  actual  method  of  awarding,  and 
thirdly  the  nominating  or  naming  of  the 
person  who  shall  receive  the  award. 
When  you  say  the  method  of  allocation 
you  suggest  that  the  names  shall  be 

published? We  do.  I feel  that 

secrecy  always  leads  to  suspicion.  But 
the  main  difficulty  is  that  probably  the 
folk  who  advocate  publication  would 


regret  publication  once  it  was  passed. 
The  whole  purpose  of  secrecy  now  is  to 
protect  the  man  who  has  not  received  a 
merit  award,  and  that  has  no  weight  in 
giving  a full-time  appointment.  Its  only 
value  is  on  the  commercial  side  of  part- 
time  medicine.  I do  not  think  if  these 
publications  were  made  in  a medical 
journal  that  many  patients  would  either 
see  them  or  be  influenced  by  them.  There 
is,  of  course,  the  argument  that  doctors 
might  see  them,  but  the  choice  of  con- 
sultants is  for  the  most  part  not  made  on 
grounds  of  merit  awards.  I feel  per- 
sonally there  is  no  tremendous  danger 
in  getting  rid  of  secrecy. 

2629.  On  the  criteria  ; we  were  given 

to  understand  that  the  criteria  are  fairly 
well  established  and  on  the  whole  every- 
one is  happy. 1 do  not  know.  I know 

what  I would  consider  the  criteria  should 
ibe. — Mr.  Wright : One  is  that  a man  has 
obtained  a high  position  of  respect  in 
his  profession  by  his  good  practical  work. 
The  other  that  he  has  obtained  high 
academic  standards  for  his  research  and 
teaching — an  admixture  of  these  of 
course  would  I think  constitute  the 
highest  merit. 

2630.  These  are  generally  recognised : 
have  you  any  reason  to  think  that  these 

are  not  the  criteria? Dr.  Wright: 

The  unsuccessful  man,  I am  quite  sure, 
is  certain  that  in  his  particular  case  they 
have  not  been  taken  into  consideration. 
He  can  only  argue  in  terms  of  his  own 
case,  because  of  the  secrecy  ; he  does  not 
know. 

2631.  What  about  the  method  of 

awarding? The  method  is  one  in 

which  there  should  be  fairly  full  dis- 
cussion by  those  who  have  no  particular 
axe  to  grind — those  already  outwith  the 
range;  and  there  should  perhaps  be  an 
introduction  of  one  or  two  lay  persons 
to  consider  the  evidence  that  is  being 
offered. 

2632.  There  is  one  lay  person. The 

method  in  Scotland  is  different  from 
England,  as  perhaps  you  know ; in  the 
west  of  Scotland  all  merit  awards  are 
made  after  full  discussion  by  all  senior 
members  of  the  profession,  and  these 
are  agreed  upon  and  put  forward. 

2633.  Is  there  less  unhappiness  in  that 

region  than  in  other  regions? 1 think 

the  answer  is  yes,  undoubtedly ; but 
again  it  is  a terribly  difficult  question. 
At  any  rate  there  are  less  letters  to  the 
medical  Press. 
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2634.  Chairman : I think  we  were  told 
that  picking  the  As  and  Bs  was  relatively 
easy,  but  Cs  were  the  trouble ; the 
recipients  of  A and  B awards  were  almost 
always  leaders  of  the  profession  ; that 
would  be  your  experience  in  the  west  of 

Scotland  too? Yes,  I think  that  is  a 

fair  comment.  Our  comment  is  that  in 
the  west  of  Scotland  our  university  is 
deprived  of  the  Cs  that  we  should  have. 

2635.  Sir  David  Hughes  Parry : Could 
you  explain  more  fully ; I do  not  quite 
understand,  I thought  Universities  had 

these  Cs? There  is  a division  in 

regions,  an  arithmetical  division,  with 
two  exceptions.  There  is  weighting  in 
favour  of  London ; Oxford  I cannot 
speak  of  particularly,  but  the  two  main 
university  centres  have  an  additional 
weighting. 

2636.  Sir  Hugh  Watson : We  were 
told  roughly  speaking  that  there  were 
3,000  consultants  in  London  and  3,700 
outside,  and  that  the  awarding  authority 
up  to  now  has  made  it  its  policy  to 
divide  the  awards  equally  between  these 
two,  London  and  the  provinces;  but 
Scotland  is  in  quite  a different  situation. 

I would  like  to  ask  you  one  thing  about 
Scotland.  On  this  question  of  secrecy, 
we  were  told  by  Lord  Moran  in  great 
detail  of  the  anxious  steps  which  he  took 
to  publicise  among  the  profession  the 
way  in  which  he  went  about  his  task. 
Is  anything  like  that  done  in  Scotland? 
Last  year  the  Chairman  of  the  Com- 
mittee met  the  Consultants’  Committee 
and  described  in  great  detail  what  hap- 
pened, and  roughly  his  description  was 
this : that  he  himself  took  personal 

records  in  various  part  of  the  country, 
but  in  the  main  University  regions  there 
were  senior  people  who  took  evidence 
and  made  recommendations.  In  the  west 
of  Scotland  the  senior  person  concerned 
called  a meeting  of  all  the  consultants  at 
higher  level  to  seek  advice,  and  then 
called  meetings  of  all  senior  people  to 
put  forward  the  recommendations  and 
discuss  these  in  detail.  From  the  west 
of  Scotland  there  came  an  agreed  recom- 
mendation, agreed  by  all  the  senior 
people,  as  to  who  should  receive  the 
awards  of  As,  Bs  and  Cs.  These  went 
to  the  major  committee,  were  argued, 
and  then  went  on  to  London  for 
acceptance  or  refusal.  In  Scotland  there 
is,  I think,  a wider  survey ; there  is 
more  general  agreement,  and  there  is  no 
question  of  any  casting  vote. 


2637.  We  were  also  told  that  in  Eng- 
land there  was  put  before  the  committee 
a list  which  included  every  consultant 
who  might  have  aspirations  to  any  award 
at  ah,  so  that  nobody  was  left  out  of 

consideration. In  Scotland  I think 

the  Department  of  Health  have  written 
to  every  consultant  asking  him  each  year 
to  put  in  his  curriculum  vitae,  and  that  is 
sent  to  the  people  concerned.  They  also 
have  a list  of  all  the  consultants  in  the 
region,  a list  sub-divided  into  specialties. 
In  our  part  of  Scotland  that  sub-division 
is  given  to  the  senior  member  in  terms 
of  the  merit  awards  for  that  specialty, 
which  is  for  consideration,  discussion 
and  recommendation. 

2638.  Chairman : The  total  number 

of  consultants  in  Scotland  is  something 
under  a thousand — it  is  800  or  there- 
about?  Yes,  I think  it  is  in  that 

region. 

2639.  Mr.  Watson : Has  the  Faculty 
any  views  on  the  merging  of  the  merit 
award  and  the  salary  and  giving  it  to  the 

job  and  not  to  the  man? There  are 

various  views.  One  is  that  perhaps  in 
the  As  and  in  the  Cs  that  should  be 
done ; or  that  the  Cs  and  Bs  should  be 
awards  of  responsibility  and  that  the  As 
should  be  left  for  distinction.  It  would 
sound  in  many  ways  an  acceptable 
scheme.  But  I wonder  if  in  the  end  it 
would  be  any  more  fair  ; because  if  the 
decision  went  to  the  appointments  com- 
mittees in  the  region,  they  are  not  neces- 
sarily in  a better  position  to  judge  the 
particular  merit  than  a group  consisting 
of  all  the  senior  members.  It  also  leaves 
the  decision  as  to  what  is  to  constitute 
an  important  post ; because  that  can 
vary  very  considerably  during  the  life- 
time of  'the  individual  who  has  it.  He 
may  make  it  important  or  unimportant. 

2640.  Chairman : Would  it  be  easier 
to  take  the  measure  of  responsibility? 
Could  you  define  the  responsibility  of 

all  major  specialists? It  would  make 

for  tremendous  difficulties  ; and  it  would 
mean  that  all  peripheral  appointments 
would  be  true  responsibility  posts. 

2641.  Professor  Jewkes : Earlier  oil 

you  said  that  personally  you  would  have 
no  objection  if  the  present  secrecy  was 
removed ; is  that  the  view  of  the 

Faculty? You  would  have  a mixed 

bag  of  views.  The  view  of  our  commit- 
tee was  that  they  would  have  no  objec- 
tion, but  if  you  take  various  places  in 
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the  Faculty  the  opinion  will  change  con- 
siderably as  to  what  is  the  best  method, 
whether  it  is  good  or  indifferent ; I think 
it  is  difficult  to  get  a real  concensus  of 
opinion. 

2642.  Sir  David  Hughes  Parry : The 

word  “ merit  ” is  the  trouble. Quite 

right. 

2643.  It  is  really  a method  of  recogni- 
tion and  better  remuneration. Yes.  It 

is  really  meant  to  cover  two  things.  It 
is  the  merit  of  the  young  man  who  does 
something  brilliantly  and  the  experience 
of  the  older  man  who  does  something, 
which  attains  respect.  It  is  difficult  to 
get  a word  that  would  evaluate  that.  I 
do  not  know  what  is  the  particular  iword 
for  a variation  in  the  degrees  of  merit. 

2644.  Chairman : If  you  would  come 
back  to  the  question  of  the  specialist 
grade  for  a minute,  your  proposed  new 
grade ; I take  it  you  are  not  proposing 
they  would  be  eligible  for  the  merit 

award? 1 would  -think  if  they  are 

they  should  be  consultants,  or  would  be 
pretty  soon. 

2645.  That  is  what  I thought.  And  if 

everybody  becomes  a consultant  and  has 
to  pass  through  this  grade,  the  age  at 
which  he  becomes  a consultant  would  be 
later,  and  the  age  at  which  he  would  be 
a brilliant  young  man  would  have  to  be 
a bit  later. Yes. 

2646.  That  will  be  a problem. The 

brilliant  young  man  may  still  -think  of 
the  possibility  that  he  may  jump  this 
grade  altogether. 

2647.  Sir  David  Hughes  Parry : In 
your  paragraph  40  you  make  an  interest- 
ing suggestion  in  sub-paragraph  (4),  that 
•registrars  should  be  appointed  to 
Regional  establishments  and  all  have  the 
opportunity  of  working  in  both  teach- 
ing and  non-teaching  hospitals — that  is 
to  meet  the  difficulties  that  the  hospitals 
have  in  securing  their  services.  Would 
you  elaborate  a little  how  you  would  pro- 
pose that  it  should  come  about?  It 

involves  direction,  does  it  not? Yes 

and  no.  It  must  be  apparent  to  yo-u  from 
your  taking  -of  evidence  -that  the 
young  man  who  goes  to  the  peripheral 
hospital  as  a registrar  has  a much  smaller 
chance  of  promotion  than  the  man  in  a 
teaching  hospital.  I can  speak  from  know- 
ledge of  that,  having  served  on  the 
Regional  Board  for  quite  a number  of 
years.  In  England  I think  the  chance  of 
a man  who  is  a registrar  in  a peripheral 


hospital  coming  back  to  a London 
teaching  hospital  is  nil.  We  feel  if  an 
appointment  is  made  as  registrar  to  a 
teaching  hospital,  with  responsibility,  for 
one  year  or  six  months  there  and  another 
year  or  six  months  at  the  peripheral 
hospital,  then  it  would  be  to  the  advan- 
tage of  the  registrar  in  terms  of  experi- 
ence, to  the  advantage  of  the  authorities 
making  the  appointments  in  terms  of 
judging  who  were  the  best  people  for 
promotion,  and  that  there  would  be  no- 
body left  out  in  the  cold  on  the  promo- 
tion rung.  I think  there  is  direction  at 
the  present  time  in  that  if  there  were  two 
jobs  available,  A obtains  the  teaching 
hospital  job  and  B the  other  one,  and  the 
one  who  is  directed  to  the  peripheral 
hospital  has  not  very  much  chance  against 
the  other. 

2648.  Chairman:  You  limit  it  only  to 
the  registrar — you  have  not  considered 
that  principle  might  be  applied  further 

back? It  is  the  difficulty  of  that  one 

year.  I would  like  to  see  the  Senior 
House  Officer  in  the  teaching  hospital ; I 
would  like  to  see  him  replaced  in  the 
peripheral  hospital  by  the  registrar;  I 
would  think  that  would  be  a very  miKb 
better  arrangement. 

2649.  Professor  Jewkes : How  would 

that  come  about? It  could  come 

about  in  Scotland  without  much  difficulty 
by  making  all  registrar  appointments  to 
teaching  hospitals  with  attachment  to 
peripheral  hospitals. 

2650.  Chairman : Would  this  affect  the 

senior  registrar  also? 1 would  think 

not  necessarily.  As  I would  visualise  it, 
the  senior  registrar  in  his  first  two  years 
would  be  better  in  the  teaching  hospital 
— once  he  gets  to  the  grade  we  are 
talking  about  he  would  be  in  the  teach- 
ing hospital. 

2651.  Could  you  tell  me  roughly  what 
proportion  of  posts  in  teaching  and  peri- 
pheral hospitals  (there  are  for  registrars? 
That  is  in  Scotland? 

2652.  I am  talking  about  your  part  of 

Scotland. In  the  west  of  Scotland  the 

problem  is  not  a big  one  in  medicine  or 
surgery ; I would  say  in  the  teaching 
hospitals  the  registrars  have  about  three 
to  one  at  least. 

2653.  That  would  not  be  representative 

of  the  whole  of  England  and  Wales? 

It  would  not  be  representative  at  all, 
because  you  are  dealing  with  two 
entities  there.  It  would  mean  a marriage 
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of  two  groups  of  Regional  Boards  and 
the  teaching  groups. — Professor  Alstead : 
There  is  one  minor  amendment  I should 
like  to  make  to  what  Dr.  Wright  has  said 
about  registrars.  That  is  perhaps  the 
registrar  who  is  attached  to  an  academic 
full-time  unit  would  need  to  stay  in  his 
position,  because  he  holds  his  registrar- 
ship  usually  as  a joint  appointment 
between  the  Regional  Board  and  the 
University.  During  his  course  of  three 
years  and  sometimes  four  years  in  that 
appointment  he  is  in  fact  being  trained  as 
a teacher,  and  that  situation  would  not 
lend  itself  to  exchange  of  registrar  between 
full-time  academic  units  and  peripheral 
hospitals. — Dr.  Wright'.  There  would  of 
course  be  the  odd  exception.  There  are 
the  other  sections  in  the  teaching  hospital, 
the  man  who  has  set  out  on  a course  of 
research  work ; and  even  there  one  is 
beginning  to  pick  out  the  better  man. 

2654.  Your  basic  idea  is  that  the  man 

should  be  appointed  by  the  Regional 
Board  and  not  to  any  particular  hospital 
and  he  should  work  at  a variety  of  hos- 
pitals as  the  service  requires? Yes. 

Could  I make  one  further  point  on  the 
question  of  the  initial  salary  for  the 
consultant.  It  begins  at  32  and  goes  up. 
We  feel  that  nowadays  the  consultant 
generally  is  appointed  a bit  later  than 
that,  and  we  would  much  favour  an 
initial  salary  appropriate  for  age  36, 
which  could  be  worked  down  a little  if  a 
man  were  appointed  at  an  earlier  age. 

2655.  You  suggest  that  the  normal 
starting  salary  should  be  what  is  agreed 
as  appropriate  for  a man  of  36.  Would 
that  apply  once  National  Service  has 

gone? If  you  have  the  thing  so  that 

you  can  move  it  down  there  would  be  no 
difficulty  anyway. 

2656.  Sir  David  Hughes  Parry : Could 
it  be  a matter  dependent  on  the  age  of 
entry? — — -There  is  a clause  which  sug- 
gests that  that  could  be  possible,  but  my 
own  experience  is  that  it  is  not  used  very 
often.  I think  with  an  initial  figure  a 
bit  higher  up,  it  may  be  possible  to  keep 
a -little  off  for  a younger  man. 

2657.  Chairman : Would  it  not  be 
fair  with  your  intermediate  grade  to 
have  just  a straight  increase  of  so  much 
when  you  move  from  one  to  the  other? 

It  would  be  a little  hard  on  a man 

who  goes  up  a little  later.  I think  it 
should  vary  with  age  again.  I think  it 
should  be  that  if  he  were  32  it  should 


be  so  and  so,  if  he  were  36  it  should  be 
a bit  higher. 

2658.  On  your  proposed  method,  at  32 

he  would  be  getting  less  immediately  than 
he  would  at  36? Yes,  that  is  so— Pro- 

fessor Alstead : May  I add  a word  turn- 
ing to  the  subject  of  establishment.  I 
merely  want  to  draw  attention  to  the 
uneven  distribution  of  consultants  in 
relation  to  what  you  might  call  the 
clinical  load  of  the  units — the  clinical 
units  in  different  hospitals  in  the  coun- 
try. It  does  seem  to  me — and  here  I 
speak  as  an  individual — to  be  anomalous 
under  the  National  Health  Service  that 
there  should  be  these  discrepancies 
between  the  available  consultant  man- 
power for  say  one  group  of  patients  in 
one  hospital  and  a similar  group  of 
patients  in  another  kind  of  hospital.  It 
may  well  be  that  this  is  a relic  of  the  old 
days  in  which  there  were  voluntary  hos- 
pitals which  were  rather  freely  staffed  and 
local  authority  hospitals  which  were  rela- 
tively under-staffed.  It  may  be  that  the 
evening  process  has  not  quite  been 
brought  about,  notwithstanding  ten  years 
of  the  National  Health  Service. 

2659.  Pofessor  Jewkes:  How  do  you 

propose  this  should  be  helped? I refer 

back  to  the  point  made  by  Mr.  Wright, 
who  suggested  the  time  was  ripe  for  a 
review  -of  the  establishments  in  relation 
to  the  responsibilities  carried  in  the 
different  units. 

2660.  In  total  or  in  distribution? 

In  distribution  and  total — what  is  the 
proper  complement  in  relation  to  the 
total  responsibilities. 

2661.  Chairman : On  the  whole,  as 
regards  distribution,  which  hospitals  are 

shortest  in  establishment? There  may 

be  an  fs.M.S.  hospital  in  tihe  heart  of 
the  country,  say  in  Ayrshire  where  the 
relationship  between  staff  and  .patients  is 
quite  different  from  what  Obtains  in  a 
teaching  hospital.  It  may  be  argued 
quite  properly  that  in  a teaching  hospital 
there  are  other  responsibilities  to  be  dis- 
charged in  terms  of  teaching  and  research 
—and  there  is  the  full-time  clinical  unit 
of  the  University  to  minimise  that  -argu- 
ment But  I still  feel  -there  is  the  over- 
riding consideration  of  what  we  owe  to 
the  National  Health  Service. 

2662.  Chairman:  In  attempting  to 

establish  the  proper  complement,  there  is 
this  difficulty  about  the  suspicion  of 
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dilution. It  may  turn  out  to  be  cal- 

culated as  some  sort  of  basic  requirement 
for  sick  people  in  each  area.  Perhaps 
I am  over-simplifying  the  problem.  There 
may  be  some  basic  requirement  and  on 
that  they  may  claim  for  additional  staff 
in  terms  of  research — academic  research. 
— Dr.  Wright : One  curious  thing  is  this 
business  of  counting  the  number  of  con- 
sultants— the  number  of  consultants  bears 
no  relation  to  the  truth,  which  must 
surely  be  in  sessions  of  consultants.  One 
consultant  may  have  two  sessions,  and 
yet  he  counts  as  a consultant. 

2663.  Chairman : It  appears  we  have 
been  dealing  so  much  with  the  hospital 
side  we  have  not  asked  you  what  you 
think  of  the  system  of  remuneration  by 
counting  heads  of  patients  of  general 
practitioners.  Are  there  any  general 
remarks  you  would  like  to  make  on  the 

method  of  paying  capitation  fees? 

Professor  Alstead:  1 personally  am  not 
competent  to  express  an  opinion  on  that ; 
perhaps  Dr.  Wright  would  like  to  say 
something  about  it. — Dr.  Wright : When 
the  Spens  Committee  met  this  same  prob- 
lem and  I was  asked  the  same  question, 
I did  suggest  then  that  there  should 
be  considered  some  method  of  remunera- 
tion for  the  man  of  merit  in  general 
practice. 

2664.  Sir  Hugh  Watson : So  did  Spens. 
— — That  was  the  evidence  given  to  them. 
One  of  the  several  suggestions  made  was 
that  there  should  be  a widening  of  the 


Medical  Board  work,  which  at  that  time 
consisted  mostly  of  refereeing  cases  of 
doubtful  sickness  and  disability,  and  that 
it  could  be  employed,  as  was  being  done 
in  the  west  of  Scotland  to  supplement  the 
earnings  of  general  practitioners,  to 
which  senior  members’  practice  could  be 
added,  and  they  could  be  paid  sufficient 
salary  to  allow  them  to  take  less  patients 
and  not  lose.  That  was  objected  to 
because  it  was  salary.  I do  not  know 
how  one  can  do  anything  at  all  without 
paying  a lump  sum.  I do  not  accept 
that  the  only  method  of  determining 
whether  a general  practitioner  is  a good 
one  or  a bad  one  is  by  counting  the 
heads  on  his  panel.  That  would  not  be 
accepted  by  anyone  who  knows  general 
practice. 

2665.  Do  you  think  it  would  help  if 
there  were  a fixed  payment,  or  what  other 

basis  of  payment  can  you  suggest? 

The  use  of  Medical  Board  reviewing  in  a 
consultative  capacity,  appointments  or 
sessions,  provided  there  were  a reasonable 
number  of  sessions,  guaranteed  sessions — 
any  of  these  are  worth  considering.  I feel 
when  a man  gets  to  the  age  of  55  he 
should  be  protected  a little  from  the 
rough  and  tumble  of  general  practice. 

Chairman : If  you  have  any  views  you 
would  like  to  put  to  us  on  that  later, 
please  do  not  hesitate  to  do  so.  Thank 
you  very  much  for  coming  and  letting  us 
put  questions  to  you. 


(! The  witnesses  withdrew .) 
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Mr.  A.  D.  Bonham-Carter,  T.D. 

Mr.  J.  H.  Gunlake,  C.B.E.,  F.I.A., 
F.S.S. 

Professor  John  Jewkes,  C.B.E. 


Mr.  I.  D.  McIntosh,  M.A. 
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THE  ROYAL  COLLEGE  OF  SURGEONS  OF  EDINBURGH 

Evidence  submitted  to  The  Royal  Commission  on  the  Remuneration 
of  Doctors  and  Dentists 

1.  The  Royal  College  of  Surgeons  of  Edinburgh  was  founded  in  1505.  The  Seal 
of  Cause,  under  which  it  was  established,  was  confirmed  by  Royal  Charter  of  Ring 
James  IV  in  1506.  At  this  time  the  Incorporation  of  Surgeons  was  charged  with 
certain  responsibilities,  and  accorded  certain  powers  and  privileges.  Important 
amongst  its  rights  and  obligations  was  that  of  practising  and  teaching  the  art  and 
the  craft  of  surgery  in  Edinburgh  ; and  to  it  fell  the  duty  of  ascertaining  by  examina- 
tion the  proficiency  and  the  attainments  of  candidates  before  admitting  them  to  its 
Feliowship. 

2.  The  College  of  Surgeons  of  Edinburgh  is  the  oldest  chartered  surgical  incorpora- 
tion in  Britain  ; and  for  the  past  452  years  it  has  zealously  and  constantly  guarded  its 
responsibilities,  rights  and  privileges.  During  those  four  and  a .half  centuries  times 
have  changed  and  the  sphere  of  influence  of  the  College  has  progressively,  expanded, 
but  its  original  purpose  has  not  altered.  The  Fellows  of  the  College  still  practise 
Surgery,  still  teach  their  art  and  craft,  still  uphold  its  standards  and  the  standards  of 
Surgery  in  general,  bv  examination  in  respect  of  the  proficiency,  and  by  scrutiny  in 
respect  of  the  personal  suitability,  of  candidates  for  their  Fellowship. 

3.  The  present-day  importance  of  the  three  Royal  Surgical  Incorporations  of 
England,  of  Glasgow  and  of  Edinburgh  is  evident  from  the  fact  that  Fellowship  of 
one  of  them  is  an  essential  qualification  for  a consultant  surgical  post  in  the  National 
Health  Service  ; and  such  is  the  prestige  of  these  Fellowships  that  they  are  regarded 
overseas  as  a hallmark  of  sound  surgical  education. 

4.  The  Royal  College  of  Surgeons  of  Edinburgh  to-day  has  a total  of  3,371 
Fellows  throughout  the  world,  of  which  1,735  are  resident  in  the  British  Isles  and 
1,636  are  resident  in  the  Commonwealth  and  other  overseas  countries.  They  include 
specialists  in  all  the  major  and  minor  sub-divisions  of  Surgery,  and  its  associated 
disciplines.  In  addition,  there  are  143  Fellows  in  Dental  Surgery  who  represent  a 
“ corps  elite  ” of  leadership  in  the  profession  of  Dentistry  in  Scotland  and  elsewhere. 

5.  The  Royal  College  of  Surgeons  of  Edinburgh  thus  speaks  with  authority  for 
a large  and  important  section  of  the  surgical  profession.  In  so  doing  it  feels  that 
it  should  take  cognisance  also  of  its  potential  recruits — the  medical  students  and 
the  junior  grades  of  hospital  medical  staff. 

6.  For  this  purpose  the  Council  of  the  College  appointed  a committee  of  ten 
Fellows  representative  of  part-time  Consultant  Surgeons,  whole-time  Consultant 
Surgeons  both  in  Regional  Hospital  Board  and  in  University  employment.  Senior 
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Registrars  in  Surgery,  and  part-time  Consultants  in  Dental  Surgery  to  assemble  and 
collate  the  evidence  relevant  to  the  remuneration  of  surgeons,  and  to  associated 
matters  that  have  appeared  important  or  that  have  been  brought  to  their  notice  by 
the  Royal  Commission.  This  it  now  presents  on  behalf  of  the  College. 

INTRODUCTION 

The  Place  of  Medicine  in  the  Community 

7.  The  well-being  and  the  morale  of  Britain  is  largely  dependent  on  the  main- 
tenance and  the  integrity  of  its  great  professions — the  Church,  the  Law,  Medicine 
and  Science.  For  some  four  centuries  our  country  has  preserved  a position  of  high 
prestige  often  of  world  leadership — in  each  of  these  spheres  of  human  endeavour. 
Among  them  Medicine  is  important  in  that  it  is  concerned  with  the  maintenance  of 
health,  the  prevention  of  disease  and  the  restoration  of  the  sick — with  matters,  in 
fact,  that  have  an  individual  as  well  as  a national  significance.  The  nation  looks 
to  the  medical  profession  to  discharge  these  responsibilities  to  the  community  as  a 
whole,  and  to  each  individual  of  that  community,  in  his  day  of  affliction,  at  a 
traditionally  British  high  level.  The  College  believes  that  the  public  will  not  be 
satisfied  with  a medical  profession  at  a lower  status  than  one  of  world-leadership. 
It  believes,  moreover,  that  if  made  aware  of  the  relevant  facts,  the  Nation  would  be 
willing  to  make  the  necessary  effort  and  the  necessary  sacrifices  to  secure  this 
objective — an  objective  that  includes  yuch  aims  as  the  provision  of  sufficient  and 
good  hospitals,  adequate  facilities  for  research,  and  the  proper  remuneration  of 
doctors.  Conversely,  it  believes  that  failure  to  maintain  the  prestige  of  British 
Medicine  would  inevitably  have  a seriously  detrimental  effect  on  national  morale 
and  on  national  well-being  as  well  as  on  individual  happiness  and  efficiency. 

The  Recent  Nationalisation  of  Medicine 

8.  With  the  rest  of  the  community.  Medicine  has  shared  in  the  tendency  towards 
“ socialisation  ” as  contrasted  with  “ free  enterprise.”  In  the  view  of  the  College 
such  levelling  trends,  with  their  emphasis  on  limited  responsibility,  on  routine  and 
on  security,  while  containing  many  desirable  features  that  may  be  regarded  as 
improvements  in  “ social  justice  ” are  yet  not  without  danger  to  the  efficiency  and 
the  status  of  the  learned  and  liberal  professions.  Medicine  is  one  of  the  branches  of 
human  endeavour  in  which  a high  degree  of  individual  responsibility — and  therefore 
a correspondingly  high  social  status — are  necessary  if  its  traditional  standards  are 
to  be  preserved.  The  College  views  with  some  disquiet — and  even  alarm — the 
“ socialising  ” effect  of  a National  Health  Service  that  has  carried  Medicine  much 
further  towards  “ nationalisation  ” than  almost  any  other  learned  profession.  It 
views  with  equal  concern  the  steady  and  apparently  relentless  depression  of  the 
social  and  economic  status  of  the  doctor  that  has  occurred  since  1948.  It  feels 
that,  in  relation  to  other  learned  professions,  this  situation  places  Medicine  in  a new 
and  peculiarly  unfavourable  position  in  competing  for  recruits  of  a high  level  of 
culture,  intelligence  and  integrity. 

9.  The  College  would  remind  the  Commission  that  the  National  Health  Service 
is  the  first  major  experiment  on  the  part  of  the  State  in  “ nationalising  ” a learned  and 
a liberal  profession.  It  should  Mow  that  new  and  more  liberal  methods  of 
administration  are  necessary  if  the  experiment  is  to  be  a successful  one. 

Recruitment  to  the  Medical  Profession 

10.  The  profession  of  Medicine  is  an  honourable  and  a respected  one.  In  the 
past,  its  recruits  have  been  men  and  women  of  a high  standard  of  culture,  of 
intelligence  and  of  integrity  of  character ; and  usually  with  a strong  sense  of 
“vocational  calling,”  spiced  with  a sense  of  adventure  and  the  prospect  of  profes- 
sional freedom  and  individual  responsibility.  Its  members  have  invariably  had  an 
opportunity  to  rise  high  both  socially  and  economically,  though  often  at  the  expense 
of  personal  leisure  and  social  pursuit.  These  attractions  and  opportunities  have 
inspired  the  established  doctor  throughout  his  professional  life  and  stimulated  him 
to  his  best  endeavour.  It  would  be  idle  to  ignore  the  fact  that  doctors  are  human. 
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and  subject  to  the  weaknesses  of  human  nature,  however ; for  most  of  them  a 
vocational  urge  must  be  supplemented  by  other  inducements.  The  College  notes 
with  disquiet  the  curtailment  or  the  loss  of  former  incentives  that  have  followed 
the  introduction  of  the  National  Health  Service.  Prominent  among  these  is  the 
reduced  remuneration  of  the  doctor  now  and,  unless  there  is  some  change  of 
outlook,  in  the  future. 


The  Profession  and  the  Spens’  Report 

11.  The  College  recalls  that  in  1948,  along  with  the  rest  of  the  Medical  Profession, 
its  Fellows  agreed  to  accept  contracts  in  the  National  Health  Service.  They  did  so 
reluctantly,  and  only  because  the  Government  accepted  without  qualification  the 
terms  of  the  relevant  Spens’  Report  on  the  Consultant  and  Specialist  Services. 

12.  The  failure  of  the  succeeding  Government  to  uphold  the  undertakings  of  its 
predecessor  and  to  honour  its  moral  obligation  to  the  profession  has  caused  pro- 
gressive discontent  and  continued  financial  hardship  among  many  of  the  Fellows 
of  the  College.  The  College  is  of  the  opinion  that  recruitment  to  Medicine,  and 
particularly  to  its  Surgical  Division,  will  necessarily  be  seriously  affected  by  this 
regrettable  state  of  affairs. 


13.  The  College  does  not  insist  that  the  Spens’  Report  on  Consultant  and  Specialist 
Services  should  for  all  time  be  considered  sacrosanct  in  every  detail  ; but  it  does 
consider  that  the  lower  standard  of  living  now  accorded  the  profession  by  a Govern- 
ment that  has  failed  to  honour  the  straightforward  undertakings  of  its  predecessor 
constitutes  a breach  of  faith,  and  an  unfortunate  start  to  a promising,  if  difficult, 
experiment. 


14.  The  College  believes  it  to  be  vitally  important  that  in  the  field  of  Surgery  the 
long  and  exacting  training,  the  long  and  often  arduous  hours  of  work  and  the  high 
responsibilities  should  be  compensated  and  rewarded  by  a remuneration  sufficient  to 
maintain  the  reasonable  standard  of  living  that  should  be  enjoyed,  and  was  formerly 
enjoyed,  by  a learned  and  liberal  and  exacting  profession. 


o k frateftrt  for  the  opportunity  of  making  its  views  known  to  the 

Royal  Commission.  It  realises  that  the  task  of  the  Commission  is  a difficult  one  : 
and  in  the  pages  following  it  has  sought  to  answer  helpfully  those  questions  asked 
oy  the  Commission  on  which  it  considers  it  can  speak  with  authority. 


ANSWERS  TO  THE  QUESTIONS  ASKED  BY  THE  ROYAL  COMMISSION 
Question  1 

°f  (<l)  fWete-  W «*•*«* 

^le  “umber  applying  for  medical  training  is  slightly  falling  and  the 

STlabr  n°r  rtt™tment  to  the  medical  profession  is  even ^more’ seriously 
affected  The  College  notes  that  of  those  accepted  there  is  a considerable  Dronortion 
of  unsatisfactory  entrants,  and  it  seems  probable  that  there 

in  the  average  quality  of  medical  student  during  the  past  ten  years  deten°rat“>n 

meot.  Although  the  increased  duration  of  tS  is ^ i 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  ROYAL  COLLEGE  OF  SURGEONS  OF  EDINBURGH 


501 


Question  2 

“ The  quantity  and  quality  of  newly  qualified  doctors” 

1?/  ^ newly  qualified  doctors  at  present  required  and  at  present 

available,  and  the  quantity  likely  to  be  required  in  the  proximate  future  have 
recently  been  investigated  and  determined  by  the  Willink  Committee  (1957),  and 
other  comment  would  be  pointless.  It  is  not  the  view  of  the  College  that  there  has 
been  a*y  striking  change  in  the  professional  ability  or  competence  of  the  newly 
qualified  doctor.  Nevertheless,  there  has  been  a distinct  alteration  in  the  attitude 
of  some  of  the  new  recruits.  In  particular  there  appears  to  be  a general  tendency — 
almost  an  undue  pre-occupation — to  insist  on  such  “ rights  ” as  off-duty  time,  leave, 
and  similar  matters.  The  vocational  urge,  the  willingness  to  sacrifice  in  the  pursuit 
of  professional  ideals,  is  less  evident  than  formerly.  The  College  believes  that 
one  reason  for  this  adverse  change  is  the  impact  on  those  young  doctors  of  an 
ill-adapted  administrative  machinery. 


Question  3 

“ The  wastage  of  men  and  women  during  training  and  in  the  first  few  years  after 
qualification” 

20.  The  6-year  curriculum  of  the  Scottish  Medical  Schools  includes  a first  year 
which  is  largely  pre-medical  and  leads  to  a First  Professional  Examination  at  the 
end  of  it.  In  many  English  Medical  Schools  the  content  of  this  first  year  is 
covered  at  the  secondary  school,  and  a 5-year  curriculum  starts  at  the  First 
Professional  Examination  level.  Thereafter,  all  British  Schools  have  2 years  of 
pre-clinical  studies,  and  3 clinical  years  before  graduation,  followed  by  a year  of 
hospital  apprenticeship  experience  prior  .to  admission  to  the  Medical  Register. 

21.  The  College  is  indebted  to  the  Faculty  of  Medicine  of  the  University  of 
Edinburgh  for  the  information  that  of  the  students  starting  Medicine  in  the  years 
1948,  1949  and  1950,  the  average  wastage  was  21-5  per  cent.  The  majority  of  these 
failures  occurred  in  the  first  three  years ; thereafter  the  wastage  was  relatively 
small,  and  comparable  to  the  figure  of  6 per  cent  for  the  comparable  training 
period  given  in  the  Willink  Report.  The  cause  of  the  high  wastage  in  the  early 
years  is  in  the  main  the  unsatisfactory  average  ability  of  the  entrants,  and  some 
reasons  for  this  are  considered  in  the  answer  to  Question  1. 

22.  The  distribution  of  the  wastage  suggests  that  the  First  and  Second  Pro- 
fessional Examinations  are  reasonably  efficient  filters  for  entrants  to  Medicine. 
In  Edinburgh,  of  those  accepted  for  medical  training,  approximatey  80  per  cent  are 
men  and  20  per  cent  are  women.  The  wastage  figures  for  men  and  women  are 
nearly  equal.  Amongst  the  men,  wastage  is  mainly  caused  by  the  admission  of 
“ unsatisfactory  students.”  The  proportion  of  women  accepted  in  relation  to  those 
applying  is  lower  than  in  the  case  of  men,  so  that  woman  medical  students  are  a 
more  highly  selected  group,  and  the  proportion  of  “unsatisfactory  students”  is 
substantially  less ; the  wastage  figure  approximates  to  that  in  the  male  group  for 
reasons  peculiar  to-  women. 

23.  A recent  survey  indicates  that  the  wastage  of  either  men  or  women  doctors 
in  the  first  few  years  after  graduation  is  not  such  as  to  cause  serious  concern. 

Question  4 

M The  cost  and  duration  of  training  and  the  extent  to  which  the  cost  is,  or  should 
be,  met  from  grants  ( including  both  the  adequacy  of  the  grants  and  the  proportion 
of  students  receiving  them).” 

24.  The  cost  of  training  appears  to  be  reasonable ; it  is  largely  (approximately 
80  per  cent)  borne  by  the  Exchequer,  the  fees  chargeable  to  the  individual  student 
amounting  to  slightly  less  than  20  per  cent  of  the  total.  A more  formidable  item 
to  the  student  is  the  cost  of  subsistence  during  training.  In  Edinburgh  about 
60  per  cent  of  medical  students  receive  grants  in  aid  of  their  training  and  this 
proportion  is  close  to  the  average  for  Scotland.  The  College  considers  that  the 
“ means  test  ” of  the  parents,  which  governs  eligibility  for  these  grants,  should 
be  related  to  nett  parental  income  after  tax  deduction  rather  than  to  the  gross 
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income.  This  would  help  to  ease  the  burden  on  professional  men  whose  children 
wish  to  study  Medicine  without  inhibiting  recruitment  from  other  sections  of  the 
community.  Grants  to  students  in  England  and  in  Scotland  should  be  comparable. 

25.  As  noted  under  Question  3 the  “pre-medical”  training— which  occupies  the 
first  of  the  six  academic  years  in  the  Scottish  Universities  is  often  provided  at 
secondary  school  level  in  England  and  is  excluded  from  the  medical  curriculum 
in  many  English  medical  schools.  A Local  Authority  in  England  may  be  unwilling 
to  provide  a grant  in  aid  for  one  of  their  pupils  to  study  in  Scotland  because  this 
would  commit  them  to  an  additional  year’s  expenditure.  This  potential  barrier 
to  a free  choice  of  Medical  Training  School  should  be  eliminated. 

26.  The  College  is  of  opinion  that  the  present  total  duration  of  medical  training 
(to  medical  registration  level)  is  undesirably  long  and  should  be  curtailed. 

Question  5 

“ The  position  and  prospects  of  a newly  qualified  doctor  ” 

27.  The  College  notes  that  “ qualification  ” is  now  a somewhat  extended  process. 
At  the  end  of  his  six-year  academic  curriculum  (five-year  in  many  English  Univer- 
sities) the  medical  student  receives  his  academic  sanction.  He  then  proceeds  to  an 
apprenticeship  in  approved  hospital  posts  for  a further  seventh  year  before  he  is 
accorded  medical  registration,  which  entitles  him  to  practise  medicine  in  Britain 
and  countries  that  reciprocate  with  Britain  in  this  matter. 

28.  The  Pre-Registration  House  Officer.  The  new  graduate ^ experiences  the 
satisfaction  of  achievement,  and  his  prospects  of  securing  an  “ apprenticeship  ” 
post  as  a pre-registration  House  Officer  are  good,  since  at  present  the  number  of 
vacancies  exceeds  the  number  of  doctors  in  the  first  year  after  graduation.  There 
is,  of  course,  keen  competition  for  the  more  desirable  posts,  and  this  is  as  it 
should  be. 

29.  Some  doctors  at  this  stage  have  already  decided  what  branch  of  Medicine 

they  desire  to  follow,  and  make  appropriate  plans.  Others  must  savour  other 

branches  of  medical  practice  at  House  Officer  level  before  coming  to  a decision. 
For  others  again  opportunity  may  be  the  main  factor  that  determines  the  choice 
of  an  ultimate  career. 

30.  The  College  recognises  that  the  immediate  prospects  at  this  stage  are  infinitely 

better  to-day  than  they  were  a generation  ago,  but  it  considers  that  the  terms  of 
employment  still  leave  much  to  be  desired.  As  one  who  has  spent  five  or  six 

years  in  training,  the  House  Officer  is  insufficiently  remunerated,  even  as  an 

“ apprentice.”  He  is  required  to  sustain  considerable  responsibilities  for  the  sick, 
and  he  is  required  not  only  to  put  in  a long  and  arduous  day’s  work,  but  to  provide 
also  an  efficient  night  service.  To  ensure  his  constant  availability  for  this  latter 
duty  he  is  required  to  live  in  hospital.  To  these  heavy  and  exacting  commitments 
are  added  such  administrative  irritations  as  the  practice  of  charging  him  for  board 
and  lodging,  even  -when  he  is  on  statutory  leave,  and  his  locum  is  also  being 
charged.  Although  this  apparent  iniquity  is  said  to  be  due  to  the  method  of 
accounting,  it  cannot  appear  as  other  than  an  injustice  to  the  young  doctor.  Again, 
discontent  has  been  generated  by  the  exceedingly  variable — and  sometimes  very 
poor — quality  of  the  board  and  lodging  provided  in  different  or  the  same  hospitals 
for  the  same  financial  charge.  The  College  strongly  urges  a properly  adjusted 
remuneration,  and  the  abolition  of  board  and  lodging  charges. 

31.  The  “proper  adjustment”  envisaged  is  an  approximation  to  the  Spens  recom- 
mendation (brought  up  to  date),  minus  something  considerably  less  than  the  value 
of  the  average  board  and  lodging  provided. 

32.  The  Registered  House  Officer.  The  newly  registered  practitioner  finds  himself 
confronted  almost  at  once  with  the  necessity  of  electing  to  follow  one  of  the  many 
branches  of  his  profession  and  of  adhering  to  it  thereafter.  Such  early  restriction 
of  choice  is  unfortunate,  as  many  young  registered  practitioners  are  not  yet 
sufficiently  mature  or  experienced  to  make  a decision  at  that  stage. 
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33.  This  situation  has  arisen  in  part  because  of  the  financial  rigidity  of  the 
National  Health  Service.  . For  examples  if  a newly  registered  doctor  enters  general 
practice  as  a trainee  assistant,  and,  within  the  next  year  or  two  elects  to  enter 
the  hospital  service,  he  can  do  so  only  at  considerable  immediate  financial  sacrifice. 
Conversely,  should  a newly  registered  doctor  after  a few  years  in  the  hospital 
service,  perhaps  up  to  registrar  level,  decide  that  he  is  better  adapted  for  general 
practice  or  some  other  branch,  the  change  again  entails  considerable  immediate 
financial  sacrifice. 


34.  The  College,  of  course,  is  well  aware  that  the  barriers  to  interchange  of 
personnel  at  those  levels  are  not  solely  due  to  financial  considerations.  In  part 
the  difficulty  is  the  result  of  a failure  of  co-operation  between  the  several  branches 
of  the  profession  itself,  and  the  remedy  for  this  is  in  the  hands  of  the  profession. 

35.  The  College  suggests  that:; — 

(in)  Registered  House  Officers  should  be  given  a salary  increment  at  each  sub- 
sequent six-months  period  up  to  two  years.  The  salary  applicable  to  the  first 
six  months  should  be  equivalent  to  that  payable  at  a similar  stage  in  general 
practice  and  in  the  other  branches  of  Medicine  open  to  the  newly  registered  doctor. 
The  young  doctor  would  thus  be  encouraged  to  complete  at  least  four,  and  up  to 
six,  half-year  terms  as  House  Officer  (two  pre-registration  and  up  to  four  post- 
registration) ; ( b ) a system  might  be  evolved  (with  suitable  safeguards) 
whereby  a minimal  salary  value  could  be  attached  to  an  individual  according  to 
his  years  of  service  in  the  training  period,  irrespective  of  the  statutory’  salary  of  a 
particular  post. 

36.  This  system  already  exists  in  the  hospital  service  in  respect  of  the  salary 
increments  attached  to  each  of  the  first  three  House  Officer  periods  of  six  months— 
that  is  up  to  six  months  after  registration.  Thus  the  House  Officer  to_Ward  A 
receives  “ X ” salary  if  it  is  his  first  half-year  period ; but  on  another  occasion  the 
House  Officer  to  Ward  A may  be  in  his  third  half-year  period  and  he  then  receives 
“ X + 2 ” increments  salary  in  the  same  hospital  post. 

37.  The  College  feels  that  this  system  could,  with  advantage,  be  extended  to 
cover  at  least  the  first  four  or  five  years  following  registration,  and  to  apply  to  a 
doctor  who  leaves  the  hospital  service  to  enter  some  other  branch  of  Medicine. 

38.  The  College  believes  that  ( a ) would  help  to  secure  a higher  general 
medical  standard  by  encouraging  young  doctors  to  undertake  up  to  six  House 
Officer  posts  before  embarking  on  a chosen  branch  of  Medioine.  Incidentally,  it 
would  assist  in  resolving  the  increasingly  difficult  problem  of  hospital  staffing  at 
House  Officer  level. 


39.  It  suggests  that  (6)  could  assist  materially  in  freeing  the  channels  of  inter- 
change between  the  branches  of  Medicine  in  the  early  years  after  registration,  and 
thus  contribute  to  a more  efficient  and  a more  contented  medical  service. 


40.  The  Senior  House  Officer.  The  Senior  House  Officer  category  was  introduced 
largely  to  accommodate  young  doctors  who  returned  to  the  hospital  service  after 
their  period  of  National  Service.  Nevertheless,  a young  doctor,  in  fact,  becomes 
eligible  for  such  a post  after  completing  his  two  pre-registration  House  Officer 
posts.  The  position,  therefore,  possibly  corresponds  to  the  later  House  Officer  posts 
suggested  above,  and  to  the  evanescent  “Junior  Registrar”  of  the  Spens’  Hospital 
Service  Report.  The  Senior  House  Officer  post  is  often  non-resident  in  a Hospital 
Surgical  Division. 

41.  To  the  College  there  seems  no  particular  virtue  in  a distinct  name  or  category 
for  this  stage  of  training  provided  that  the  House  Officer  sequence  is  extended 
up  to  three  years  with  salary  increments  as  suggested  above,  that  National  Service 
is  credited  -for  increment  purposes,  and  that  a non-resident  category  of  House  Officer 
is  recognised  and  remunerated  accordingly. 


42  Not  infrequently  a Senior  House  Officer,  who  is  habitually  non-resident,  is 
required  to  live  in  hospital  for  short  recurrent  periods  in  order  to  relieve  a junior 
resident  colleague.  On  such  occasions  -the  relieving  doctor  should  not  be  charged 
for  -board  and  lodging,  as  he  is  assuming  additional  night  work  and  has  to  retain 
and  pay  for — -his  outside  lodging  arrangements. 
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Question  6 

“ Any  trend  to  excessive  resort  to  certain  branches  of  the  profession  at  the  cost 
of  others 

43.  The  College  observes  that  in  the  period  1946-52,  and  in  diminishing  degree 
since,  there  was  a trend  on  the  part  of  recently  qualified  doctors  to  seek  Registrar 
posts  in  the  major  specialities.  Though  the  effect  of  this  has  been  serious  as  far  as 
the  Registrars  themselves  are  concerned,  the  numbers  have  not  been  sufficient  to 
deplete  other  branches  of  the  profession  to  any  considerable  extent.  (See  Question  8 
concerning  Registrars.) 

44.  In  certain  of  the  “minor  specialities”  of  surgery,  such  as  Otolaryngology, 
Ophthalmology,  Anaesthesia  (and,  it  is  understood,  in  Radiodiagnosis,  Radiotherapy 
and  in  Psychiatry),  there  is  now  a deficit  of  doctors  undergoing  specialist  training. 
The  College  considers  that  the  laws  of  supply  and  demand  may  be  expected  to 
correct  such  deficits  and  ensure  a sufficiently  even  distribution  within  the  profession. 

45.  On  the  other  hand,  the  College  notes  a diminished  recruitment  to  the  hospital 
service  at  House  Officer  and  Senior  House  Officer  level,  i.e.  in  the  first  and 
second  year  after  registration  (second  and  third  year  after  graduation).  Young 
doctors  tend  to  enter  general  practice  or  other  branches  as  soon  as  possible  after 
registration,  attracted  by  the  prospect  of  immediate  financial  improvement  and  by 
a natural  desire  to  “ get  on  in  life  quickly  ” rather  than  to  ‘ waste  time  in  a 
further  period  of  hospital  training.  Such  a trend  is  obviously  mimical  to  the 
maintenance  or  the  betterment  of  medical  standards  ; and  it  jeopardises  the  structure 
of  hospital  staffing  at  this  junior  level.  As  already  stated  in  the  reply  to  Question  5, 
adjustment  of  remuneration  is  one  means  of  correcting  this  tendency  and  of  making 
the  second  and  third  year  of  House  Officer  posts  more  attractive,  and  more 
comparable  in  their  immediate  rewards,  to  the  other  openings  available  to  the 
young  doctor. 

Question  7 

“ The  relative  advantages  and  disadvantages,  financial  and  otherwise,  of  service 
as: — 

(c)  a whole-time  consultant  in  the  National  Health  Service 

46.  The  College  appreciates  that  some  surgeons  feel  that  they  can  do  better 
work  as  whole-time  consultants.  They  are  then  assured  of  a fixed  income  (and  a 
reasonable  one  if  the  Spens’  recommendations  were  implemented) ; and  this  is 
secure.  Furthermore,  without  the  anxiety  and  the  distractions  of  private  practice, 
they  may  have  increased  opportunities  for  clinical  or  for  laboratory  research. 

47.  The  disadvantages  are  that  they  may  be  unable  to  treat  that  section  of  the 
public  that  prefers  private  accommodation  and  personal  financial  relationship  with 
its  surgeon.  This  is  especially  cogent  in  areas  where  there  is  insufficient  or  no 
hospital  accommodation  for  patients  who  wish  privacy  and  are  able  and  anxious 
to  pay  for  it.  The  whole-time  surgeon  is  thus  restricted  in  his  contacts  with  a 
section  of  the  public  that  is  socially  and  often  intellectually  important. 

48.  The  whole-time  consultant  is  also  at  a disadvantage  in  respect  of  allowances 
for  professional  expenses  in  respect  of  income  tax  assessments.  (See  Question  12.) 
He  is  also  required  to  make  the  first  eight  domiciliary  visits  of  each  quarter-year 
without  remuneration.  This  is  an  irritating  and  unjust  residue  from  an  earlier 
and  more  restrictive  regulation  whereby  the  whole-time  consultant  was  not 
remunerated  at  all  for  any  domiciliary  visits.  The  College  urges  that  a practice 
so  manifestly  illogical  be  abolished. 

“ (d)  A part-time  consultant  with  the  maximal  number  of  sessions.” 

49.  The  College  is  aware  that  most  of  its  Fellows  resident  in  Britain  prefer 
this  arrangement.  The  competitive  element  in  their  private  practice  is  a healthy 
spur  to  their  best  endeavours.  They  feel  that  a cultural  advantage  accrues  from 
contact  with  those  who  elect  to  seek  private  surgical  care  and  accommodation. 
They  derive  a sense  of  freedom  from  the  fact  that  two-elevenths  of  their  time  is 
absolutely  under  their  personal  control  and  for  this  period  at  least  they  are  entirely 
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their  own  masters.  They  have  the  advantage  of  nine-elevenths  of  an  income  that 
would  be  reasonable  if  the  Spens’  recommendations  were  implemented,  and  which 
is  secure.  To  this  they  can  add  the  more  speculative  rewards  of  their  private  practice. 

50.  Although  private  practice  has  greatly  diminished  since  1948,  it  is  probable 
that  the  maximal  part-time  surgical  consultant,  on  the  average,  earns  more  than 
his  whole-time  colleague ; and  that  some  few  earn  considerably  more.  The  part- 
time  consultant  has  also  some  advantage  in  respect  of  allowances  for  professional 
expenses,  and  the  recognition  of  such  expenses  for  income-tax  purposes.  (See  reply 
to  Question  12.) 

51.  The  disadvantages  of  the  part-time  surgical  consultant  arrangement  are  the 
result  mainly  of  the  lack  of  adequate  facilities  for  paying  patients  in  hospitals. 
In  many  areas  “ pay-beds  ” are  not  provided  or  are  too  few ; or  too  expensive 
to  be  within  the  reach  of  any  save  the  very  wealthy.  Surgical  technique  is 
becoming  progressively  more  exacting,  and  the  best  facilities  cannot  be  provided 
in  small  nursing  homes.  These  cogent  factors  force  the  surgeon  to  take  _ his 
wealthier  patients  as  non-paying  patients  to  hospitals  where  technical  facilities 
exist.  The  College  considers  this  situation  doubly  unfortunate.  Not  only  does  it 
deprive  the  part-time  surgeon  of  several  of  the  advantages  mentioned  above; 
it  deprives  the  National  Health  Service  of  a source  of  income  that  appears  a 
perfectly  legitimate  and  desirable  one  in  Britain  to-day. 

52.  The  College  would  therefore  urge  the  provision  throughout  the  country  of 
adequate  pay-beds  suitably  graded  in  surgical  hospitals  and  of  facilities  few  private 
practice  there. 

53.  The  College,  of  course,  recognises  that  the  notable  decline  in  private  practice 
since  1948  has  to  some  extent  been  compensated  for  financially  by  the  whole-time 
and  part-time  salaries  now  paid  to  members  of  hospitals  staffs  who  were  formerly 

honorary  ” and  unremunerated.  It  is  unable  to  foretell  whether  in  future  the 
decline  in  private  practice  will  continue  or  whether  it  will  be  arrested  by  the 
increasing  development  of  provident  insurance  schemes. 

54.  The  College  notes  a theoretical  disadvantage  of  the  part-time  surgical  contract 
in  that  a surgeon  who  found  himself  overwhelmed  with  private  practice  might  tend 
to  neglect  his  duties  to  his  non-fee-paying  patients.  Such  an  instance  has  not  come 
to  the  notice  of  the  College.  Indeed,  its  experience  in  this  matter  is  that  the  part- 
time  surgeon  who  excels  in  private  practice  is  an  equally  excellent  and  dutiful 
surgeon  in  respect  >of  his  hospital  practice. 


“ (e)  a part-time  consultant  with  only  a few  sessions. 

55.  The  College  considers  that  this  arrangement  should  be  exceptional  and  never 
imposed. 

56.  As  regards  '(c),  '(d)  and  (e)  the  College  approves  the  present  practice  of  offering 
certain  surgical  consultant  contracts  as  either  whole  time  or  maximum  part  time, 
the  choice  being  left  to  the  successful  applicant.  A revision  of  this  choice  should 
subsequently  be  open  to  the  consultant  at  suitable  mtervals-perhaps  3-yearly. 

57  The  College  considers  that  a surgical  consultant  post  (or  group  of  associated 
posts)  should  not  be  offered  at  less  than  nine-elevenths  part  time  Any  sma  er 
number  of  sessions  should  be  agreed  only  at  the  specific  request  of  the  individual 
surgical  consultant  concerned. 

58  The  College  notes,  incidentally,  that  at  present  there  is  considerable  discrepancy, 
from  region  to  region,  in  the  number  of  sessions  allowed  for  comparable  and  equally 
onerous8  posts.  This  anomaly  would  be  eliminated  if  nme-eleventbs  Part-‘™® 
contracts  were  the  general  rule.  The  College  considers  that  the  average  pr^ortio 
of  private  surgical  practice  to  non-fee-paying  surgical  practice  is  considerably  less 
than  a two  to  nine  ratio. 

“ (g)  a doctor  in  any  other  sort  of  practice  or  employment " .— 

59  A whole-time  University  dinical  teacher  is  generally  in  honorary  contract 
with  the  National  Health  Service.  At  consultant  level  the  University  post  is  usually 

Reader  or  Professor  These  honorary  consultants  m die 
National  Health  Service  may  enjoy  special  facilities  for  teaching  and  research. 
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Expenses  for  professional  travel  are  more  readily  obtainable  than  in  the  National 
Health  Service ; their  income  is  secure  and  it  may  be  assisted  by  family  allowances 
and  by  educational  reliefs  in  respect  of  children. 

60.  The  College  notes  that  in  recent  years  their  salaries  have  been  equalised  with 
those  of  whole-time  consultants  in  the  National  Health  Service,  and  they  are  eligible 
for  merit  awards,  though  the  financial  “ceiling”  attainable  is  usually  somewhat 
lower  in  the  case  of  the  University  post.  The  College  is  concerned  that  this 
equalisation  should  be  strictly  maintained  in  future. 

61.  The  whole-time  University  teachers  are  ineligible  . for  remuneration  for 
domiciliary  visits.  They  are  under  the  same  disadvantages  as  the  whole-time  N.H.S. 
consultants  as  regards  expenses  and  the  recognition  of  professional  expenses  for 
income  tax  purposes. 

“ (f)  a Senior  Hospital  Medical  Officer.” 

62.  The  College  is  of  the  opinion  that  this  grade  is  inapplicable  to  surgery.  It 
is  statutorily  inapplicable  in  England  and  .Wales,  except  in  the  case  .of  certain 
“Casualty  Officer”  posts,  an  exception  which  the  College  views  with  disapproval. 
In  Scotland,  the  exclusion  of  this  grade  in  surgical  staffing  has  been  largely 
honoured. 

63.  The  sequence  of  rungs  in  the  surgical  ladder  is — Registrar,  Senior  Registrar, 
and  Consultant.  The  absence  of  the  Senior  Hospital  Medical  Officer  grade  in 
surgery  should  be  clearly  borne  in  mind  in  contemplating  this  surgical  sequence  from 
the  point  of  view  of  remuneration. 

64.  The  College  notes  that  the  S.H.M.O.  grade  was  introduced  to  accommodate 
and  to  provide  careers  for  certain  limited  specialists,  working  in  limited  fields — 
associated  with  limited  responsibility.  The  College  believes  that  this  grade  should 
continue  to  be  excluded  from  the  surgical  sequence. 


Question  8 

“ The  difficulties  encountered  by  members  of  the  Registrar  Grades.” 

65.  The  College  considers  that  Registrar  Grades  are  insufficiently  remunerated 
and  that  they  encounter  formidable  difficulties  regarding  promotion  within  the 
hospital  service  or,  alternatively,  in  finding  a suitable  outlet  from  it.  As  with  the 
House  Officers,  responsibility  for  insufficient  remuneration  appears  to  lie  at  the  door 
of  the  National  Health  Service ; so  also  may  be  the  degree  of  financial  rigidity  that 
renders  difficult  a move  from  one  branch  to  another.  However,  the  College  considers 
that  the  profession  itself  is  equally  responsible  for  some  part  of  the  present  difficulties 
of  promotion  and  of  movement  from  one  branch  to  another. 

The  Surgical  Staffing  Pattern 

66.  A generation  ago  Britain  was  exporting  large  numbers  of  trained  surgeons  to 
the  Commonwealth  countries  and  elsewhere  overseas.  With  the  development  of 
medical  training  facilities  in  those  countries  the  export  of  trained  surgeons  is  very 
greatly  reduced  to-day.  A generation  ago  the  Hospital  Surgical  Staffing  pattern 
reflected  this  “ export  ” function.  The  proportion  of  “ trainee  staff  ” to  consultant 
staff  was  much  higher  than  a self-contained  surgical  community  could  absorb ; the 
trainee  staff  was  partly  “ for  export.”  There  is  no  doubt  that  British  surgeons  had 
become  accustomed  to,  and  attached  to,  this  staffing  pattern  and  they  find  it  no  easy 
matter  to  alter  it  to-day.  It  is,  of  course,  also  a relatively  inexpensive  system  and 
as  such  it  has  an  obvious  attraction  to  administrators  of  hospital  finance. 

67.  The  College  has  no  doubt  that  the  pattern  must  be  altered  so  as  to  co-ordinate 
the  proportion  of  surgical  specialist  trainees  with  the  anticipated  consultant  vacancies 
and  with  the  small  amount  of  “ export  ” that  still  continues.  To  achieve  this,  and 
to  man  the  service,  the  proportion  of  consultant  surgical  posts  must  be  increased. 
As  the  hospital  service  is  also  expanding  the  numbers  of  new  consultant  posts 
required  is  very  considerable.  The  future  distribution  of  a diminished  number  of 
surgical  specialist  trainees  is,  perhaps,  an  “ intranprofessional ” problem;  but  the 
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College  be»lieves  that  they  should  be  located  only  where  they  can  obtain  the  best 
training.  .Surgical  training  posts  should  not  be  allowed  in  most  non-teaching  and 
peripheral  hospitals  ; the  surgical  staffing  of  such  hospitals  should  be  provided  by  an 
increased  consultant  force,  by  House  Officers,  and  with  increased  technical  assistance. 
This  is  a more  expensive  staffing  pattern ; but  with  diminishing  outlet  for  trainees  it 
is  necessary.  In  addition  to  adjusting  present  individual  salaries  in  conformity  with 
the  Spens’  Report,  this  measure  demands  an  increase  of  proportionate  and  of  actual 
consultant  establishment ; and  the  College  hopes  that  despite  the  financial  implica- 
tions the  Royal  Commission  wiM  see  its  way  to  recommend  it. 

68.  The  registrar  situation  has  been  aggravated  by  an  excessive  entry  of  Registrars 
into  the  Hospital  Service  in  the  period  1946-52.  At  this  time,  soon  after  the  War, 
many  young  doctors  were  returning  from  War  Service,  the  mood  of  the  time  was 
expansionist,  and  the  prospects  of  the  Hospital  Service  as  outlined  in  the  relevant 
Spens’  Report  seemed  attractive.  This,  temporary  factor,  together  with  the  more 
gradual  and  extended  diminution  of  surgical  “ export,”  accounts  for  the  present 
excess  of  Registrars.  Some  few  of  them  apprehended  the  impossibility  of  the  situation 
sufficiently  early  to  transfer  to  another  branch  of  Medicine  (often  at  immediate 
pecuniary  sacrifice)  or  to  emigrate.  But  to-day  a large  number  of  them  remain, 
unable  to  achieve  promotion  and  unable  to  move  elsewhere.  The  College  feels  it  only 
fair  to  these  young  men  to  point  out  that  they  received  every  encouragement  to  enter, 
and  to  remain  in,  the  surgical  Hospital  Service  from  seniors  who  have  adhered  to 
the  pre-war  .staffing  pattern  for  too  long,  and  from  the  National  Health  Service 
Administration,  who,  no  doubt  unaware  of  the  implications,  used  them  as  the 
cheapest  man  power  available  for  the  tasks  in  hand.  The  College  suggests  that  the 
relief  of  this  predicament  should  come  under  the  most  careful  scrutiny  by  the 
Commission. 


Staffing  and  Training  Posts 


69.  In  connection  with  the  surgical  Hospital  Staffing  pattern  it  should  be  noted 
that  the  junior  medical  staff  are  performing  two  distinct  but  closely  related  functions. 
They  are  gaining  knowledge  and  experience — undergoing  training ; and  they  are 
caring  for  the  sick — -working  as  doctors  under  supervision.  The  two  functions  are 
indissolubly  linked,  since  doctors  can  learn  only  by  experience  and  by  assuming 
increasing  responsibility. 


70.  Nevertheless,  an  attempt  has  been  made  to  distinguish  “staffing  posts”  from 
“training  posts”  in  the  junior  (non-permanent)  hospital  staffing.  The  College 
considers  this  distinction  to  be  fallacious.  A qualified  doctor  should  not  occupy  any 
junior  hospital  post  except  he  is  there  to  learn  by  it  and  to  fit  himself  for  higher 
responsibilities,  as  well  as  to  help  in  the  care  of  the  sick.  In  the  more  junior 
the  House  Officer — grades  of  the  junior  hospital  staff  his  training  may  be  regarded 
as  of  general  medical  value,  no  matter  what  branch  of  Medicine  he  finally  adopts. 
In  the  more  senior  grades — 'Registrar  and  Senior  Registrar — his  training  is  orientated 
towards  specialist  surgery. 

71.  At  this  point  it  may  be  convenient  to  consider  the  Surgical  Registrar  and  the 
Senior  Surgical  Registrar  separately:  — 


72  The  Surgical  Registrars  were  envisaged  as  the  first  specialist  training  cadre 
for  surgery.  A doctor  might  expect  to  gain  such  an  appointment  at  two  to  four 
years  after  graduation,  in  the  absence  of  National  Service,  or  three  to  five  years  after 
graduation,  if  called  upon  for  National  Service  soon  after  registration.  The  period 
of  such  a registrar  appointment  was  intended  to  be  two  years  with  a possible 
extension  to  three  years.  Doctors  accepting  such  posts  feel  they  have  a personal 
bent  towards  specialisation  in  surgery. 

73.  Selection.  The  posts  are  widely  advertised  and  appointment  to  them  is  selec- 
tive, under  the  scrutiny  of  advisory  appointments  committees.  The  successful 
applicants  are  potential  surgical  specialists  “on  approval. 

74.  Outlet  from  the  Grade.  The  most  highly  approved  find  their  desired  outlet 
from  the  category  in  promotion  to  the  more  limited  cadre  of  Semor  Surgical 
Registrars— again  passing  the  bar  of  open  advertisement  and  advisory  appointments 
committees.  An  outlet  for  the  unpromoted  remainder  has  proved  very  .difficult 
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to  find.  At  present  it  may  be  at  least  six  to  eight  years  after  their  graduation  in 
Medicine  before  doubt  arises  as  to  their  further  prospects— doubt  variously  attributed 
to  temporary  lack  of  opportunity  for  promotion  or  to  personal  unsuitability.  The 
natural  tendency  is  to  try  a little  longer  ; and  in  this  the  Registrar  has  been  encouraged, 
because  his  relatively  inexpensive  working  services  are  in  demand.  The  years  slip 
by,  he  continues  to  fail  of  promotion.  Perhaps  he  is  now  of  eight  or  ten  years’ 
standing  in  Medicine  and  the  outlet  to  another  branch  of  Medicine,  more  suited  to 
his  capacities,  is  even  more  difficult  to  realise  than  it  was  two  years  before.  His 
most  serious  obstacle  now  is  that  he  will  usually  have  to  start  again  on  the  lowest 
financial  rung  of  the  ladder  in  any  other  branch ; and  meantime  he  may  have 
acquired  family  responsibilities. 

75.  The  College  suggests,  as  mentioned  in  the  reply  to  Question  5,  that^ transfers 
at  this  level  would  be  facilitated  by  attaching  a salary-value  with  suitable  “ ceiling  ” 
safeguards  to  individuals  according  to  their  years  of  service  so  that  they,  could  move 
to  a lower  “ post-level  ” in  another  branch  without  immediate  financial,  loss.  In 
other  words,  movement  out  of  surgical  specialist  training  would  be  subsidised.  The 
College  considers  that,  in  spite  of  all  the  selection  safeguards  that  can  be  devised, 
it  is  unavoidable,  in  the  interests  of  a high  surgical  standard,  that  the  numbers  of 
Registrars  should  be  larger  than  the  “promotion  outlet”  can  deal  with.  The 
Registrar  period  is,  in  fact,  a further  selection  .period,  and  financial  methods  to 
subsidise  the  movement  of  those  who  fail  into  other  branches  of  Medicine  are 
required. 

76.  It  should  be  noted  that  the  Surgical  Registrar  category  is  augmented  by 
inclusion  with  it,  for  practical  purposes,  of  whole-time  University  Clinical  Lecturers 
holding  honorary  Registrar  appointments  in  the  National  Health  Service;  and  also 
by  certain  Junior  Hospital  Medical  Officer  posts,  which  are  approximately  equivalent 
in  salary,  are  subject  neither  to  advertisement  nor  to  scrutiny  by  an  advisory  appoint- 
ments committee,  and  are  made  by  the  Hospital  Boards  of  Management  in  response 
to  nomination  by  the  senior  staff. 

77.  The  Senior  Surgical  Registrars  constitute  a still  more  highly  selected  and  a 
more  advanced  group  of  surgical  trainees.  It  is  the  group  from  which  consultant 
surgeons  are  finally  selected. 

78.  Selection.  Since  Senior  Registrarship  is  still  a period  for  selection,  in  spite  of 
all  precautions  a few  “ rejects  ” are  inevitable.  Admission  to  the  grade  Senior 
Registrar  is  again  by  open  advertisement  and  the  scrutiny  of  advisory  appointments 
committees.  In  practice,  the  Senior  Registrar  is  usually  of  some  six  to  nine  years’ 
medical  standing  when  appointed.  It  was  envisaged  that  they  would  serve  for  three 
or  four  years  in  this  category  before  becoming  eligible  for  consultant  status.  In  fact, 
those  of  them  who  have  achieved  promotion  have  usually  served  for  more  than 
four  years,  and  indeed  some  who  have  not  yet  secured  consultant  posts  have  been 
as  long  as  seven  or  eight  years  in  the  Senior  Registrar  Grade. 

79.  Outlet  from  the  grade  of  Senior  Registrar.  Most  of  these  men,  having  been 
very  stringently  selected,  are  suitable  for  promotion,  and,  in  contrast  to  the  Registrars, 
almost  all  Senior  Registrars  should  find-  their  outlet  from  the  grade  by  promotion 
to  consultant  status,  rather  than  by  movement  into  other  branches  of  Medicine.  The 
College  notes  with  concern  that  there  is  to-day  a serious  accumulation  of  well-trained, 
valuable  and  desirable  Senior  Registrars  who  at  present  have  insufficient  prospect  of 
promotion.  It  suggests  'that  this  situation  could  be  solved,  in  its  financial  aspects,  in 
two  ways : 

C a ) by  increasing  the  total  salary  allocation  to  the  surgical  branch  of  the  Hospital 
Service,  and  thus  making  possible  the  desirable  increase  in  consultant 
establishment ; and 

(b)  by  filling  in  the  gap  that  exists  in  salary  scales  between  the  fourth  year 
Senior  Registrar  and  the  starting  salary  of  the  consultant  by  at  least  four 
further  yearly  increments  in  the  Senior  Registrar  scale  to  a level  just  below 
that  of  the  beginning  of  the  consultant  scale.  This  measure  would  render 
more  elastic  the  reasonable  duration  of  a Senior  Registrar  post — as 
experience  now  suggests  is  desirable. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  ROYAL  COLLEGE  OF  SURGEONS  OF  EDINBURGH 


509 


80.  The  College  believes  that  were  these  measures  fully  implemented  the  present 
“ Senior  Registrar  Problem  ” would  be  largely  solved.  It  recognises  the  future  duty 
of  the  profession,  in  concert  with  the  administration,  to  maintain  a reasonable 
numerical  proportion  between  Senior  Registrar  posts  and  anticipated  consultant 
vacancies  by  careful  individual  selection  against  the  background  of  a calculated 
number  of  posts.  Even  at  the  Senior  Registrar  level,  however,  the  most  careful 
selection  methods  sometimes  fail.  Furthermore,  even  when  the  original  selection 
has  been  correct,  the  subject  of  it  may,  in  fact,  change  his  nature.  In  such  rare 
instances  an  arrangement  for  subsidising  transfer  to  another  branch  of  Medicine 
should  be  applicable.  Without  doubt  the  individual  will  be  a good  medical  man, 
in  view  of  his  selection  as  Senior  Registrar  in  Surgery ; and  although  he  ultimately 
proves  to  be  unsuited  to  the  practice  of  Surgery,  he  may  well  prove  a recruit  of 
first-rate  quality  in  another  branch  of  Medicine. 

81.  The  Surgical  Senior  Registrar  category  is  also  augmented  by  inclusion  with  it 
of  University  Clinical  Lecturers  who  hold  honorary  Senior  Registrar  contracts  in 
the  National  Health  Service.  It  is  important  that  this  group  should  not  be  lost 
sight  of  in  computing  the  desirable  ratio  of  Senior  Registrars  to  Consultants. 

Temporary  Registrar  Appointments  for  Overseas  Graduates 

82.  There  is  another  small  group  in  the  Surgical  Registrar  and  Senior  Registrar 
category  of  which  cognisance  should  be  taken.  It  consists  of  surgical  trainees 
from  overseas  who  desire  to  gain  training  in,  and  experience  of,  British  Surgery. 
Training  in  Surgery  can  only  be  accomplished  by  experience  with  responsibility; 
and  these  men  are  rightly  accepted,  after  careful  selective  scrutiny,  as  trainee  members 
of  British  Hospital  staffs.  Like  our  own  men  they  give  service  and  they  gain 
experience.  They  are,  of  course,  intended  largely  for  “re-export,”  but  there  are 
enough  of  them  to  be  taken  into  account  when  computing  the  desirable  number  of 
Registrars  and  Senior  Registrars. 

Problems  Common  to  Both  Grades  of  Registrar 

83i.  Returning  to  the  problems  common  to  both  grades  of  Registrar,  the  College 
notes  that  such  appointments  are  exclusively  whole4ime.  In  consequence,  they 
suffer  similar  disadvantages  in  respect  of  professional  expenses  allowances  as  was 
noted  in  respect  of  whole-time  Consultants. 

84.  The  College  is  not  satisfied  that  Registrars  and  Senior  Registrars  need  be 
exclusively  whole-time  appointments.  It  suggests  that  they  might  optionally  be 
maximum  part-time,  and  exceptionally  even  less  than  maximum  part-time.  This 
might  recapture  some  element  of  the  spirit  of  adventure  and  of  individual  enterprise 
of  an  earlier  period.  The  more  enterprising  could  find  opportunity  for  augmenting 
their  incomes  and  widening  their  experience  by  such  additional  activities  as  research, 
teaching  on  a basis  of  private  enterprise,  assisting  in  general  practice  and  the  like. 


Question  9 

" The  difficulties  of  entering  general  practice,  with  special  reference  to  the  position 
and  prospects,  financial  and  otherwise,  of  assistants  ” 

85.  The  only  aspect  of  this  problem  of  which  the  College  has  special  knowledge, 
viz.  the  difficulties  that  confront  the  surgical  trainees  who  desire  to  transfer  to 
general  practice — has  been  dealt  with  under  Question  5,  and  particularly  Question  8. 


Question  10 

“ The  importance  of  private  consulting  practice  as  an  incentive  to  entering  the 
consultant  branch  of  Medicine 

86.  The  College  considers  that  the  prospect  of  private  practice  is  frequently  one 
factor  and  may  occasionally  be  an  important  factor  m influencing  a young  do_  o 
madtmt  a career  in  surgery!  It  is  certainly  a much  less  important  incentive  than  it 
was  before  the  War  when  a consultant’s  whole  income  depended  °n  pnvate  pracuce, 
however ; it  probably  plays  only  a small  part  to-day  in  the  choice  of  a career  m tn 
consultant  brandies  of  Medidne. 
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Question  12 

“ Comparative  treatment  for  income  tax  purposes  and  in  relation  Jo  expenses  of 
whole-time  and  part-time  consultants  in  the  National  Health  Service 

87.  The  College  considers  that  the  attitude  of  the  authorities  towards  expenses 
necessarily  incurred  in  the  adequate  performance  of  consultant  work  is  one  of 
the  most  irksome  and  unfair  frustrations  that  have  followed  in  the  wake  of  the 
Health  Service.  In  this  respect  the  treatment  of  doctors  in  this  country  is  markedly 
different  from  that  obtaining,  for  example  in  Canada  and  the  U.S.A.  Furthermore, 
it  is  contrary,  not  only  to  the  spirit  of  the  Spens’  _ Report,  but  also  to  its  letter. 
It  is  hardly  necessary  to  point  out  to  the  Commission  that  a surgeon  requires 
the  regular  use  of  a motor  car,  and  of  a telephone  which  must  at  all  times  be 
carefully  attended,  since  he  is  always  liable  for  important  emergency  calls  con- 
nected with  his  hospital  duties.  Furthermore,  since  surgery  is  by  no  means  a 
static  branch  of  human  knowledge  the  surgeon  must  constantly  be  advancing  his 
knowledge  by  membership  of  learned  societies,  travel  to  and  attendance  at 
professional  meetings  and  the  purchase  of  new  professional  books  and  surgical 
periodicals.  The  College  considers  that  it  is  quite  unfair  that  the  whole-time 
consultant  should  receive  no  income  tax  allowance  for  such  obviously  legitimate 
expenses.  He  can  reclaim  his  outlays  in  respect  of  telephone  calls  on  hospital 
business,  but  this  in  no  wise  compensates  him  for  the  heavy  rental  of  the  telephone 
of  to-day  nor  for  the  expense  incurred  in  ensuring  that  it  is  constantly  manned. 
He  can  also  claim  mileage  for  the  use  of  his  car  under  certain  specific  circum- 
stances, but  the  meagre  mileage  allowance  does  not  compensate  him  for  the  purchase, 
maintenance,  depreciation  or  renewal  of  his  vehicle.  Furthermore,  even  the  whole- 
time consultant  must  necessarily  use  part  of  his  residence  for  study  if  he  is  to 
keep  himself  abreast  of  modem  developments  in  his  specialty.  It  is  just  as 
important  for  him  to  have  access  at  his  home  to  the  latest  sources  of  information 
as  it  is  for  the  advocate  to  have  a study  lined  by  shelves  of  Law  Reports. 

88.  If  the  treatment  of  the  whole-time  consultant  is  deplorable,  his  part-time 
colleague  at  the  moment  is  little  better  off.  As  the  Royal  Commission  will  know, 
part-time  total  incomes — salaries  and  private  practice  earnings  together — were 
formerly  taxed  under  Schedule  D.  Recently  the  Inland  Revenue  authorities  have 
taxed  the  salary  part  of  the  income  of  part-time  consultants  under  Schedule  E 
and  only  private  practice  earnings  under  Schedule  D.  This  recent  change  has  been 
resisted  by  part-time  consultants  and  although  the  special  Commissioners  found  in 
their  favour,  the  Inland  Revenue  authorities  have  appealed  against  this  decision  ; 
the  hearing  of  the  appeal  is  pending.  In  the  meantime,  the  young  part-time 
consultant  who  has  little  or  no  private  practice  is  allowed  only  a meagre  deduction 
for  legitimate  expenses  and  his  plight  is  indeed  a sorry  one. 

89.  The  College  respectfully  suggests  that  the  Commission  should  urge  that 
medical  men  should  receive  special  treatment  in  the  matter  of  professional  expenses. 
It  believes  also  that  the  need  to  entertain  professional  colleagues,  especially  those 
from  overseas,  should  be  regarded  as  a necessary  expense  for  income  tax  purposes. 
It  is  hardly  necessary  to  point  out  that  the  exchange  of  views  with  distinguished 
visitors  who  are  often  the  authors  of  new  techniques  or  world-wide  authorities 
in  their  subjects  can  only  be  of  the  utmost  value  to  the  efficiency  of  the  National 
Health  Service  and  to  the  prestige  of  British  Medicine.  British  doctors  who  travel 
abroad  are  invariably  treated  with  the  greatest  of  kindness  and  generosity  and  are 
able  to  accept  hospitality  because  they  know  that  in  other  countries  their  hosts 
are  in  large  part  compensated  for  it. 


Question  13 

“ Any  anomalies  in  the  method  of  payment  of  any  branch  of  the  profession 
e.g.  maldistribution  as  opposed  to  wrong  total  volume .” 

The  Remuneration  of  Surgeons  in  General 

. 9?-  The  College  suggests  that  in  determining  the  remuneration  of  Consultants 
m Surgery,  due  regard  should  be  paid  to  the  exacting  nature  of  their  work.  The 
practice  of  the  various  surgical  specialties  is  arduous  ; indeed  no  other  branch 
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of  Medicine  compares  with  it  in  respect  of  physical  effort.  The  duties  of  the 
surgeon  require  a high  degree  of  knowledge,  judgment  and  skill ; and  they  impose 
an  extraordinary  stress  of  responsibility  and  of  physical  endurance.  The  training 
period  of  the  surgeon  is  long  and  his  working  life  relatively  short.  The  length 
and  complexity  of  modem  operations,  the  strain  of  emergency  surgery  with  all 
its  implications,  and  the  grave  responsibility  assumed  by  the  surgeon  on  behalf 
of  his  patient — these  and  similar  considerations  mean  that  most  surgeons  to-day  are 
subject  to  great  mental  and  phyical  strain,  and  are  over-worked.  As  a compensation 
for  this  the  College  suggests  that  a larger  financial  allocation  should  be  made 
available  to  the  surgical  division  of  the  Health  Service,  for  the  increase  of  surgical 
consultant  establishment. 

Consultants  on  Less  Than  Maximum  Part-tune 

91.  The  College  considers  that  the  remuneration  of  consultants  at  less  than  a 
maximum  part-time  salary  often  constitutes  an  anomaly.  This  is  especially  cogent 
in  the  case  of  consultants  of  the  younger  age  groups,  since  private  practice  has 
diminished,  and  little  of  what  remains  may  come  their  way.  Their  total  income 
may  then  be  seriously  insufficient.  As  noted  under  Question  7 (d),  the  College 
considers  that  aM  surgical  parlt-time  consultant  posts  should  be  offered  at  not  less 
than  maximum  part-time. 

Senior  Registrars 

92.  Another  anomaly  of  payment  is  that  of  the  Senior  Registrars  after  their 
fourth  year  increment  of  salary.  This  is  commented  on,  and  a suitable  adjustment 
is  proposed,  in  the  reply  to  Question  8. 

Question  IS 

" General  comments  on  the  system  of  merit  awards  and  the  method  of  allotting 
them,  with  any  suggestions  for  an  alternative  system 

93.  The  College  views  with  favour  the  system  of  merit  awards.  It  considers 
that  the  remuneration  of  consultants  should  be  adapted  to  correspond  with  a 
high-level  plateau  from  which  should  rise  some  “ glittering  peaks,”  admired  and 
desired.  It  feels  that  in  its  influence  on  recruitment  to  medicine  as  a profession, 
and  as  an  incentive  to  high  endeavour,  the  rewards  for  great  achievement  in  the 
field  of  Surgery  should  be  comparable  to  those  available  in  other  higher  vocations 
and  learned  professions.  It  feels  that  the  general  social  levelling  trends  have  gone 
far  enough  in  Britain  today ; and  that  they  should  not  be  emphasised  in  the  field 
of  Surgery  by  failure  to  provide  sufficient  reward  for  exceptional  merit.  With  this, 
and  particularly  with  recruitment,  in  view  the  College  considers  it  of  fundamental 
importance  that  the  merit  award  payments,  which  are  at  present  ungenerously 
assessed  at  the  Spens  1939  values,  should  be  brought  into  line  with  the  present 
day  value  of  money. 

94.  The  College  believes  that  the  method  of  allotting  merit  awards  that  has  been 
evolved  is  probably  the  best  method  that  can  be  achieved.  It  has  no  suggestions 
to  offer  for  an  alternative  system  or  method  of  administering  it. 

Question  IS 

“ Particulars  of  financial  stringency  suffered  by  any  classes  of  doctors  illustrated  by 
personal  budgets  of  practitioners.” 

Surgical  Consultants 

95.  The  College  invite  the  attention  of  the  Commission  to  the  fact  that  in  the 
press  and  in  debate  the  salaries  of  surgical  consultants  are  commonly  described 
and  quoted  in  terms  of  whole-time  salaries,  and  often  maximal  whole-time  salaries. 

96.  In  fact,  most  surgeons  are  employed  on  part-time  contracts ; and  of  these 
a large  number  in  Scotland  are  employed  on  a sessional  basis  varying  from  six 
to  eight-elevenths.  This  often  inadequate  part-time  salary  is  further  impoverished 
by  failure  to  maintain  the  Spens  standards  in  terms  of  present-day  money  value. 
The  College  believes  that  a large  proportion  of  surgical  consultants  are  suffering 
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a considerable  and  inappropriate  degree  of  financial  stringency ; and  it  has  already 
proposed  that,  except  in  very  occasional  circumstances,  no  surgical  consultant 
should  be  paid  at  less  than  the  maximum  part-time  salary. 


Senior  Registrars 

97.  The  Senior  Registrars  are  particularly  unfortunate.  In  their  instance  especially, 
the  Spens  Committee’s  time-estimate  has  proved  fallacious,  in  that  it  envisaged 
them  as  men  between  about  28  and  32  years  of  age.  Actually  they  rarely  enter 
the  grade  before  the  age  of  31,  and  with  the  dim  prospects  of  promotion  at 
present,  they  may  have  to  remain  in  it  almost  indefinitely.  There  is  no  provision 
for  salary  increments  beyond  the  fourth  year  of  tenure.  At  this  stage  their  lot 
is  indeed  hard.  Underpaid  to  begin  with  through  failure  to  bring  salaries  up 
to  present-day  money  values,  with  the  financial  disadvantages  of  whole-time  employ- 
ment, and  having  reached  their  meagre  financial  ceiling  in  four  years,  they  continue 
their  arduous  and  increasingly  valuable  service  to  the  sick  in  hospitals.  With 
increasing  family  commitments  and  an  increasing  need  to  “ make  a good  appear- 
ance ” in  conformity  with  their  increasing  seniority  and  responsibility,  with  promotion 
prospects  seeming  forever  to  recede  before  them,  they  are  expected  to  “ carry  on  ” 
— and  on ! 

98.  These  are  our  brilliant  young  surgeons — the  surgical  consultants  of  the 
future.  In  the  vast  majority  of  cases  their  lack  of  promotion  is  not  through  lack 
of  merit,  but  through  lack  of  opportunity.  Frequently  they  are  doing  the  work 
of  consultants,  of  whom  there  are  not  enough.  Their  plight  is  traceable  to  the 
deficit  in  the  consultant  establishment  of  the  National  Health  Service,  which  in 
effect  means  inadequate  financial  provision  for  the  surgical  side  of  the  Service ; 
as  also  to  the  premature  freezing  of  their  financial  ceiling  after  four  years  in  their 
grade.  The  College  regards  as  essential  to  the  survival  of  British  Surgery  as  we 
have  known  it  the  remedial  measures  mentioned  in  its  reply  to  Question  8. 


Superannuation 

99.  The  College  observes  that  the  National  Health  Service  Superannuation  Scheme 
was  inaugurated  somewhat  abruptly  in  1948  along  with  the  Service.  Immediately 
preceding  this  was  the  War  period  1939-46.  Those  who  were  “ consultants  ” in 
Britain’s  Hospital  Service  before  1939  were  almost  entirely  dependent  on  private 
practice  for  their  incomes  up  to  that  date.  In  those  days  a surgeon  rarely  obtained 
a substantial  income  from  'private  practice  earlier  than  some  ten  years  after 
achieving  consultant  status.  Thus,  a doctor  who  became  a consultant  hospital  surgeon 
in  1929  had  been  able  by  1939  to  set  aside  but  little  financial  provision  for  his 
ultimate  retirement.  During  the  War  most  of  these  men  were  on  active  service 
with  no  opportunity  of  private  practice.  Those  whose  duties  lay  at  home  manned 
the  Emergency  Medical  Service  and  neither  surgeons  nor  their  wealthier  patients 
had  much  opportunity  for  the  amenities  or  the  profits  of  private  practice  in  the  War 
years.  After  the  War  this  situation  had  not  recovered  when  the  National  Health 
Service  intervened  and  seriously  diminished  the  opportunity  for  private  practice. 

100.  Surgeons  who  became  hospital  consultants  about  1930  had  at  the  time  of 
their  appointment  reasonable  prospects  of  achieving  an  income  between  1940  and 
1960  such  as  would  have  enabled  them  to  provide  suitably  for  their  retirement.  They 
have  been  unable  to  realise  this— partly  by  reasons  of  the  War,  and  partly  of  the 
National  Health  Service.  Unable  to  provide  earlier,  they  are  now  eligible  only  for 
that  fraction  of  pension  accruing  for  the  years  between  1948  and  their  retirement. 
Yet  these  are  the  surgeons  who  brought  to  the  National  Health  Service  the  unvalued 
and  the  invaluable  asset  of  the  living  traditions  of  British  Surgery,  who  in  effect 
have  been  the  means  of  giving  the  Service  the  good  start  it  has  had.  The  College 
feels  that  some  special  compensatory  superannuation  arrangements  should  be  made 
for  consultants  in  this  category. 
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Question  17 

“Special  considerations  of  which  account  ought  to  be  taken  in  discussions  of 
medical  remuneration  “ 

101.  The  medical  profession  in  Britain  has  hitherto  enjoyed  a high  standing  in 
the  community  as  a profession  of  learning,  and  one  with  great  traditions  of  service. 
Its  prestige  has  been  at  the  level  of  world  leadership.  If  the  profession  is  to  continue 
to  flourish  in  Britain  its  practitioners  must  be  assured  of  honoured  status  and  high 
rewards. 

102.  In  all  professional  matters  Medicine  is  a free  self-governing  profession ; but 
in  terms  of  service  and  remuneration  it  is  now  largely  controlled  by  the  State.  To 
allow  deterioration  in  the  standard  of  living  of  doctors  will  provoke  dissatisfaction 
in  the  profession,  will  lead  to  a lowering  of  the  standard  of  professional  work  and 
of  future  recruits  to  the  profession,  and  will  with  great  _ certainty  damage  British 
Medicine  as  a whole,  so  that  the  community  will  be  the  ultimate  sufferer. 

103.  This  is  the  main  consideration  of  which  account  ought  to  be  taken  in 
discussions  about  medical  remuneration,  and  it  is  the  main  tenet  of  the  College 
in  this  memorandum. 

104.  Among  more  detailed  considerations  the  College  observes  that  since  the 
period  studied  by  the  Spens  Committee  the  training  period  for  doctors  up  to  medical 
registration  has  been  extended  by  two  years  (one  year  added  to  the  Academic 
Curriculum  and  one  year  of  post-graduate  hospital  service).  The  specialist  training 
period  for  Surgery  has  also  been  extended  beyond  the  Spens  Committee’s  allowance 
of  six  years,  to  the  present-day  usage  of  ten  years  (both  excluding  National  Service). 
These  alterations  since  the  “ Spens  era  ” should  be  taken  into  account  in  interpreting 
the  present-day  applications  of  the  Spens’  report. 

105.  The  surgeon’s  equipment,  necessary  for  the  appropriate  performance  of  his 
duties — motor-car,  telephone,  etc. — are  expensive  to  maintain.  The  maintenance  of 
his  mental  equipment— learned  societies,  books,  journals,  travel,  etc— is  also  expen- 
sive. The  College  considers  that  such  should  be  recognised  as  necessary  professional 
expenses.  The  College  notes  that  the  allocations  provided  by  the  National  Health 
Service  for  “study  leave”  for  surgeons  and  surgical  trainees,  fall  far  short  of 
reasonable  requirements  ; and  it  suggests  that  such  allocations  should  be  greatly 
augmented. 

106.  The  College  observes  that  in  .pursuit  of  their  professional  appointments 
doctors  during  their  post-graduate  general  training  period,  specialists  during  their 
special  training  period,  and,  to  a lesser  extent,  established  specialists,  may  have  to 
move  their  homes  often  at  considerable  financial  sacrifice.  It  suggests  that  the 
expense  of  moving  house  should  be  subsidised  when  it  is  incurred  as  a necessary 
professional  expense. 


Question  18 

“ Specific  proposals  for  medical  remuneration ” 

107  The  College  holds  that  the  remuneration  of  the  medical  profession  should 
be  reviewed  in  the  light  of  .the  Spens  Report  recommendations,  which  it  considers 
as  in  the  nature  of  an  agreement  .between  the  State  and  the  Profession  , and  that  the 
terms  of  agreement  should  in  general  be  implemented  in  terms  of  the  altered  value 
of  money  today. 

108  The  College  suggests  half-yearly  increments  in  House  Officers’  sal"‘“  pp 
to  six  half-wear  post-graduate  .periods ; and  that  these  salaries  should  be  related  to 
those  in  other  branches  of  Medicine  open  to  men  about  this  stage.  It  suggests  a 
“homSnro^ng ” subsidy.  It  suggests  a streamlining  of  medical  remuneration  m 
respStXJuoh  items  as  board  and  lodging  charges.  It  suggests  recognition  of  the 
snS  professional  expenses  of  medical  men.  It  suggests  the  upward  extension  of 
annual  salary  increments  of  Senior  Registrars ; and  the  virtual  abohtion  of  less- 
tCmma!Sum  part-time  consultant  salaries.  It  suggests  special  compensatory  super- 

hospital  consultants.  It  suggests  that  there  should  be 
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an  increase  in  the  total  allocation  for  surgery,  so  as  to  allow  expansion  of  the 
surgical  consultant  establishment  and  improvement  'in  the  remuneration  of  surgeons. 

109.  The  College  does  not  propose,  in  this  document,  to  suggest  specific  individual 
salaries  or  allowances.  It  is  a member  of  the  Joint  Consultants’  Committee  of  the 
British  Medical  Association  and  of  Royal  Medical  and  Surgical . Corporations.  It 
prefers  to  make  its  proposals  on  these  matters  through  that  ibody  in  concert  with  its 
professional  allies. 


Question  20 

“ Proposals  for  specific  machinery  or  procedures  to  be  established  for  dealing 
with  future  discussions  on  medical  remuneration.” 

110.  The  College  notes  with  concern  the  failure  of  the  present  machinery,  and  in 
particular  the  lack  of  success  of  the  Medical  Whitley  Councils.  The  “ management 
sides  ” of  them  have  not  been  free  agents  capable  of  free  discussion  or  negotiation 
because  they  are  subject  to  political  and  to  Treasury  control. 

111.  The  profession’s  negotiating  committees  have  fared  little  better,  because 
they  have  attempted  to  negotiate  with  a politically-controlled  Government 
Department 

112.  The  College  recalls  that  the  nationalisation  of  Medicine  is  a difficult  and 
novel  experiment,  in  which  to  date  the  negotiating  methods  have  been  singularly  ill- 
adapted.  It  is  recognised  that,  with  the  rest  of  the  community.  Medicine  must 
evolve  with  the  times — must  change  gradually  and  in  conformity  with  national  trends  ; 
but  its  traditions  and  practice  should  be  disturbed  as  little  as  possible,  and  its  -terms 
of  service  should  not  'be  decided  by  the  present  unsatisfactory  procedure. 

113.  The  College  feels  that  in  furtherance  of  these  aims  it  is  essential  that  a 
standing  neutral  and  non-political  body  should  be  interposed  between  the  Medical 
Profession  and  the  Government  Departments  concerned.  The  members  of  such  a 
neutral  body  should  be  selected  after  consultation  with  the  Government  Departments 
concerned  and  with  representatives  of  the  Medical  Profession ; they  should  not  be 
members  of  either.  Such  a body  should  have  opportunities  to  consult  with  the 
Profession  on  the  one  (hand,  and  to  advise  the  Government  on  the  other.  It  should 
have  the  duty  of  reviewing  medical  remuneration  at  suitable  intervals  ; and  of  advis- 
ing the  Profession  and  the  Government  impartially  on  these  occasions.  Under  its 
auspices  Tribunals  could  be  developed  to  supervise  the  day-to-day  financial  arrange- 
ments of  the  several  branches  of  Medicine.  The  College  considers  that  all  salaried 
branches  of  the  Medical  Profession  should  come  within  the  purview  of  the  neutral 
body,  including  not  only  those  in  the  National  Health  Service,  but  also  those  in  the 
employment  of  Local  Authorities,  the  Universities,  Industry  land  the  Armed  Forces. 


Question  21 

“Any  factors  other  than  remuneration  which  are  affecting  the  contentment”— 
of  Surgeons. 

114.  The  College  takes  the  liberty  of  pursuing  this  point  only  in  relation  to 
Surgeons.  It  has  pointed  out  that  Surgeons  are  human  and  desire  to  be  adequately 
remunerated ; but  it  stresses  that  they  have  other  desires  and  aspirations. 


(1)  Surgeons  are  Over-worked 

1 1 5'  The  College  has  observed  that  most  surgeons  at  present  iare  severely  over- 
worked. This  impairs  their  practical  performance ; and  it  also  impairs  their  ability 
to  improve  their  knowledge,  skill  and  methods ; and  it  also  impairs  -their  ability  to 
engage  m clinical  or  laboratory  research.  It  views  this  state  of  affairs  with  great 
concem—boimd  ^Mifsodatiiy  is,  with  an  efficient  and  improving  service,  and 
with  the  prestige  of  British  Medicine.  The  remedy  appears  to  lie  in  an  increase  in 
the  surgical  consultant  establishment ; and  also  in  the  provision  for  research  facilities 
in,  and  associated  with,  hospitals. 
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(2)  Hospital  Accommodation  for  Surgery 

116.  The  College  views  with  disquiet  the  failure  to  provide  adequate  working 
facilities  for  Surgeons.  The  hospitals  of  Britain  now  compare  very  unfavourably 
with  those  of  many  Continental  countries  and  of  the  Americas.  This  is  especially 
evident  in  respect  of  surgical  facilities.  It  is  not  to  be  supposed  that  a high  level  of 
surgical  service,  nor  in  the  long-run  a high  level  of  surgical  skill,  can  be  maintained 
indefinitely  in  antiquated  hospitals.  The  allocation  of  substantial  funds  to  the 
hospiti  branch  of  Medicine  for  the  purpose  of  building  new  hospitals  is  vitally 
important. 

(3)  Hospital  Administration  is  Often  Frustrating 

117.  The  College  has  noted  the  difficulty  and  frustration  encountered  by  Surgeons 
in  having  their  requests  for  improved  facilities — even  minor  ones — attended  to.  It 
notes  that  this  is  bound  up  with  ill-adapted  methods  of  bureaucratic  administration 
prevalent  in  National  Health  Service-controlled  Hospitals.  It  considers  that  the 
administration  of  hospitals  could  and  should  be  improved. 

(4)  There  is  Deterioration  in  the  Doctor-Patient  Relationship 

118.  The  College  observes  a deterioration  in  the  doctor-patient  relationship, 
notabiy  since  1948.  There  has  developed  a tendency  to  regard  doctors  as  “ servants 
of  .the  State”  and  indeed  as  servants  of  the  patient.  It  is  an  attitude  of  mind 
that  gives  rise  to  undesirable  litigation  on  medical  issues,  although  the  College  is 
by  no  means  opposed  to  proper  and  genuine  discipline  of  the  profession  by  this 
and  other  means. 

Remuneration  of  Dental  Surgeons 

119.  The  College  has  had  the  privilege  of  scrutinising  the  “ Report  of  the  British 
Dental  Association  to  the  Royal  Commission  ” (1957),  and  the  “ Evidence  submitted 
by  the  Council  of  the  Royal  College  of  Surgeons  of  England  to  the  Royal  Com- 
mission on  Doctors’  and  Dentists’  Remuneration— Part  B— Dental  Surgery 
(November,  1957).  On  behalf  of  its  Fellows  in  Dental  Surgery  it  desires  to  endorse 
the  terms  of  these  documents. 


SUMMARY 

120  The  Royal  College  of  Surgeons  of  Edinburgh  considers  that  the  high  level 
of  service  and  of  world  prestige  of  British  Medicine  and  British  Surgery  must  be 
maintained. 

121  It  notes  that  the  Welfare  State  'has  eased  the  lot  of  the  poorer  medical 
students ; and,  through  its  National  Health  Service,  has  improved  the  economic 
position  of  newly  qualified  doctors ; and  provided  a measure  of  security,  though  at 
a depressed  level,  for  most  of  .the  profession. 

1 72  Nevertheless  through  the  operation  of  the  National  Health  Service  the  State 
has  rendered  Medicine  a less  attractive  profession,  with  distinct  trends  towards 
a levelling  mediocrity  and  an  impairment  of  the  spirit  of  adventure  and  other 
LStivfs  t“S  endeavour.  It  has  caused  considerable  depression  in  the  pro- 

SafS1  rSaZ^and  ofV 

Stoi^ffig  hfo  th"rbance  of  frequent  disagreements  about  terms  of  service. 

■ 123.  It  suggests  that  these  ills  could  be  removed  or  alleviated  by  the  following 

meaS(lT Ah” upward  adjustment,  of  medical  salaries  generally  in  conformity  with 
the  increased  cost  of  living ; ...  • 

(2)  The  removal  of  existing  anomalies  of  remuneration  that  cause  hardship  . 

(3)  The  recognition  of  reasonable  medical  expenses  allowances; 
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(4)  Compensation  for  the  recent  increase  in  the  duration  of  medical  training ; 

(5)  Streamlining  of  financial  relationships  between  the  Health  Service  and  the 
doctor  to  suit  the  convenience  of  a learned  profession ; 

(6)  Restoration  of  the  spirit  of  adventure  and  enterprise  hy  encouraging  private 
enterprise  in  practice,  research  and  teaching,  and  by  restoring,  and  even 
augmenting,  the  value  and  the  peaks  of  merit  awards : 

(7)  Increase  in  the  establishment  of  surgical  consultants  to  alleviate  overwork ; 

(8)  The  replacement  of  deteriorating  surgical  facilities  by  new  hospital  building 

and  equipment. 

124.  The  College  holds  that  medical  remuneration  should  be  removed  from  the 
disturbing  influences  of  politically  controlled  Government  Departments  by  the 
interposition,  between  the  Government  Departments  concerned  and  the  Profession, 
of  a Neutral  and  Independent  Body  whose  duty  would  be  to  regularly  scrutinise 
medical  remuneration  and  to  keep  it  in  conformity  with  future  times. 

125.  The  College  observes  with  pride  that  the  Medical  Profession  has  exhibited 
a notable  degree  of  restraint  in  applying  for  remedies  for  the  several  impairments 
that  have  come  upon  it.  For  example,  it  believes  that  few  vocational  groups  would 
have  tolerated  so  uncomplainingly  the  failure  to  maintain  agreed  basic  medical 
remuneration  in  conformity  with  the  cost  of  living,  and  of  the  payment  of  agreed 
merit  awards  in  1958  at  the  1939  values. 


Examination  of  Witnesses 
Professor  John  Bruce  (. President ) 

Professor  N.  M.  Dorr  ( Vice  President ) 

Mr.  J.  J.  Mason  Brown  ( Treasurer ) 

on  behalf  of  the  Royal  College  of  Surgeons,  Edinburgh 
called  and  examined 


2666.  Chairman : Professor  Bruce,  you 

are  acting  as  the  primary  spokesman  of 
the  Royal  College  are  you? Profes- 

sor Bruce : Yes,  Sir. 

2667.  We  have,  as  you  know,  only 
received  your  evidence  in  proof  form  a 
few  days  ago,  and  we  have  numbered 

the  paragraphs  in  it. iMay  I apologise 

for  the  late  arrival  of  our  memorandum? 
This  was  due  to  a change  in  secretaries 
and  to  illness  ; also  I was  in  America. 
That  explains  why  we  have  been 
apparently  so  discourteous.  I would  like 
to  take  the  opportunity  of  saying  how 
sorry  we  are. 

2668.  I do  not  think  it  necessary  for 
you  to  apologise ; we  appreciate  the 
reason  for  the  delay,  but  it  has  meant 
of  course  that  we  have  not  been  quite 
able  to  give  as  complete  a study  to  the 
document  as  we  have  with  some  others. 

We  may  of  course  want  to  ask  you 
questions  on  other  matters,  not  just  on 
your  own  evidence,  and  you  must  not 
imagine  that  in  putting  any  questions 


there  is  any  hostility  on  our  part.  If 
we  do  not  ask  these  questions  no  one 
else  will.  On  the  other  hand  there  are 
some  things  you  do  say  that  we  prob- 
ably will  not  deal  with,  and  we  do  not 
want  you  to  think  this  is  because  they 
do  not  seem  important  to  us,  but 
because  they  have  been  dealt  with  by 
other  bodies.  Just  to  start,  I think  you 
do  tell  us  at  the  beginning  about  the 
status  and  government  of  the  College, 
but  I wonder  if  just  for  the  record  you 
would  give  a brief  outline  of  who  you 
are.  —The  Royal  College  of  Surgeons 
of  Edinburgh  was  first  incorporated  in 
the  year  1505.  Since  then  we  have  been 
responsible  for  the  education  and  exam- 
ination of  those  who  are  aspiring  to 
become  surgeons.  We  consist  of  a large 
number  of  surgeons  both  at  home  and 
abroad ; we  have  a total  of  3 371 
Fellows,  of  which  1,735  are  resident  in 
the  United  Kingdom.  Those  Fellows 
by  vote  elect  a Council  of  the  College 
and  office  bearers,  so  that  we  three, 
myself  the  President,  Professor  Dott  the 
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Vice  President  and  Mr.  Mason  Brown 
the  Treasurer  can,  I think,  claim  to  speak 
for  the  body  of  Fellows  since  we  are 
elected  office  bearers  by  an  elected 
Council.  We  still,  by  means  of  our 
examinations,  by  means  of  our  courses 
of  instruction,  play  a considerable  part 
in  the  training  of  surgeons,  and  our 
Fellowship  is  recognised  as  one  of  the 
accepted  criteria  for  access  to  a con- 
sultant post  in  the  National  Health 
Service.  We  are  independent  guardians 
of  the  standard — one  of  the  guardians  of 
the  standard — of  surgery  practised  in 
the  United  Kingdom,  and  indeed  in  most 
of  the  Commonwealth  countries. 

2669.  Sir  Hugh  Watson:  It  is  right, 
Professor  Bruce,  that  your  College 
speaks  mainly  for  the  consultants? — — 
Yes,  but  I suppose  also  senior  registrars 
and  other  grades,  employees  in  hospitals 
and  in  the  National  Health  Service. 

2670.  Looking  at  your  paragraph  8,  in 

which  you  remark  on  the  “ steady  and 
apparently  relentless  depression  of  the 
social  and  economic  status  of  the  doctor 
that  has  occurred  since  1948  ”.  Repre- 
senting, as  you  do,  largely  consultants 
and  registrars,  in  what  respect  do  you 
consider  the  social  status  of  your  mem- 
bers has  been  depressed  since  1948? 

X think  the  members  of  the  consultant 
profession,  certain  sections  of  them,  are 
unable  to  travel  abroad,  for  example,  as 
they  did1  before ; many  of  them  have 
been  unable  to  send  their  children  to 
the  type  of  school  they  went  to  them- 
selves ; many  of  them  have  to  move  into 
smaller  houses,  for  example.  Over  all 
there  has  been  a general  deterioration 
in  their  social  status. 

2671.  Do  you  think  that  has  mani- 
fested itself  among  the  ranks  of  your 
profession  ;to  a greater  degree  .than  other 

comparable  professions? 1 would  not 

know  about  .that.  I am  convinced  that 
it  is  so  in  our  own  profession. 

2672.  You  are  taking  it  absolutely ; 

you  have  not  considered  it  relatively  to 
other  professions? -I  have  not. 

2673.  What  the  Commission  have  in 

mind  is  that  .this  sort  of  thing  is  going 
on  all  round ; one  sees  it  every  day,  as 
you  know. It  has,  I think,  been  par- 

ticularly marked  in  our  profession. 

2674.  Chairman:  Yon  did  speak 

about  them  having  to  move  into  smaller 

houses. Yes,  and  schooling  for 

example  is  a very  important  matter. 


Several  of  our  members  have  been 
unable  to  give  .their  children  the  same 
kind  of  education  as  they  got  them- 
selves. 

2675.  Sir  David  Hughes  Parry:  You 
have  fixed  on  the  year  1948  when  this 
started.  Would  you  say  that  was  asso- 
ciated with  the  National  Health  Service? 

Yes,  Sir  ; it  was  really  then  that 

generally  the  remuneration  of  consultants 
was  fixed. 

2676.  Do  you  not  think  it  could  have 
been  a consequence  of  the  war  rather 
than  merely  since  1948? 

Chairman : And  a consequence  of  taxa- 
tion?  Yes,  I .think  that  has  definitely 

affected  it.  But  on  the  other  hand  there 
has  been  a deterioration  in  remuneration 
of  the  surgeons  concerned  since  the  in- 
troduction of  the  National  Health  Ser- 
vice ; so  if  1948  is  not  the  entire  cause, 
it  is  at  least  a contributing  factor. 

2677.  Sir  David  Hughes  Parry:  The 

implication  of  what  you  say  is  that  it  is 
the  effect  of  the  National  Health  Service 
rather  than  what  happened  in  the  years 
1939  to  1945? Professor  Doit:  Fur- 

ther on  in  our  memorandum,  in  para- 
graph 99,  under  the  heading  of 
“ Superannuation  ” we  do  recognise  that 
the  war  played  a part. 

2678.  Sir  Hugh  Watson:  That  section 
deals  with  superannuation  and  retire- 
ment ; it  is  rather  a different  chapter? 
Yes. 

2679.  At  all  events  the  view  of  your 
College  is  that  as  a result  of  the  way  in 
which  consultants  have  been  dealt  with 
under  the  National  Health  Service  there 
has  been  a deterioration  in  their  financial 
position  which  has  affected  their  social 
status.  You  mentioned  as  an  indication 
that  some  of  them  have  had  to  move  into 
smaller  houses,  and  that  they  cannot 
afford  to  send  their  children  to  public 
schools;  and  the  Chairman  made  the 
point  that  taxation  might  come  into  it  to 

a considerable  extent? Professor 

Bruce:  Yes,  it  does.  There  is  also  the 
point  that  they  cannot  move  about  with 
the  freedom  they  were  accustomed  to 
for  professional  purposes.  It  is  with 
greatest  difficulty  that  younger  surgeons 
go  to  America  for  professional  purposes, 
which  is  a very  laudable  .thing  from  the 
point  of  view  of  British  medicine:  it 
is  with  great  difficulty  that  they  can  do 
these  things  at  all  now.  Before  the  war 
they  did  not  occasion  very  much 
difficulty. 
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2680.  On  the  question  of  going  to 

America,  is  that  because  they  cannot 
afford  to  go? Yes. 

2681.  Are  there  not  a number  of  cases 
in  which,  by  one  means  or  another, 
grants  are  made  available  to  persons  in 

professions  to  visit  other  countries? 

Yes,  there  are ; but  ithey  are  not  very 
plentiful.  The  National  Health  Service 
itself  make  that  sort  of  grant,  and  there 
are  other  bodies.  Rockefeller,  the  Com- 
monwealth Fund,  Fulbright,  which  do 
make  it  possible.  But  the  opportunities 
are  not  nearly  as  great  as  they  were 
before. 

2682.  Chairman:  Is  that  again  not 
common  to  all  walks  of  life,  that  there 
is  much  greater  expense  attached  to 

living  now? 1 think  it  may  quite  well 

be  so.  Sir. 

2683.  Sir  David  Hughes  Parry : There 

are  more  grants  available  for  this  pur- 
pose now,  much  more  than  before? 1 

think  that  is  true,  Sir,  yes.  I would  not 
say  much  more,  because  when  you  are 
trying  to  help  somebody  to  go  you  find 
it  is  very  difficult  to  find  an  appropriate 
fund. 

2684.  Sir  Hugh  Watson : Was  there  a 

large  traffic  to  the  United  States  for  in- 
structional purposes  and  general  enlarg- 
ing of  views  before  the  war? Yes, 

quite  a lot. 

2685.  As  the  Chairman  points  out,  that 

has  become  much  more  expensive  now, 
especially  in  view  of  the  dollar  exchange 
and  the  high  cost  of  both  sea  and  air 
passages. Yes. 

2686.  Mr.  Gunlake : Is  there  a distinc- 
tion between  full-time  consultants  and 
part-time  consultants  in  this  respect,  in 
that  the  latter  can  apply  for  certain  tax 

reliefs? If  he  is  giving  a lecture  or 

two  in  America,  for  which  he  receives 
remuneration. 

2687.  That  is  more  difficult  for  the 

full-time  man? That  is  more  difficult, 

yes. 

2688.  Sir  Hugh  Watson:  Supposing 

there  was  a conference  in  Stockholm 
about  investigating  methods  of  relieving 
cancer,  would  people  going  from  this 
country  to  such  a conference — part-time 
consultants  as  Mr.  Gunlake  asks— be  en- 
titled to  tax  relief  for  such  a conference 
even  if  they  were  not  delivering  papers? 
— -No. — Professor  -Dott:  That  has 

varied  a good  deal  from  time  to  time 


in  different  regions,  this  tax  relief  on 
such  missions ; sometimes  it  is  granted 
and  sometimes  refused. 

2689.  Chairman : Would  you  say  there 

is  less  travel  now,  not  merely  to  the 
United  States  but,  for  instance,  to  Scan- 
dinavia, Holland  and  other  places  over- 
seas?  Professor  Bruce:  There  is  still 

a fair  amount ; people  do  struggle  to  go, 
but  it  is  very  often  a struggle,  and  very 
often  somebody  has  to  deny  himself  the 
opportunity  because  he  cannot  afford  it. 
In  the  long  run  I would  not  say  there  is 
very  much  difference  in  the  total  number 
of  people  travelling,  but  it  is  very  much 
more  difficult  for  them  to  go. 

2690.  Sir  Hugh  Watson : We  would 
like  you  to  deal  with  this  as  fully  as 
you  want  to.  These  are  the  principal 
respects  in  which  you  feel  the  social 
status  and  the  general  position  of  con- 
sultants has  'been  adversely  affected? 

Yes. — Professor  Dott:  I would  like 

to_  add  that  travel  even  within  the  United 
Kingdom,  has  become  difficult  and 
impeded  by  the  social  depression. 

2691.  Which  is  it?  Professor  Bruce 
says  the  inability  to  travel  is  caused  by 
the  economic  depression,  and  now  you 
say  travel  is  impeded  by  the  social 

depression. 1 should  have  said  the 

economic  depression.  It  has  been  quite 
noticeable  that  members  of  important 
specialist  societies  and  so  on,  have  had 
to  cut  down  their  attendances  at  meetings 
of  those  societies  because  of  poverty. 

2692.  I think  it  is  fair  to  say  that  most 
of  us  here  who  have  to  go  to  London 
under  our  own  steam  travel  second  class. 
I think  that  is  a general  matter,  Professor 

Dott,  is  it  not? It  certainly  is,  but  I 

would  have  judged  it  affects  the  medical 
profession  rather  more  than  others. 

2693.  I would  rather  like  to  find  out 
on  what  you  base  that  view.  It  is  quite 
understandable,  but  I think  the  Commis- 
sion would  like  to  know  why  you  feel 
the  medical  profession  has  been  so  much 
worse  hit  than  any  other  professional 

class. 1 am  afraid  one  can  only  say 

it  is  an  impression,  and  it  is  also  an 
impression  of  many  of  my  colleagues. 

2694.  Mr.  Gunlake : Would  it  be  fair 
to  say  that  some  of  the  other  professions 
have  been  at  liberty  to  increase  their 

charges? Sir  Hugh  Watson:  That 

would  affect  only  the  whole-time  con- 
sultant, not  the  part-time  consultant  who 
is  at  liberty  to  charge  such  fees  for  his 
private  work  as  he  feels  appropriate.— 
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Professor  Bruce : The  fees  which  are 
charged  by  the  profession  are  substan- 
tially what  'they  were  in  1939  ; the  cost 
of  an  operation,  the  cos-t  of  a consulta- 
tion is,  I should  think,  substantially  what 
it  was  in  1939. 

2695.  Professor  Jewkes : What  about 
the  scale  of  private  practice?  Is  not  the 
amount  of  private  practice  decreasing? 

— — It  has  decreased  enormously  in 
Scotland  and  in  Edinburgh.  Eleven 
private  nursing  homes  which  were 
functioning  in  1939  have  closed  down 
since  the  end  of  the  war  and  only  one 
new  nursing  home  has  opened  up,  so 
there  is  a net  loss  of  ten  nursing  homes. 
In  fact  there  are  only  four  nursing  homes 
in  Edinburgh  in  which  it  is  possible  to 
do  private  operations.  That  represents 
an  enormous  decrease  in  the  volume  of 
private  practice,  in  a capital  city. 

2696.  Sir  Hugh  Watson : Are  there 

not  in  the  hospitals  in  Edinburgh  any 
paid  beds? -There  are  no  paid  beds. 

2697.  Professor  Jewkes : We  have 

been  told  in  England  that  these 
voluntary  associations  may  at  least  help 
to  maintain  private  practice.  Does  that 
not  operate  in  Scotland  to  the  same 

degree? It  is  operating  in  Scotland, 

and  I think  it  will  tend  to  maintain 
private  practice  where  it  can  function, 
but  it  can  never  function  in  relation  to 
surgery  if  there  are  no  places  in  which 
the  work  can  be  carried  out.  The  great 
shortage  of  surgical  nursing  home 
facilities  and  the  complete  absence  of 
private  pay-bed  accommodation  in 
hospitals  makes  it  very  difficult. 

2698.  Chairman : Have  you  any  idea 
of  the  proportion  of  consultants  in 
Scotland  who  are  part-time?  _ Is  it 
vastly  different  from  the  proportion  of 

part-time  to  whole-time  in  England? 

The  majority  in  Scotland,  the  large 
majority,  are  part-time. 

2699.  They  carry  out  part  of  their 

work,  outside  the  service? Yes.  In 

Glasgow  I think  at  least  one  or  perhaps 
two  of  the  Glasgow  hospitals  have 
private  annexes,  just  as  they  have  in  the 
London  hospitals ; but  Edinburgh  has 
never  had  these.  I do  not  blame  the 
service  for  that,  because  the  premises 
just  were  not  there  to  be  taken  over, 
and  it  has  not  been  possible  to  provide 
funds. 

2700.  Sir  Hugh  Watson : Have  you  any 
observation  to  make  about  the  hospital 
accommodation  in  Scotland  generally,  as 


compared  with  elsewhere? We  are 

very  depressed  about  the  quality  of 
hospital  accommodation  in  Scotland, 
compared  with  the  Continent  and 
Canada  and  the  United  States  of 
America.  Our  hospitals  are  old,  and 
were  built  before  medicine  had  become 
really  scientific,  and  it  has  not  been 
possible  in  these  old  buildings  to  provide 
the  ancillary  services  which  are  funda- 
mental now  to  modern  scientific  practice 
of  medicine  and  surgery.  On  that 
account  we  suffer  very  badly.  I have 
just  come  back  from  a visit  to  the  United 
States  and  Canada.  Their  hospitals  have 
proper  facilities  for  the  scientific 
investigation  of  disease ; then  you  come 
back  here  to  a hospital  where  these 
facilities  do  not  exist.  We  really  need 
a very  extensive  hospital  building  pro- 
gramme if  our  hospitals  are  going  to 
be  in  any  way  comparable  to  those  of 
Scandinavia,  Western  Germany,  Canada, 
the  United  States  and  Switzerland,  which 
are  the  five  countries  I happen  to  know 
about  particularly. 

2701.  In  the  next  paragraph  you  sug- 
gest that  “ new  and  more  liberal  methods 
of  administration  are  necessary  if  the 
experiment  [of  the  National  Health  Ser- 
vice] is  to  be  a successful  one.”  That 
infers  some  criticism  of  the  administra- 
tion, and  the  Commission  would  like  to 
know  what  you  have  in  mind  generally. 

'Professor  Dott  will  speak  about  that. 

— Professor  Dott:  The  most  important 
thing  we  had  in  mind  is  given  at  the  end 
of  our  evidence,  and  that  is  we  feel  the 
need  for  independent  professional  bodies. 

2702.  Is  that  with  regard  to  he  question 

of  remuneration? Yes. 

Sir  Hugh  Watson : I thought  this  sen- 
tence was  directed  at  something  different, 
but  if  I am  wrong  we  can  leave  it  at 
that. 

2703.  Professor  Jewkes:  There  is  no 
suggestion  that  the  actual  administration 
of  the  Health  Service  should  be  modified 
in  any  way?  You  are  thinking  mainly  of 
a change  in  the  body  that  would  first 
deal  with  the  question  of  remuneration? 

Professor  Bruce : We  have  in  mind 

also  that  there  are  a lot  of  little  frus- 
trating and  annoying  things  which  hap- 
pen, and  which  are  tedious  to  the  mem- 
bers of  our  professon.  The  kind  of  thing 
such  as  being  refused  permission  to  go 
off  to  a conference,  for  example.  Some- 
times there  are  tedious  relationships  with 
boards  of  management  in  connection 
with  getting  equipment ; there  are  delays 
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and  so  on,  which  I think  a more  en- 
lightened medical  administration  would 
avoid. 

2704.  Chairman : A more  enlightened 

administration,  or  more  enlightened 
methods? 1 suppose  it  is  hard  to  de- 

fine what  I mean.  Since  the  start  of  ithe 
National  Health  Service  the  profession 
itself  has  -had  singularly  little  say  in 
how  the  service  should  develop.  There 
has  'been,  until  very  recently,  no  real 
mechanism  for  consulting  the  people  who 
are  actually  working  in  ithe  hospital  about 
hospital  policy  or  hospital  development. 
I think  from  the  start  there  should  have 
been  some  kind  of  proper  consultative 
machinery  with  the  actual  members  of 
the  hospital  staff  who  were  working  in 
the  hospital  and  whose  main  interest  is 
in  the  hospital,  and  who  are  even  more 
jealous  than  any  boards  of  management 
for  its  good  name  and  its  success.  It  is 
things  like  that  we  had  in  mind. 

2705.  Mr.  Watson : On  that  particular 
field  would  you  put  new  equipment  and 

new  hospitals  before  remuneration? 

That  is  a very  difficult  question  to 
answer.  If  you  are  asking  me  personally 
I would  say  yes,  but  speaking  as  the 
President  of  the  College  of  Surgeons,  I 
dare  not. 

2706.  Professor  Jewkes:  Might  I ask 

whether  one  possible  answer  to  that 
question  is  both  remuneration  and  capital 
equipment  for  your  hospitals  ; you  do 
not  rule  that  out  as  a possibility? No. 

2707.  Sir  Hugh  Watson : Your  feeling 
is  that  there  is  a certain  amount  of  frus- 
tration and  petty  restriction  and  so  on 
but  this,  for  all  you  know,  may  stem 

from  lack  of  funds. It  is  not  all  lack 

of  funds.  I have  never  experienced  this 
myself,  and  I do  not  know  if  my  col- 
leagues here  have  experienced  it,  but  in 
some  hospitals  we  do  know  there  have 
been  attempts  made  to  make  them  sign 
their  name  in  the  morning  -with  the  hour 
they  come  in  to  work.  Those  are  de- 
grading little  things  for  somebody  like 
a consultant  surgeon  ; they  are  pettifog- 
ging little  restrictions — things  like  charging 
for  a cup  of  tea  after  an  operation.  After 
you  have  finished  an  operation  and  want 
a cup  of  tea  to  replace  your  fluid  loss, 
they  charge  3d.  for  it. 

2708.  Most  of  you  should  know  that 

the  normal  charge  for  a cup  of  tea  any- 
where else  is  6d. It  can  be  curiously 

circumvented  in  any  well-run  organisa- 
tion. 


2709.  Chairman : In  this  paragraph 
about  new  and  more  liberal  methods,  you 
are  -dealing  with  the  hospital  side  rather 

than  with  general  practice? Yes,  Sir. 

— Mr.  Mason  Brown  : Might  I give  an 
example  from  my  own  hospital?  Before 
the  service  was  introduced  it  was  my 
duty  as  the  senior  surgeon  to  report  to 
the  board  of  management  each  year,  and 
to  report  what  was  likely  to  be  needed  in 
the  way  of  equipment.  Since  the  Health 
Service  no  such  advisory  report  has  been 
requested  and  when  one  was  presented  it 
was  flatly  turned  down.  When  you  put 
in  for  equipment  there  is  no  money  for 
it.  A month  ago  at  a meeting  we  had 
to  delete  necessary  items  and  put  them 
in  priorities  because  there  was  no  money. 
And  yet  a month  later,  at  the  next  meet- 
ing of  the  committee,  they  had  fou-nd 
there  was  more  money  than  they  thought, 
and  they  then  had  to  find  items  which 
we  could  buy  before  31st  March  in  order 
that  the  money  should  be  used.  It  is  that 
sort  of  administration  which  is  infuriat- 
ing in  running  a hospital. 

Sir  Hugh  Watson : I thought  that  was 
the  sort  of  thing  Professor  Bruce  had  in 
mind ; I am  glad  you  mentioned  this. 

2710.  Chairman : In  the  days  of  the 
voluntary  hospitals  there  was  not  always 

unlimited  money. No,  but  they  were 

always  willing  to  make  a special  appeal 
for  money,  or  to  put  some  money  aside 
in  order  that  the  hospital  could  be  kept 
up  to  date. — Professor  Bruce : What  hap- 
pened then  was  that  if  you  wanted  a new 
piece  of  equipment  you  asked  the  Super- 
intendent and  you  got  it.  Now  it  is 
extremely  difficult ; priorities  are  put  up 
all  over  the  place,  and  it  may  be  many 
months  before  items  of  equipment  be- 
come available. 

2711.  Mr.  Bonham-Carter : Do  the 
hospitals  work  on  a budget  system, 
anticipating  expenditure  for  a period 

ahead? 1 do  not  know  how  they  d-o 

it.  I suppose  they  must. 

2712.  Mr.  Watson : Would  it  not  be 
fair  to  say,  leaving  out  of  account  the 
standard  -of  hospital  buildings,  that  our 
hospitals  are  better  equipped  now  than 

before  the  Health  Service? 1 would 

not  -have  said  so.  I think  -there  has  been 
an  upgrading  of  .the  poorer  hospitals,  but 
in  the  major  teaching  hospitals  I do  not 
think  that  is  so  at  all.  There  is  improved 
equipment,  of  course,  because  improved 
equipment  is  used  in  surgery  nowadays  ; 
it  would  be  very  difficult  for  a surgeon 
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who  practised  in  1935  to  recognise  the 
hospital  he  worked  in  today.  But  that 
has  not  come  about  through  any  funda- 
mental improvement  brought  about  by 
the  Health  Service.  These  are  the 
advances  in  scientific  equipment  and 
engineering. 

2713.  Chairman : Has  there  not  been 
more  money  spent  in  hospitals,  taking 
the  country  as  a whole,  than  there  ever 

has  been  before? 1 think  that  is  quite 

true. 

2714.  Sir  David  Hughes  Parry.  You 
mentioned  the  buildings  were  old ; but 
is  it  not  .the  case  that  m that  respect 
since  1948  there  was  a lot  of  leeway  to  be 
made  up?  It  seems  that  you  were  com- 
paring the  good  old  days  with  the  rather 
bad  days  which  have  come  about,  and  yet 
you  admit  'that  there  was  a good  deal 
of  leeway  to  make  up  from  the  good 
old  days.— — Yes. 


2715.  Professor  Jewkes : You  compare 
the  position  in  British  hospitals  with  the 
position  in  hospitals  in  .the  United  States, 
Scandinavia,  etc.,  to  our  disadvantage. 
In  what  way  are  these  overseas  hospitals 
superior?  You  suggested  there  is  new 
equipment  in  .these  hospitals,  that  SOIne" 
where  we  are  lagging  behind.  Could 

you  amplify  that? Yes.  I do  not 

know  where  to  start.  The  problem  of 
investigation  of  disease  now  means  space 
for  laboratories  and  scientific  work,  and 
in  most  hospitals,  wards  are  well  sup- 
ported by  ancillary  laboratop'  accom- 
modation  in  which  the  studies  of  the 
patients  can  'be  made.  Advantage  has 
been  taken  in  most  of  the  hospitals  of 
the  various  methods  of  ventilation,  so 
that  the  standard  of  safety  in  the  actual 
conduct  of  surgical  work  is  greater  than 
in  this  country.  The  wards  of  our 
hospitals  are  generally  large  wards, 
public  wards,  as  in  the  case  of  my  own, 
with  30  patients  lying  side  by  side.  In 
these  Scandinavian  and  American  hospi- 
tals they  are  working  up  the  small  four 
bed  wards  and  single  rooms,  where  a 
person  can  die  in  privacy,  or  where  his 
relatives  can  at  least  be  griefstricken  m 
privacy,  and  not  in  a large  ward.  These 
are  some  of  the  ways  in  which  we  are 
lagging  behind.  In  the  teaching  hospitals 
we  lag  behind  in  the  very  inadequate 
provision  which  is  made  for  the  teaching 
of  students.  In  a great  hospital  like  the 
Edinburgh  Royal  Infirmary— before  the 
National  Health  Service.  perhaps  the 
largest  voluntary  hospital  in  this  country 


— the  facilities  we  have  for  teaching 
students  are  quite  appalling  compared 
with  those  of  Scandinavian  hospitals. 

2716.  Chairman-.  Were  we  already  in 
many  of  those  respects  lagging  behind  in 
1948? Yes,  Sir.  But  it  is  very  strik- 

ing, if  you  have  been  in  Scandinavia  or 
Canada  recently,  to  see  the  amount  of 
new  hospital  building  going  on — 
Toronto,  Edmonton,  Calgary,  Van- 
couver ; in  all  these  places  there  is  a 
very  vigorous  new  hospital  building  pro- 
gramme. Then  there  is  the  new 
Veterans’  Hospital  in  Toronto,  a magni- 
ficent hospital,  built  by  the  state  of 
Canada  as  part  of  their  veterans’ 
scheme ; and  the  new  Montreal  General 
Hospital,  which  is  a very  fine  hospital, 
built  entirely  by ‘voluntary  subscription. 

2717.  Mr.  Watson : I am  rather  inter- 
ested in  this  remark  that  in  Edinburgh 
you  have  deplorable  equipment.  In 
paragraph  3 of  your  memorandum,  in 
which  you  deal  with  the  three  Royal 
Surgical  Incorporations  of  England,  of 
Glasgow  and  of  Edinburgh,  you  go  on 
to  say  that  such  is  the  prestige  of  these 
Fellowships  that  they  are  regarded  over- 
seas as  a hallmark  of  sound  surgical 
education. Yes,  Sir. 


2718.  Is  that  a statement  of  fact? 

Yes,  Sir. 

2719.  Professor  Jewkes:  Has  there 
been  no  new  hospital  built  in  Great 

Briain  since  1945? 1 think  there  is 

one  in  the  west  of  Scotland,  in  the  Vale 
of  Leven,  and  I know  St.  J ames  s at 
Balham  have  had  a new  wing.  I do  not 
know  of  any  other,  and  I certainly  know 
of  no  general  hospital  which  has  been 
built. 

Mr.  Bonham-Carter:  I am  sure  there 
must  be,  in  some  of  the  new  towns  m 
Crawley,  for  example. 

2720.  Professor  Jewkes : The  state- 
ment was  made  in  1954  that  no  new 
hospital  had  been  built  in  Great  Britain 
since  the  end  of  the  war,  but  since  then 

there  may  have  been. 1 think  if  there 

had  been  we  would  have  heard  about  it. 

2721.  Chairman:  And  you  heard  of 
the  one  in  Scotland,  in  the  Vale  of 

Leven? 1 do  not  know  whether  it  was 

built  before  1954  or  not. 

2722.  It  was  since  the  war?— — -Ves ; 
but  that  was  built,  I understand,  for  a 
special  purpose.  I may  be  wrong.  It 
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was  not  really  built  specifically  as  a con- 
bution  to  the  hospital  problem,  but  with 
some  other  national  function  in  mind. 

2723.  Sir  Hugh  Watson:  Shall  we  pass 
to  another  topic?  You  are  familiar  with 
the  terms  of  reference  of  this  Royal 
Commission,  and  you  know  the  terms 
of  reference  are  to  consider  how  the 
levels  of  professional  remuneration  in 
the  National  Health  Service  compare 
with  those  outside  in  other  professions, 
and  to  make  recommendations  in  the 
usual  way.  This  Commission  has  said  it 
will  pay  attention  to  the  Spens  Reports, 
both  the  consultants’  report  and  the 
others.  In  paragraph  12  you  have  stated 
your  view  that  the  succeeding  Govern- 
ment, the  Government  succeeding  to 
that  of  the  Attlee  Government  in  1950. 
has  failed  to.  uphold  the  undertakings  of 
its  predecessor  and  to  honour  its  moral 
obligation  to  the  profession.  I take  it 
you  are, aware  that  view  is  not  shared  by 

the  Government? Yes  ; I would  not 

expect  the  Government  to  share  that 
view. 

2724.  And  further  on  you  say  your 
view  is  this  failure  constitutes  a breach 
of  faith.  Again  you  would  appreciate 
that  there  is  another  view  about  that 

matter.  That  is  your  view? Yes,  Sir ; 

but  it  seems  to  me  relatively  simple  to 
resolve  this.  When  in  1948  we  were 
invited  to  join  the  National  Health 
Service  I took  some  part  in  the  negotia- 
tions as  a member  of  the  general  com- 
mittee, and  with  Sir  Henry  Wade  we 
took  upon  ourselves  the  responsibility  of 
advising  our  consultant  colleagues  to 
agree  to  enter  the  National  Health 
Service  because  the  Government  of  that 
day  accepted  the  principle  of  the  Spens 
Report,  a fundamental  part  of  which 
concerned  remuneration.  It  seemed  to 
■me  it  was  a very  dear  statement  that 
they  accepted  the  Spens  Report,  and  it 
seems  to  us  that,  since  then,  the  present 
Government  have  been  unwilling  to  face 
up  to  the  repercussions  of  the  Spens 
Report. 

2725.  That  is  why  this  Royal  Com- 
mission has  in  fact  been  set  up? Yes. 

2726.  I think  perhaps  we  can  leave  it 
at  that  for  the  moment.  I can  assure 
you  that  the  Commission  will  have  the 
terms  of  the  Spens  Report  in  view.  But  ■ 
you  appreciate  the  remit  of  this  Com- 
mission is  to  make  up  its  own  mind  as 
to  what  is  the  appropriate  level  of 
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medical  remuneration  in  'the  Health 
Service. 

In  paragraph  16  you  express  concern 
about  the  overall  number  applying  for 
medical  training  ; you  say  that  is  slightly 
falling,  and  that  there  is  a considerable 
proportion  of  unsatisfactory  entrants.  In 
what  respect  are  .they  unsatisfactory?— 

That  is  answered  elsewhere.  There  is  a 
very  considerable  wastage  rate,  21 '5  per 
cent.,  I think  in  our  own  University. 
That  means  that  one  out  of  every  five 
proves  to  be  unsatisfactory. 

2727.  Can  you  tell  us  what  was  the 
wastage  rate  before  the  war?  I can- 
not give  it  in  figures,  but  it  was  very 
much  less. 

2728.  Chairman:  At  what  stage  does 

most  of  the  wastage  occur? In  the 

first  two  years. 

2729.  Through  failure  to  reach  the 

required  standard? Yes. 

2730.  As  tested  by  examination? 

Yes,  as  tested  by  examination. 

2731.  Sir  David  Hughes  Parry:  Do 
you  think  that  is  because  there  is  a 
failing  in  the  process  of  selection  used? 

There  must  be ; we  must  be  failing 

on  a 20  per  cent,  basis.  But  in  our  'Own 
University  the  students  axe  interviewed, 
they  must  have  obtained  certain 

scholastic  standards ; wo  grade  them 
according  to  their  scholastic  record,  and 
we  have  references  from  distinguished 
headmasters  and  others.  You  would  say 
that  overall  the  thing  was  almost 
infallible,  and  yet  we  prove  to  be  wrong 
in  20  per  cent,  of  the  cases.  Before  the 
war  selection  was  not  so  necessary : 
there  were  not  the  number  of  medical 
students.  There  were  only  98  in  my  year 
as  opposed  to  the  large  numbers  we  have 
now.  The  numbers  are  falling  off,  not 
so  much  as  compared  with  before  the 
war  as  with  the  few  years  around  1948. 
Fewer  parents  could  afford  to  put  their 
children  through  medical  school  before 
Ihe  war. 

2732.  You  took  fewer  students  at  that 

time? At  that  time  fewer  were 

applying. 

2733.  And  fewer  were  taken  in? 

Yes,  fewer  were  taken  in. 

2734.  It  may  be  'that  too  many  are  now 

taken  in? We  think  in  some  schools 

anyway  there  should  be  a reduction  in 
numbers. 
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2735.  Chairman-.  Is  it  necessarily  a 
bad  thing  to  start  off  with  rather  more 
than  you  finish  up  with,  in  order  to  get 

a selection? It  is  not  altogether  a bad 

thing  in  some  cases ; but  i£  yon  consider 
the  expense  of  the  teachers’  time  and 
the  limited  laboratory  and  classroom 
accommodation,  then  it  is  a great  waste 
to  take  people  for  two  years  and  have 
them  fail  at  the  end.  If  by  some  other 
means  of  selection  you  can  attract  a 
higher  standard  of  entrants  and  eliminate 
that  wastage — that  would  be  a much 
better  proposition. 

2736.  Mr.  Bonham-Carter : Is  one  in 
five  a very  high  rate  of  failure?  Have 
you  got  anything  with  which  you  can 

compare  it? 1 do  not  know  what  you 

could  have  to  compare  it  with. 

2737.  I can  see  why  you  feel  like  that 
about  it,  but  I wonder  if  you  have  any 
experience  in  other  fields  against  which 

you  could  measure  it? No,  Sir ; I 

have  not  any  experience— Processor 
Dote.  I think  our  point  mainly  is  that 
of  those  applying  to  enter  as  medical 
students,  you  select  about  one  in  five, 
and  we  think  with  that  selection  we 
ought  to  be  able  to  secure  that  a higher 
standard  is  accepted. 

2738.  Chairman-.  You  said  you  select 

one  in  five? Yes,  of  the  applicants. 

2739.  There  are  five  times  as  many 

people  who  would  like  to  become  doc- 
tors as  you  will  take ; and  of  those  you 
take  four-fifths  are  satisfactory  and  one- 
fifth  turn  out  to  be  not  quite  up  to 
the  standard. That  is  correct.  Pro- 
fessor Bruce : I would  not  like  my 

diagnoses  in  other  things  to  be  wrong  in 
20  per  cent,  of  cases. 

Mr.  Bonham-Carter : That  is  why  you 
have  got  it  pretty  high.  I can  tell  you 
that  in  at  least  one  profession  one  in 
three  is  regarded  as  good  at  the  first 
point — after  that  I cannot  quite  say. 

2740.  Sir  David  Hughes  Parry : It  is 
difficult,  because  you  are  now  entering 
on  a non-school  subject.  It  is  easier  to 
select  people  for  classics  and  things  of 

that,  nature. Yes,  I should  say  that. 

2741  Mr.  McIntosh : I would  like  to 
be  clear  about  this.  Do  you  feel  there 
may  be  something  wrong  with  your 
method  of  selection  in  that  you  may  be 
turning  away  one  or  two  who  may  be 
quite  satisfactory,  or  is  it  that  you  feel 
the  general  quality  of  applicant  is  not 
as  good? 1 think  it  may  be  a little 


of  both.  It  is  a very  hard  thing  to  be 
dogmatic  about  it,  but  it  is  our  impres- 
sion that  the  average  quality  is  not  as 
good  as  it  was  before. 

2742.  Chairman : What  proportion  of 

applicants  used  you  to  accept  before  the 
war,  have  you  any  idea?  Have  you 
very  many  more  applicants  now  than 
you  had  then? Yes,  Sir. 

2743.  Why  is  that?  Why  are  more 

people  wanting  to  be  doctors  now? 

It  always  has  been  that  in  wartime  and 
immediately  after  war,  there  is  a very 
considerable  increased  demand  for  en- 
trance into  a University.  You  have  fel- 
lows coming  back  from  the  army  and  a 
great  mass  of  people  wanting  a Univer- 
sity education  of  some  kind,  and  medi- 
cine shares  in  that  increase  in  the 
University  population. 

2744.  Mr.  Bonham-Carter:  In  England 
one  answer  to  that  question  would  surely 
be  that  the  1944  Education  Act  opened 
the  doors  to  much  larger  numbers  of 
candidates.  I understand  the  educational 
grant  system  in  Scotland  is  rather  dif- 
ferent. Has  there  been  that  same 
widening  of  opportunity  that  one  has 

in  England? Yes  .—Professor  Dott: 

About  60  per  cent,  of  our  students  are 
in  receipt  of  grants. 

2745.  Chairman:  What  really  matters 
is  whether  the  quality  of  those  candi- 
dates you  accept  is  lower  or  higher,  or 
the  same  as  before,  particularly  bearing 
in  mind  that  you  are  going  to  get  a good 
many  more  than  you  used  to  do.  What 
is  the  answer  to  that  one?— Professor 
Bruce : Our  impression  is  that  the  quality 
of  the  average  student  is  not  as  high 
as  it  was. 

2746.  The  average  you  accept  and  de- 
pend on  to  pass? Yes. 

2747.  Sir  Hugh  Watson:  Do  you 

think  that  has  anything  to  do  with  the 
very  wide  extent  to  which  the  doors  oi 
Universities  have  been  opened  to  people 
who  previously  could  not  afford  to  come 
in — in  other  words,  the  extensive  system 
of  grants? 1 think  that  has  some- 

thing to  do  with  it. 

2748  Chairman '.  On  this  question  of 
quality  do  you  imply  that  some  of  those 
who  would  have  become  doctors,  some 
of  the  better  top  quality  men  are  now 
going  into  other  professions? Yes. 

2749.  Is  that  partly  because,  as  we 
were  told  yesterday,  of  the  attraction  of 
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science,  the  propaganda  in  favour  of 
scientists?  Some  of  them  are  being 

drawn  by  that? 1 think  they  are 

attracted,  that  is  natural ; but  also  some 
who  would  I think  be  very  obvious  appli- 
cants for  entrance  to  medicine  are  now 
going  into  industry,  accountancy,  and 
into  law.  We  all  know  sons  and 
daughters  of  friends  who  have 
deliberately  forsaken  medicine  after  gene- 
rations, for  some  other  profession. 

2750.  Sir  Hugh  Watson:  In  regard  to 
this  tendency  for  a decline  in  the  num- 
ber of  people  seeking  admission  to  the 
profession,  you  mentioned  law.  In  point 
of  fact,  the  intake  into  the  legal  pro- 
fession in  Scotland  last  year  was  exactly 
half  what  it  was  five  years  ago.  We  have 

evidence  of  this  all  round,  you  see. 

I accept  that,  of  course,  but  I was  really 
thinking  in  terms  of  quality.  I think 
there  is  a smaller  proportion  of  the  type 
of  person  who  used  to  go  into  medicine 
coming  into  medicine  now. 

2751.  Professor  Jewkes:  Could  I ask 
a question  on  the  matter  of  numbers? 
There  may  be  many  other  reasons  why 
the  number  of  people  applying  for  medi- 
cine is  falling,  but  we  have  not  got  the 
figures  here.  One  possibility  perhaps  is 
this,  and  I wonder  what  you  think  about 
it.  Boys  and  girls  who  are  reaching  the 
age  of  18  now  were  born  in  1940,  and 
between  the  years  of  1935  and  1940  the 
birth  rate  was  abnormally  low.  So  that 
in  fact  in  the  last  four  or  five  years  there 
have  been  a relatively  smaller  number  of 
people  available  for  going  into  pro- 
fessions, whether  you  are  thinking  of  one 
faculty  or  another.  So  it  may  very  well 
be  that  this  decline  you  notice  in  applica- 
tions for  medicine  is  to  do  with  the 
reduction  in  the  birth  rate  18  years  ago. 
Conversely  of  course  the  bulge  in  the 
birth  rate  after  the  war  will  later  react  on 

the  numbers  entering  Universities. 

Professor  Dott : It  is  not  a numerical 
decline. 

2752.  Chairman:  You  are  in  fact  get- 
ting more  than  you  were  before  the  war? 
Yes,  more  than  before  the  war. 

2753.  But  you  are  rejecting  a much 

higher  proportion? Yes,  we  started 

off  just  after  the  war  with  something  like 
1,500  applicants,  and  it  is  now  750  ; there 
is  still  a decline. 

2754.  And  before  the  war  it  was  about 

how  many? Professor  Bruce:  It  was 

very  much  less. 
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Chairman : Well  below  750? 

2755.  Sir  Hugh  Watson:  The  Royal 
College  of  Physicians  of  Edinburgh  have 
given  us  some  figures.  In  1938-39  there 
were  521  applications  to  enter  the  medical 
faculty  of  Edinburgh  University;  in 

1956-57  there  were  769  applications 

Yes. 

2756.  You  go  on  to  suggest  in  para- 
graph 17  the  reasons  why  the  quality  is 
falling  off.  You  say  it  is  because  of  the 
curtailment  of  freedom,  the  disappear- 
ance of  incentives,  and  the  increased 
duration  of  successive  training  periods- 
Do  you  think  these  really  deter  young 
men  from  going  into  the  profession,  that 
they  have  got  to  undergo  longer  training  ? 
Yes,  Sir. 

2757.  Whether  or  not  you  think  there 

has  been  any  deterioration  in  the  quality 
of  students  coming  forward,  do  you  think 
there  has  been  any  striking  change  in  the 
professional  ability  of  the  newly  qualified 
doctor? Not  yet. 

2758.  Would  you  say  that  owing  to 
his  longer  training  he  is  probably  better 

trained  now  than  he  was  before? 1 

would  not  like  to  say  because  of  the 
longer  training.  I think  we  make  the 
point  later  that  the  training  is  too  long 
as  it  is. 

2759.  Other  people  suggest  that  he  is 
better  trained  and  better  equipped 
because  of  his  extra  pre-registration  year. 
You  offer  some  criticisms  in  paragraph  19 
about  the  tendency  of  the  young  to  insist 
on  their  rights.  That  is  general  in  the 
young  today — it  is  not  confined  to  the 

medical  profession? Yes,  I have  a 

note  here  “not  peculiar  to  medicine.” 

Sir  David  Hughes  Parry:  Nor  to  the 
young. 

2760.  Mr.  Bonham-Carter:  On  this 
question  about  the  curtailment  of  free- 
dom, I wonder  if  that  is  a matter  of  age 
too.  Do  you  not  think  that  people  who 
were  in  a profession  such  as  yours  before 
the  war  may  fear  this  curtailment  of  free- 
dom considerably,  whereas  younger 
people  who  have  grown  up  in  the  modern 

world  do  not  bother  much  about  it? 

That  may  be  true. 

2761.  Perhaps  this  feeling  is  not  quite 
as  strong  as  you  suggest  in  this  context. 

Yes,  I think  that  is  so.  We  feel  it 

perhaps  more,  being  brought  up  in  a 
different  period. 
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2762.  Sir  Hugh  Watson:  There  is  the 
question  of  training  grants  which  you 
deal  with  in  paragraphs  24  and  25.  You 
point  out  that  there  is  a certain  inequality 
between  English  grants  and  Scottish 
grants.  The  English  recipient  in  fact 
gets  little  more  than  the  Scottish 
recipient.  Also  yon  point  out  that  there 
may  be  un  unwillingness  on  the  part  of 
English  Local  Authorities  to  give  grants 
to  students  attending  Scottish  Universi- 
ties, because  in  certain  circumstances  they 
may  have  to  spend  a year  longer  in  the 
University.  Steps  have  been  taken  in 
Scotland  to  remedy  that,  and  opportuni- 
ties are  being  given  to  students  to  sit  at 
the  University  for  examination  on 
subjects  which  are  at  present  dealt  with 
at  the  end  of  the  first  year,  straight  from 

school. Yes,  Sir  ; it  has  not  got  quite 

to  the  stage  of  being  a fait  accompli. 
There  has  got  to  be  a University  ordi- 
nance to  that  effect,  which  has  still  to  be 
negotiated. 


2770.  Chairman:  Could  he  do  it  in 
Sve  years  without  undue  hard  work? 
Yes,  I am  quite  certain  of  that. 

2771.  Professor  Jewkes:  Would  he 
have  to  work  harder  if  it  was  five  years 
instead  of  six,  or  do  I misunderstand 

you? 1 think  obviously  he  would 

learn  a good  deal  quicker. 

2772.  Sir  Hugh  Watson:  You  think 

that  five  years  would  probably  be  quite 
long  enough? 1 do. 

2773.  In  paragraph  30  you  criticise  as 
a minor  point,  as  a pinprick,  this  ques- 
tion of  the  young  men  being  charged  for 
lodgings  where  they  are  resident  in  hos- 
pital, and  particularly  when  they  are 
charged  even  if  they  are  away.  You 
know  these  figures  were  agreed  at  the 
Whitley  Council,  and  you  know  they  are 
fixed  on  an  annual  basis  and  that  they 
represent  substantially  less  than  the 

actual  cost  of  the  services  provided? 

Yes,  Sir. 


2763.  It  is  on  the  way? Some  steps 

have  been  taken  towards  it,  but  I do 
not  know  whether  it  is  going  to  be 
successful  or  not. 


2764.  Sir  David  Hughes  Parry  : When 

did  the  extension  of  the  period  from  five 
to  six  years  occur? In  1953. 

2765.  Who  was  responsible?  Who 

made  the  decision? The  General 

Medical  Council  were  the  responsible 
body. 

2766.  The  University  Grants  Commit- 

tee at  the  time  were  opposed  to  an  exten- 
sion because  of  the  expense  to  the  com- 
munity?  W e say  we  think  it  is  too 

long  a period  to  pay  a training  grant. 

2767.  Professor  Jewkes:  I wonder  if 
you  could  tell  us  what  are  the  disadvan- 
tages of  six  years  as  against  five  years? 

It  is  a long  time  to  spend  in  the 

course  of  training,  especially  when  it  is 
added  to  by  a forced  pre-registration 
year — then  it  means  seven  years,  and 
that  is  a very  long  time. 


2768.  Is  the  time  spent  on  clinical 

work? Jt  is  almost  entirely  spent  on 

pre-clinical  work. 


2769.  Mr.  G unlake:  It  has  been  put 
to  us  that  the  effect  -of  increasing  the 
period  from  five  to  six  years  might  be 
that  the  young  man  does  not  have  to 
work  quite  so  hard.  Would  you  agree . 
No,  he  is  much  harder  worked. 


2774.  Would  you  agree  it  is  not  un- 
-easonable  for  some  charge  to  be  made 
for  such  services,  and  that  it  should  be 
taken  into  account  in  some  way  in  fix- 
ing the  remuneration  of  the  young 

doctor? Yes,  Sir,  that  is  seen.  But 

what  we  do  suggest  is  that  this  should 
not  come  as  a deduction  from  the  salary, 
but  that  it  should  be  adjusted  before 
their  salary  is  agreed  upon. 

2775.  In  other  words,  you  would 
rather  reduce  the  salary  somewhat  and 
give  them  free  board  and  lodging . 

Yes  This  problem  has  occasioned 
great  resentment,  because  the  standard 
of  board  and  lodging  vanes  so 
enormously,  the  quality  of  food  janes 
so  enormously  from  hos?*al 

And  the  young  men  do  not  readily 
understand  why,  if  they  go  away  for 
their  holidays  and  their  locum  comes  m 
and  is  charged,  they  should  pay  the 
charge  as  well.  It  is  difficult  to  see  or 
explain.  This  could  be  eliminated  by 
having  board  and  lodging  incorporated 
into  their  salary. 

2776.  Chairman'.  But  there  would 
still  he  the  same  differences.  in  the 
standard  of  board  and  lodging . 
There  would  he,  but  if  this  was  not 
regarded  as  a charge  against  the  in- 
dividual it  would  not  be  so  serious. 

Sir  David  Hughes  Parry : It  might  still 
be  regarded  as  a charge  for  the  purposes 
of  income  tax. 
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2777.  Mr.  Bonham-Carter : How  much 

income  tax  rebate  would  there  be? 

Not  very  much. 

Sir  David  Hughes  Parry:  It  might 
very  well  be  higher.  The  local  income 
tax  people  might  very  easily  take  a 
higher  figure  than  is  taken  now. 

2778.  Chairman : It  would  seem  to  be 
a psychological  point.  You  are  not 
really  suggesting  any  alteration  in  the 
real  situation,  but  merely  the  method. 
-No,  it  is  just  one  of  the  little  frus- 
trations and  annoyances  that  we  think 
could  be  eliminated,  and  would  make  for 
increased  happiness  and  increased 
efficiency. 

2779.  Sir  Hugh  Watson:  It  is  rather 
comparable  to  the  charge  for  cups  of 

tea,  perhaps! It  had  a delightful 

repercussion  involving  one  of  my  own 
house  surgeons  not  long  ago.  He  found 
he  had  to  pay  for  his  board  and  lodging 
on  leave,  and  so  he  decided  to  spend 
his  leave  at  the  Edinburgh  Festival  and 
occupy  his  room ; so  that  there  was  diffi- 
culty in  finding  somewhere  to  house  his 
locum,  who  also  was  being  charged  for 
board  and  lodging.  That  kind  of  thing 
does  not  make  for  the  best  feeling  in 
the  service,  and  it  could  be  so  easily 
eliminated. 

2780.  Chairman : You  have  recently 

been  abroad.  Do  you  happen  to  know 
whether  in  other  countries  such  as 
Canada,  or  the  United  States,  the  hos- 
pital officer  is  normally  paid  a salary 
and  charged  for  his  board  and  lodging, 
or  whether  he  is  normally  given,  a 
smaller  salary  with  free  board  and  lodg- 
ing?  I do  not  know  about  Canada, 

but  I know  in  the  United  States  board 
and  lodging  is  included  in  his  remunera- 
tion. He  is  not  paid  and  then  charged 
for  board  and  lodging,  but  board  and 
lodging  are  included  in  his  salary. 

2781.  Sir  Hugh  Watson:  So  this  pin- 
prick is  absent  in  the  United  States? 

Yes. 

2782.  Chairman : May  I ask  a question 
on  paragraph  31  where  you  say  the 
proper  adjustment  is  an  approximation 
to  the  Spens  recommendation.  That  was 

not  in  fact  a Spens  recommendation. 

I do  not  follow. 

2783.  I do  not  think  that  was  a Spens 

recommendation  at  all. -I  apologise; 

I think  that  paragraph  in  fact  cannot 
really  arise. 


2784.  Sir  Hugh  Watson:  I think  the 
Commission  would  be  very  interested  in 
what  you  have  got  to  say  about  the 
difficult  question  of  interchangeability. 
You  point  out  in  paragraph  34  that  in 
part  the  difficulty  is  the  result  of  failure 
of  co-operation  between  the  several 
branches  of  the  profession  itself.  You 
say  the  remedy  for  this  is  in  the  hands 
of  the  profession.  Then  you  make  cer- 
tain suggestions.  Could  you  elaborate 
your  views  about  this  difficult  question? 

We  put  in  this  point  that  it  is  partly 

the  result  of  failure  in  co-operation 
between  the  several  branches  of  the  pro- 
fession because  we  want  to  be  completely 
fair  about  this.  Difficulties  have  been 
raised  on  the  part  of,  for  example, 
general  practitioners,  about  accepting 
into  general  practice  people  who  have 
spent  some  years  in  hospital.  Before  the 
war  somebody  who  after  some  years 
was  either  unsuitable  or  unhappy  in  a 
hospital  environment,  or  wanted  some- 
thing _ else,  could  get  out  into  general 
practice ; he  could  buy  a practice  or  put 
his  plate  up,  and  that  was  quite  simple. 
Now  he  has  to  apply  for  a vacancy  after 
it  has  been  advertised,  and  his  application 
has  to  be  considered  by  the  Executive 
Council ; and  unfortunately  there  has 
been  a tendency  to  turn  down  the  man 
who  has  spent  some  years  in  hospital. 

2785.  For  the  information  of  the 

Commission,  who  constitutes  the  Execu- 
tive Councils? That  is  a body  set  up 

by  the  general  practitioners’  organisation. 

2786.  That  is  what  I mean  ; there  is 
a large  medical  representation  on  that 

body,  is  there  not? That  is  why  we 

say  this  is  partly  a professional  difficulty. 
They  make  the  case  that  the  man  who 
has  been  some  time  in  hospital  is  per- 
haps not  such  a good  general  practitioner 
as  the  person  registered  to  become  a- 
trainee  and  then  an  assistant  in  general 
practice.  It  ’is  a very  easy  case  to  make, 
initially. 

2787.  Professor  Jewkes:  Is  there  any- 
thing in  it? No,  there  certainly  is  not. 

The  man  who  has  had  good  training  in 
hospital  does  not  take  very  long  to  make 
an  excellent  general  practitioner.  Some 
of  our  best  general  practitioners  in  Scot- 
land have  spent  years  in  the  hospital 
service  and  have  not  gone  straight  from 
qualification  into  general  practice. — 
Professor  Dott:  The  converse  holds  to 
some  extent.  It  would  be  more  difficult 
for  a man  to  get  a post  in  the  hospital 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  ROYAL  COLLEGE  OF  SURGEONS  OF  EDINBURGH 


527 


service  after  having  done  let  us  say 
three  or  five  years  in  general  practice. 

2788.  Sir  David  Hughes  Parry : It 

would  be  an  advantage  to  have  done  a 
certain  amount  of  general  practice,  would 
it  not? In  many  cases,  yes. 

2789.  What  suggestions  do  you  make 

in  this  respect? We  rather  think  it  is 

an  intra-professional  matter.  We  think 
you  perhaps  could  help  on  the  financial 
side  to  aid  the  flow,  the  transition  be- 
tween the  two  sides.  But  we  think  only 
the  profession  can  help  itself  on  this 
matter  of  bridging  the  gulf. 

2790.  Chairman : As  regards  the 

financial  side,  Professor  Dott,  what  you 
mean  is  that  anybody  transferring  from 
one  branch  to  the  other  at  a slightly 
later  stage  than  the  end  of  the  first  house 
officer  year  should  not  be  at  a very  great 
financial  disadvantage.  There  has  got 
to  be  a very  fair  balance  struck.  Now 
what  you  mean  is  that  a balance  should 
be  struck  between  the  senior  house 
officer,  first  or  second  year  registrar  on 
the  one  hand  and  the  man  of  equivalent 
age  in  general  practice  on  the  other? 
Yes. 

2791.  Do  you  think  that  the  man  in 
the  hospital  service  as  a first  year  regis- 
trar is  getting  more  than  the  man  who 
has  gone  into  general  practice,  or  the 

other  way  round? The  other  way 

round.  He  is  in  fact  I think  usually 
getting  something  between  the  first  and 
second  year  registrar  salary. 

Chairman : I thought  he  was  actually 
getting  more. 

Sir  Hugh  Watson : All  the  information 
we  have  on  that  is  gathered  from  adver- 
tisements which  have  appeared  in  the 
medical  journals.  Our  information  is 
that  assistantships  are  advertised  at  round 
about  £1,050  with  certain  variations  in 
the  matter  of  car  allowances  and  things 
of  that  sort.  That  is  the  sort  of  salary 
offered  to  assistants  according  to  the 
information  we  have 


2792.  Chairman : Of  course,  the  trainee 
assistant  has  £850  plus  a car  allowance. 
It  is  not  possible  to  be  precise  about 
this  because  the  assistant  is.  in  contract 
with  the  principal,  but  it  did  not  seem 
to  us  that  there  was  a very  wide  dis- 
crepancy at  that  stage  between  the  two 
branches.  You  think  the  general  prac- 
titioner at  that  stage  is  getting  a good 
deal  more  than  the  one  who  remains  in 
hospital? Professor  Bruce:  The  regis- 


tered  trainee  at  the  start  gets  £850.  _ The 
year  after  that  he  can  become  an  assistant 
at  £1,000. 

2793.  And  if  he  remains  in  the 

hospital  service? In  the  hospital 

service  he  will  get  a bit  below  that  when 
he  has  just  finished  two  years. 

2794.  Sir  Hugh  Watson : At  that  stage 
in  the  hospital  service  he  would  be  a 
senior  house  officer,  would  he.  H 
would. 

2795.  In  which  case  he  would  be 
getting  £819  10s.?— As  opposed  to 
£1,000— not  a great  deal  m it. 

2796.  Chairman : That  is  as  opposed 
to  the  £850?— — He  can  he  a trainee 
assistant  the  moment  he  gets  on  to  the 
register,  of  course. 

2797.  Sir  Hugh  Watson : He  can  also 
be  an  assistant,  can  he  not?-  A,?® 
can  be  an  assistant  at  £1,000  a yeai  the 
moment  he  gets  on  the  register. 

2798.  chairman-.  At  any  rate  your 
view  is  that  the  people  on  the  hospital 
side  at  28  and  29  are  earning  less  at 
this  stage  and  would  transfer  with 
financial  advantage  to  the  general  practice 
side  But  those  who  go  straight  into 
general  practice  would  suffer  a financial 
disadvantage  if  they  went  hack  to  the 
hospital  side.  You  would  like  to  see 
remuneration,  in  those  two  branches 
somehow  kept  mare  m line  for  a further 
two  or  three  years,  would  you?  — i es. 
What  I would  suggest  is  that  they  should 
be  equalised  over  those  few  years. 

2799  Equalising  must  involve  a 
measure  of  control  over  assistants 
remuneration.  You  see  we  took  this 
matter  up  with  the  British  Medical 
Association  when  we  saw  them  and  it 
is  apparent  that  the  Association  is  either 
unable  or  unwilling  to  interfere  in  the 
freedom  of  contract  between  principal 
and  assistant.  Is  it  yonr  suggestion. 
Professor  Bruce,  that  more  control 

should  be  exercised? 1 think  it  can 

be  controlled  economically  by  saying 
this  is  the  minimum  and  you  will  rapidly 
find  people  prepared  to  pay  the  appro- 
priate rate  in  order  to  get  assistants. 

Sir  Hugh  Watson : The  B.M.A.  would 
not  go  that  length. 

2800.  Chairman : Professor  Bruce, _ T 
think  I am  right  in  saying  that  the  semor 
house  officer  can  obtain  his  post  after 
two  house  officer  posts,  and  this  puts 
him  in  the  same  sort  of  age  group  as 
the  trainee  assistant.  There  is  then  the 
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difference  between  £850  and  £820,  so 
there  is  not  very  much  there? No. 

2801.  The  following  year  he  would 
probably  become  a registrar — £855  in  the 
first  year,  £1,062  in  the  second.  Those 
would  largely  compare  with  the  assistant 
of  about  £1,000  to  £1,050.  That  is  less 

than  you  thought,  is  it?. Professor 

Dott:  Yes.  But  a discrepancy  does  in 
fact  exist  which  is  partly  due  to  the 
hospital  establishments.  There  are 
relatively  few  of  these  senior  house 
officer  posts  available  so  that  most  of 
the  men  who  are  going  on  beyond  their 
two  first  six-month  periods  have  to  con- 
tinue in  house  officer  jobs  at  the  lower 
rate,  not  as  senior  house  officers  but  as 
house  officers  for  a third  and  fourth 
term.  That  is  where  the  serious  dis- 
crepancy comes  in. 

2802.  In  that  case  if  you  were  wanting 

to  make  the  salary  attached  to  a junior 
house  officer  post  in  the  third  or  fourth 
six-month  period  comparable  with  the 
remuneration  of  the  man  who  has  gone 
into  general  practice,  you  will  come  up 
against  a difficulty  if  the  house  officers 
are  paid  partly  in  cash  and  partly  in 
kind.  This  will  make  the  comparison 
more  difficult  on  the  whole? Pro- 

fessor Bruce : Yes,  Sir. 

2803.  Do  you  think  one  should  be 
able  to  make  the  comparison  fairly 

easily  or  not? 1 do  not  think  it  need 

be  m terms  of  exactness. 

2804.  But  you  want  the  comparison 

able  to  be  made? Yes. 

2805.  Sir  David  Hughes  Parry : It  has 
been  represented  to  us  that  it  could  be 
good  for  the  service  generally  if  those 
who  are  going  into  general  practice  were 
to  spend  a year  after  the  pre-registration 
year  in  hospital  work.  Then  the  parallel 

would  be  exact,  would  it  not? Yes 

Sir.  It  would  be  excellent  if  that  could 
be  done. 

Then  this  question  you  have  raised 
would  not  arise? That  is  so. 

2807.  Sir  Hugh  Watson : It  has  also 
been  suggested  to  us  that  registrars 
T°  ^ allowed  to  be  part-time  and 
should  be  able,  outside  their  sessions,  to 
act  as  assistants  in  general  practice  or 
to  da  research  and  laboratory  work. 
Would  you  agree  with  that  suggestion? 

1 do. 

2808.  Your  suggestion  for  dealing  with 
the  situation  to  which  you  refer  in  para- 
graph 35  is  that  there  should  be  a sort 


of  continuing  scale.  It  would  be  difficult 
to  work  that  in  the  general  practice  side 
of  the  profession,  would  it  not,  in  view 
of  what  we  have  been  just  discussing? 
Yes,  it  would  be  difficult. 

2809.  In  paragraph  44  you  deal  with 

a matter  which  you  also  deal  with  in 
paragraph  90.  Paragraph  44  deals  with 
certain  of  the  minor  specialties  such  as 
ophthalmology  and  anaesthesia.  You 
say  there  is  now  a deficit  of  doctors 
undergoing  specialist  training.  If  I may 
take  paragraph  90  along  with  paragraph 
44  for  a moment,  does  your  view  really 
boil  down  to  this : that  the  establishment 
should  be  increased  so  as  to  provide 
more  consultants? Yes,  Sir. 

2810.  How  would  you  propose  that 
should  be  done?  As  we  know  there 
are  22  specialties  at  which  consultants 
could  practice.  How  would  this  be 

arranged,  Professor  Bruce? This 

would  simply  mean  an  increase  in  the 
number  of  consultant  posts  which  were 
recognised  as  being  recurring  and  which 
the  service  was  prepared  to  pay  for. 

2811.  I think  the  difficulty  the  Com- 
mission feel  about  that  is  that  it  is  not 
going  to  be  very  easy  to  determine  what 
number  of  consultants  is  appropriate  for 
the  public  service  in  each  speciality.  You 

see  what  I mean? That  is  a matter 

which  of  course  the  profession  itself 
could  help  in. — Professor  Dott : A re- 
view of  consultant  establishments  has 
been  requested  but  it  has  not  so  far  been 
carried  out. 


2812.  Chairman : I think  we  were  fold 
yesterday  that  the  shortage  of  consul- 
tants was  at  any  rate  only  moderate,  that 
you  did  not  need  many  more  consul- 
tants.  We  are  speaking  for  consul- 

tant surgeons  of  whom  we  believe  the 
shortage  is  more  acute.  They  happened 
to  be  a Faculty  covering  both  surgeons 
and  physicians. 


2813.  Would  you  feel  that  the  shortage 
ot  consultant  surgeons  makes  up  more 
than  half  the  shortage  of  consultants? 

1 think  a good  number  of  additional 

consultants  are  necessary  in  surgery. 


Bruce,  this  leads  us  to  another  poi 
You  consider  these  increases  are  uec 
sary  from  the  point  of  view  of  the  s 

vice? Professor  Bruce:  Yes  frt 

the  point  of  view  of  the  service 


in  paragrapn  67  you  want  th 
proportion  of  consultant  surgical  post 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  ROYAL  COLLEGE  OF  SURGEONS  OF  EDINBURGH 


529 


increased  in  order  to  provide  posts  for 

senior  registrars? That  is  not  why 

we  want  it  increased.  But  in  point  of 
fact  it  would  create  an  outlet  for  senior 
registrars. 

2816.  You  see  you  open  your  para- 
graph 67  by  saying: 

“ The  College  has  no  doubt  that  the 
pattern  must  be  altered  so  as  to  co- 
ordinate the  proportion  of  surgical 
specialist  trainees  with  the  anticipated 
consultant  vacancies  and  with  the 
small  amount  of  * export 
— —Yes.  I feel  sure  we  must  relate  the 
number  of  people  to  an  extended  period 
of  very  intricate  training.  We  must  be 
able  to  say  to  these  people:  you  are 
almost  certain  to  have  a very  good 
chance  of  obtaining  consultant  status  at 
the  end. 

2817.  This  is  a point  that  causes  the 

Commission  considerable  difficulty,  Pro- 
fessor Bruce.  We  have  been  told  by 
many  of  your  professional  bodies  that 
there  is  very  keen  competition  for  these 
posts  at  the  top,  to  the  point  that  it  is 
practically  certain  that  n'ot  all  the  train- 
ees can  ever  make  the  top.  Therefore  I 
am  not  quite  clear  what  your  College 
has  in  mind  about  the  creation  of  con- 
sultant posts? The  present  situation 

perhaps  should  be  looked  at  against  its 
background,  and  its  background  was  the 
encouragement  which  was  given  to  a 
very  large  number  of  young  men  to 
specialise  in  the  years  immediately  after 
the  war.  So  there  has  been  a great  glut 
of  well-trained  young  men  who  would 
make  admirable  consultants  buit  who 
have  not  been  able  to  find  employment 
as  such.  That  is  rather  different  from 
the  point  we  make  in  paragraph  67.  This 
is  long-term.  We  must  be  able  to  relate 
the  number  of  these  people  we  train  in 
the  future  to  the  number  of  expected 
consultant  vacancies  which  are  likely  to 
come  along. 

2818.  What  sort  of  relationship  have 
you  in  mind?  Would  you  expect  every 
person  who  becomes  a senior  registrar 
would  have  the  right  to  expect  in  due 

course  to  become  a consultant? You 

must  still  have  an  element  of  selection. 
You  must  still  allow  for  a little  export. 
It  always  was  difficult  to  become  a con- 
sultant. In  the  case  of  the  Edinburgh 
Royal  Infirmary  after  a man  had  com- 
pleted his  fifteen  years  of  office  as.  a 
consultant  surgeon  there  were  three 
thoroughly  trained  surgeons  only  one  of 


whom  could  take  his  place  when  he  was 
taken  off  the  job.  The  Colonial  Service 
is  nearly  dried  up  now.  Also,  at  one 
time,  a great  many  were  able  to  buy  a 
practice  and  do  a little  surgery  in  Eng- 
land and  combine  it  with  general  prac- 
tice. That  has  also  dried  up,  so  the 
outlet  for  those  well-trained  people  has 
seriously  diminished.  It  is  for  that  reason 
we  suggest  this  ratio  would  have  to  be 
very  carefully  looked  at. 

2819.  Sir  David  Hughes  Parry : The 

ratio  when  determined  could  be  brought 
about  by  having  more  consultants  or 
fewer  registrars? Yes,  Sir. 

2820.  And  you  suggest  the  better 
answer  would  be  additional  consultants? 
Yes,  Sir. 

2821.  Do  you  not  think  it  might  be 

a little  of  both? Yes,  a little  of  both. 

2822.  Chairman : You  would  not  ex- 
pect a permanent  ratio,  would  you? 
These  things  change.  Even  in  surgery 
matters  change  so  that  demands  are  not 

constant,  needs  are  not  constant. 1 

think  that  is  so.  It  would  have  to 
change. 

2823.  How  would  it  be  established. 
What  is  the  proper  establishment?  It 
would  have  to  be  decided  between  the 
profession  and  the  Government,  would 

it? Yes,  it  would  have  to  be  agreed 

between  the  profession  and  the  Govern- 
ment. 

2824.  Professor  Jewkes:  May  I ask 
about  this  slippery  word  “shortage”? 
What  kind  of  evidence  would  you  sub- 
mit to  prove  that  there  was  a shortage 
of  consultants?  If  you  were  trying  to 
persuade  other  people  who  did  not  know 
about  the  situation  on  what  would  you 

base  your  appeal? We  are  not  saying 

so  much  that  there  is  a shortage  of  con- 
sultants but  that  there  should  be  an 
increase.  The  reason  why  we  believe 
there  should  be  an  increase  is  because 
we  know  that  work  which  is  properly 
consultant  work  is  frequently  being 
undertaken  by  people  who  are  not  con- 
sultants, by  senior  registrars.  In  some 
cases  it  is  undertaken  under  supervision  ; 
in  many  cases  it  is  undertaken  without 
supervision.  There  are  a great  many 
people — a great  many  senior  registrars 
in  the  country — who  are  really  perform- 
ing for  all  practical  purposes  the  duties 
of  a consultant.  We  think  that  one 
of  the  promises  implicit  in  the  Health 
Service  was  that  for  certain  types  of 
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work,  a consultant  would  be  available 
for  everybody.  It  is  in  fact  not  so.  Senior 
registrars  are  doing  the  work. 

2825.  Chairman : Is  there  a definition 
of  consultant  work.  Professor  Bruce?  I 
have  never  been  quite  clear  about  that. 

1 do  not  think  I have  ever  seen  one 

myself.  Sir.  But  a consultant  is  in  effect 
somebody  who  is  able  to  take  complete 
charge  of  a patient  at  all  stages  of  his 
treatment. 

2826.  There  are  more  consultants  than 

there  were  in  the  old  days? Yes,  Sir. 

2827.  Quite  a lot  more? Yes,  Sir. — 

Professor  Dott:  Could  I just  add,  Sir, 
to  the  factors  that  one  would  adduce  (to 
show  there  should  be  an  increase  in  con- 
sultants— very  simply  the  one  of  over- 
work. Of  course,  consultants  in  surgery 
are  severely  overworked. 

2828.  57/-  David  Hughes  Parry : You 
have  raised  a doubt  in  my  mind  whether 
there  are  not  too  many  senior  registrars, 
if  they  are  able  to  do  their  own  work 

and  also  consultant  work. Professor 

Bruce : We  think  there  are  too  many  of 
course. 

2829.  Professor  Jewkes : We  should 

have  fewer  by  turning  them  into  consul- 
tants?  Yes.  They  would  be  doing  the 

same  work  but  it  is  consultant  work  all 
right. 

2830.  Is  there  reason  to  believe  that 

through  changes  in  medical  science  itself 
the  amount  of  work  consultants  have  to 
do  is  increasing? 'Very  definiitely. 

2831.  Is  there  any  truth  in  the  state- 
ment sometimes  made  to  us  that  the 
tendency  of  the  general  practitioner  is  to 
send  more  of  his  cases  to  the  hospitals 
and  that  these  burden  the  consultants? 

Is.  there  anything  there? 1 do  not 

think  so. — Professor  Dott : It  is  because 
more  can  be  done  I think.  Conditions 
that  were  unbeatable  ten  years  ago  are 
treatable  now  because  the  extent  of  hos- 
pital work  has  gone  up  about  30  per  cent, 
in  the  last  ten  years. 

2832.  Sir  Hugh  Watson  : Your  view  is 

quite  clearly  there  ought  to  be  more  con- 
sultants. And  this  is  a matter  which  I 
suppose  each  Regional  Hospital  Board  is 
going,  on  the  advice  of  the  consultants, 
to  take  up  with  the  Ministry  or  the 
Department? Professor  Bruce : Yes. 

2833.  You  deal  with  the  differences, 
disadvantages  and  advantages,  of  part- 
time  and  whole-time  consultants.  I 
think  the  Commission  has  heard  a good 


deal  of  evidence  about  that.  We  are 
fairly  familiar  with  the  situation.  Unless 
you  wish  to  add  anything  to  what  you 
have  said  I would  not  propose  to  go  into 

it. 1 think  we  have  fully  stated  our 

views  in  our  written  evidence. 

2834.  Chairman : I think  you  have 

been  a little  more  firm  than  anybody  else 
in  saying  that  part-time  consultants  with 
only  a few  sessions  should  not  really  be 
employed  at  all.  Perhaps  we  will  come 
to  that  later  on.  You  say  appointments 
involving  only  a few  sessions  should  be 
exceptional.  It  appears  in  paragraph  55 
of  your  evidence. Y es,  it  does.  Per- 

haps it  would  be  convenient  to  take  that 
now. 

2835.  Sir  Hugh  Watson:  As  the 

Chairman  says,  you  are  the  only  body 
who  have  suggested  any  number  of  ses- 
sions smaller  than  nine  should  be  agreed 
only  at  the  specific  request  of  the  indivi- 
dual.  Yes,  Sir. 

2836.  Why  exactly  do  you  suggest 
that.  Professor  Bruce?  The  average 
number  of  sessions  we  are  told — I think 
that  is  our  information — is  six  to  eight. 

Yes,  that  is  so.  But  we  feel  that  this 

is  one  of  the  ways  in  which  professional 
prestige  and  social  status  can  be  main- 
tained by  having,  as  it  were,  a minimum 
salary  for  consultant  surgeons. 

2837.  Chairman:  That  also  implies, 
does  it,  that  a consultant  working  for  the 
National  Health  Service  should  always 

do  a minimum  of  30  hours  a week? 1 

always  understood,  Sir,  this  was  not 
reckoned  in  terms  of  hours.  These  are 
notional  sessions  which  would  cover  a 
man’s  duties  to  his  hospital  rather  than 
be  broken  down  into  hours.  That  is,  Sir, 
how  we  have  looked  at  it.  If  Mr.  A.  is  a 
surgeon  to  Edinburgh  Royal  Infirmary, 
that  position  and  those  responsibilities 
should  entitle  him  to  a minimum  salary 
which  is  compatible  with  his  standing  in 
the  community  and  his  education  and  so 
on.  That  is  what  we  had  in  mind  in 
making  this  statement. — Professor  Dott: 

I think,  Sir,  on  the  average  we  consider 
that  the  amount  of  private  practice  avail- 
able as  against  hospital  work  is  at  a 
lower  ratio  than  of  two  to  nine ; and 
therefore  if  the  average  salary  does  not 
correspond  to  nine,  then  there  is  hard- 
ship. 

2838.  We  gathered  the  impression  that 
many  consultants  at  present  doing  far 
less  than  nine  sessions  would  feel  upset 
if  told  they  had  to  get  an  equivalent  of 
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nine? -Yes,  I think  that  perhaps  only 

applies,  or  mainly  applies,  to  one  place. 

I only  know  of  one  place  where  there 
are  very  small  numbers  of  sessions  and 
that  is  London. 

2839.  You  say  the  virtual  abolition  of 
less  than  the  maximum,  which  is  nine. 
We  might  leave  that,  but  you  are  in  effect 
the  only  body  that  said  you  thought  there 
should  be  an  abolition  of  appointments 

of  less  than  nine  sessions. Professor 

Bruce : We  have  had  in  mind  in  pre- 
paring this  document  that  we  feel  quite 
strongly  there  has  been  a lessening  of  the 
prestige  of  the  profession  and  a deteriora- 
tion in  the  social  status  and  social  oppor- 
tunities of  the  profession.  This  is  one  of 
the  ways  in  which  we  think  the  status  quo 
could  be  restored  by  a little  generosity  in 
those  part-time  contracts.  We  do  make 
the  point  that  it  is  ultimately  to  be  agreed 
between  consultant  and  authority  so  that 
nobody  could  be  forced  to  take  it.  By 
and  large  it  would  be  the  rule  and  some- 
thing other  than  that  would  be  the 
exception. 

2840.  Sir  Hugh  Watson : Can  we  come 
to  the  one  subject  which  we  have  had  a 
good  deal  of  evidence  about,  that  is  the 
question  of  merit  awards?  Your  College 
views  with  favour  the  system  of  merit 
awards  and  you  believe  the  method  of 
awarding  is  probably  the  best  method 
that  could  be  achieved.  Is  it  your  under- 
standing there  is  general  approval  by  con- 
sultants and  students  in  Scotland  about 
the  way  in  which  the  system  of  merit 

awards  is  worked? 1 think  the  majority 

of  people  in  Scotland  are  quite  satisfied 
with  the  way  that  it  works  and  with  the 
. method  by  which  it  is  done.  We  all 
realise  it  is  difficult  to  find  an  ideal  way 
of  coping  with  this  situation  but  by  and 
large  I think  the  number  of  people  who 
disapprove  is  very  small. 

2841.  Is  the  method  by  which  these 

awards  are  given  generally  known 
throughout  Scotland? 1 think  so,  yes. 

2842.  We  were  told  only  yesterday  by 
your  colleagues  from  Glasgow  that  there 
they  have  .a  fairly  elaborate  system  of 
dealing  with  this  matter,  which  they 
think  a good  deal  preferable  to  that  done 
in  the  East  of  Scotland  or  in  other  parts? 

1 would  not  accept  that.  I think  the 

way  it  is  done  in  the  East  of  Scotland 
may  be  different  but  it  is  equally  effec- 
tive. 


2843.  All  we  are  concerned  to  find  out 
I think  is  whether  so  far  as  your  know- 
ledge goes,  the  profession  is  satisfied? 

The  large  majority  of  the  consultant 

profession  is  satisfied  so  far  as  my 
knowledge  goes. 

2844.  Could  I put  it  to  you  this  way? 

Is  the  profession  satisfied  that  every 
person  who  has  a claim  to  a merit  award 
or  who  conceives  he  has  a claim  to  a 
merit  award,  has  his  claim  considered? 

That  is  absolutely  so.  I have  no 

doubt  about  it. 

2845.  Have  you  any  views  about  the 
question  of  secrecy  of  these  awards. 

Professor  Bruce? Secrecy  is  always 

unfortunate  but  I cannot  conceive  of  this 
being  done  in  any  other  way  than  in 
secret.  Any  other  way  would  have  the 
gravest  possible  objections. 

2846.  Both  from  the  point  of  view  of 

the  person  who  had  the  award  and  from 
the  person  who  had  not? Both. 

2847.  Have  you  any  views  as  to  the 
question  of  whether  the  award  should 
follow  the  person  or  take  the  nature  of  a 
responsibility  payment  and  go  with  the 

post? I believe  it  should  be  associated 

with  the  person  and  not  with  the  post. 
There  is  just  one  point  which  we  have  not 
made  before  but  which  you  may  like  me 
to  make  now.  It  is  less  certain  that  the 
relative  proportions  on  a national  basis 
as  between  Scotland  and  England  are 
what  I would  have  made  them  at  the 
time. 

2848.  There  are  about  1,000  consult- 
ants in  Scotland.  Am  I right? 800  1 

am  told. 

2849.  And  6,700  in  England? It  so 

happens  a very  large  number  of  con- 
sultants in  Scotland  are  associated  with 
teaching  hospitals  and  while  I do  not  say 
that  in  itself  should  make  the  man 
eligible  for  a merit  award  it  is  a very 
important  job.  They  put  in  _ a lot  of 
extra  work  in  relation  to  teaching  m the 
University  which  is  not  very  well 
rewarded.  I think  by  and  large  those 
people  accept  willingly  this  load  of  teach- 
ing and  should  have  special  consideration. 
At  least  it  should  be  an  important  factor 
amongst  others  in  deciding  whether  they 
are  worthy  of  a merit  award  or  not. 
Scotland  has  a very  high  proportion  ot 
these  and  Scotland  also  produces  about 
one-quarter  of  all  the  doctors  in  this 
country,  so  it  is  a very  important 
Scottish  contribution.  I have  had  the 
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feeling,  without  wanting  to  specify  it  in 
numbers,  that  a slightly  larger  propor- 
tion of  merit  awards  would  be  appro- 
priate in  Scotland. 

2850.  Chairman : Is  that  at  all  levels 
— the  C,  B and  A merit  awards,  or  par- 
ticularly at  the  top  where  this  teaching 

is  so  important? 1 think  it  is  at  all 

levels,  Sir. 

2851.  Sir  Hugh  Watson:  But  apart 
from  that  you  are  quite  satisfied  with 

the  merit  award  system? Yes,  Sir, 

but  could  I make  one  more  point?  I 
and  my  colleagues  have  the  feeling  that 
there  might  be  even  further  merit 
awards : that  there  should  be  a small 
proportion,  perhaps  one  or  1*5  per  cent, 
of  really  outstanding  merit  awards,  so 
that  it  would  be  possible  for  somebody 
in  medicine  who  was  completely  out- 
standing to  be  rewarded  on  the  sort  of 
scale  which  obtains  in  industry  and  in 
the  law  and  elsewhere. 

2852.  Some  glittering  peaks.  You 

mention  them,  but  you  have  a pretty 
high  level  plateau  already,  to  use  your 
own  expression.  Professor  Bruce.  Would 
you  call  this  1*5  per  cent,  an  insignificant 
minority  perhaps? Yes. 

2853.  Spens  you  see  advocated  the 
glittering  peaks  for  a significant  minority. 
You  remember  the  words  very  well,  I 

am  sure? Yes,  it  would  correspond  I 

should  have  thought  to  the  number  of 
Senators  of  the  College  of  Justice. — 
Professor  Dott:  1 per  cent,  would  be 
about  70  over  the  whole  country. 

2854.  Chairman : Are  you  really  im- 
plying that  merit  awards  are  going  to  a 
third  of  what  is  now  a very  much  larger 
number  of  consultants  than  existed  at 
the  time  the  Spens  recommendations 
were  made ; that  the  merit  award  is  no 
longer  just  an  indication  of  extreme  dis- 
tinction because  they  are  now  so  many? 
You  want  something  at  the  fop  to  make 
a further  distinction.  Do  you  want  these 
glittering  peaks  to  be  visible  to  all  or 

to  be  a secret? Professor  Bruce: 

Secret. 

2855.  Professor  Jewkes:  So  high  they 

will  always  be  in  the  clouds.  Is  that  the 
suggestion? Yes. 

2856.  Sir  Hugh  Watson:  One  of  the 
troubles  about  that  would  be  .that  a very 
high  proportion  of  such  remuneration 

would  go  in  taxation,  would  it  not? 

Yes,  it  would.  It  would  not  make  very 


much  difference  to  a man’s  income.  It 
would  make  some  difference  to  the  pen- 
sion. It  would  make  a tremendous 
difference  to  his  morale  and  cost  the 
country  very  little. 

2857.  The  country  would  get  it  all 
back  in  taxes,  Professor. 

On  the  question  of  retirement,  in  para- 
graph 100  you  make  a suggestion  not 
made  to  us  before  with  regard  to  super- 
annuation and  it  is  an  interesting  sugges- 
tion. Has  -this  suggestion  been  made  to 

the  Government  Departments? No, 

Sir,  not  as  far  as  I know. 

2858.  I think  it  might  well  be  taken 
up  with  them. 

I think  in  the  perhaps  curious  way  in 
which  we  have  done  it  we  have  pretty 
well  gone  over  the  ground  covered  by 
your  memorandum.  You  summarise  it 
in  .the  last  page  in  eight  suggestions. 
Unless  you  want  to  direct  our  attention 
to  any  one  of  these  eight  points  which 
you  mention  there  I do  not  think  I have 

any  further  questions  to  ask  you. 

No,  Sir. 

2859.  Chairman:  I would  like  to  ask 
you  one  or  two  questions,  Professor 
Bruce.  The  other  Scottish  bodies  have 
suggested  there  are  many  advantages  in 
having  an  intermediate  grade  between 
senior  registrar  and  full  consultant.  What 

do  you  think  about  that? We  are 

against  it  absolutely. 

2860.  You  know  that  Glasgow  on  the 

whole  are  for  it? Yes,  Sir. 

2861.  Is  that  due  to  the  different 
system  in  the  west  of  Scotland — the 
hierarchy  among  consultants  within  the 

hospital? We  have  the  same  system 

but  we  regard  consultant  work  as 
indivisible. 

2862.  On  the  other  hand  you  were 
rather  inclined  to  think  that  surgeons 
have  particular  difficulties.  Do  you 
regard  consultants  indivisible  in  every 

dimension? 1 do  not  quite  follow, 

Sir. 

2863.  You  were  rather,  I think, 
anxious  that  surgeons. should  be  specially 
considered  in  some  of  these  matters? 

Not  surgeons  necessarily  but  those 

parts  of  the  profession  having  a con- 
siderable physical  strain,  including 
general  practitioners  if  you  like,  and 
certainly  obstetricians  and  gynaecologists 
— 'those  whose  work  does  involve  a very 
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considerable  physical  effort  and  often 
prolonged  physical  effort. 

2864.  But  you  do  regard  all  con- 

sultants as  equal  whether  they  are  radio- 
logists or  surgeons? Yes. 

2865.  The  other  point  I wanted  to 

take  up  quite  briefly,  which  we  have  not 
really  touched  on  apart  from  entry,  is 
general  practice.  Have  you  any  par- 
ticular views  or  suggestions  you  wish  to 
make  on  remuneration  in  general  prac- 
tice?  No,  Sir. 

2866.  You  leave  that  subject  to 

others? 1 would  like  to  refer  for  one 

moment  to  this  question  of  the  specialist 
as  opposed  to  the  consultant.  It  seems 
to  me  this  is  an  attempt  to  absorb  senior 
registrars  who  are  really  fit  for  con- 
sultant status  ; there  is  a great  reluctance 
to  admit  they  are  in  fact  consultants. 
I think  that  we  might  just  instance  the 
case  of  the  three  people  before  you  this 
morning.  Professor  Dott  was  a con- 
sultant at  the  age  of  24  and  a senior 
consultant  at  the  age  of  28.  I was 
appointed  to  the  Royal  Infirmary.  as 
consultant,  seven  years  after  qualifying, 
at  30  years  of  age.  Mr.  Mason  Brown 
was  elected  a consultant  at  hospital  at 
the  age  of  28.  So  it  is  not  unusual  that 
these  young  men  should  be  regarded  as 
consultants.  We  won  our  spurs  by 
eleotion  to  hospitals.  We  were  not  the 
best  consultants  then;  when  you  begin 
you  are  not  a consultant  who  is  con- 


sulted on  the  most  difficult  cases.  But 
the  State  does  recognise  grades  of  con- 
sultants because  you  start  at  the  lowest 
rung  of  the  ladder.  There  are  eight 
salaried  grades  and  plenty  of  steps  on 
the  ladder  to  consultant  establishment 
without  putting  an  extra  one  in  and 
calling  him  a specialist.  I would  really 
feel — and  my  colleagues  also  feel — 
strongly  against  the  introduction  of  a 
grade  like  a specialist  grade. 

2867.  Sir  David  Hughes  Parry : You 
did  indicate  there  would  be  some  senior 
registrars  who  really  would  not  gain 

the  rank  of  consultant? Who  would 

not  make  the  grade. — Professor  Dott : 
We  felt  they  would  not  stay  as-  senior 
registrars  but  would  take  up  something 
better  suited  to  their  capacity. 

2868.  Chairman : In  the  nature  of  the 

work  there  would  be  room  for  this  inter- 
mediate grade? Professor  Bruce:  In 

certain  specialties  as,  for  example, 
ophthalmology  and  the  school  eye  testing 
service.  There  are  certain  jobs  which 
are  not  full  consultant  jobs,  but  they 
do  not  exist  in  surgery. 

2869.  You  are  confining  yourself 

really  to  surgery  in  your  views? Yes, 

Sir. 

2870.  I think  that  is  all.  We  shall  be 
seeing  the  Royal  College  of  Physicians 

this  afternoon. Thank  you  very  much 

for  the  opportunity  of  putting  this 
evidence  before  you. 


( The  witnesses  withdrew .) 


ROYAL  COLLEGE  OF  PHYSICIANS  EDINBURGH 

Memorandum  of  Evidence  to  be  submitted  to  the  Royal  Commission  on 
Remuneration  of  Doctors  and  Dentists 

INTRODUCTION 

1.  It  was  in  1681  that  a Charter  was  granted  to  this  College  by  King  Charles  II. 
The  Royal  College  of  Physicians  of  Edinburgh  was  founded  as  a Society  and  College 
consisting  of  “ grave,  learned  and  upright  persons  ” as  an  “ appropriate  and  ^effectual 
means  and  remedy  ” to  reform  certain  abuses  in  medical  practice  and  to  “ prevent 
their  recurrence  for  the  future.” 

2.  During  nearly  three  centuries  of  changing  patterns  of  medical  practice,  the 
College  has,  whenever  events  have  suggested  such  action  to  be  appropriate,  put 
forward  to  the  relevant  authorities  the  considered  views  of  its  Fellows  about  reforms 
in  medical  practice  or  education.  The  College  welcomes  the  opportunity  of  so  doing 
once  again. 

3.  The  Laws  of  the  College  provide  for  the  election  annually  from  amongst  >the 
Feliows  of  a President  and  a Council  of  six,  one  of  whom  is  Vice-President.  There 
are  quarterly  meetings  of  the  Fellows  and  monthly  meetings  of  the  Council,  but 
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meetings  may  be  called  at  any  time.  Lectures  are  given  at  the  College,  bursaries 
are  administered,  and  various  committees  are  set  up  from  time  to  time.  There  is  a 
fine  library  widely  used. 

4.  The  College  represents  404  Fellows  scattered  throughout  the  world,  although 
mainly  resident  in  Great  Britain,  together  with  a large  number  of  Members  who 
are  admitted  only  after  a high  standard  of  examination.  At  the  present  time  there 
are  some  1,400  of  these  Members,  the  great  majority  of  whom  hold  responsible 
positions  in  hospital  practice.  From  these,  in  due  course  and  according  to  merit 
and  achievement,  the  Fellows  are  chosen. 

5.  In  this  connection  it  is  pertinent  to  mention  that  Membership  or  Fellowship 
of  one  or  other  of  the  Royal  Corporations  is  virtually  an  essential  qualification  for 
all  applicants  seeking  consultant  posts  on  the  medical  side  of  hospitals.  Further- 
more, it  should  be  pointed  out  that,  according  to  our  practice,  it  is  imusual  for  a 
Member  to  be  advanced  to  Fellowship  until  he  has  achieved  consultant  status. 
Thus  it  follows  that  the  men  who  speak  for  our  College  are  only  those  who  them- 
selves have  graduated  through  a long  and  arduous  training,  and  are  therefore 
aware  of  the  many  pitfalls  in  the  ladder  of  promotion.  The  College  speaks  not 
only  for  consultants  but  for  all  grades  of  medical  staff  in  the  hospital  service,  and 
welcomes  the  opportunity  of  submitting  evidence  to  the  Royal  Commission  on  the 
Remuneration  of  Doctors  and  Dentists. 

6.  A Committee,  consisting  of  the  following  Fellows,  was  appointed  to  prepare 
the  evidence  for  submission  to  the  Royal  Commission. 

Sir  Stanley  Davidson,  President  ( ex-officio ) ; Dr.  W.  I.  Card  ; Dr.  J.  Halliday 
Croom ; Dr.  A.  Rae  Gilchrist ; Dr.  R.  H.  Girdwood ; Dr.  I.  W.  B.  Grant ; 
Dr.  J.  K.  Slater ; Dr.  J.  H.  Wright. 

7.  The  Convener  of  the  Committee  was  Dr.  J.  K.  Slater  and  the  Secretary  was 
Dr.  R.  H.  Girdwood.  The  composition  of  'the  Committee  in  regard  to  contracts 
with  the  National  Health  Service  was  as  follows: 

Sir  Stanley  Davidson ; Dr.  Card  ; Dr.  Girdwood.  Full-time  members  of  the 
staff  of  the  University  of  Edinburgh  and  Honorary  Consulting  Physicians  in 
the  N.H.S. 

Dr.  Halliday  Croom ; Dr.  Gilchrist ; Dr.  Slater  ; Dr.  Wright.  Part-time  Con- 
sulting Physicians  in  the  N.H.S. 

Dr.  Grant.  Full-time  Consulting  Physician  in  the  N.H.S. 

8.  The  profession  of  Medicine  has  always  been  an  honourable  and  respected  one 
and  must  remain  so.  To  such  a career  there  must  be  attracted  men  of  intelligence, 
of  integrity  and  of  character.  Remuneration  must  not  be  the  main  pre-occupation 
of  the  medical  graduate  or  of  the  bodies  that  represent  him,  but  the  doctor  should 
not  have  to  worry  constantly  about  financial  difficulties.  He  must  remain  an 
individual  with  a personal  relationship  to  the  patient  rather  than  become  a civil 
servant.  At  the  same  time  Medicine  must  continue  to  advance  as  a science.  The 
Harveys,  the  Jenners  and  the  Listers  of  the  future  must  not  turn  to  other  fields 
because  of  poor  prospects  or  facilities  in  a nationalised  medical  service. 

9.  Few  could  have  foreseen  the  disputes  that  have  arisen  over  remuneration  and 
terms  of  service  between  the  Profession  and  the  Government  in  the  past  ten  years. 
Most  of  these  disputes  have  been  a consequence  of  the  unexpectedly  rapid  decline 
in  the  value  of  money.  The  fall  which  has  taken  place  in  the  standard  of  living 
of  the.  professional  classes,  including,  doctors,  is  closely  related  to  the  social  revolu- 
tion which  has  occurred  with  the  development  of  the  Welfare  State.  The  income 
■of  the  working  classes  has  more  than  kept  pace  with  inflation  but  that  of  the 
professional,  middle  and  upper  classes  has  not.  Although  initially  this  change 
,was  in  the  right  direction  we  believe  that  it  has  gone  too  far.  Unless  the  financial 
reward  of  the  professional  classes  is  commensurate  with  their  long  training,  their 
intellectual  talents  and  the  important  service  they  render  to  the  community,  the 
recruitment  of  adequate  numbers  of  the  right  type  of  person  to  the  professions  will 
become  increasingly  difficult. 
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10.  The  Spens  recommendations  were  intended  to  ensure  that  the  doctor,  whether 
general  practitioner  or  consultant,  would  continue  to  have  a standard  of  living 
that  would  give  adequate  compensation  for  his  arduous  years  of  study,  his  long 
hours  of  work  and  his  great  responsibilities.  It  was  because  the  Government  of 
1948  accepted  the  reports  of  the  Spens  Committees  (Medical)  that  the  doctors 
agreed,  with  reluctance,  to  enter  a nationalised  service.  Between  1951  and  1956 
the  value  of  money  fell  by  24  per  cent  but  the  various  branches  of  the  medical 
profession  received  only  minor  increases  in  emoluments  which  in  no  way  corre- 
sponded to  the  increase  in  the  cost  of  living.  The  Committee  realise  only  too  well 
that  so  long  as  taxation  remains  at  its  present  high  level  and  inflation  continues, 
it  would  be  impossible  for  the  Government  to  implement  the  Spens  Committees’ 
recommendation  that  the  standard  of  living  enjoyed  by  the  Profession  in  1939 
should  be  maintained.  It  is  for  this  reason  that  the  Committee  urges  the  Govern- 
ment to  take  the  most  vigorous  steps  to  reduce  taxation  and  counter  inflation. 
Until  this  is  accomplished,  however,  the  Profession  has  no  alternative  but  to  ask 
the  Government  to  grant  such  increases  in  remuneration  as  are  just  and  practicable. 

THE  PRESENT  SITUATION 


The  Choice  of  Medicine  as  a Career 

11.  Medicine  is  a satisfying  career  for  a young  man  with  a sense  of  vocation.  He 
will  remain  well  content  with  his  work  unless,  later,  he  is  turned  from  his  true 
purpose  in  life  by  pre-occupation  about  the  uncertainties  of  his  future  by  financial 
difficulties,  by  problems  created  by  bureaucratic  administration,  or,  from  within, 
by  a change  of  heart. 

12  It  would  be  naive  to  suggest,  however,  that  all  or  even  the  majority  of  medical 
students  have  taken  up  this  career  because  they  feel  that  they  have  been  called  to 
do  so  by  Providence.  'Many  factors  are  involved  in  the  selection  of  a career,  such 
as  family  traditions,  the  influence  of  friends  and  relatives,  and  suggestions  by 
parents,  headmasters  and  teachers. 

13  Most  schoolchildren  and  even  many  undergraduates  have  little  immediate 
interest  in  the  financial  aspects  of  their  future  career  but  their  parents  are  likely -to 
regard  this  as  an  important  consideration.  It  is  not  uncommon  now  for  parents, 
including  those  with  medical  qualifications,  to  be  reluctant  to  encourage  then- 
children  to  choose  a career  in  Medicine  because  of  current  uncertainties  ra  pr 
fessional  prospects  and  the  impression  that  there  has  been  a sof !ft 
and  economic  standing  of  the  doctor  m the  community.  On  the  other  “an“  lT 
must  be  said  that  many  parents  have  no  such  misgivings  while  others  believe  that 
by  the  time  their  children  have  qualified  as  doctors  the  present  difficulties  will 
largely  have  been  resolved. 

The  Medical  Undergraduate 

14  The  Carnegie  Trust  and  the  Scottish  University  bursary  scheme  have  always 
made  it  possible  for  the  Scottish  hoy  of  humble  origin  to  become  a medical  student. 
The  oDPO^niti^  have  been  greatly  extended  by  the  post-war  Local  Authority 
Irants^although  the  Scottish  student  does  not  fare  as  well  as  his  English  c°^ague 
because  of  the  smaller  grant  that  he  receives.  To  assess  the  need  for  a 0rant  and 
to  determine  its  amount  on  the  bass  of  the  gross  inwme  of  the  parent  as  ^done 

daughtetafa  university  whilst  his  working-class  patient  may  be  able  to  obtain  the 
means  to  do  so. 

The  Newly  Qualified  Medical  Graduate  . . 

to  have  difficulty  in  obtaining  the  type  of  junior 
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post  in  hospital  he  wants.  The  house  officer  has  little  cause  for  complaint  about 
his  salary  or  his  security.  There  can  be  no  doubt,  even  in  his  own  mind,  that  he 
is  a trainee  and  that  he  is  much  .better  off  financially  than  was_  the  house  officer 
before  the  National  Health  Service  was  introduced.  It  is  at  this  stage,  however, 
that  he  begins  to  learn  from  the  discussions  going  on  around  him  that  his  future 
may  not  be  quite  as  promising  as  he  hoped.  Already  he  is  likely  to  be  meeting 
senior  registrars  who  have  been  unable  to  obtain  consultant  posts,  even  though 
they  may  be  men  of  great  ability. 

The  General  Practitioner 

16.  The  aspirant  to  general  practice  can  apply  for  an  appointment  as  a trainee 
assistant,  but  the  applicants  are  numerous  and  the  vacancies  few.  The  chief 
problem  in  general  practice,  however,  is  how  to  become  a principal.  The  number 
of  applicants  for  an  attractive  vacancy  is  always  large ; the  hazards  involved  in 
building  up  a new  single-handed  practice  even  in  under-doctored  areas  are  great ; 
it  is,  of  course,  impossible  for  an  assistant  in  general  practice  to  become  a partner 
without  the  agreement  and  active  support  of  the  practitioner  he  has  been  assisting. 

17.  In  the  report  of  the  Scottish  Medical  Practices  Committee  issued  in  September 
1956  there  were  2,551  general  practitioners  listed  as  practising  in  Scotland  as 
principals  and  40  with  limited  lists.  They  employed  253  assistants  and  had,  in 
addition  87  trainee  assistants.  The  total  number  of  340  existing  assistantships  in 
Scotland  is  so  small  in  relation  to  the  annual  number  of  Scottish  medical  graduates 
(486  in  1956)  that  a large  proportion  of  these  graduates  must  seek  employment  in 
other  spheres  or  even  in  other  countries. 

18.  The  path  to  successful  general  practice  was  never  easy  even  before  the  National 
Health  Service,  but  now  restrictions,  sensible  though  they  may  be,  are  many  and 
there  is  little  scope  for  private  practice.  Even  when  the  graduate  does  become 
established  as  a principal  in  general  practice  he  is  not  necessarily  assured  of  an 
adequate  income.  According  to  figures  prepared  by  the  British  Medical  Association, 
the  average  gross  annual  income  of  a general  -practitioner  in  1956  was  approximately 
£3,000,  yielding  after  deduction  of  practice  expenses  an  average  annual  net  income 
of  £2,222.  In  Edinburgh,  however,  of  the  258  general  practitioners  on  the  list  of 
the  N.H.S.  Executive  Council  65  (25  per  cent)  had  an  annual  income  from  the 
Service  of  £1,000  (gross)  or  less.  Thirty-three  of  these  doctors  were  classified  as 
junior  partners.  A gross  income  of  -between  £1,000  and  £2,000  per  annum  was 
earned  by  39  doctors  (14  per  cent).  The  remaining  60  per  cent  had  an  annual 
income  which  varied  between  £2,000  and  £5,000  (gross).  It  would  appear  that  many 
doctors  regard  the  education  and  social  advantages  which  residence  in  Edinburgh 
affords,  as  sufficient  recompense  for  an  income  much  below  the  national  average. 

The  Registrar  Grade 

19.  One  of  the  intentions  of  the  Spens  Committee  was  to  make  the  early  years 
easier  for  the  potential  consultant.  There  is  no  doubt  that,  in  the  -past,  the  graduate 
without  private  means  was  apt  to  have  a hard  time  in  his  earlier  years,  whether 
his  goal  was  specialist  or  family  practice.  If,  however,  he  failed  to  achieve  consultant 
status  he  could  turn  readily  to  general  practice,  profiting  by  his  experiences  and  by 
his  contact  with  teaching  hospitals,  all  the  wiser  from  having  worked  for  and 
obtained  a higher  qualification.  Now  the  lines  are  more  rigid.  In  general  the 
registrar  is  considered  to  have  made  his  decision  to  be  a specialist  and  the  assistant 
in  general  practice  to  be  a family  doctor.  To  advance  along  the  normal  channels 
is  difficult  enough.  To  attempt  to  change  direction  in  midstream  is  even  less  easy. 
We  would  like  to  see  it  made  easier  for  registrars  to  be  part-time  in  general  practice 
while  working  in  hospital,  so  that  at  this  stage  they  could  still  choose  between 
family  and  hospital  practice.  This  could  only  be  beneficial  to  the  standard  of  work 
in  the  National  Health  Service. 

20.  A major  problem  is  that  of  the  unfortunate  “ time  expired  ” senior  registrars, 
many  of  whom  are  doing  consultant  duties  as  they  await  the  retiral,  death  or 
translation  to  other  spheres  of  their  senior  colleagues.  The  consultant  occupies  his 
post  for  some  thirty  years  ; the  original  intention  was  that  the  senior  registrar 
would  occupy  his  post  for  -four  years.  It  is  not  surprising  that  such  a mathematically 
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impossible  scheme  has  broken  down,  and  we  suggest  that  the  senior  registrar  post 
should  become  a permanent  one  with  a higher  maximum  salary  and  a new  title 
of  Senior  Assistant  Physician/ Surgeon.  We  suggest  further  that  in  general  medicine, 
surgery  and  obstetrics  these  posts  should  be  limited  to  teaching  hospitals,  and 
that  in  the  more  restricted  specialties,  such  a tuberculosis,  they  should  replace  the 
S.H.M.O.  posts.  The  post  of  Senior  Assistant  Physician /Surgeon  should  be  the 
normai  stepping-stone  to  consultant  status. 


The  Consultant 

21.  The  consultant  is  a man  of  experience.  He  has  climbed  up  the  various  steps 
on~the  ladder  of  promotion  in  the  hospital  service  and  now  holds  a most  responsible 
nost.  In  diagnosis  and  treatment  the  final  responsibility  is  his.  He  may  be 
supervising  or  carrying  out  the  research  projects  that  daily  advance  our  knowledge ; 
he  mav  be  a clinical  teacher,  instructing  and  inspiring  undergraduates  and  post- 
praduates  ■ in  modern  times  he  almost  certainly  will  serve  on  many  committees. 
A nerson  doing  such  important  work  should  not  be  hampered  by  continual  financial 
ckres  and  pre-occupations.  Unfortunately  this  is  too  often  the  case  and  the  Com- 
mittee believes  there  is  ample  evidence  to  show  that  many  consultants  are  acutely 
anxious  about  the  present  situation  and  about  the  future. 


THE  FUTURE 

22  The  Committee  considers  it  essential  that  the  machinery  for  adjusting 
remuneration  and  terms  of  service  should  be  drastically  overhauled  If  disputes 
over  remuneration  and  security  can  be  resolved  smoothly  and  equitably  this  will 

far  towards  eliminating  the  controversies  which  have  so  unsettled  relations 
between  the  medical  profession  and  the  State  in  recent  years. 

23  The  Priestly  Commission  recommended  the  establishment  of  a small  permanent 

^Smittee  to  keep  under  review  the  salaries  of  the  higher  civil  servants,  and  to 
committee  to  Keep  salaries  periodically  in  accordance  with  changing  con- 

Sf ja  sssri^sssfissss 

the  Government  and  the  public.  _ . 

well  as  the  status  and  independence  of  the  medical  profession. 

the  roya%  c^¥™ted  the  RcouSgeA™ Ngive  aTvffiWSAON 

T°  PR0VIDE 

INFORMATION  ON  15  OF  THESE  POINTS. 

(i)  The  quality  and  quantity  of  recruits  ( a ) offering  themselves  and  (6)  accepted  tor 
training  as  medical  students.  . . , --y,r„vic  hive 

25.  It  has  been  considered  in  recem  yrars  &at  *e  Brihs  me s ^ ^ Dean  of 

LSr«e5L^ra^n£af then  the  cumulative  excess  ot 
doctors  might,  by  1959,  amount  to  5 .000  or  6, 000  e „to  estimate  on  a 

26.  In  1955  the  Government  set .up  the  ^a^onsiderations.  the  number  of 
long-term  basis  and  with  due  regard  to  all  hl.anci,es  0f  the  profession  in  the 
medical  practitioners  likely  to  be  engaged  in 

future,  and  the  consequential  intake  of  medical  studen  eq  . , 

27.  To  meet  the  changing  circumstances i the jScoM  ej^students  than  previously, 

years  endeavoured  to  admit  a smaller  nui  ^ £ Qualification  in  Scotland,  and 

Moreover  there  are  no  longer  classes  tor  th  being  held,  the  entry  is  very 

although  examinations  for  this  qualification  are  still  Being 

small,  consisting  chiefly  of  overseas  students. 
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28.  To  exemplify  the  trend  we  show  in  Table  I the  number  of  applications  and 
acceptances  for  undergraduate  vacancies  in  Medicine  at  Edinburgh  University 
during  the  past  nineteen  years. 


Table  I 


The  selection  of  medical  students  by  Edinburgh  University 


Applied 

Accepted 

1938—9  

521 

212 

1939-40  

505 

214 

1940-1  

487 

206 

1941-2  

480 

209 

1942-3  

492 

196 

1943-4  

501 

200 

1944-5  

635 

197 

1945-6  

823 

217 

1946-7  

1,425 

207 

1947-8  

1,680 

202 

1948-9  

1,466 

198 

1949-50  

1,484 

192 

1950-1  

1,622 

190 

1951-2  

1,279 

188 

1952-3  

826 

176 

1953-4  

841 

178 

1954-5  

849 

180 

1955-6  

789 

178 

1956-7  

769 

146 

29.  Table  I also  shows  that  in  recent  years  the  demand  for  places  at  the 
Edinburgh  Medical  School  has  appreciably  slackened.  Although  the  number  of 
applications  still  greatly  exceeds  the  number  of  vacancies  the  surplus  is  much 
smaller  than  in  the  immediate  post-war  years.  Conditions  at  that  time  were, 
however,  exceptional  and  the  figures  cannot  be  regarded  as  an  accurate  index  of 
the  popularity  of  Medicine  as  a career.  Nevertheless,  provisional  figures  for 
1957-58  (not  included  in  Table  I),  based  on  the  grading  of  entrants  according  to 
examination  results,  age,  and  headmasters’  confidential  reports,  show  that,  so  far 
as  men  educated  in  Britain  are  concerned,  the  point  has  now  been  reached  where 
the  great  majority  of  suitable  candidates  are  admitted.  The  real  reserve,  therefore, 
of  people  who  cannot  be  accepted  because  of  the  limitation  on  the  number  of 
entrants,  but  who  are  suitable  on  grounds  of  ability  to  study  Medicine,  exists 
only  among  fa)  women  applicants,  British  as  well  as  Commonwealth  and  foreign, 
and  ( b ) Commonwealth  and  foreign  men.  We  understand  that  a similar  situation 
exists  in  the  other  Scottish  medical  schools. 

30.  There  are  several  possible  reasons  why  the  number  of  suitable  British  male 
applicants  for  medical  training  is  falling  but  the  fact  that  such  a trend  exists  suggests 
that  a medical  career  is  not  considered  as  attractive  as  it  used  to  be  for  British  men 
of  high  scholastic  attainment.  It  seems  that  many  such  men  who  in  the  past 
would  have  applied  for  entry  to  a medical  school  are  now  seeking  other  careers. 
We  have  no  factual  information  on  which  to  base  an  explanation  of  this  change  of 
attitude  but  the  following  are  a few  of  the  considerations  which  may  apply : — 

(1)  Some  potential  applicants  to  Scottish  medical  schools  may  have  been 

deterred  by  the  increase  in  the  period  of  training  from  five  to  six  years. 

(2)  Some  applicants,  particularly  from  England,  prefer  to  go  to  English  medical 

schools  which  permit  the  first-year  examinations  to  be  taken  from  school, 

thus  in  effect  reducing  the  course  to  one  of  five  years. 

(3)  The  propaganda  “build  up”  now  being  given  to  science  and  technology 

may  have  diverted  to  those  spheres  many  men  who  might  in  the  past  have 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  ROYAL  COLLEGE  OF  PHYSICIANS  OF  EDINBURGH 


539 


favoured  Medicine.  It  is  possible  to  come  to  a position  of  responsibility 
more  rapidly  in  science  than  in  medicine. 

(4)  potential 

applicants  to  medical  schools  or  their  parents. 

National  Health  Service. 

31.  Regarding  the  quality  of  otfay^ten  years 

can  be  made  of  the  applicants  as  a . whole = wiffil men  p have  certainly  n(* 

ago.  The  educational  and  other  stand  g '’ernmg  ^ 19Jg>  all  Tecruits  accepted 
been  lowered  ; indeed  they  have  probably  be  m t unlikely  that  they  were  of 

for  training  fulfilled  these  standards  and  t is  *us  present  trend  continues  it 

poorer  quality  than  in  previous  ye  irs.  If  bowser  toe  pres  number  f 

will  not  be  long  before  there  are  o£  British  men  a.nd,  if  it 

places  at  present  made  available.  , f n,aces  either  the  standards  of  entry 

ysa  waj^sas.-  % t±  s ? sw 

"d — “ 

33.  The  following  figures  give  the  number  of  medical  students  graduating  in 
• fr-rvm  i-Vip  three  countries. 


Year 

England 

Scotland  ^ 

Ireland  i 

Total  1 

Scottish  Graduates 
as  percentage  of 
total 

1934  

1937  ... 

1940  

1945  

1949  

1952  

847 

1,096 

1,323 

1,268 

1,436 

1,848 

471 

593 

673 

581 

589 

673 

154 

239 

315 

428 

452 

506 

1,472 

1,928 

2,311 

2,277 

2,477 

3,027 

32 

31 

29 

26 

24 

22 

WMe  the  “ 

schools  showed  no  such  proclivity. 

35.  in  view  of  the  dinun;^^^ 

te  &Xh\fatotem^6ndtg  it  more  difficult  to  obtain  a permanent  post  either  in 
the  National  Health  Service  or  outside  it.  _ m 

36.  So  far  as  the  ^^prira^ineffical' '^uate^omp^es  favourably  with 

£“«  counterpart,  though 

into  practice  11  pIobably 

higher  than  it  was  in  the  years  prior  to  the  war.  _ 

* Sir  Stanley  Davidson,  B.MJ.  (1955),  1,  1171. 
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(iii)  Wastage  of  men  and  women  during  training  and  in  the  first  few  years  after 
qualification  with  any  remarks  on  incidence  and  causation 

Wastage  during  training 

37.  In  May,  1957,  the  Faculty  of  Medicine  of  Edinburgh  University  investigated 
the  problem  of  wastage  among  medical  students  who  entered  the  medical  course 
in  the  four  years  between  1948  and  1951.  Wastage  here  means  the  number  who  have 
departed  without  qualification. 

38.  The  following  were  amongst  the  conclusions  reached : 

(a)  Between  a fifth  and  a quarter  of  entrants  to  medical  studies  in  Edinburgh 
University  failed  to  complete  the  course.  The  great  bulk  of  this  wastage 
was  the  result  of  failure  in  the  First  and  Second  Professional  Examinations. 

The  amount  of  wastage  among  men  and  women  was  about  the  same,  but 
examination  failure  was  less  prominent  as  a reason  for  wastage  among 
women. 

{b)  Comparison  of  performance  at  First  and  Second  Professionals  with  eventual 
achievement  showed  that  these  examinations  are  good  indications  of  the 
students’  ability  to  succeed  in  the  course  as  a whole. 

(c)  Other  factors  affecting  wastage,  such  as  the  age  at  entry  of  students  to  the 
University,  the  nationality  of  students,  the  type  of  school  from  Which  the 
students  come,  previous  educational  qualifications,  etc.,  are  at  present 
being  investigated,  but  sufficient  data  has  not  been  accumulated  to  enable 
final  conclusions  to  be  reached. 

Wastage  in  the  first  few  years  after  qualification 

39.  It  is  often  stated  that  many  recently  qualified  doctors  are  emigrating  because  of 
the  difficulty  of  obtaining  permanent  posts  in  this  country.  The  evidence  for  this 
is  conflicting.  A senior  Fellow  of  our  College  has  informed  us  that  of  his  last 
32  house  physicians,  a number  that  includes  5 women,  there  are  now  6 men  working 
abroad  and,  perhaps  even  more  important,  these  were  all  decidedly  bright  and 
ambitious  young  men.  On  the  other  hand,  of  149  medical  students  who  graduated 
in  Edinburgh  in  1946  (see  Table,  p.  17)  only  16  of  British  origin  have  left  this 
country  during  the  past  10  years,  while  8 out  of  9 overseas  students  are  working 
in  the  United  Kingdom. 

40.  It  is  widely  believed  that  Canada  is  the  country  which  offers  the  best  oppor- 
tunities for  doctors  who  wish  to  emigrate.  It  as  plain,  however,  from  the  informa- 
tion in  an  article  by  Mair  & Hatcher,  published  in  the  British  Medical  Journal  of 
7th  September,  1957,  p.  539,  that  the  opportunities  for  such  immigrants  must  be 
limited  because  the  ratio  of  doctors  to  persons  is  actually  higher  in  Canada  (1  to  948) 
than  in  England  and  Wales  <1  to  980).  This  article  also  shows  that  the  total  number 
of  doctors  emigrating  to  Canada  from  all  countries  in  the  world  was  only  708  for 
the  three-year  period  1951-54.  It  may  be  concluded,  therefore,  that  emigration  is 
not  an  important  cause  of  wastage  in  the  first  few  years  after  qualification. 

41.  Marriage  of  female  medical  graduates  is  another  factor  which  must  be  con- 
sidered in  regard  to  the  problem  of  wastage ; in  Edinburgh  some  25  per  cent  of 
medical  graduates  are  women.  The  Committee  'unfortunately  has  no  factual  data 
to  submit  to  the  Commission  in  this  connection. 

(iv)  The  cost  and  duration  of  training  and  the  extent  to  which  the  cost  is  or  should  be 
met  from  grants  (including  both  the  adequacy  of  the  grants  and  the  proportion  of 
students  receiving  them) 

42.  Duration : The  medical  course  is  one  of  six  years’  duration.  In  some  of  the 
English  universities  it  is  possible  to  take  the  first-year  examinations  from  school, 
without  attending  the  university  classes,  or  even,  in  some  instances,  to  be  exempted 
from  the  examinations.  At  present  .there  is  a Scottish  University  Ordinance  under 
consideration  by  the  Privy  Council  and  Edinburgh  University  intends  to  allow 
suitably  qualified  applicants  in  October,  1958,  and  thereafter  to  sit  the  .first-year 
examinations  without  attending  university  classes  directed  towards  these  examinations. 
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l?3Sto  foe  lade of P-«  iP  these  six  years  requires  consideration. 
Against  this  must  he  offset  the  following  . 

(11  Local  Authority  grants. 

<2)  Bursaries  obtained  in  the  Scottish  University  Bursary  Competition. 

(3)  Carnegie  Grants. 

(41  Paid  employment  in  vacations. 

45.  For  some  time  the  Scottish  « has  StoT  abetter 

English  student,  even  if  attending  a Scotty  nt^Wch  a medical  student  can 

tell  authority  grant.  The  maximum L^i™°una\ £231.  An  English 
receive  from  Edinburgh.  Education  ■»  tLe  Knalish  regulations  at  least 

student  at  Edinburgh  -n  --ve  mderjhejn^  ^ ^ 

£30  more  per  annum.  . iFn  e-fish  student  receiving  a full  grant  would  be 

for  six  years  referred  to  stXt Wild  he  given  £1,386.  On  the 

given  at  least  £1,566,  whilst  foe  Scott; i h ^ circumstanCes  may  have  his 

other  hand  the  Scottish  student  ™ P . y ^ Carnegie  Trust,  even  if  he  is  in 
university  fees  paid  in  whole  or  an  P T t jf  he  obtains  a bursary  in  open 
com^\"”on*tadUe  fro^ta  local  authority  grant  unless  the  value  of 

nr«:“'is  a higher  propordon 

SSSSss?®:*-**®*5 

,?T, . r s«rs»*ss 

receives  an  education  ««?«**££  He  insurance,  fern 

Apart  from  ahowances  for  dependent  chUGr  ^ P hame  Aat  1S  taken  into 

duty  and  interest  on  a bond  on  fee t is  me  g ^ necessarjly  heavy 

sss  <“t  U'i  SSf»-w  «“•“  «— • 

M Position  and  prospects  of  a newly  qualified  doctor  - , 

49.  It  is  not  possible  to  8®era^' jtotto'if  sPS?nfoTeach°l™  graduate-he 
qualified  doctor.  In  one  sef ® Je  sitaahon  ^ m md  arduous  course  of  study; 
has  a feeling  of  achievement  after _al^.  1 {fctors  inoluding  the  branch  of 

the  prospects  for  has  future  depend  . nce  0f  medically  qualified  relatives 
Medicine  that  particularly  ml forests  ta m Jl  d above  all  his  natural  ability 

and  family  traditions,  whether  ot  aedhe  is  murnem  mo^aoo  • weU  ^ ^ 

jSea^  n 35  S^ceedi^  in  his  subsequent 

50.  For  most  medical  graduates “omtay  'andf  it^o*  tmfo’f few  years 
r-eitew  briSknt  they  ^ be,  feel  themselves 
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thwarted  in  the  search  for  permanent  posts  in  the  branch  of  Medicine  that  they  have 
chosen  to  follow.  Parents,  teachers  and  older  schoolchildren  are  becoming  increas- 
ingly aware  of  the  difficulties  that  may  face  the  medical  graduate  in  ihis  search  for 
a permanent  position. 

51.  Medicine  is  a dynamic  subject  that  must  not  be  allowed  to  become  stagnant 
from  lack  of  first-class  graduates.  It  must  continue  to  attract  recruits  of  the 
highest  calibre.  We  fear  a deterioration  in  the  quality  of  those  seeking  a career  in 
the  medical  profession,  and  already  feel  that  Medicine  is  losing  its  attraction 
faced  as  it  is  with  an  ever  growing  competition  from  the  numerous  alternative 
prospects  that  have  become  available  to  the  keenest  schoolboy  brains. 

52.  The  reasons  for  this  are  not  essentially  financial — indeed  we  would  not  wish 
money  to  be  the  chief  goal  of  the  schoolboy  looking  to  Medicine  as  his  possible 
life  work.  The  factors  are  many  and  complex,  but  they  include : 

1.  Competition  from  Science  and  Business  as  possible  careers  for  those  with 

brains  and  character. 

2.  The  politically  involved  state  of  Medicine  at  the  present  time  and  consequent 

uncertainty  about  the  future. 

53.  Taking  a typical  year  of  a decade  ago,  thus  allowing  sufficient  time  for 
graduates  to  choose  their  pathway  or  follow  the  vagaries  of  chance,  the  information 
given  in  Table  II  indicates  the  present  status  of  149  graduates  qualifying  in 
Edinburgh  m the  year  1946. 

Table  II 


The  Status  in  1957  of  149  Medical  Graduates  who  qualified  in  Edinburgh  in  1946 


Status  in  1957 


A.  General  Practitioners  ... 

B.  Consultants  

C.  University  Staff 

D.  Hospital  Medical  Officers 

E.  Medical  Officers  of  Health 

F.  Services 

G.  Not  in  Register 

H.  Occupation  not  known  ... 


At  present  in  the  U.K. 

At  present  outside  U.K. 

No. 

percentage 

No. 

percentage 

63 

42-3 

5 

3-4 

5 

3-4 

1 

0-7 

4 

2-7 

5 

3-4 

38 

25-5 

3 

2-0 

6 

4-0 

2 

1*3‘ 

4 

2-7 

5 

3-4 

7 

4-7 

1 

0-7 

132 

17 

students  who  graduated,  9 are  listed  as  coming  from  overseas 
(o  Commonwealth  and  1 Czechoslovakia). 

Of : these : 9,  8 are  at  present  working  in  the  United  Kingdom  ; 1 has  returned  to 
his  native  country  (Malaya). 

Of  the  17  graduates  at  present  employed  outside  the  United  Kingdom,  16  are 
from  the  United  Kingdom  ; 1 has  returned  to  his  native  country  (Malaya). 

°f  “terest  note  these  149  graduates,  63  subsequently  obtained 

betoeenakemMCatI0I1S’  ^ ^ theSe  63  grad'uates  hold  85  additional  qualifications 


^ oiSere  en<1 40  eXCeSsive  resort  to  certain  branches  of  the  profession  at  the  cost  of 

. ^ ,law  °£  supply  and  demand  obviously  operates  in  this  matter,  but  clearly 
m hospital  practice  the  majority  of  ambitious  young  men  desire  to  pursue  one  or 
other  of  the  principal  medical  or  surgical  specialities  unless,  as  sometimes  happens, 
a graduate  has  a special  fair,  or  .perhaps  a family  interest,  in  one  of  the  less  popular 
? m^,no  ®vlderLce  of  any  such  tendency  as  this  question  suggests 
but  should  be  observed  that  there  is  an  insufficient  desire  among  well- 

“mong  Jffierf1  °f  Radiolosy’  Den“tohW 
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(vii)  The  relative  advantages  and  disadvantages,  «"^dal  and  otherwise,  ot  service 
as  (c)  a whole-time  consultant  in  the  National  Health  Service 

55  It  should  :be  stated  that  the  type  and  extent  of  the  work  performed  by  the 
fnll-thne  consultant  varies  a great  deal  according  to  the  nature  of  his  speciality 
(e  g General  Medicine,  Tuberculosis,  Geriatrics,  etc.),  whether  he  is  w°rl™S  “ 
the  city6 or  in  the  country  (e.g.  in  a sanatorium  or  mental  hospital)  and  whether  he 
is  employed  in  a teaching  or  a non-teaching  hospital. 

Advantages : 

56.  (1)  Security. 

(2)  A reasonable  income. 

(3)  The  present  generation  of  whole-time  consultants  tend  to  be  relatively  young 
on  appointment  to  these  posts  and  hence  they  can  look  forward  to  a satisfactory 
pension  on  attaining  the  age-limit. 

(4)  (a)  The  whole-time  consultant  in  a university  or  teaching  centre,  freed  to 
some  extent  from  the  distractions  of  -private  consulting  work,  has  often  a greater 
opportunity  to  develop  a special  line  of  interest,  or  to  devote  himself  to  some 
particular  Aspect  of  clinical  investigation  of  his  own  choice,  perhaps  mcludmg 
laboratory  research.  He  has  therefore  often  a greater  opportunity  for  original 

W0(h)'  The  whole-time  consultant  in  a non-teaching  hospital  may  not  have  these 

opportunities.  . _ , , .. 

/«  Medicine  is  more  than  ever  dominated  by  committees  The  whole-tune 
consultant  can  give  valuable  service  in  this  respect,  often  without  the  personal 
sacrifice  demanded  of  his  part-time  colleague. 

Disadvantages: 

,,  /i\  income  tax  He  is  on  Schedule  E and  hence  has  no  allowance  tor  car, 

insfances  needs  to  have  his  car  with  him  at  home  or  at  his  parent  hospital  fo 
calls  to  patients  at  their  homes  or  dn  other  hospitals.  _ 

In  certain  areas  he  is  greatly  overworked  and  may  have  to  visit  outlying 
hospital,  Mattered  over  a lafge  area.  In  some  localities  the  arrangements  for 
deputies  are  inadequate. 

(d)  A part-time  consultant  with  the  maximum  number  of  sessions 

Advantages : . .. 

58.  (1)  Professionally  he  has  the  great  advantage  of  contact  with  the  community 
as  a whole  and  therefore  brings  to  his  work  a wide  experience  cuUed  from  both 
his  hospital  and  private  patients,  as  a result  of  which  both  stand  to  benefit. 

(2)  Financially  he  can  supplement  his  salary  by  other  activities— e.g.  Private 
practice  domiciliarv  consultations,  life  insurance  work,  and  service  on  statutory 
toards  and  medical  appeal  tribunals.  If  he  has  already  the  maximum  number  of 
sessions  there  will,  however,  be  little  time  left  for  activities  such  as  these. 

(3)  His  professional  expenses  are.  often  heavy,  but  he  has  a measure  of  income 
tax  relief,  which  eases  the  burden. 

The  Committee  believes  that  it  is  all  to  the  good  of  the  community  and  to  the 
profession  that  there  should  be  a place  for  the  part-time  consultant. 

Disadvantages : 

59.  (1)  Private  consulting  practice  is  declining.  Formerly,  much  of l a 
consultant’s  income  was  derived  from  long-distance  visits  to  the  P*tie“l? ’ 
This  type  of  work  is  now  reduced  to  negligible  proportions,  as  local  consul 
are  generally  available  in  most  areas  of  Scotland  and  more  often  than  no  , - 
patient  in  need  of  a specialised  opinion  requires  the  full  diagnostic  resources  of  the 
hospitals. 
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60.  In  the  earlier  years  of  private  consulting  practice,  the  consultant’s  professional 
expenses  are  necessarily  heavy.  In  the  past  the  lean  years  were  compensated  by 
the  expectation  of  a good  income  later.  In  many  areas  of  Great  Britain  to-day 
junior  part-time  consultants  do  not  feel  justified  in  committing  themselves  to  the 
heavy  burden  of  maintaining  private  consulting-rooms  with  secretarial  assistance 
and  other  expenses,  in  the  face  of  a declining  source  of  income.  For  economic 
reasons  the  great  majority  of  “ second  opinions  ” are  obtained  at  the  hospital  and 
not  in  private  practice. 

(e)  A part-time  consultant  with  only  a few  sessions 

61.  We  understand  that  in  London  and  possibly  in  certain  other  medical  centres 
some  physicians  on  the  staff  of  teaching  hospitals  are  paid  for  only  three  or  four 
sessions  per  week,  as  presumably  this  is  considered  to  be  adequate  for  the  purpose 
of  carrying  out  their  duties  satisfactorily.  Such  physicians  are,  we  believe,  men 
who  enjoy  a large  consultant  practice  established  in  many  cases  prior  to  the 
inception  of  the  National  Health  Service,  and  who  for  this  reason  do  not  desire 
further  sessions.  In  most  areas,  however,  the  amount  of  private  practice  is  strictly 
limited  and  mainly  undertaken  by  established  senior  consultants.  Accordingly 
the  opportunities  for  private  practice  for  a newly  appointed  consultant  are  negligible, 
the  income  from  three  or  four  sessions  is  totally  inadequate,  and  the  prospects 
of  a satisfactory  pension  are  poor.  For  the  above  reasons-  we  consider  that 
appointments  involving  less  than  six  sessions  should  be  made  only  in  exceptional 
circumstances. 

(f)  A Senior  Hospital  Medical  Officer 

62.  The  Hospital  Medical  Officer  appointments,  Senior  and  Junior,  were  intro- 
duced at  the  inception  of  the  National  Health  Service  as  an  interim  measure  to 
deal  with  transferred  Local  Authority  Medical  Officers.  Neither  the  Government 
nor  the  profession  intended  this  type  of  appointment  to  be  a permanent  feature  of 
the  new  service  and  there  was  a tacit  agreement  that  such  appointments  would, 
not  be  made  in  the  major  specialties-.  With  certain  exceptions,  notably  in  the 
Western  Region  of  Scotland,  this  agreement  has  been  kept  and  the  main  field  for 
the  employment  of  S.H.M.O.’s  has  been  such  specialties  as  Anaesthesia,  Geriatrics-, 
Ophthalmology,  Pathology,  Psychiatry,  Radiology  and  Tuberculosis.  Although  in 
a few  teaching  units  in  these  specialties  the  post  is  regarded  as  a rung  in  the 
promotion  ladder  to  consultant  status,  in  the  vast  majority  of  cases  it  is  a post 
without  real  prospects  of  advancement.  Even  in  those  few  instances  in  which  it 
is  regarded  as  a "pre-consultant”  post,  the  prospects  of  promotion  are  largely 
illusory  as  consultant  vacancies  so  seldom  occur. 

63.  It  is  against  this  background  that  the  advantages  and  disadvantages  of  the 
S.H.M.O.  appointment  must  be  viewed. 

Advantages : 

64.  The  post  is  permanent,  i.e.  it  carries  security  of  tenure  with  all  that  implies. 
It  confers  financial  stability  and  brings  release  from  the  constant  competition  for 
senior  registrar  appointments. 

65.  The  post  ds  reasonably  well  paid  as  compared  with  that  of  a registrar  or 
senior  registrar,  the  salary  ranging  from  £1,653  to  £2,126  per  annum. 

Disadvantages : 

66.  (1)  The  post  of  Senior  Hospital  Medical  Officer  seems  to  engender  a sense  of 
frustration  amongst  all  those  who  hold  it,  unless  they  are  devoid  of  professional 
ambition.  In  teaching  hospitals  their  feelings  of  frustration  are  based  less  on 
financial  considerations  than  on  the  prospect  that  they  may  be  denied  full  clinical 
responsibility  perhaps  for  the  rest  of  their  professional  lives.  Elsewhere,  where 
they  often  hold  virtually  complete  clinical  responsibility,  they  feel  that  they  are 
being  forced  to  do  the  work  of  consultants  without  being  granted  either  their  salary 
or  their  status.  From  both  these  situations  the  S.H.M.O.  knows  he  has  practically 
no  hope  of  escape  (a)  because  he  has  little  chance  of  promotion  in  his  own  speciality 
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and  (b)  because  he  dare  not  move  into  another  speciality  as  he  would  have  to  enter 
it  in  one  of  the  registrar  grades  and  would  probably  find  himself  unemployed  after 
the  training  appointment  ended. 

(2)  It  is  a post  without  prospects  when  held  in  a minor  speciality  and  regarded 
as  carrying  some  kind  of  stigma  when  it  is  held  in  a major  speciality. 

(3)  The  S.H.M.O.,  like  the  whole-time  consultant,  is  denied  income-tax  relief 
for  car,  journals,  etc.,  or  a Regional  Hospital  Board  car  allowance  for  journeys 
from  his  home  to  hospital. 


(g)  The  full-time  university  clinical  teacher 

67  The  Committee  notes  with  regret  that  no  reference  is  made  to  the  university 
teacher  by  the  Royal  Commission,  either  in  their  questionnaire  or  their  public 
statement ; for  the  maintenance  of  a satisfactory  standard  of  medical  teaching  it  is 
essential  that  the  salary  scale  of  the  teacher  shall  be  comparable  to  that  of  his 
National  Health  Service  colleague.  The  Committee  is  fully  aware  of  the  difficult 
that  must  arise  in  universities  if  consultants  paid  by  the  university  do  not  have 
financial  parity  with  their  colleagues  in  the  National  Health  Service. 


Advantages : 

68.  (1)  An  academic  life  with  its  opportunities  and  facilities  for  teaching,  study 
and  research. 

(2)  Security.  . , . 

(3)  Certain  privileges— e.g.,  it  is  usually  easier  to  obtain  grants  to  go  abroad 

to  study.  „ , , . „ . 

C4)  A family  allowance  of  £50  per  child  up  to  the  age  of  16  is  usually  gnen. 

Disadvantages : 

6Q  m The  clinical  teacher  paid  as  a full-time  university  employee  may  have  a 
si^My £rX TalU  thamthat  of  his  colleague  in  the  Natrona1  Health  Service, 
even  when  the  type  and  quantity  of  hospital  clinical  work  is  identical. 

ry\  He  is  not  granted  income-tax  allowances  for  car,  telephone,  travel  sub- 

ffmost%TitTdtonlyToffeesSe  and  for  visits  from  his  main  hospital  to  other 
hospitals  does  he  have  a car  allowance  from  the  Regional  Board. 

(viii)  The  difficulties  encountered  by  members  of  the  Registrar  Grade 

70  In  the  Hospital  Service  at  present  there  is  considerable  discontent  amon=> 

many  of  those  in  the  registrar  and  senior  registrar  grade. 

an“  ' l^ceTtoe  SPS  _,S  W.  an  ^nhcesbip  P^ithin  the 
hospital  service  of  seven  to  ten  years  dura  to  omj  ^ ^at  offered  to  an  entrant 
level  of  remuneration  which  w?uldbeatl  § provide  a modest  standard 

rs®.  “S3 SnSSafti  susas 

73.  The  Spens  proposals  enTOajed  thM  a pers° reJstrar  conld  reasonably  expect 
StbUflS1  ^Stlnath^— t senior  grnde  of  consultant  between  the 
ages  of  thirty-two  and  thirty-five. 
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74.  It  seems  also  that  the  Committee  intended  the  registrar  and  senior  registrar 
grades  to  be  essentially  training  grades  for  young  men  specially  selected  for  such 
training  and  that  the  holders  of  these  posts  would  not  be  expected  to  undertake  a 
large  part  of  the  routine  work  of  the  hospital. 

75.  In  fact,  over  the  years,  it  has  become  apparent  that  the  aims  of  the  Spens 
Committee  were  in  many  ways  not  practicable  and  in  some  ways  not  desirable. 

76.  In  any  profession  or  business  that  is  to  appeal  to  a man  with  intelligence  and 
ambition  it  is  axiomatic  that  where  there  is  a relatively  long  apprenticeship  there 
must  be  a reasonable  prospect  of  obtaining  a secure  position  with  adequate  financial 
and  occupational  rewards  at  the  end  of  the  training  period. 

77.  Hospital  Medicine  does  not  now  offer  a reasonable  chance  of  such  rewards. 
The  prospects  for  a man  who  has  completed  his  time  as  a senior  registrar  simply  do 
not  measure  up  to  the  aims  of  the  Spens  Committee.  Contrary  to  expectations, 
the  age  of  the  time-expired  senior  registrar  is  frequently  greater  than  thirty-two 
to  thirty-five  years ; a number  of  these  men  served  in  the  Armed  Forces  during 
the  1939-45  War  and  the  majority  of  the  remainder  completed  two  years  National 
Service. 

78.  Much  of  the  serious  discontent  in  hospital  Medicine  is  due  to  the  fact  that 
the  number  of  consultant  vacancies  in  many  .branches  of  the  profession  is  greatly 
exceeded  by  the  number  of  suitable  applicants.  Too  many  well-trained  men, 
many  of  whom  have  been  doing  consultant  duties  for  years  under  the  name  and 
with  the  pay  of  senior  registrar,  are  seeking  too  few  permanent  posts.  The  reasons 
for  the  lack  of  consultant  posts  are  several.  One  is  that  at  the  inception  of  the 
N.H.S.  many  of  the  newly  created  consultant  vacancies  were  filled  by  relatively 
young  men  and  women  who  still  have  many  years  to  serve  before  reaching  retiral 
age. 

79.  Another  is  that  in  the  pre-N.H.S.  era  certain  hospitals  had  local  regulations 
that  consultants  could  only  be  in  charge  of  wards  for  a limited  number  of  years. 
For  example  in  the  Royal  Infirmary  of  Edinburgh  a man  had  to  retire  after  being 
in  charge  of  wards  for  fifteen  years  or  on  reaching  the  age  of  sixty-five. 

80.  Finally,  in  order  to  prevent  personal  hardship  and  to  retain  useful  trained 
personnel  in  the  National  Health  Service,  it  has  become  the  practice  to  allow 
senior  registrars  who  have  completed  the  normal  four  years  in  that  grade  to  have 
their  contracts  extended.  For  example  in  Scotland  there  are  forty-three  senior 
registrars  in  general  medicine  of  whom  fifteen  have  completed  more  than  four  years 
in  that  grade  and  are,  in  effect  “ time-expired  ”. 

81.  Indeed  unless  circumstances  change,  only  twelve  consultants  in  general 
medicine  are  due  to  retire  in  Scotland  in  the  next  five  years.  The  competitors 
for  these  twelve  posts  will  not  be  only  the  forty-three  senior  registrars  mentioned 
above,  but  will  include  many  applicants  from  England  and  Wales.  It  is  obvious 
therefore  that  the  prospects  of  promotion  for  senior  registrars  cannot  be  considered 
“ reasonable 

82.  At  present  many  posts  .in  the  registrar  and  senior  registrar  grades  are  not 
“ training  posts  ”,  as  the  Spens  Committee  intended,  but  are  simply  part  of  a 
“ three  tier  ” system  of  the  medical  staffing  of  hospitals.  It  could  be  argued  that 
this  is  eminently  desirable  and  that  the  best  method  of  apprenticeship  is  to  carry 
out  what  is  going  to  be  one’s  life  work  under  supervision.  This  argument  would 
carry  more  weight  if  the  prospects  of  attaining  the  security  of  a consultant  post 
were  more  " reasonable  ”. 

83.  The  Spens  Committee  suggested  that  registrars  should  devote  all  their  time 
to  the  Hospital  Service  and  it  has  become  the  practice  to  offer  whole-time  contracts 
to  registrars  and  senior  registrars. 

84.  After  nine  years’  experience  of  the  N.H.S.  it  has  become  apparent  that  this 
is  not  necessarily  desirable  in  all  cases.  The  old  system  by  which  a man  at  this 
stage  in  his  career  had  to  supplement  his  income  had  much  to  commend  it. 

85.  It  encouraged  initiative  and  gave  wider  experience  which  is  so  essential  in 
later  life  for  the  person  who  is  to  become  a consultant  in  the  true  sense  of  the  word. 
Another  advantage  was  that  if  opportunities  for  advancement  in  the  hospital 
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service  did  not  occur  it  was  much  easier  for  the  individual  concerned  to  change  to 
another  sphere,  for  example  general  practice.  It  is  fair  to  say  that  many  senior 
general  practitioners  of  the  best  type  have  been  registrars  or  their  equivalent  m 
the  early  stages  of  their  career. 


86.  At  the  present  time  senior  registrars  find  it  difficult  to  divorce  themselves 
from  the  hospital  service  and  if  they  do  they  suffer  from  a feeling  that  they  are 
“ failed  consultants  ”.  In  the  pre-war  era  it  was  widely  recognized  that  such  posts 

L t i . . , or»rl  cnropnn*;  at 


did  not  necessarily  lead  to  consultant  positions,  as  physicians  and  surgeons  at 

* . ..  , n.  1 • . 1 • J nonaril  Tiror-tir-p  Posts 


non-teaching  hospitals  often  engaged  in  limited  private  general  practice, 
of  this  type  were  available  for  those  registrars  who  found  no  opportunity  tor 
advancement  at  their  own  teaching  hospitals. 


87.  There  can  be  little  doubt  that  the  principal  difficulties  encountered  by  m™*ers 
of  the  registrar  grades  are  concerned  with  conditions  of  service.  It  is  true  that 
is  the  case  with  other  members  of  the  population  the  purchasing  power  of  their 
salaries  is  declining  and  there  is  considerable  financial  difficulty  for  those 
unf  ortunate  senior  registrars  with  families,  who  cannot  obtain  permanent  empioyme  ^ 
"e  consultant  grnde.  As  they  struggle  for  advancement  m ^ Proton 
they  have  serious  difficulties  in  maintaining  a reasonable  standard  of  life  for  their 
families™  The  dominating  factor  that  is  going  to  have  a deleterious  effect  on  the 
flow  of  suitable  entrants  to  the  hospital  service  is  the  lack  of Tea sonable  °PP°rt“nd> 
for  advancement  for  those  whose  training  is  adequate  and l who ^are _weU  quahfied  to 
hold  a oermanent  senior  position.  Moreover  when  a man  fully  trained  in  tms  wav 
has  sneffi  wven to  ten  years  engaged  solely  in  hospital  practice  he  may  feel  himself 
unfitted  by  tratog or  inclination  to  transfer  to  another  branch  of  the  profess, on. 


89.  With  these  facts  in  mind  we  put  forward  the  following  reconmientoions:^ 

of i^°dutSTthaonsde  cS^ou™ replaced  by 
Senior  Assistant  Physician  and  Junior  Assistant  Physician.. 

2-  Tby  Scffi;^drg«yS1ndOWe^cfbe 

confined  to  teaching  hospitals. 


pjtfand°rf4in“ 

consultant  vacancies. 


tUSUlUUU  vavauwvc. 

It  would  entail  the  establishment i of  ports ££?%*** 

Sr^d"?r-Sl°adddihS:rcost  to  the  services  would  not  be  great. 


ts  ana  me  ovci-an  , . , . , _ 

3.  Senior  registrar  appointments  in  teaching  ffian  at 

much  closer  relationship  to  the  °L< °Sate  salary  and  yearly 

Thereafter  the holders could  contimie 
in  the  post  until  they  obtained  a consultant  vacancy. 


ill  lilt'  yy-ij  *-  uuui  — 

in^oSunction  wiffi^nirasity^a^Santsh^s^r^ve^private^co^nsultlng^ra^ce'^™^ 

4-  P?fmelParseTfenc«da  wtfSaiSg,  far°«  ”ral  prlcUbe 
as  suggested  above. 
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(ix)  The  difficulties  of  entering  general  practice  with  special  reference  to  the  position 

and  prospects,  financial  and  otherwise,  of  assistants. 

90.  Clearly  this  College,  representing  as  it  does  the  hospital  doctor  rather  than  the 
family  practitioner,  is  not  in  a position  to  give  detailed  information  about  conditions 
in  general  practice,  a subject  that  will  no  doubt  be  dealt  with  very  fully  by  others 
Nevertheless  there  are  some  pertinent  observations  that  we  can  perhaps  usefully 
make. 

91.  Before  the  National  Health  Service  was  introduced  there  existed  a happy 
relationship  and  interdependence  between  those  experienced  in  hospital  Medicine 
on  the  one  hand  and  those  conducting  family  practice  on  the  other.  Doctors  of 
every  persuasion  were  fully  conscious  of  the  fact  that  they  belonged  to  one 
profession.  Now,  unfortunately,  ,a  schism  exists,  and  the  old  and  pleasant 
relationship  has  passed  away  so  that  each  group  tends  to  operate  as  a closed 
community.  Worst  of  all,  the  gates  are  all  but  closed  to  those  who  seek  to  pass 
from  one  field  to  the  other.  The  family  doctors  and  hospital  consultants  of  the 
older  generation  look  back  with  pleasure  to  the  easy  relationship  of  the  past,  but 
the  younger  man  knows  little  of  this. 

92.  Formerly  it  was  regarded  as  an  advantage  to  the  general  practitioner  to  have 
worked  for  a few  years  in  hospital  and  perhaps  obtained  a higher  qualification, 
but  in  modem  times  it  has  come  to  be  thought  that  the  future  family  doctor  is 
wasting  precious  time  if  he  does  not,  at  the  soonest  possible  moment,  declare  his 
intention  to  enter  general  practice.  A number  of  reasons  can  be  offered  for  this, 
but  the  main  factor  appears  to  be  that  selection  committees  tend  to  choose  the  man 
who  from  the  start  has  indicated  by  his  activities  his  keenness  to  be  a family 
doctor  ; it  must  never  be  suggested  that  it  is  a second  choice,  since  that  is  repellant 
to  existing  practitioners.  On  the  other  hand  we  must  in  fairness  say  that  the 
Executive  Council  for  the  City  of  Edinburgh  states  categorically  that  no  such 
prejudice  now  exists. 

93.  The  formative  years  of  the  family  doctor  as  a student  and  a house  officer 
are  spent  in  watching  and  participating  in  hospital  practice,  and  it  is  to  a hospital 
that  he  must  refer  his  more  seriously  ill  patients.  When  he  becomes  a general 
practitioner  he  may  have  a feeling  that  he  has  lost  a certain  amount  of  prestige. 
This  prestige  will  only  be  restored  when  he  is  more  closely  identified  with  hospital 
work,  and  the  Committee  views  with  sympathy  the  desire  of  the  keen  general 
practitioner  to  have  a closer  contact  with  hospital  practice. 

94.  It  is  not  possible  to  generalise  about  the  prospects  of  the  doctor  who  enters 
general  practice,  since  these  must  vary  with  the  individual  and  be  determined  in 
part  by  the  geographical  situation  of  the  area  in  which  he  wishes  to  work.  The  man 
of  character  and  keenness  should  have  no  great  difficulty  in  securing  his  entry 
through  “ apprenticeship  ” in  much  the  same  manner  as  before,  though  he  will 
not  necessarily  be  able  to  obtain  an  assistantship  in  the  place  in  which  he  wishes  to 
practice. 

95.  Once  again  we  must  point  out  that  the  whole  system  as  it  now  operates  is 
much  too  rigid,  leaving  little  or  no  scope  for  a man,  who  may  have  developed  late, 
to  change  his  mind. 

96.  These  considerations  apart,  it  should  be  observed  that  there  are  to-day  three 
distinct  methods  in  which  a doctor  may  enter  general  practice. 

1.  He  may  put  up  his  plate  in  the  traditional  manner  with  the  important 

restriction  .that  the  local  Executive  Committees  only  allow  this  in  under- 
doctored areas,  which  in  the  main  are  unattractive  from  the  aspect  of  social 
amenities  and  educational  facilities. 

2.  He  may  apply  for  an  unexpected  or  death  vacancy.  The  chances  of  success 

are  remote,  since  the  records  show  that  for  the  year  1955-56  there  were 
over  950  applications  for  the  28  advertised  vacancies  in  Scotland. 

3.  He  may  become,  by  private  arrangement  with  a principal  in  practice,  an 

assistant  with  a view  -to  eventual  partnership. 
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97.  This  last  method  is  undoubtedly  the  one  most  favoured,  since  on  the  whole 
it  offers  the  best  chance  of  achieving  the  desired  result. 

98.  The  young  doctor  soon  realises  that  private  practice  is  rapidly  dimmishmg^, 
indeed  it  is  almost  non-existent  in  some  areas.  This  must  mean  that  t • 

of  his  ambition  is  inevitably  limited  to  achieving  the  maximum  numbeir  pa 
nermitted  under  the  National  Health  Service.  The  average  number  of  pat-ents 
for  whom The  2.551  principals  on  medical  lists  in  Scotland  were  responsible  at 
30th  June,  1956,  was  1967. 

99  The  Committee  considers  it  desirable  that  a new  system  be  e^01^ 
the  advantages  of  the  past  arrangements  with  present  ideas  and  condition, 
has  already  referred  to  the  desirability  of  medical  registrars  being  encour  g 
do  part-time  general  practice, 

(x)  The  importance  of  private  consulting  practice  as  an  incentive  to  entering  the 
consultant  branch  of  Medicine. 

100.  In  the  years  preceding  the  inception  of  the  N.H.S.,  private  consulting  practice 
was  the  recognized  method  for  the  coosultant  to  earn  his  living  and 
appointments  in  hospitals  were  confined  almost  entirely  to  university  departments 
and  to  municipal  and  local  authority  hospitals. 

101.  Since  1948  the  situation  has  changed.  A career  in  whole-time  hospital 
service  is  now  available  for  a much  higher  proportion  of  non-professorial  con- 
sultants. Such  a career  has  certain  advantages  and  these  have  been  referred  to  in 
the  relevant  section. 

102.  There  is  no  doubt  that  to  some  the  whole  question  of  fees  per  item  of  service 
to  a sick  person  is  distasteful,  whereas  to  others  the  stimulus_  of  competition  is  an 
incentive  and  the  personal  day  to  day  care  of  patients  in  nursing  homes  an 
attraction.  These  consultants  relish  the  more  intimate  contact  with  family  doctors 
and  with  patients. 

103.  There  can  be  no  doubt  that  with  the  diminishing  value  of  the  pound  the 
scope  for  private  practice  has  diminished.  It  is  said  by  some  that  it  is  diminishing 
so  rapidly  that  it  will  disappear  in  a relatively  short  time. 

104  It  has  always  been  recognised  that  a large  private  consulting  practice  was  the 
nerquisite  of  only  a few  of  the  available  consultants  in  any  one  area  and  before 
1948  young  consultants  had  to  be  content  with  many  “ lean  years  in  the  hope 
of  obtaining  the  very  considerable  financial  rewards  of  the  successful  consultant 
in  middle  life. 

105.  Now  given  an  adequate  number  of  sessions,  a consultant  cannot  be  said  to 
have  comparable  “ lean  years  ” once  he  has  achieved  consultant  status. 

106  Some  may  obtain  additional  income  from  appointments  as  advisers  to  life 
assurance  offices,  banks,  the  Civil  Service  or  the  Treasury,  but  private  consulting 
practice  still  remains  a definite  incentive  to  the  part-time  consultant.  It  is  true 
that  there  is  a considerable  outlay  involved  in  setting  up  and  maintaining  a.  con- 
sultant establishment,  but  this  is  offset  to  some  extent  by  tax  relief  and  is  obviously 
considered  worth  while  by  a large  number  of  those  engaged  in  private  consultant 
practice. 

107  With  the  development  of  the  Nuffield  and  other  provident  schemes  it  seems 
probable  that  in  the  foreseeable  future  a proportion  of  the  population  will  still 
be  able  to  seek  consultant  advice  in  private.  This  proportion  will  m all  probability 
be  enough  for  the  needs  of  the  consultant  population,  bearing  in  mind  that  they 
themselves  have  less  time  for  private  practice  and  are  now  remunerated  for  their 
hospital  work. 

108  In  many  regions  there  is  adequate  provision  of  private  beds  in  hospitals,  but 
in  others,  including  the  South-Eastern  Region  of  Scotland,  there  is  not.  Indeed 
there  are  no  fee-paying  medical  beds  in  hospitals  in  this  area. 
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109.  It  seems  certain  that  there  will  always  be  a demand,  although  more  limited 
that  before,  for  such  a service.  It  is  desirable  that  this  should  be  recognised  and 
the  necessary  facilities  provided,  especially  since,  with  the  closure  of  nursing-homes 
because  of  staff  difficulties,  mainly  domestic,  the  incense  of  private  practice 
must  inevitably  diminish  unless  suitable  facilities  for  it  are  provided  in  hospital. 

110.  It  is  felt  that  this  would  not  be  a retrograde  step  as,  provided  it  is  not 
abused,  private  practice  provides  healthy  competition  among  consultants,  brings  the 
consultant  and  family  practitioner  more  intimately  together  and  provides  privacy 
and  comfort  for  a section  of  the  community  who  are  willing  to  pay. 

(xid  Comparative  treatment  for  income-tax  purposes  and  in  relation  to  expenses  of 
whole-time  and  part-time  consultants  in  the  National  Health  Service 

111.  The  whole-time  salaried  hospital  practitioner,  which  includes  the  consultant 
paid  by  the  N.H.S.,  the  consultant  on  the  university  staff,  the  S.H.M.O.,  and  to  a 
lesser  extent  the  senior  registrar  and  registrar,  all  feel  they  have  a genuine  grievance 
about  the  lack  of  income-tax  allowances  for  what  they  regard  as  necessary  pro- 
fessional expenses.  These  expenses  may  be  summarised  under  the  heads  of,  car, 
telephone,  medical  journals,  subscriptions  to  learned  societies,  and  travelling 
expenses  to  scientific  meetings. 

112  We  understand  that  such  expenses  are  not  allowed  by  most  income-tax 
inspectors  to  whole-time  consultants,  though  they  are  allowed,  in  part,  to  those 
consultants  who  are  in  private  practice.  We  are  also  informed  that  there  is  a 
variation  in  treatment  of  classes  even  in  the  same  town,  and  indeed  this  must  be 
very  difficult  to  avoid. 

113.  The  rules  that  define  deductible  expenses  are  expressed  differently  for  the  two 
Schedules,  D and  E.  A professional  man  such  as  a consultant  in  private  practice 
is  allowed  those  expenses  which  are  “wholly  and  exclusively  expended  for  the 
purpose  of  the  trade  or  profession  ”.  The  holder  of  an  office,  such  as  a consultant 
in  receipt  of  a salary  for  whole-time  duties,  is  only  allowed  those  expenses  which 
he  is  “ necessarily  obliged1  to  incur  ” and  which  are  spent  “ wholly,  exclusively  and 
necessarily  in  the  performance  of  his  duties”.  The  difference  lies  in  the  words 
“necessarily  obliged”.  The  Cohen  Commission  noted  (Command  9474,  p.  44), 

“ There  can  have  been  no  part  of  the  income-tax  code  which  has  been  so  regularly 
the  subject  of  unfavourable  notice.” 

114.  The  sympathetic  presentation  of  the  case  for  the  professional  man  by  the 
Commission  (p.  46)  could  hardly  be  bettered. 

“ Such  persons  (doctors,  . . . scientific  workers)  require  to  maintain  and  often  to 
increase  their  professional  equipment  of  knowledge  and  it  must  often  be  quite 
impossible  to  relate  the  expenses  of  so  doing  to  .any  specific  obligation  in  performing 
the  duties  of  a particular  period.  Their  obligation  is  not  only  to  be  skilled  in 
learning  but  to  remain  skilled  in  learning  as  conditions  change.  The  expenses  _ off 
so  doing  are  represented  by  subscription  to  professional  and  learned  societies, 
purchases  of  books  and  magazines,  attendance  at  conferences,  travel  for  research, 
purchase  of  instruments,  etc.  Yet,  under  the  present  rule,  the  Revenue  is  forced 
into  making  what  seems  tO'  us  rather  unreal  distinctions  between  what  an  employer 
insists  upon  and  what  he  does  not,  between  what  a person  is  obliged  to  do  iu  the 
performance  of  his  duty  and  what  is  desirable  that  he  should  do  in  order  to  be  able 
to  perform  his  duty:  and  between  current  expenses  of  maintaining  knowledge  or 
•skill  for  one  post  and  capital  expenses  of  acquiring  improved  knowledge  or  skill  to 
■qualify  for  another  post.  It  is  not  to  be  wondered  at  that  the  administration  off 
Rule  9 is  attended  by  rather  widespread  dissatisfaction.” 

115.  The  recommendation  of  the  Commission,  from  which  a minority  dissented., 
proposed  (p.  47)  that  the  best  solution  to  this  tax  anomaly  was  a rewording  of 
Rule  9 on  less  restricted  lines  so  that  there  would  be  allowed  under  Schedule  E, 
the  deduction  of  “ all  expenses  reasonably  incurred  for  the  appropriate  performance 
cf  the  duties  of  the  office  or  employment.” 

116.  The  Committee  strongly  recommends  this  amendment  to  the  notice  of  the 
Royal  Commission. 
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(xv)  General  comments  on  the  system  of  merit  awards  and  the  method  of  allotting 
them,  with  any  suggestions  for  an  alternative  system 
117.  The  Committee  believes  that  in  general  the  method  of  allocation  of  merit 
awards  in  Scotland  is  fair  and  that  great  care  is  taken  to  ensure  that  no  injustices 
are  done.  Nevertheless,  criticism  has  been  advanced  from  time  to  time,  mostly 
against  the  secrecy  employed.  We  regard  this  secrecy  as  essential  for  the  working 
of  such  a system. 


118.  We  consider  that  the  merit  award  system  provides  a valuable  incentive  io 
all  grades  of  consultants  throughout  their  professional  careers.  We  understand 
that  in  Scotland  34  per  cent  of  consultants  have  been  selected  for  this  recognition, 

4 per  cent  receiving  “ A ” awards,  10  per  cent  “ B ” awards,  and  20  per  cent  “ C ” 
awards.  The  Committee  considers  these  proportions  to  be  appropriate. 

119.  To  ensure  that  no  aspirant  for  a merit  award  is  neglected,  we  consider  that 
the  Regional  members  of  die  Scottish  Selection  Committee  should  discuss  with 
individual  consultants  holding  Grade  A merit  awards  the  suitability  of  candidates  to 
fill  vacancies  as  they  occur.  Such  a system  would  help  to  dispel  any  lingering 
feelings  of  injustice  or  omission. 

120.  Particular  care  is  needed  to  ensure  that  no  candidate  for  this  form  of 
financial  recognition  is  overlooked.  The  Committee  believes  it  desirable  for  the 
Department  of  Health  to  circulate  each  year  all  consultants,  other  than  those  already 
in  Grade  A,  with  a request  for  information  about  themselves  in  order  to  assist 
the  merit  award  selection  committee  to  reach  its  decisions.  By  ihis  means  all 
consultants,  including  those  working  in  remote  areas,  would  have  at  regular  intervals 
a full  opportunity  of  presenting  to  the  Scottish  Committee  a personal  claim  for 
recognition. 

121  It  is  difficult  to  see  any  substitute  for  the  present  merit  award  system 
which' would  meet  with  universal  favour  and  prove  more  equitable  than  the  present 
svstem  which  has  in  fact  worked  more  smoothly  than  originally  anticipated,  lo 
substitute  higher  salaries  in  selected  posts  would  discourage  many  men  m the 
smaller  and  non-teaching  hospitals  unconnected  with  the  medical  schools.  At 
present  the  award  is  f-or  the  man  of  ability,  no  matter  where  he  works  within  the 
hospital  service.  If  merit  awards  were  to  be  abolished  it  would  be  necessary  to 
introduce  higher  salary  scales  for  all  consultants  than  those  we  advocate  g.  341 , 
the  outstanding  man  would  be  given  no  greater  financial  reward  than  his  more 
average  colleague  and  the  total  cost  to  the  country  would  be  greater. 

122  Even  with  this  system  as  at  present  applied,  the  Committee  believes  that 
there  is  perhaps  too  great  a tendency  to  the  levelling  out  of  salaries— the  difference 

Sfc  . ST”  ” — 

3dtfmuc^o"nd  ittZ^d  S? 

pension  benefits. 

(xvii)  Special  considerations  of  which  account  ought  to  he  taken  in  discussion  of 
medical  remuneration.  r„n,-n„  there  no  doubt  that 

125.  While  some  doctors  maycW  * T^r  extremf;ly  long  hours,  and  the 

iS  Stom  5 a<shortened  week  only  throws  into  sharper  relief  tins 
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overwork.  This  difference  is  not  likely  to  disappear.  So  long  as  the  doctor  carries, 
as  he  should,  a personal  responsibility  for  bis  patient  be  will  not  'be  nappy  to  shorten 
his  hours  by  any  system  akin  to  “ shift  ” working.  Nor  can  the  time  not  actually 
spent  in  practice  be  wholly  devoted  to  leisure  or  recreation.  All  doctors,  hut 
especially  consultants,  have  a duty  .to  keep  themselves  informed  of  advances  in 
Medicine  by  reading,  study,  or  by  attending  medical  meetings.  Whether  he  he  a 
general  practitioner  or  a consultant,  whether  in  the  National  Health  Service  as  a 
paid  employee  or  with  an  honorary  contract,  he  is  liable  at  any  time,  of  the  day  or 
night  to  have  fresh  and  grave  problems  put  to  him  for  immediate  decision. 

126.  The  care  of  the  sick  always  demands  a high  degree  of  responsibility,  since  an 
error,  whether  of  diagnosis  or  treatment,  may  carry  tragic  consequences,  and  this 
responsibility  imposes  considerable  physical  and  mental  strain.  It  may  here  be 
relevant  to  note  that  the  mortality  experience  of  the  medical  profession*  is  about 
ten  per  cent  worse  than  the  average  for  all  occupied  males. 


127.  On  more  general  grounds  we  believe  that  a good  case  can  be  argued  for 
according  to  the  doctor,  as  to  members  of  the  other  professions,  high  remuneration. 
If  we  believe  that  the  culture  of  a nation  is  sustained  and  developed  from  one 
generation  to  another  mainly  by  members  of  the  professions,  then  anything  which 
tends  towards  the  depression  of  these  groups,  e.g.  financial  stringency  and  lack  of 
leisure  must  in  the  long  run  have  an  adverse  effect  on  the  welfare  of  the  State  and 
at  the  same  time  reduce  the  inclination  of  gifted  persons  to  enter  the  professions 
in  the  future.  For  the  majority  a sense  of  vocation  cannot  alone  be  a permanent 
inducement  to  the  performance  of  good  work. 


(xviii)  Specific  proposals  for  medical  remuneration 

128.  We  have  referred  already  to  the  difficulties  encountered  by  members  of  the 
registrar  grades,  and  the  disadvantages  of  the  present  system  of  S.H.M.O.  appoint- 
ments. We  have  suggested,  further,  that  the  terms  Senior  Registrar  and  Registrar 
should  be  replaced  in  Medicine  by  the  designations  Senior  Assistant  Physician  and 
Junior  Assistant  Physician.  The  continuing  use  of  the  honourable  term  “ Physician  ” 
in  the  title  of  the  aspirant  to  Consultant  status  in  General  Medicine  would  go  a long 
way  towards  restoring  the  self-esteem  of  the  professed  trainee,  whose  closest  contact 
with  a register  is  when,  week  after  week,  he  eagerly  scans  the  columns  of  vacant 
appointments  in  the  advertisement  supplement  of  the  British  Medical  Journal  or 
Lancet.  In  referring  to  the  registrar  problem  we  have  suggested,  too,  that  registrar 
and  senior  registrar  posts  should  not  necessarily  be  full-time. 

129.  With  these  ideas  in  mind  we  suggest  that  suitable  salary  scales,  when  paid 
for  full-time  posts,  should  be  as  follows: 

House  Physician.  £500  per  annum  for  the  first  post  held. 

£600  per  annum  for  the  second  and  all  subsequent  posts  held. 

This  title  would  be  applied  to  provisionally  registered  medical  practitioners  holding 
a post  in  Medicine. 

Senior  House  Physician.  £700  per  annum  in  the  first  year. 

£800  per  annum  in  the  second  and  all  subsequent  posts 
held. 

These  posts  would  be  held  by  fully  registered  medical  practitioners. 

Junior  Assistant  Physician.  £900-£l,350  x £150. 

A post  obtained  normally  not  less  than  two  years  after  registration.  It  might 
be  held  normally  for  four  years. 

Senior  Assistant  Physician.  £l,500-£2,400  X £150. 

This  would  replace  the  Senior  Registrar  grade,  but  would  be  a career  grade 
!n j unsuccessful  in  obtaining  a Consultant  post,  could  continue 

mdemutely  as  a Senior  Assistant  Physician  at  £2,400.  It  is  envisaged  that  the 
title  Senior  Hospital  Medical  Officer  would  be  abolished  and  that  he  too  would 
become  a Senior  Assistant  Physician,  capable  of  remaining  indefinitely  in  that 

* Annual  Report,  Registrar-General  for  Scotland,  1955. 
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post,  'bearing  a title  (that  carried  no  stigma  and  yet  able  to  apply  for  consultant 
vacancies  when  they  arose.  The  Senior  Assistant  Physician  would  possibly  reach 
the  top  of  his  salary  grade  at  about  the  age  of  37  (assuming  that  compulsory  military 
service  was  abolished)  but  could  apply  for  consultant  posts  before  then. 

Consultant  Physician.  £2,700-£4,000  x £130. 

As  staged  before,  all  consultants  would  be  eligible  for  merit  awards.  Part-time 
consultants  would  receive  a proportion  of  the  full-time  salary  calculated  in  a manner 
similar  to  what  is  done  at  present. 

It  is  recommended  that  the  salaries  of  clinicians  employed  full-time  by  the 
universities  should  not  differ  significantly  from  those  of  their  colleagues  in  the 
National  Health  Service. 

This  Committee  does  not  feel  that  it  is  appropriate  for  it  to  put  forward  proposals 
for  the  remuneration  of  general  practitioners  or  of  members  of  other  branches  of 
the  profession  whose  representatives  will  be  submitting  evidence  separately  to  the 
Royal  Commission. 

(xx)  Proposals  for  specific  machinery  or  procedures  to  be  established  for  dealing  with 
future  discussions  of  medical  remuneration. 

130.  The  Committee  believes  that  machinery  similar  to  that  recommended  by  the 
Priestley  Commission  for  the  Higher  Civil  Service  should  be  used  for  reviewing 
medical  salaries.  This  would  involve  the  setting  up  of  a small  neutral  committee 
to  exercise  a general  oversight  of  the  remuneration  of  salaried  doctors  and  to  advise 
the  Government  either  at  the  latter’s  request  or  on  its  own  initiative,  on  what 
changes  are  desirable  in  their  remuneration.  While  realising  the  difficulties  that 
would  be  involved,  it  is  recommended  that  such  a committee  should  advise  on  the 
salaries,  not  only  of  those  in  the  National  Health  Service  but  also  of  those  doctors 
■employed  by  local  authorities,  by  universities  and  in  the  armed  forces. 

131.  It  is  undoubtedly  dn  the  interests  of  the  public,  of  the  members  of  the  medical 
profession,  and  of  the  National  Health  Service  generally  that  some  form  of  machinery 
should  be  set  up  for  independent  and  continuing  review  of  the  remuneration  of 
doctors. 

132.  We  recommend  therefore  that  there  should  be  appointed  a standing  advisory 
committee  chosen  to  reflect  a cross-section  of  informed  opinion.  We  think  that 

, such  importance  should  attach  to  this  body  that  it  should  be  appointed  by  the 
: Prime  Minister,  after  informal  consultation  with  leading  representatives  of  the 
medical  profession.  Such  consultation  would  be  essential  if  the  committee  were  to 
command  the  full  confidence  of  the  medical  profession. 

133.  Such  a committee  would  necessarily  consist  of  men  of  high  standing,  perhaps 
five  in  number,  including  for  example  Law  Lords,  leaders  of  industry  and  other 
persons  of  considerable  public  standing  with  a long  record  of  public  service,  but  not 
members  of  the  medical  profession.  The  members  of  the  committee  might  perhaps 
be  appointed  for  periods  of  five  years. 

134.  It  is  the  obligation  of  the  Government  to  ensure  that  members  of  the  medical 
profession  are  fairly  remunerated,  and  the  introduction  of  'this  new  machinery  would 
not  relieve  it  of  this  obligation. 


SUMMARY 

135.  1.  The  Committee  considers  that  it  is  in  a position  to  express  views  on  fifteen 
of  the  twenty^one  specific  topics  on  which  information  was  requested  by  the  Royal 
Commission. 

2.  It  draws  attention  to  the  possibility  that  Medicine  as  a career  may  be  declining 
in  popularity,  and  stresses  the  danger  to  the  nation  of  such  a trend. 

3.  It  draws  attention  to  the  hardships  experienced  by  Senior  Registrars  who  are 
unable  to  obtain  permanent  posts,  and  suggests  a new  system  of  appointment  for 
junior  hospital  doctors. 
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4.  It  views  with  concern  the  growing  schism  between  hospital  doctors  on  the  one 
hand  and  family  practitioners  on  the  other,  and  suggests  a system  of  part-time 
appointments  for  junior  hospital  staff. 

5.  It  points  out  the  injustices  of  the  diverse  ways  in  which  claims  for  income-tax 
allowances  are  treated,  with  particular  reference  to  full-time  medical  members  of  the 
National  Health  Service  and  of  University  staff  with  similar  clinical  responsibilities. 

6 It  disapproves  of  the  practice  of  giving  newly  appointed  part-time  consultants 
such  a small  number  of  sessions  that  their  income  is  quite  inadequate,  particularly 
in  areas  where  private  work  is  negligible. 

7.  It  gives  the  reasons  for  recommending  increases  in  current  salaries  and  makes 
specific  proposals.  It  stresses  the  need  for  “ differentials  ” in  salaries.  It  reaffirms 
its  belief  in  the  value  of  the  merit  award  system. 

8.  It  recommends  the  setting  up  of  a small  permanent  Committee  to  advise  the 
Government  on  doctors’  salaries. 

9.  It  hopes  that,  with  the  co-operation  and  goodwill  of  the  profession,  the  Royal 
Commission  will  be  able  to  make  recommendations  which  will  enable  doctors  to 
devote  their  full  and  undivided  attention  to  the  care  of  the  health  of  the  nation. 


Examination  of  Witnesses 

Dr.  A.  Rae  Gilchrist,  C President ) 

Dr.  J.  K.  Slater 
Dr.  W.  I.  Card 

on  behalf  of  the  Ro>al  College  of  Physicians  of  Edinburgh. 

Called  and  Examined 


2871.  Chairman : Dr.  Gilchrist,  you 
will  be  acting,  will  you,  as  principal 

spokesman? Dr.  Gilchrist:  Yes.  I 

come  before  you  as  President  of  the 
College,  and  I have  with  me  Dr.  Card 
on  my  right  and  Dr.  Slater  on  my  left. 
With  your  permission,  it  occurred  to  us 
that  we  would  divide  up  between  us  the 
responsibility  for  answering  your  major 
points. 

2872.  Do  it  exactly  as  you  wish.  You 
will  also  find  questions  coming  from 
different  directions.  Sir  Hugh  Watson 
has  been  chairman  of  the  sub-committee 
which  has  been  considering  this  evidence 
and  will  be  leading  off  on  particular 
aspects.  You  will  find  several  of  us  want 
to  ask  questions  arising  out  of  your 
evidence  and  also  other  evidence 
including  that  of  the  Faculty  from 
Glasgow,  whom  we  saw  yesterday,  and 
the  Edinburgh  Surgeons  we  saw  this 
morning,  quite  apart  from  those  we  have 
seen  in  England.  There  are  several 
things  which  may  arise  out  of  what  they 
said.  We  shall  want  to  question  you 
quite  thoroughly  on  particular  points. 
Please  do  not  misinterpret  that  as  being 


in  any  way  hostile,  but  if  we  do  not 
question  you  nobody  else  will.  I would, 
however,  like  to  start  by  saying  we  are 
very  grateful  for  this  very  thoughtful 
and  well-prepared  evidence,  which  has 
helped  us  a great  deal. Thank  you. 

2873.  We  probably  will  not  be  asking 
you  quite  as  many  questions  as  we  would 
have  done  had  we  seen  you  yesterday 
afternoon  because  so  many  points  have 
been  covered  fairly  exhaustively  with 
other  bodies.  We  may  be  able  to  con- 
centrate more  on  a few  specific  points. 
Just  as  a start,  .perhaps  it  would  help 
if  you  explain  quite  briefly  who  you 
are,  as  it  were.  We  realise  that  you 

are  representatives  of  the  College. 

The  Royal  College  of  Physicians  dates 
back  to  1681  and  over  the  years  one  of 
its  functions  has  always  been  to  do  what 
it  could  to  promote  the  very  highest  and 
best  standards  in  medical  practice.  At 
the  present  time  we  have  approximately 
400  Fellows  largely,  if  not  entirely,  con- 
cerned with  hospital  and  consultant  prac- 
tice and  we  have  approximately  1,500 
Members.  These  are  accepted  as  Mem- 
bers of  the  College,  having  passed  a 
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professional  examination  of  the  highest 
standard,  and  it  is  from  the  ranks  of  the 
Members  that  the  Fellows  are  elected, 
mostly  having  themselves  obtained  con- 
sultant status  before  their  Fellowship. 
There  are  exceptions  to  that  rule  but 
for  the  great  majority  that  is  true.  There- 
fore the  Fellows  of  the  College  have 
themselves  travelled  a long  way  through 
this  arduous  training  before  reaching  the 
Fellowship.  I am  very  glad  to  have  the 
opportunity  to  represent  them  here  this 
afternoon. 

2874.  You  say  towards  the  end  of  your 
evidence  that  you  do  not  feel  that  it  is 
appropriate  for  you  to  submit  proposals 
for  the  remuneration  of  general  practi- 
tioners or  -members  of  other  branches  of 
the  profession  whose  members  will  give 
separate  evidence  to  the  Royal  Commis- 
sion. Nevertheless  we  may  want  to  ask 
you  just  one  or  two  questions  on  general 
practitioners,  since  there  is  no  specific 
Scottish  body  who  has  < dealt  with  the 
problem  of  general  practice ; the  Scottish 
bodies  have  all  been  Colleges  or  Facul- 
ties.  1 do  not  think,  Sir,  in  speaking 

for  the  College  of  Physicians,  we  could 
in  any  way  represent  the  general  practi- 
tioners, nor  do  I think  we  have  any 
evidence  prepared  on  their  behalf.  There- 
fore in  questioning  us  on  that  topic  I 
think  the  Commission  should  take  note 
that  it  would  be  individual  opinions  and 
views  that  we  express  rather  than  the 
College’s  views.  We  would  like  to 
emphasise,  Sir,  that  we  are  coming  to  you 
as  representatives  of  the  College  rather 
than  individual  persons. 

2875.  Yes,  I fully  appreciate  that,  and 

therefore  you  will  be  speaking  primarily 
— in  fact  almost  entirely— for  the  branch 
of  the  profession  that  leads  to  consultant 
status  in  due  course.  But  at  the  same 
time  there  are  certain  links  with  the  other 
branch  that  lead  to  matters  of  interest  to 
both? Yes. 

Chairman : Sir  Hugh,  would  y ou  take 
over? 

2876.  Sir  Hugh  Watson : One  matter 
to  which  the  Commission  will  have  to 
direct  considerable  attention  is  the  Col- 
lege’s attitude  to  the  Spens  Report  and 
the  question  of  how  far  cost  of  living 
ought  to  determine  the  remuneration  of 
doctors.  I notice  in  paragraph  10  of 
your  memorandum  you  say  that  as  long 
as  taxation  remains  at  its  present  high 
level  and  inflation  continues,  it  would  be 
impossible  for  the  Government  to  imple- 


ment the  Spens  Committee’s  recom- 
mendation that  the  standard  of  living 
enjoyed  by  the  profession  in  1939  should 
be  maintained,  and  until  this  is  accom- 
plished the  profession  has  no  alternative 
but  to  ask  the  Government  to  grant  such 
increases  in  remuneration  as  are  just  and 
practicable.  Then  in  paragraph  52  where 
you  deal  with  a very  important  matter — 
the  intake  to  the  profession — you  say 
you  would  not  wish  money  to  be  the 
chief  goal  of  the  schoolboy  looking  to 
medicine  as  his  possible  life  work.  The 
Commission  have  noted  your  very 
reasonable  approach  to  this  question  of 
remuneration  and  the  very  difficult  situa- 
tion which  it  posed.  Would  you  and 
Dr.  Card  like  to  elaborate  on  what  you 
said  in  your  memorandum  on  the  Spens 
Report? — -I  think  Dr.  Card  would  be 
very  pleased. — Dr.  Card:  I think,  Sir, 
that  the  College  feel,  as  I think  most 
consultants  feel,  that  the  Spens  Report 
was  a kind  of  implied  contract  on  which 
we  entered  the  Health  Service.  This  may 
not  be  a contract  in  the  legal  sense:  it 
may  not  be  enforceable.  We  are  not 
lawyers  and  can  only  work  on  a general 
agreement.  That  is  I think  how  it  ap- 
pears in  our  eyes,  and  since  the  Spens 
Report  clearly  envisaged  an  adjustment 
in  terms  of  present  day  money  values, 
and  since  this  report  was  the  basis  of  our 
contract,  we  felt  the  Government  had  a 
duty  to  increase  the  remuneration  of  doc- 
tors as  the  pound  depreciates.  If  we 
made  the  assumption  that  the  deprecia- 
tion of  the  currency  is  entirely  the  sole 
responsibility  of  the  Government,  pre- 
sumably they  should  increase  the  re- 
muneration of  the  doctor  entirely,  but 
the  College  do  not  take  -that  view.  We 
are  not  economists : we  can  only  express 
a kind  of  layman’s  view;  and  we  feel 
that  the  circumstances  of  post-war  rehabi- 
litation of  Britain  was  so  difficult  and  so 
complex  that  it  would  be  hardly  reason- 
able to  ask  the  Government  to  assume 
entire  responsibility  for  the  fall  in  cur- 
rency which  in  fact  has  occurred.  We  feel 
however  that  the  Government  must 
accept  considerable  responsibility,  and  it 
is  therefore  only  just  to  claim  some  in- 
creased remuneration  to  balance  part  of 
this.  I think  our  case  would  rest  on  the 
assumption  that  the  Spens  Report 
accepted  by  Parliament  and  by  the  pro- 
fession was  a kind  of  implied  contract. 

2877.  Of  course  the  Spens  recommen- 
dation was  to  the  effect  that  the  remun- 
eration of  doctors  should  have  direct 
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regard  to  the  value  of  money  and  to  the 
changes  in  the  incomes  in  other  profes- 
sions?  1 think  that  is  so.  Sir,  yes. 

2878.  I do  not  know  if  it  is  fair  to 
address  you  on  this,  Dr.  Card,  because 
as  I have  said  the  Royal  Commission 
feel  that  your  presentation  of  this  matter 
is  very  reasonable  indeed,  but  would  you 
suggest  as  has  been  suggested  elsewhere 
that  the  medical  profession  should  be 

insulated  against  the  cost  of  living? 1 

do  not  think  doctors  or  any  other  part 
of  the  community  could  claim  a kind  of 
special  insulation  in  that  way.  I think 
our  case  would  rest  on  the  fact  that  we 
have  given  up  all  our  freedom  of  practice 
to  enter  the  Health  Service  on  the  basis 
of  the  Spens  Report,  and  in  doing  so  we 
feel  the  Government  have  in  their  turn 
a kind  of  contractual  obligation.  As  a 
doctor  I have  no  more  special  claim  than 
anybody  else.  A doctor  only  has  it  in 
relation  to  this  historical  fact  that  he  has 
given  up  all  freedom  in  order  to  enter 
the  Health  Service. 

2879.  Chairman : You  would  feel  that 

a doctor  should  not  be  alone  in  being 
insulated  from  the  effects  of  inflation.  On 
•the  other  hand  you  would  not  like  medi- 
cal remuneration  to  be  a means  of  hold- 
ing everybody  else  down. 1 think  that 

is  right,  Sir,  yes. 

2880.  Sir  Hugh  Watson : You  know, 

Dr.  Card,  the  terms  of  reference  of  this 
Commission,  and  you  know  that  the 
Commission  has  stated  publicly  that  it 
will  have  regard  to  the  Spens  Report. 
But  of  course  its  terms  of  reference  are 
quite  independent  and  they  do  not  them- 
selves incorporate  reference  to  the  Spens 
Report? -No,  Sir. 

2881.  Would  you  agree  with  me  that 

the  Spens  Committee  were  undertaking  a 
very  difficult  task  in  advance  of  a situa- 
tion which  they  could  not  fully  en- 
visage?  Clearly  they  could  not  fully 

envisage  it. 

2882.  And  it  could  be  that  the  events 
which  have  happened  since  then  and 
the  smoothing  down  of  what  might  be 
called  the  teething  troubles  incidental  to 
the  inauguration  of  the  National  Health 
Service  might  cause  a different  view  to 
be  taken  about  the  whole  thing? — - — I 
think  there  would  be  differences  in  detail, 
yes.  I think  there  would  be  bound  to 
be  some  differences  in  detail. 

2883.  Of  course  you  know  that  the 
Spens  Committees  directed  themselves 
to  ascertaining  what  was  the  appropriate 


income  in  1939  and  in  their  classic 
expression  they  left  it  to  others  to  deter- 
mine what  was  the  then  level  in  the 
cost  of  living.  Spens  went  no  further? 
Yes- 

2884.  Then  there  was  Danckwerts: 
now  there  is  Ithis  Royal  Commission; 
and  that  is  the  position  today.  I gather 
from  what  you  say  in  your  memorandum 
that  you  are  prepared  to  ask  the  Govern- 
ment to  grant  such  increments  in 
remuneration  as  are  practicable?- — . 
That  was  the  general  phrase  we  used, 
yes,  Sir. 

2885.  If  I may  say  so,  Sir,  I think 
that  is  a very  reasonable  and  intelligible 
way  of  looking  at  the  situation.  Could 
we  pass  to  another  subject?  In  para- 
graph 14  you  deal  with  a matter  on 
which  we  have  had  a good  deal  of 
evidence — the  cost  of  education  and 
training  and  the  assistance  given  by  way 
of  bursaries  and  grants.  You  do  point 
out  in  later  paragraphs  that  there  is  a 
disparity  in  this  matter  between  England 
and  Scotland.  I would  suppose  that 
appropriate  representations  could  be 
made  in  ithe  appropriate  quarters  to  have 

these  matters  dealt  with? Dr. 

Gilchrist'.  As  I understand  it.  Sir,  it 
was  put  to  the  Committee  forming  this 
report  that  there  was  a difference  of 
approximately  £15  in  the  grant  available 
to  the  English  schoolboy  and  the  Scottish 
schoolboy. 

2886.  Chairman : In  paragraph  45, 

Dr.  Gilchrist,  you  point  out  that  an 
English  student  at  Edinburgh  can  receive 
under  the  English  regulations  £30  more 
a year,  but  that  the  Carnegie  Trust  can 
make  up  some  part.  They  quite  often 

make  up  a part. 1 do  not  think— 

here  I am  not  on  absolutely  certain 
ground — the  Carnegie  Trust  grants  are 
extended  to  people  other  than  those  bora 
in  Scotland  or  the  sons  of  Scottish 
parents.  I do  not  -think  a boy  coming 
from  England  would  necessarily  be 
eligible  for  a Carnegie  grant.  I am  not 
quite  certain  on  that  point,  Sir. 

2887.  I think  you  said  the  boy  coming 
from  England  in  any  case  gets  more? 

He  gets  more  from  his  local 

authority  but  I do  not  think  he  would 
be  entitled  to  get  anything  from  the 
Carnegie  Trust. 

2888.  Sir  Hugh  Watson : That  is  quite 
right,  Dr.  Gilchrist.  As  a Carnegie 
trustee  I can  tell  you  you  are  quite  right. 
May  I draw  your  attention  to  one  thing 
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that  has  been  mentioned  in  paragraph 
457  In  the  second  last  sentence  you 
say: 

“On  the  other  hand  the  Scottish 
student  in  poor  financial  circumstances 
may  have  his  university  fees  paid  in 
whole  or  in  part  by  the  Carnegie 
Trust,  even  if  he  is  in  receipt  of  a 
maximum  local  authority  grant.” 

That  is  not  now  so.  At  their  meeting 
a fortnight  ago  the  Carnegie  Trust 
announced  they  had  changed  their  policy 
in  that  regard.  They  will  now  have 
regard  to  exceptional  cases  of  that  kind. 

In  general  cases  they  will  not  pay  the 
fees  of  a boy  who  is  getting  a full  local 
authority  grant.  They  will  give  grants 
also  to  persons  seeking  higher  qualifica- 
tions. It  was  not  given  sufficient  pub- 
licity in  the  press. 1 am  very  grateful 

to  you  for  pointing  that  out.  I had 
no  idea  the  Carnegie  Trust  was  so  gener- 
ous as  to  support  the  claims  of  the  post 
graduate. 

2889.  This  is  a new  policy. Yes, 

thank  you. 

2890.  Sir  David  Hughes  Parry.  The 
student  from  England  may  not  be  sup- 
ported in  the  same  way  by  every  local 
authority.  Some  are  more  generous  than 
others.  Therefore  it  is  rather  difficult 
to  generalise  about  a grant  coming  from 
a local  authority  to  an  English  student. 
It  will  depend  on  the  local  authority? 

1 think  it  is  the  right  answer  to  say 

that  some  of  the  English  local  authori- 
ties are  a little  more  exacting  after  the 
student  has  graduated  in  that  some  of 
them  demand  the  repayment  of  the 
funds  that  have  been  advanced  to  him. 

I have  known  that. 

2891.  In  the  past?  I do  not  think  in 

recent  years? Within  the  last  ten  to 

fifteen  years — ten  at  any  rate. 

2892.  Not  in  the  last  few  years? 

No. 

2893.  Chairman : You  do  conclude  in 
your  paragraph  46  that  you  do  not  feel 
that  real  hardship  has  been  experienced 
by  medical  students  or  that  financial 
difficulties  prevent  any  really  suitable 

student  from  becoming  a doctor? 1 

think  that  is  true,  Sir. 

2894.  Sir  Hugh  Watson : Dr.  Gilchrist, 
in  paragraph  15,  passing  on  to  another 
slightly  different  topic,  you  deal  with  the 
accommodation  of  the  newly  qualified 
medical  graduate  and  in  particular  of  the 
house  officer.  Some  criticism  has  been 


made  to  us  about  the  practice  in  the 
sense  that  the  house  officer  is  compelled 
to  live  in,  is  charged  for  his  board  and 
lodging  and  is  charged  all  the  year 
round,  even  during  his  annual  leave. 
Does  that  come  in  your  knowledge  as 

something  that  causes  annoyance? 

Yes,  that  is  true.  I think  there  are 
many  young  men  who  resent  that  very 
much. 

2895.  You  know  of  course  this  pay- 
ment was  a matter  of  agreement  with  the 
Whitley  Council.  It  is  an  agreed  pay- 
ment and  represents  substantially  less 
than  the  actual  cost  of  the  board  and 
lodging  provided.  How  would  you  sug- 
gest this  matter  should  be  dealt  with? 

1 should  have  thought  that  in  many 

hospitals  the  young  man  newly 
graduated  could  quite  well  be  supported 
without  a charge,  without  a deduction 
from  his  salary.  I think  the  charge  is 
not  very  high.  I think  it  is  probably 
about  £150  a year. 

2896.  £2  10s.  a week? 1 think  it 

seems  rather  strange  to  take  that  amount 
from  this  man.  After  all  what  is  their 
salary — £500  a year  and  we  proceed 
immediately  to  deduct  board  expenses. 
When  I was  a resident  I lived  in  the 
Royal  Infirmary  and  was  very  well 
looked  after.  I was  not  paid  a penny 
but  nothing  was  taken  from  me — for  my 
board  and  keep. 

Sir  David  Hughes  Parry:  There  was 
nothing  to  take  it  from! 

2897.  Chairman:  Again  it  has  been 
put  to  us  by  other  bodies  that  there  is 
a need  for  a relationship  between  the 
total  earnings  immediately  after  the 
house  officer  period  of  those  going  into 
general  practice  in  normal  ways,  for  in- 
stance as  assistants,  and  those  coming 
up  to  the  position  of  senior  house  officer, 
so  they  can  change  from  one  side  to  the 
other  without  their  earnings  being 
greatly  affected.  Now  if  the  relativities 
are  to  be  really  comparable  would  it  not 
rather  complicate  matters  if  the  salaries 
in  one  case  were  wholly  in  cash  and  in 
the  other  case  partly  in  cash  and  partly 
in  kind?  That  is,  after  the  first  year? 

That  is  a little  difficult  to  answer, 

Sir.  I had  not  thought  about  that 
frankly.  I know  there  are  those  who  be- 
lieve the  registrar  should  be  rewarded  on 
a basis  equal  to  the  young  man  entering 
general  practice,  but  the  registrar  lives 
as  a general  rule  out  of  the  hospital  and 
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there  are  no  deductions  from  his  salary 
for  board  and  lodgings. 

2898.  And  the  senior  house  officer? 
The  senior  house  officer,  as  I under- 
stand it,  on  account  of  his  higher  salary 
I think  has  a greater  amount  deducted 
for  exactly  the  same  facilities,  the  same 
upkeep  and  so  on  as  the  man  junior  to 
him.  I do  not  think  the  senior  house 
officer  could  be  regarded  as  being  in 
competition  with  the  man — I mean  from 
a salary  point  of  view — who  has  just 
gone  into  general  practice.  I only  say 
I think  he  is  more  junior. 

2899.  Sir  Hugh  Watson : He  would  be 

comparable  to  a trainee  assistant? 

Yes,  I would  say  comparable  roughly  to 
a trainee  assistant. 

2900.  The  remuneration  of  a trainee 
assistant  we  understand  is  £850  a year. 
1 do  not  know. 

Sir  Hugh  Watson : I think  that  is  so. 
I think  you  may  take  that. 

2901.  Chairman : And  that  of  senior 
house  officer  is  £820.  There  is  not  much 

there. That  is  a proportionately 

reasonable  amount. 

2902.  Supposing  the  senior  house 

officer  was  paid  £600  plus  full  board  and 
lodging,  that  would  make  it  more  diffi- 
cult to  make  a comparison.  Would  you 
feel  it  right  at  the  senior  house  officer 
stage  that  there  should  be  salary  and 
deduction  rather  than  lower  salary  and 
no  deduction? 1 think  so. 

2903.  It  is  at  the  junior  house  officer 

stage  that  you  are  on  balance  in  favour 
of  the  lower  payment  with  no  deduc- 
tions.  That  is  right. 

2904.  It  is  a psychological  point? 

Yes. 

2905.  I think  the  other  source  of  irri- 
tation is  that  the  young  people  coming 
into  residency  in  the  hospital  grudge  that 
X should  be  taken  off  their  salary,  where- 
as the  senior  house  officer  has  X plus 
deducted  ; and  another  man  who  may  be 
a hospital  medical  officer  giving  anaes- 
thetics or  something  of  that  kind  and 
who  earns  a bigger  salary  has  a greater 
amount  taken  off.  What  causes  friction 
I think  is  they  all  have  the  same  facili- 
ties, all  mess  at  the  same  table,  and  yet 
one  man  has  a greater  deduction  from 

his  salary  than  another. I think  that 

is  true. 


2906.  Sir  Hugh  Watson : One  does  not 
want  to  go  back  and  compare  what 
happened  in  what  were  in  some  ways 
perhaps  the  bad  old  days,  but  you  did 
mention  when  you  were  a house  officer 
you  were  paid  nothing  at  all.  But  one 
of  the  objects  of  the  Spens  Committee 
Report  was  to  ensure  that  that  state  of 

matters  was  altered,  was  it  not? 

Absolutely.  I am  not  suggesing  the 
Royal  Commission  might  care  to  incor- 
porate that  system  in  future! 

2907.  The  Spens  Committee  recom- 

mended that  in  a public  service  the 
specialist  ought  not  at  any  stage  of  his 
career  to  require  to  supplement  his  earn- 
ings by  private  means? That  is  true, 

and  we  strongly  support  that  view. 

2908.  Chairman : In  the  old  days, 
taking  an  allied  point,  in  the  peripheral 
hospitals  where  there  was  no  teaching  the 
junior  house  officer  probably  would  have 

received  a salary? Yes,  in  those  days 

the  common  salary  was  £100  a year. 

2909.  You  did  not  get  that  salary  if 
you  went  to  one  of  the  teaching  hospitals 
because  you  got  the  extra  advantage  of 

the  teaching? In  those  days  there  was 

— and  still  is — a very  considerable 
prestige  attached  to  such  an  appointment. 
He  is  usually  a picked  man  who  goes 
into  a teaching  hospital  because  he  has 
shown  himself  to  be  a man  of  ability. 
The  teaching  hospitals  therefore  in  the 
old  days  could  pick  the  man  they  wanted 
without  the  necessity  of  offering  even  a 
mere  pittance  for  salary.  The  smaller 
hospitals  as  a general  rule — the  provincial 
hospitals  and  peripheral  hospitals — even 
in  those  days  had  to  offer  something. 

2910.  Is  the  position  in  Scotland  as  it 
is  in  some  other  places,  that  there  is  a 
queue  of  people  willing  to  be  house 
officers  in  the  teaching  hospitals,  but  in 
some  of  the  more  remote  peripheral  ones 

it  is  very  difficult  to  get  anyone? 1 

believe  that  to  be  true,  yes,  because  the 
men  realise  themselves  that  it  is  an  enor- 
mous advantage  to  be  a house  physician 
or  surgeon  in  a teaching  hospital. 

2911.  Such  a position  is  probably  not 

in  the  best  interests  of  the  patient  or  the 
service.  Have  you  any  suggestions  to 
make  as  to  how  one  could  get  the  peri- 
pheral hospitals  more  fully  staffed? 

Yes.  We  have  some  suggestions  on  that. 
Sir.  One  of  the  suggestions  is  that  in 
the  peripheral  hospitals  a number  of 
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senior  • house  officers  should  occupy  the 
jriost  junior  posts,  house  physician,  house 
surgeon,  and  so  on.  In  other  words,  that 
the  junior  staff  in  the  peripheral  hospitals 
might  be  reinforced  by  senior  house 
officers  who  had  previously  been  in  a 
teaching  hospital  for  their  first  job,  who 
would  go  out  to  the  periphery  some 
distance  away  with  .a  year’s  experience, 
either  in  medicine,  surgery  or  obstetrics. 
They  would  then  approach  their  work 
with  greater  confidence  and.  experience 
in  areas  where  they  are  much  more 
isolated  and  have  not  the  advantages  of 
the  full  consultant  team. 

2912.  Do  you  think  it  should  be  to 
any  extent  a condition  of  service  when 
young  doctors  are  taken  on  for  their 
junior  house  posts  that  they  should  do  a 
further  year  as  a senior  house  officer  in 
a peripheral  hospital?— — I think  that 
would  be  a helpful  thing.  I would  not 
like  it  as  a regulation  but  as  a recom- 
mendation. I do  not  think  people  should 
be  forced  to  do  these  things,  but  those 
young  men  available  for  a second 
year  of  hospital  training  might  well  be 
encouraged  to  take  posts  as  senior  house 
■officers  in  the  peripheral  hospitals.  1 
think  that  would  be  greatly  to  their 
advantage.  I think  it  would  be  to  the 
hospital’s  advantage  too  because  they 
come  with  a better  grounding  of  prac- 
tical experience  and  a measure  of 
confidence. 

2913.  Have  you  any  rough  idea  as  to 
the  number  of  peripheral  house  officer 
posts  compared  to  the  number  of  teach- 
ing hospital  posts?  Would  they  be  near 

enough  in  balance? 1 would  find  that 

difficult  to  answer  just  immediately.  I do 
think  we  could  find  that  for  you  but  I 
cannot  answer  off  the  cuff. 

2914.  You  .think  they  would  be  near 

enough  in  balance  for  such  a system  to 
work  with  justice? Yes. 

2915.  Sir  Hugh  Watson  : There  is  a 
small  point  in  paragraph  18,  Dr. 
Gilchrist,  where  you  point  out  the  diffi- 
culties of  getting  into  general  practice, 
with  which  the  Commission  _ are  now 
fairly  familiar.  J think  there  is  a slight 
misunderstanding  in  one  of  the  figures 
here.  You  say : 

“ According  to  figures  prepared  by 
the  British  Medical  Association,  the 
average,  gross  annual  income  of  a 
general  practitioner  in  _ 1956  was 
approximately  £3,000,  yielding  after 
Printed  image  digitised  by  the  University  of  Southampton  Libra 


deduction  of  practice  expenses  an  aver- 
age annual  net  income  of  £2,222.  In 
Edinburgh,  however,  of  the  258  general 
practitioners  on  the  list  of  the  N.H.S. 
Executive  Council  65  (25  per  cent.) 
had  an  annual  income  from  the  service 
of  £1,000  (gross)  or  less.” 

The  figure  of  £3,000  is  a composite 
figure,  is  it  not? Yes. 

2916.  It  is  not  only  the  income  from 
the  service:  it  not  only  includes  income 
from  temporary  residents,  initial  practice 
allowances,  mileage,  maternity  services, 
training  grants  and  all  the  rest ; it  also 
includes  income  from  work  for  local 
authorities,  hospitals  and  various  types  of 
private  practice.  It  is  a small  point.  I 
do  not  think  the  two  figures  are  com- 
parable really.  You  see  what  I mean? 
Perhaps  not. 

2917.  I do  not  think  it  matters  very 
much,  but  as  it  stands  it  gives  a slightly 

misleading  impression. 1 would  say. 

Sir,  that  these  figures  were  supplied  to 
us  by  the  Executive  Council  of  the 
National  Health  Service  in  Edinburgh. 

Chairman : The  figures  are  correct, 
but  I do  not  think  we  are  comparing  like 
with  like. 

Sir  Hugh  Watson : That  is  the  point. 

2918.  Chairman'.  You  know  of  the 

inquiry  we  are  making  from  a large 
number  of  doctors  about  their  actual 
earnings,  and  you  may  know  that  we 
have  already  had  an  extremely  good 
response.  A high  proportion  of  doctors 
have  already  answered.  That  will  help 
to  get  accurate  figures  that  are  compara- 
tive.  Yes,  Sir. 

2919.  Sir  Hugh  Watson : Passing  on 

to  something  more  important.  Dr. 
Gilchrist,  which  you  deal  with  in  para- 
graph 19,  under  the  heading  of  ‘ the 
registrar  grade  ”.  We  have  had  a good 
deal  of  information  given  to  us  from 
various  sources  about  what  has  been 
described  ;as  the  rigidity  which  now 
obtains  in  the  two  branches  of  the  pro- 
fession, and  the  difficulty  of  transferring 
from  the  hospital  service  to  general  prac- 
tice and  vice  versa. 1 appreciate  that, 

yes. 

2920.  It  has  been  suggested  to  us  that 
some  of  that  difficulty  has  been  brought 
about  by  the  profession  itself,  and  that 
the  profession  itself  could  to  some  extent 
take  steps  to  make  it  more  easy  to  over- 
come. We  understand,  for  instance,  that 
among  Executive  Councils  which  have  to 
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deal  with  vacancies  in  general  practice 
there  is  what  amounts  to  almost  a pre- 
judice about  appointing  to  a practice  a 
man  who  has  been  for  some  number  of 
years  in  the  hospital  service.  Is  that 

within  your  knowledge? It  certainly 

is,  yes. 

2921.  Would  you  think  on  the  other 

hand  that  it  is  probable  that  a man  who 
has  had  an  appropriate  number  of  years 
of  hospital  experience  quite  possibly 
would  make  a very  good  general  prac- 
titioner?  He  makes  the  best  general 

practitioner.  This  is  one  of  the  great 
faults,  as  we  see  it,  this  divergence — this 
splitting  of  the  profession  into  two  water- 
tight compartments  so  as  to  have  the 
hospital  service  on  the  one  hand  and 
the  family  doctor  and  general  practice 
on  the  other.  It  has  long  been  the 
custom  before  the  Act,  not  only  in  our 
teaching  hospital  here  in  Edinburgh,  but 
also  in  London  and  elsewhere,  that  men 
served  in  what  would  correspond  to  the 
present  registrar  grade  in  hospitals  and 
at  the  same  time  for  a year  or  two  had 
a footing  in  general  practice  often  with 
a general  practitioner  of  the  highest 
standard.  Such  a practitioner  found  it 
greatly  to  his  advantage  to  have  the 
assistance  of  a young  man  who  was 
thoroughly  familiar  with  the  current  hos- 
pital outlook.  These  young  men,  when 
they  went  into  general  practice,  as  many 
did  here  in  Edinburgh,  usually  built  up 
the  best  practices  and  did  the  best  work. 
That  wre  attributed  largely  to  their  con- 
tacts and  experience  with  the  hospital. 
I think  many  people  in  the  hospital 
found  it  likewise,  that  contacts  with 
practitioners  outside  were  to  the  good  of 
both  parties.  I would  like  to  emphasise 
that. 

2922.  You  suggest  towards  the  end  of 
paragraph  19  that  it  would  be  desirable 
to  have  registrars  part-time  in  general 

practice  while  working  in  hospital? 

Yes. 

2923.  It  has  been  suggested  to  us  by 
others  that  registrars  should  work  an 
equivalent  of  seven  or  eight  sessions ; 
they  could  then  also  be  doing  research 
work  in  their  other  time  in  the  labora- 
tory or  elsewhere  ; they  could  indulge  in 
teaching  and  enlarge  their  scope.  Do  you 

think  this  would  be  desirable? Yes, 

I would  very  much  think  so,  but  I do 
not  think  it  should  be  too  rigid.  You 
were  speaking  a moment  ago  about  the 
rigidity  of  the  service  and  I think  that 


one  of  the  great  advantages  of  work  in 
medicine  in  the  days  before  1948  was 
that  it  gave  much  greater  scope  to  the 
young  man  to  exercise  individual  free- 
dom. There  was  one  type  of  registrar 
who  preferred  individual  work  with 
patients  and  wanted  to  cultivate  general 
practice ; well  and  good.  But  you  have 
to  make  allowances  for  the  other  type 
of  man  who  has  a much  more  scientific 
outlook,  the  man  who  would  like  to 
cultivate  along  with  his  registrarship 
work  in  biochemistry,  physiology  or  one 
of  the  other  basic  sciences.  Therefore  I 
would  say  you  must  encourage  the  man, 
giving  freedom  of  choice.  Part-time 
service  for  the  registrar  should  be  on  a 
voluntary  basis.  Compulsion  would  put 
people  against  it.  There  must  be  free- 
dom of  choice. 

2924.  Chairman : The  needs  of  the 

service  must  be  the  paramount  con- 
sideration?  Yes.  I am  certain  this 

would  be  to  the  good  of  the  service.  The 
hospital  service  will  benefit  by  the  man 
who  has  a scientific  approach.  The 
hospital  service  will  benefit  by  the  man 
who  has  the  purely  individual  patient 
approach.  Medicine  covers  such  a wide 
ground,  I think  you  have  got  to  allow 
freedom  of  choice  at  this  stage  in  a 
man’s  career.  These  are  the  formative 
years,  the  years  when  that  man’s  future 
is  being  determined.  He  should  be 
allowed  to  go  his  own  way  according  to 
his  own  inclinations,  doing  those  things 
he  finds  he  is  good  at  doing.  You  must 
not,  for  example,  make  him  go  into  a 
laboratory  against  .his  inclinations. 

2925.  Sir  Hugh  Watson : You  will  be 

glad  if  he  has  an  opportunity  of  doing 
these  things? Absolutely. 

2926.  Possibly  also  you  would  agree 
the  advantages  of  doing  these  things 
should  be  pointed  out  to  .this  young  man.. 

He  works  under  the  direction  of  the 

consultants,  and  I am  sure  he  would  get 
guidance  from  his  “chief”. 

2927.  Chairman : I suppose  one  of  the 
main  difficulties  that  enforces  a measure 
of  rigidity  is  that  one  branch  of  the 
profession  is  a basically  salaried  service 
and  the  other  basically  is  not.  That  is 
one  of  the  things  Ithat  have  separated, 
the  two  branches  into  two  watertight 

compartments,  is  it  not? 1 suppose 

that  is  a fact ; I think  that  is  true.  But 
I would  think  _ that  the  rigidity  which, 
exists  in  the  division  between  the  two 
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branches  is  largely,  or  in  part  at  least, 
the  result  of  the  architecture  of  this  Act. 

I feel  sure  it  goes  back  to  the  Spens 
concept  that  the  young  man  without 
private  means  should  not  be  left  to 
struggle  or  flounder  if  he  were  a man 
aiming  at  consulting  hospital  practice. 
Spens  came  along  and  offered  these  men 
salaries  in  this  rigid  way  and  that  has,  I 
think,  been  the  means  of  divorcing  them 
from  their  contacts  with  the  other  branch 
of  medicine  which  would  be  so  much 
value  to  both  sides. 

2928.  Professor  Jewkes : In  paragraph 
92  you  suggest  that  “the  main  factor 
appears  to  be  that  selection  committees 
tend  to  choose  the  man  who  from  the 
start  has  indicated  by  his  activities  his 
keenness  to  be  a family  doctor  ”.  Does 
that  mean,  in  your  opinion,  that  the 
selection  committees  are  really  pursuing 
a policy  that  is  not  linked  with  the 
technical  efficiency  of  the  service  or  con- 
cerned directly  with  the  interests  of  the 

community?/ 1 would  say  that  certain 

Executive  Councils  have,  for  some 
reason  best  known  to  themselves,  felt 
that  the  man  who  has  had  an  extra  year 
or  two  of  hospital  experience — the  man 
who  perhaps  has  done  his  original  year, 
perhaps  has  been  a senior  house  officer 
for  a year,  perhaps  has  been  a registrar 
for  two  years — was  not  best  suited  for 
general  practice.  That  is  an  attitude  that 
we  have  found  difficult  to  understand. 
In  fairness  I must  say  that  when  -the 
Executive  Council  of  this  city  were 
approached  on'  this  subject  by  the 
College,  they  stated  categorically  that 
there  was  no  such  prejudice  in  their 
minds.  Yet,  on  the  other  hand  I have 
known  instances  of  registrars  in  the 
hospitals  here  in  the  neighbourhood  who 
have  found  it  very  difficult  to  get  into 
general  practice. 

2929.  Chairman : It  would  seem,  Dr. 
Gilchrist,  that  if  this  reduction  in  the 
rigidity  is  ito  be  obtained,  the  profession 
itself  has  got  to  do  -a  bit  of  work.  The 
Executive  Council  and  the  Hospital 
Board  perhaps1  pull  in  different  ways  to 
some  extent,  but  it  is  for  us  to  try  and 
provide  scales  of  payment  or  methods 
of  remuneration  which  _ will  make  it 
possible  to  lessen  this  rigidity.  Is  that 

your  view?- Yes,  in  a measure  I think 

it  is.  Yet  at  the  same  time  I personally 
would  hope  that  the  Royal  Commission 
would  make  recommendations  regard- 
ing the  difficulties  of  registrars  and  senior 


registrars  because  that  is,  to  my  mind, 
one  of  the  most  serious  problems  con- 
fronting the  profession  at  the  present 
time.  It  is  true  that  this  problem  has 
been  under  review  by  the  profession  for 
the  last  five  or  six  years,  if  not  longer. 
Within  the  last  two  years,  I think  I am 
right  in  saying,  the  Joint  Consultants 
Committee  has  had  at  least  ten  inter- 
views with  the  Minister  of  Health  on 
this  subject,  without  making  any  sub- 
stantial progress.  I think  it  is  an  aspect 
— a facet — of  the  service  that  the  Royal 
Commission,  if  I may  say  so  without  any 
disrespect,  can  hardly  afford  to  pass 
over.  I do  not  think  it  is  entirely  the 
profession’s  fault.  The  profession  has 
been  doing  a very  great  deal  over  the 
last  five  or  six  years  to  try  to  correct 
this  situation,  and  it  is  proving  almost 
an  insuperable  problem.  I would  like 
very  much  to  have  the  opportunity  of 
saying  something  about  the  registrar 
problem  if  any  question  arises  on  it, 
because  the  College  has  given  very 
serious  thought  to  the  problem  and  we 
feel  we  do  have  something  in  the  nature 
of  constructive  proposals  to  offer. 

2930.  Sir  Hugh  Watson : Shall  we 

examine  the  matter  now?  I think  the 
Commission  fully  agree  with  you ; it  is 
a very  important  matter  indeed  and  quite 
differing  views  have  been  expressed 
about  it.  In  the  first  place,  would  you 
agree  with  me  that  at  the  moment  there 
is  a somewhat  sad  situation  with  regard 
to  the  registrars  'because  of  the  inordinate 
intake  between  the  years  1946  and 
1952? Yes,  I think  that  is  so. 

2931.  It  has  been  put  to  us  that  the 
registrar  situation  has  been  aggravated 
by  an  excessive  entry  of  registrars  into 
the  hospital  service  between  1946  and 
1952.  Also  it  has  been  represented  to 
us  that  the  consultant  establishment 
requires  to  be  reviewed — in  other  words, 
that  there  are  not  enough  consultants? 
Yes. 

2932.  What  we  would  like  to  know 
is  this.  In  your  view  is  there  a shortage 
of  consultants  having  regard  to  the  needs 
of  the  service,  or  is  there  a shortage  of 
consultants  having  regard  to  the  desir- 
ability of  finding  places  for  frustrated 

registrars?  You  see  what  I mean? 

Yes,  I do  very  well.  I 'think  there  are 
shortages  on  both  grounds.  I think  there 
is  room  for  more  consultants  in  many 
hospitals,  particularly  in  the  peripheral 
hospitals.  I think  that  it  is  also  true  to 
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say  there  is  a bottleneck  in  registrars 
and  senior  registrars,  and  I believe  these 
men  ought  to  be  absorbed  as  consul- 
tants at  an  early  date. 

2933.  The  Chairman  asked  a question 
this  morning  to  which  he  did  not  get  an 
answer.  Perhaps  you  can  give  .the 
Chairman  the  answer.  The  question  was 

very  simple.  What  is  a consultant? 

May  I direct  you  to  our  paragraph  21 
which  opens : 

“ The  consultant  is  a man  of 

experience  . . 

2934.  What  is  the  consultant’s  work 

then,  doctor? A consultant  is  a man 

of  experience.  I think  that  is  the  first 
point. 

2935.  Chairman : The  point  is,  Dr. 
Gilchrist,  we  have  heard  many  times  the 
statement  that  senior  registrars  are 
doing  consultant  work  and  should  there- 
fore have  the  status  of  consultant.  We 
wondered  whether  there  is  a definition 

of  what  a consultant’s  work  is? 1 

think  I can  tell  you,  although  there  is 
some  difficulty  in  defining  it.  I think  I 
can  offer  some  explanation  of  what  a 
consultant  does  in  the  hospital  service. 
He  is  in  charge  of  a ward  or  maybe 
several  wards — a large  number  of  beds. 
He  is  as  a rule  head  of  a team  and.  his 
is  the  responsibility,  the  final  respon- 
sibility, for  the  care  and  treatment  of  the 
particular  patients  in  his  charge.  That 
is  his  main  function,  the  care  and  super- 
vision of  the  patient.  He  has  other 
duties.  He  has  teaching  duties,  par- 
ticularly in  the  larger  hospitals.  In 
Scotland  he  has  very  important  teach- 
ing duties.  Secondly  it  is  part  of  his 
work  to  inspire  and  encourage  and  foster 
the  welfare  of  the  undergraduates.  He 
will  take  an  active  part  in  encouraging 
clinical  investigations  of  one  kind  or 
another.  He  often  does  a great  deal 
nowadays  in  the  direction  and  adminis- 
tration of  a hospital.  He  serves  on 
endless  committees,  the  Board  of 
Management  of  the  hospital,  and  so  on. 
He  is  in  fact  in  the  top  rank  of  the 
hospital  service.  I think  I can  best 
explain  it  on  these  lines. 

2936.  You  see  the  point  is  .that  there 
is  a very  great  difference  between  the  top 
remuneration  of  a senior  registrar,  and 
the  top  remuneration  of  a consultant, 
leaving  aside  merit  awards.  For  the 
senior  registrar  this  remuneration  is 
£1,540,  for  the  consultant  it  is  £3,255. 


So  there  must  be,  to  justify  the  difference 
in  remuneration,  a very  sharp  difference- 

in  .the  type  of  work  undertaken. On 

the  one  hand  you  are  rewarding  a man 
of  experience  who  has  devoted  his  life 
to  this  work : on  the  other  hand 

you  have  a man  who  is  in  training  for 
this  work  who  has  served  in  a hospital 
and  who  is  gaining  experience.  It  has 
always  been  the  intention  to  promote  to 
consultant  rank  men  from  the  senior 
registrar  grade.  It  is  a stepping  stone  to 
the  higher  ranks  in  the  service.  I do  not 
know  whether  I am  making  myself  clear 
or  whether  I am  answering  the  question 
you  are  putting  to  me.  I .am  not  sure 
that  I am. 

2937.  I think  the  difficulty  is  that  there 
is  clearly  a difference  of  opinion  between 
the  employing  authorities  and  among 
consultants  as  to  whether  certain  senior 
registrars  are  or  are  not  being  used,  as 
a means  of  dilution,  to  do  consultant 

work? 1 think  it  is  true  to  say  that 

there  are  a number  being  so  used.  You 
must  not  press  me  on  the  exact  number, 
but  I think  it  is  true  to  say  at  the  present 
time  there  are  a number  of  senior  regis- 
trars— some  of  them  perhaps  time- 
expired  registrars  if  you  like — who  are 
undoubtedly  doing  consultant  work.  I 
think  that  is  a fair  statement. 

2938.  From  your  description  I would 
think  it  quite  likely  a man  could  in  fact 
be  doing  senior  registrar  work  together 
with  a certain  amount  of  work  that  goes 
into  what  you  call  the  consultant  sphere? 
1 think  that  is  true. 

2939.  There  may  be  such  cases? 

There  may  be  such  cases.  I think  it  is 
fair  to  say  that,  yes. 

2940.  But  under  the  present  system  he 
is  either  a senior  registrar  or  a consultant, 
and  in  the  one  case,  not  only  does  he  get 
a much  smaller  rate  of  pay,  but  he  is 

unestablished? That  is  true.  He  gets 

a smaller  rate  of  pay,  is  unestablished, 
has  no  security  for  the  future  and  is  a 
highly  trained  man.  But  in  many  in- 
stances I think  it  is  true  to  say  that  the 
hospital  could  hardly  run  without  him. 
I am  sure  that  is  right.  It  is  no  fault  of 
his  own  that  he  is  not  admittted  -to  con- 
sultant status. 

2941.  It  may  or  may  not  be? But 

it  does  not  necessarily  mean  if  he  is  a 
time-expired  registrar  that  he  is  not  of 
the  quality  to  be  a consultant. 
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2942.  Sir  Hugh  Watson : In  other 

words  you  would  contemplate  that  not 
every  registrar  should  automatically  be- 
come a consultant? No,  I would  not. 

2943.  Professor  Jewkes : Not  every 

senior  registrar? Not  every  senior 

registrar.  The  staffing  of  the  hospital  has 
always  been  in  a series  of  tiers  with  more 
house  physicians  than  can  become  regis- 
trars, more  registrars  than  can  become 
senior  registrars  and  more  senior  regis- 
trars than  can  become  consultants.  It 
has  always  been  competitive  to  move 
from  one  stage  to  the  next : that  is  per- 
fectly true.  And  that  is  where  the  hospi- 
tal gains  its.  strength  because  it  has  always 
been  picking  from  each  grade  the  best 
man  for  the  job. 

2944.  Chairman'.  There  is  a competi- 
tive element? -There  has  always  been 

a competitive  element,  and  I would 
contend  that  that  competitive  element  has 
always  been  to  the  advantage  of  the  hos- 
pital service  : it  has  stimulated  progress. 

2945.  Pofessor  Jewkes : Now  that  you 

have  defined  a consultant  for  us,  could 
you  help  us  define  what  you  mean  by  a 
shortage  of  consultants?  By  what  kind 
of  objective  test  would  you  be  in  a 
position  to  say  there  is  a shortage  of 
consultants? 1 suppose  really  a short- 

age of  consultants  in  any  particular  hos- 
pital would  be  shown  by  the  amount  of 
work  the  existing  consultants  have  to  do. 
I know  instances — and  I am  not  referring 
to  Edinburgh — of  a consultant  in  a job 
which  has  been  established.  He  does  not 
have  an  assistant  consultant ; he  is  an 
isolated  consultant,  and  he  does  not  have 
what  we  called  in  the  old  days  an  assist- 
ant physician.  His  is  the  entire  respon- 
sibility as  a consultant,  and  he  works 
from  morning  to  night  seeing  patients  in 
hospitals,  and  travels  from  one  hospital 
to  another.  He  is  a thoroughly  over- 
worked man  in  that  he  has  no  leisure,  no 
contemplative  hours  are  open  to  him. 
That  may  be  to  the  good  of  the  hospital 
service,  but  it  is  not  to  the  good  of  that 
particular  consultant.  It  is  very  much  to 
the  discredit  of  Regional  Boards  that 
they  have  not  done  more  to  help  in  this 
respect. 

2946.  Are  there  plenty  of  candidates 
who  have  the  necessary  experience  and 
qualifications  to  be  consultants  to  fill 

these  gaps? At  the  present  time— I 

am  speaking  entirely  for  myself — I would 
say  that  in  Scotland  we  have  admirable 
candidates  amongst  the  senior  registrars. 


2947.  Chairman : May  I interrupt?  1 
want  to  get  clear  what  you  are  saying 
— you  are  surprised  at  the  Regional 
Boards  not  appointing  more  consultants? 

In  some  instances,  yes.  I would  say 

in  my  opinion  there  are  in  the  hospital 
service  at  the  present  time  senior  regis- 
trars and  time-expired  senior  registrars 
of  very  high  quality,  and  well  worthy  of 
becoming  consultants.  Many  of  them 
have  in  fact  had,  better  training  for  the 
appointment  of  consultant  than  men  had 
previously  to  1948  ; and  yet  these  men 
are  not  being  absorbed  as  they  ought  to 
be  in  large  numbers. 

2948.  Chairman : Is  that  so  in  most 

of  the  hospitals? 1 am  not  thinking 

of  hospitals ; when  I am  speaking  of  this 
topic  I am  speaking  of  general  medicine 
in  particular.  I would  not  like  to  come 
forward  and  say  that  applies  to  all 
specialties. 

2949.  Mr.  Watson:  Is  there  any  real 
evidence,  Dr.  Gilchrist,  to  prove  that  the 
registrar  is  receiving  a better  training 
since  the  Health  Service  than  he  was 

before? Do  you  mean  is  there  any 

documentary  evidence? 

2950.  Is  there  any  real  evidence? 

This  is  a matter  of  opinion.  I have 
spent  my  entire  professional  life  in  the 
hospital  service;  I was  appointed  con- 
sultant in  1930,  and  I can  say  from  my 
own  experience  that  the  training  which 
the  registrar  and  senior  registrar  gets 
now  is  better  than  it  was  in  the  old  days. 
Does  that  answer  your  question? 

Mr.  Watson : Yes,  thank  you. 

2951.  Sir  Hugh  Watson:  You  have 
made  one  suggestion  in  your  paragraph 
20  for  dealing  with  these  senior  regis- 
trars. You  suggest  what  is  in  effect  the 
interpolation  of  an  intermediate  grade  of 
Senior  Assistant  Physician  or  Senior 

Assistant  Surgeon. 1 am  glad  you 

have  brought  this  up,  because  we  have 
been  misrepresented  and  I am  glad  to  be 
able  to  correct  any  false  impression.  If 
I may  say  so,  when  we  are  speaking  in 
paragraph  20  of  Senior  Assistant 
Physicians — I think  it  is  paragraph  20 
you  are  referring  to  ...  ? 

2952.  Paragraph  20  and  89. We 

would  like  to  make  it  clear  that  when  we 
say  Senior  Assistant  Physician  we  are 
really  referring  to  the  senior  registrar. 
Ihe  suggestion  we  are  making  is  that  the 
titles  of  these  posts  should  be  altered,  not 
that  the  work  should  be  altered,  not  that 
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the  man’s  status  should  be  altered  neces- 
sarily. But  instead  of  calling  a man  a 
senior  registrar  he  should  be  called  a 
Senior  Assistant  Physician  or  Senior 
Assistant  Surgeon,  and  so  on.  The 
Junior  Assistant  Physician  or  Junior 
Assistant  Surgeon  would  then  corre- 
spond to  registrar.  I am  glad  to  be  able 
to  emphasise  that,  because  we  are  not 
suggesting  what  has  been  called  a sub- 
consultant  grade — we  are  not  doing 
that. 

2953.  I am  glad  you  have  made  that 

so  clear. 1 want  to  make  it  perfectly 

clear. 

2954.  In  the  middle  of  paragraph  20 
you  suggest  the  senior  registrar  post 
should  become  a permanent  one  with  a 
higher  maximum  salary  and  a new  title. 
That  is  objected  to  by  your  friends  across 
the  border  in  particular  because  they  say 
that  would  add  to,  rather  than  diminish, 
the  sense  of  frustration  from  which  these 
men  suffer.  These  other  bodies  say  that 
senior  registrars  would  then  feel  more 
than  ever  that  they  had  got  to  a point 
beyond  which  it  was  probable  they  might 
not  advance  further.  Do  you  see  the 

criticism? 1 see  the  criticism.  I 

would  like  to  say  that  in  putting  forward 
these  recommendations  to  the  Royal 
Commission  we  are  not  suggesting  that 
they  should  apply  to  the  hospital  service 
in  England.  The  Royal  College  of 
Physicians  has  applied  itself  to  the  prob- 
lem in  Scotland.  We  make  no  apology 
for  doing  so  because  as  you  know 
there  are  two  Health  Service  Acts 
— one  applies  to  England  and  the  other 
to  Scotland.  There  are  differences  in  the 
arrangements,  differences  in  the  adminis- 
tration, the  chief  of  which  is  that  the 
teaching  hospitals  in  Scotland  are  under 
the  aegis  of  the  Regional  Hospital 
Boards.  In  other  W'ords,  all  the 
peripheral  hospitals  and  teaching  hos- 
pitals in  Scotland  are  under  a Regional 
Hospital  Board  with  the  teaching  hos- 
pitals as  the  focus,  and  the  peripheral 
hospitals  round  about.  That  is  not  so 
under  the  English  Act.  Under  the 
English  Act  the  teaching  hospitals  are  in 
direct  contact  with  the  Ministry  and  are 
not  under  the  supervision  of  a Regional 
Board.  The  Regional  Boards  in  Scot- 
land are  entirely  responsible  for  the 
teaching  hospitals.  Here  we  have  a 
different  situation,  a different  kind  of 
administration,  and  the  suggestion  we 
make  on  the  basis  of  that,  the  adjust- 
ments in  the  registrar  situation  and  in 


the  senior  registrar  situation,  are  made 
with  the  Scottish  conditions  in  view. 
To  change  the  status  of  the  registrar  or 
senior  registrar  in  the  peripheral  hospitals 
in  England,  hospitals  in  the  big  centres 
of  population,  such  as  the  Midlands, 
might  cause  very  considerable  embarrass- 
ment. There,  what  we  would  call 
peripheral  hospitals  do  function  quite 
independently  and  are  often,  divorced, 
completely  from  the  teaching  hospitals 
and  the  University  centres.  That  does 
not  apply  in  Scotland,  because  each. 
Regional  Board  with  the  exception  of 
the  Northern  region,  is  really  based  on 
the  University  medical  school. 

2955.  Am  I right  in  thinking  also  that 

in  Scotland  there  is  something  which  was 
described  to  us  I think  yesterday,  as  a 
tier  system? Yes. 

2956.  You  have  a recognised  chief? 
That  is  right,  a man  in  charge,  yes. 

2957.  Am  I right  in  thinking  that  does 
not  obtain  at  least  to  the  same  degree  in 

England? 1 should  have  thought  it 

was  very  similar  in  that  respect. 

Sir  Hugh  Watson : I am  probably 
wrong  about  that. 

2958.  Sir  David  Hughes  Parry : In  tire 
Scottish  set-up  there  is  a consultant,  and 
is  there  another  consultant  under  him? 

Yes.  In  the  teaching  hospitals  the 

Scottish  tradition  has  always  been — I am 
talking  of  the  time  previous  to  the  Act — 
that  you  had  a consultant  in  charge  of 
wards  in  charge  of  a department.  He 
had  his  own  wards,  his  own  beds,  and 
he  had  with  him  an  assistant  physician, 
also  a consultant,  who  worked  with  him 
and  in  association  with  him,  and  who 
was  responsible  for  the  out-patients,  and 
so  on.  They  both  shared  the  teaching. 
Then,  junior  to  them,  we  had  what  we 
call  in  Scotland  a clinical  tutor — clinical 
tutor  corresponds  to  the  senior  registrar, 
and  below  him  was  the  house  physician. 
That  I think  was  the  set-up. 

2959.  The  set-up  in  some  hospitals  in 

London  at  any  rate  is  that  each  consul- 
tant in  the  unit  has  a number  of  beds 
and  is  entirely  independent  within  the 
unit. That  has  never  been  so  in  Scot- 

tish teaching  hospitals,  although  I think 
that  rigid  rule  of  the  past  is  breaking 
down,  and  probably  rightly.  In  the  past 
a ward,  the  whole  ward,  was  in  .the 
charge  of  one  man,  who  accepted  the 
clinical  responsibility  for  every  patient. 
That,  I think,  is  breaking  down,  and 
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what  corresponds  to  the  assistant  physi- 
cian is  being  given  more  and  more  re- 
sponsibility by  his  chief,  by  the  consul- 
tant. He  has  not  been  allocated  beds 
by  the  hospital  Board  of  Management, 
not  yet,  but  I think  that  time  is  coming. 
There  is  little  distinction  ; at  the  present 
time  as  the  assistant  consultant  he  re- 
ceives beds  by  way  of  courtesy  through 
his  chief. 

2960.  When  you  were  defining  the 
consultant  earlier  on,  you  said  he  was 

the  head  of  a team? That  is  right, 

and  so  he  is. 

2961.  If  he  is  an  assistant  physician 

he  is  not  the  head  of  a team? There 

is  a co-nfusion  about  this,  and  I am  try- 
ing to  clear  the  matter  for  you.  I have 
been  telling  you  of  the  system  that 
existed  before  1948.  You  had  a man 
who  was  given,  by  the  Board  of  Manage- 
ment of  that  teaching  hospital,  the  re- 
sponsibility for  that  ward,  and  the  beds 
and  the  patients  in  it.  He  had  associated 
with  him  a consultant  who  shared  that 
responsibility  with  him  to  some  extent, 
and  also  was  responsible  for  out-patients, 
and  so  on.  They  both  taught  together. 
They,  with  the  clinical  tutor  and  house 
physician,  formed  the  team.  At  the  pre- 
sent time  in  Scotland  there  is  a tendency, 
although  so  far  as  I know  it  has  not 
been  necessarily  put  into  action  by 
Boards  of  Management,  for  the  assistant 
physician  or  assistant  consultant  to  be 
given  beds  as  of  right. 

2962.  That  is  quite  dear,  yes.  Not 

every  consultant  is  yet  the  head  of  a 
team.  He  is  in  a team,  but  not  neces- 
sarily the  head? That  is  true ; every 

consultant  is  not  necessarily  the  head  of 
a team. 

2963.  Chairman : In  that  respect  there 
is  some  similarity  in  Scotland  with  the 

English  system? Yes. — Dr.  Card : I 

think  the  point  Dr.  Gilchrist  makes  is 
that  the  assistant  consultant  or  physician 
should  be  given  beds  in  his  own  right, 
and  not  as  an  act  of  grace.  In  a par- 
ticular hospital  the  Board  of  Manage- 
ment has  in  fact  given  beds  to  the  assis- 
tant, but  it  is  a thing  which  is  not 
general  in  Scotland.  In  England  there 
used  to  be  this  position.  The  assistant 
chief — (there  is  always  a chief  and  assist- 
ant chief — would  be  given  beds,  and  he 
had  them  in  his  own  right.  In  my  own 
hospital  before  the  war  the  assistant  chief 
was  given  ten  beds  as  assistant  physician. 


2964.  Sir  Hugh  Watson : May  we 
move  on  (to  a point  allied  to  the  subject 
which  we  have  just  been  discussing? 
You  told  us  your  views  about  Senior 
Assistant  Physicians,  and  so  on,  and  then 
you  go  on  in  paragraph  129  to  deal 
with  their  suggested  remuneration. 
Would  you  like  to  expound  this  to  us? 

Have  you  something  in  mind  here? 

Dr.  Gilchrist : What  I had  in  mind 
was  in  regard  to  the  unfortunate  plight 
of  the  registrars  and  senior  registrars  at 
the  present  time.  What  I really  want  ■ 
to  do  is  to  expand  some  of  the  recom- 
mendations that  we  made  in  regard  to 
these  men.  My  own  feeling  is  that  the 
standards  of  care  and  attention  in  the 
hospital  service  are  likely  (to  suffer  if 
•the  current  bottleneck  in  the  promotion 
of  senior  registrars  is  allowed  to  persist. 

I think  the  hospital  service  will  suffer, 
and  I think  the  standards  of  practice  will 
also  suffer  in  the  long  run,  for  there  is 
already  evidence  that  the  number  of  men 
coming  forward  for  registrar  appoint- 
ments is  falling  off.  We  have  very 
definite  evidence  of  that.  The  number 
of  our  own  graduates — it  does  not 
merely  apply  in  Edinburgh,  but  in  other 
teaching  centres,  notably  Aberdeen  and 
elsewhere — the  number  of  our  own 
graduates  coming  forward  for  appoint- 
ment as  registrar  is  now  falling  rapidly. 
That  means  men  of  high  quality  are  not 
presenting  themselves.  It  means  that  in 
the  future  when  senior  registrars  are 
wanted  there  is  not  going  to  be  the 
same  choice.  It  means  ultimately,  if 
there  is  not  die  same  choice  for  regis- 
trars, there  will  not  be  the  same  choice 
for  consultants.  The  whole  service  will 
suffer  if  the  registrar-senior  registrar 
problem  is  not  put  right.  The  fact  is  at 
the  present  time  men  from  the 
Dominions  are  tending  to  occupy  the 
registrar  posts  in  the  hospitals  in  this 
country.  (Many  of  them  are  excellent 
doctors,  but  they  may  be  registrars  for 
two  years  or  thereabouts,  and  then  return 
to  Australia,  New  Zealand,  India  cr 
Pakistan.  In  other  words,  they  are 
receiving  their  training  in  the  hospitals  of 
this  country  at  the  expense  of  the  British 
taxpayer ; and  having  completed  their 
service  as  registrars,  with  great  ad- 
vantage to  themselves,  they  then  return 
to  their  home  countries.  They  give  ex- 
cellent service  in  the  hospitals,  but  that  is 
not  what  these  posts  were  designed  for. 
The  hospital  service  is  going  to  suffer  in 
consequence.  I know  that  as  a fact  from 
A 16 
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my  own  experience.  Something  has  get 
to  be  done  to  try  to  correct  ithis  bottle- 
neck in  registrar-senior  registrar  appoint- 
ments. 

2965.  Sir  David  Hughes  Parry : You 
were  saying  two  things — there  are  fewer 
applying,  and  the  quality  is  not  as  good? 

1 am  saying  there  are  fewer  of  our 

own  graduates  applying  for  registrar 
appointments  in  the  teaching  hospitals  of 
Scotland.  Therefore  in  five,  ten,  fifteen 
or  twenty  years  when  consultants  have 
to  be  appointed,  the  men  available  will 
not  be  so  representative ; there  will  be 
a smaller  group  who  will  not  have  had 
the  same  experience. 

2966.  I think  it  is  not  so  much  the 
number  applying  that  really  matters,  as 
the  quality  of  those  who  are  appointed. 
It  may  be  they  have  shed  the  bottom 
element  entirely  on  the  way,  and  that 

might  be  quite  a good  thing? They 

have  shed  them  at  all  levels.  I can  say 
that  only  last  week  for  a registrar 
appointment  there  was  not  one  appli- 
cant ; I can  say  that  also  in  Aberdeen 
there  were  three  vacancies  for  registrars 
and  not  a single  Aberdeen  graduate 
applied — in  fact  not  a British  graduate 
applied. 

2967.  Is  'that  a teaching  hospital? 

Yes,  a teaching  hospital.  If  that  con- 
tinues, then  obviously,  when  the  time 
comes  to  promote  people  to  senior  regis- 
trar, you  have  a smaller  choice.  Many 
of  them,  excellent  men,  come  from  the 
Dominions  and  tend  to  go  back  there. 
Therefore  the  choice  for  a senior  regis- 
trar post  is  reduced,  and  will  be  reduced 
further. 

2968.  I would  like  to  get  this  clear. 
You  said  before  that  fewer  were  apply- 
ing, but  you  implied  that  still  a number 
were  coming  forward ; now  you  say 

that  practically  none  are  applying. 

I say  the  number  of  our  own  graduates 
is  constantly  and  steadily  falling,  and 
very  naturally  the  best  people  are  not 
going  to  apply  to  get  into  this  bottleneck. 
The  chances  of  promotion  in  the  hospital 
service  are  remote,  and  the  chances  of 
getting  into  general  practice  are  poor, 
and  therefore  they  are  not  applying. 
That  seems  reasonable. 

2969.  Chairman : And  it  is  with  this 

very  much  in  mind  that  you  are  pro- 
posing this  new  scale?- That  is  right ; 

we  are  making  here  a suggestion  to  try 
to  correct  this.  The  prospects  of  promo- 


tion of  senior  registrars  in  Scotland  at 
this  present  time  are  deplorable.  I would 
like  to  take  this  opportunity  of  drawing 
the  Commission’s  attention  to  an  article 
in  the  British  Medical  Journal  of 
December  14th,  1957,  by  Dr.  Hamish 
Watson  on  the  promotion  prospects  of 
senior  registrars.  It  is  a dreadful  indict- 
ment of  the  present  system.  I think  the 
Commission  could  read  it  with  consider- 
able advantage. 

2970.  We  will  take  it  into  considera- 
tion.  It  is  a more  recent  report  than 

our  memorandum. 

2971.  In  this  particular  paragraph  you 
suggest  a considerable  increase  in  the 
ceiling  of  the  Senior  Assistant  Physician 
compared  with  the  present  ceiling  of  the 
senior  registrar,  as  a means  of  helping 
to  improve  his  status  as  well  as,  I think, 
enabling  him  to  be  established  and 
become  permanent.  You  still  do  not 
do  what  has  been  suggested  in  some 
quarters,  that  is  to  provide  an  overlap 
into  the  consultant  scale.  That  is  to 
say  it  has  been  suggested  that  somebody 
who  remained  for  a very  long  time,  or 
even  permanently,  as  a Senior  Assistant 
Physician,  might  well  at  the  end  be 
earning  rather  more  than  the  young  con- 
sultant physician  taking  on  a new 
appointment.  Would  you  think  that  is 
worth  consideration,  to  allow  some  over- 
lap in  the  salary — since  each  of  the 
scales  are  spread  over  quite  a number 

of  years? Yes,  I think  that  is  fair. 

Of  course,  at  present,  a man  moves  up 
on  promotion  from  the  post  of  full-time 
senior  registrar.  Now  it  often  happens, 
and  it  has  happened  to  my  knowledge, 
that  such  a man  has  been  appointed  con- 
sultant at  a low  number  of  sessions,  six 
or  thereabouts ; and  it  may  be  as  such 
he  then  receives  a consultant  salary  less 
than  he  received  as  a full-time  senior 
registrar  of  four  or  five  years  standing. 

2972.  Are  you  contemplating  the 
Senior  Assistant  Physician  might  also  be 

able  to  be  part-time? We  would  like 

to  see  a number  of  these  men  part-time, 
because  that  gives  -them  the  opportunity 
of  sliding  into  general  practice  if  they 
still  wish.  One  of  our  suggestions  is  that 
in  the  periphery,  in  which  we  advocate 
a reduction  in  senior  registrars  and 
registrars,  the  younger  practitioners 
actually  in  practice  might  come  into  a 
hospital  on  a sessional  basis  for  an  hour 
or  two,  for  two,  three  or  four  days  a 
week.  That  would  help  to  bridge  the 
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gap  between  the  hospitals  and  general 
practice.  The  practitioners  would  have 
the  opportunity  of  working  in  the 
hospital,  in  the  field  in  which  registrars 
or  senior  registrars  work  under  the 
supervision  of  the  consultant.  We  believe 
that  that  would  be  to  the  advantage  of 
the  hospital,  and  likewise  to  the 
advantage  of  the  general  practitioner. 

It  would  bring  a levelling  up  in  practice, 
and  it  would  co-ordinate  the  hospital 
work  with  the  practitioners’  work  in  a 
way  which  has  been  neglected  at  the 
present  time.  We  would  like  to  have 
more  co-operation  with  the  'best  doctors 
in  general  practice. 

2973.  Would  these  opportunities  be  in 
some  way  similar  to  what  sometimes 
happens  now,  where  general  practitioners 
take  on  family  work  and  also  work  as 
industrial  medical  officers  or  school 

medical  officers  part-time? Yes,  I 

think  that  is  a very  fair  comparison.  I 
think  it  is  something  thajt  wants  to  be 
encouraged.  The  practitioner  could  be 
used  as  registrar  or  senior  registrar  _ in 
a non-teaching  hospital.  We  would  like 
to  feel  that  there  is  an  opportunity  of 
bringing  the  best  doctors  in  general  prac- 
tice into  closer  contact  with  the  hospital 
service.  It  would  be  of  mutual  advan- 
tage, and  it  would  enable  at  the  same 
time  a reduction  to  be  made  in  the 
registrar  establishment.  I am  sure  that 
is  something  that  requires  to  be  very 
carefully  considered  if  in  15,  20  or  30 
years’  time  the  hospital  service  is  not  to 
run  into  increasing  difficulties. 

2974.  Sir  Hugh  Watson : We  took 

paragraph  129  rather  out  of  its 
context  because  it  tied  up  with 
what  we  were  talking  about ; so 
now  we  have  to  go  back  _ again. 
There  are  some  paragraphs  in  which  you 
deal  with  some  matters  which  are  quite 
important,  but  on  which  we  have  had  a 
good  deal  of  evidence  already  ; so  unless 
you  want  to  say  anything  in  particular 
about  them  I would  not  propose  to  touch 
on  any  of  them  now.  In  paragraph  66 
you  refer  to  the  S.H.M.O.  grade.  I 
think  we  know  about  that ; it  is  very 
comparable  to  what  we  have  been  talking 
about. Yes. 

2975.  To  move  on,  have  you  any  idea 

what  is  the  extent  of  private  consultant 
practice  relative  to  National  Health  Ser- 
vice practice? 1 think  perhaps  Dr. 

Slater  could  speak  on  that. — Dr.  Slater: 
Our  College  are  quite  convinced  that  in 


the  last  ten  years  private  consulting  prac- 
tice in  medicine  has  slowly  lessened. 
.We  can  offer  many  explanations  for  that 
having  happened,  one  of  which  is  the 
mounting  number  of  the  general  public 
willing  to  go  and  take  advantage  of  the 
facilities  of  a well-equipped  hospital, 
which  they  did  not  do  before  the  war. 
Another  reason  is  probably  that  part- 
time  physicians,  who  form  the  hulk  of 
the  staff  on  the  medical  side,  as  they  do 
on  the  surgical  side,  are  performing  more 
hours  of  hospital  work  than  they  used  to 
— there  is  no  question  about  that  in  my 
own  mind.  A third  reason  is  that  places  in 
the  periphery  like  the  Borders,  Dumfries, 
Berwick,  Fife,  have  all  opened  up  their 
own  centres  of  consulting  opinion  and 
second  opinion  and  so  forth,  for  the  local 
doctors’  advantage  and  the  advantage  of 
the  patients  in  that  vicinity,  so  there  is 
not  the  same  need  to  come  to  a teaching 
hospital  as  there  used  to  be.  A further 
reason  is  that  modern  transport  brings 
the  patients  so  readily  to  the  second 
opinion  with  a greater  degree  of  comfort 
than  used  to  exist.  There  are  many 
reasons  of  that  sort,  but  we  are  all  per- 
fectly convinced  that  private  consulting 
practice  in  medicine  has  been  and  is 
slowly  lessening  in  volume.  As  against 
that,  you  have  to  appreciate  that  there 
are  still  people  of  very  special  knowledge 
who  will  be  in  demand  by  many  doctors 
in  the  country  who  are  aware  of  the 
knowledge  and  the  help  they  may  expect 
from  such  a person ; and  there  are  still 
a sufficient  number  in  the  community 
willing  to  meet  the  expense  and  defray 
the  costs  of  having  consultations  in  that 
manner.  But  these  only  happen  to  be 
people  of  very  special  type  here  and  there 
where  a difficult  diagnosis  is  involved. 
The  fact  of  the  matter  is  that  a patient 
who  is  seriously  ill  will  be  recognised  by 
his  own  doctor  as  requiring  the  facilities 
of  hospital  either  for  treatment  or  diag- 
nosis, and  he  will  immediately  make 
arrangements.  You  find  that  working 
out  in  another  respect.  When  a 
choice  of  consultants  does  not  happen 
to  be  available  it  does  not  mean  that  the 
patient  suffers.  The  consultant  may  not 
be  able  to  go  because  of  other  commit- 
ments, and  yet  some  alternative  arrange- 
ment is  agreed  upon.  Is  this  answering 
your  question? 

2976.  Yes  ; you  do  attach  considerable 
importance  to  private  practice? — —It  is 
an  ever-lessening  amount,  there  is  no 
doubt  whatever  about  that. 
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•2977.  You  feel  that  private  practice 

is  a valuable  thing? It  is  a very 

valuable  thing  indeed.  I was  thinking 
of  it  entirely  from  .the  other  standpoint, 
apart  from  the  remunerative  standpoint. 
It  is  a most  valuable  thing  that  the  part- 
time  consultant  should  retain  as  much 
contact  as  he  can  with  private  practice, 
because  it  lets  him  mix  with  a different 
type  of  individual,  probably  on  the 
whole  more  intelligent  members  of  the 
community  than  usually  are  found  in 
hospital.  It  enables  him  to  spend  a 
longer  time  with  the  individual,  he  can 
give  greater  attention  to  his  history  and 
physical  examination ; he  discusses  it 
with  the  practitioner  in  a personal 
manner,  and  then  he  brings  all  that  addi- 
tional information  into  his  hospital  work, 
to  the  advantage  of  the  hospital  service. 
We  are  all  convinced  about  that. 


2978.  There  are  other  elements  of  pri- 
vate practice  which  are  still  open.  Some 
doctors  are  employed  by  insurance  com- 
panies, and  some  by  firms  in  industry, 
and  there  are  various  other  avenues  of 
private  practice  still  open  to  the 
physician? — Yes. 


2979.  Mr.  Watson : Would  you  not 
say  that  the  difference  between  the 
people  who  stay  away  from  hospital  and 
those  who  go  to  hospital  is  not  one  of 
intelligence  but  rather  one  of  income? 

Yes,  very  largely.  I did  not  mean 

to  infer  that  only  the  unintelligent  went 
to  hospital,  but  simply  that  the  more 
leisured  classes  might  produce  some 
different  slant  on  things. 


2980.  Professor  Jewkes : The  sugges- 
tion was  made  this  morning  that  one 
reason  why  there  was  a decline  in  pri- 
vate practice  of  consultants  was  that 
■there  were  frequently  no  pay  beds  in 

the  hospitals  in  Scotland? That  is 

very  true  indeed.  We  on  the  staff  of  the 
Royal  Infirmary  of  Edinburgh  feel  very 
aggrieved  on  that  point.  We  are  among 
a?  laSt  m whole  country  on  that. 
At  the  same  time  nursing  home  accom- 
modation has  lessened,  in  fact  it  has 
almost  entirely  gone  out  of  existence  in 
many  instances ; and  in  a city  like  this 
it  is  very  difficult  to  build  up  a private 
practice,  just  for  these  very  reasons. 


2981.  Sir  Hugh  Watson:  One  of  the 
points  to  which  the  Commission  attach 
■Considerable  importance  is  merit  awards. 
In  your  memorandum  you  say  the 
College  believes  that  in  general  the 


method  of  allocation  of  merit  awards  in 
Scotland  is  fair,  and  -that  great  care  is  | 
taken  to  ensure  that  no  injustice  is  done.  j 
Criticism  has  been  made  of  the  secrecy ; 1 

what  is  your  view  abou,t  that? Our  < 

College  is  entirely  in  favour  of  the  con- 
tinuation of  the  merit  award  system  as 
one  very  good  means  of  keeping  the 
differentials  and  holding  out  a goal  of 
ambition  for  people  coming  up  .to  the 
senior  posts. 

2982.  Do  you  consider  the  awards  are 
meant  to  be  enjoyed  by  a significant 

minority? No,  I would  not  allow 

that ; it  is  more  than  a significant 
minority. 

2983.  That  is  what  Spens  said. 1 

know,  but  it  is  not  correct!  After  all, 
you  may  take  it  that  the  life’s  work  of  a j 
consultant  is  probably  30  or  40  years.  I 
So  that  although  there  may  at  any  given  j 
time  only  be  a small  proportion  of  the  j 
total  number  receiving  this  additional  j 
award,  over  the  30  or  40  years  of  his 
career  surely  the  consultant  may  look 
forward,  unless  he  is  an  unfortunate  man, 

to  holding  for  some  period,  some  form  of 
merit  award.  From  first  to  last,  if  a 
fellow  is  lucky  enough  to  do  the  whole 
run,  he  is  pretty  certain  to  get  a merit 
award. 

2984.  When  Spens  talked  about  a 
minority,  he  was  talking  about  A awards 
only.  Some  of  your  colleagues  have 
talked  to  us  of  the  glittering  peaks  which. 

are  not  contemplated  by  Spens. We 

would  be  entirely  in  favour  of  that  too, 
as  an  inducement. 

2985.  Have  you  anything  to  say  on  the 
question  of  secrecy,  Dr.  Slater?-— — We 
are  entirely  in  favour  of  this  matter  of 
the  award  not  being  publicised.  There  is 
no  point  in  publishing  it.  We  have  got 
a good  trust  in  the  system  adopted  so  far. 
Every  now  and  then  we  see  somebody 
with  a chip  on  his  shoulder  about  it,  but 
broad  and  long  we  recognise  it  for  what 
it  is,  a differential. 

2986.  In  paragraphs  119  and  120  you 
suggest  certain  steps  which  ought  to  be 
taken  to  improve  the  system.  You  con- 
sider the  Regional  members  of  the  Scot- 
tish Selection  Committee  should  discuss 
with  individual  consultants  holding  .grade 
A merit  awards  the  suitability  of  candi- 
dates to  fill  vacancies.  And  you  also 
consider  the  Department  should  circular^ 
ise  all  consultants  — — That  is  done  in 
practice. 
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2987.  Similarly,  the  discussions  which 

you  contemplate  in  paragraph  119  do 
take  place,  at  least  in  the  West  of 
Scotland? Yes,  they  do,  everywhere. 

2988.  So  that  your  desiderata  are  al- 
ready really  fulfilled? They  are. 

2989.  Is  it  the  belief  of  the  Royal- 
College  that  all  those  who  might  reason- 
ably be  considered  to  feel  themselves  en- 
titled to  receive  a merit  award  feel  that 

they  have  been  considered? 1 think 

undoubtedly ; it  is  their  own  fault  if  they 
have  not. 

2990.  Chairman : It  has  been  also  sug- 
gested that  London  has  more  than  its 

proportion  of  merit  awards. -I  was 

not  aware  of  that  fact  at  all. 

2991.  Sir  Hugh  Watson : At  the  pre- 
sent time,  as  you  know,  these  awards  are 

attached  to  the  person. Undoubtedly  ; 

you  could  not  have  them  attached  to  the 
establishment. 

Sir  Hugh  Watson : Thank  you,  you 
have  anticipated  my  question. 

2992.  Professor  Jewkes:  What  is  the 

reason  for  that? It  would  make  for  a 

levelling  down.  It  would  make  for 
mediocrity.  A man  would  know  when 
he  reached  a certain  age  he  was  going 
to  step  into  a merit  award.  Further,  the 
other  side  of  the  story,  it  is  the  one 
aspect  of  payment  left  in  the  hands  of 
doctors. 

2993.  Sir  Hugh  Watson:  What  was 
suggested  to  us  from  certain  quarters  was 
that  these  merit  awards  should  attach  to 

the  post  rather  than  to  the  person? 

The  College  does  not  'hold  with  that  at 
all,  and  never  has;  we  much  prefer  it 
as  it  is. 

2994.  Sir  David  Hughes  Parry : You 
would  not  like  to  attach  it  to  a certain 

amount  of  seniority? -No,  we  would 

rather  see  something  done  about  pensions 
for  the  senior  people,  quite  frankly. 

2995.  You  define  a consultant  as  a 
man  of  experience ; it  could  be  argued 
that  the  longer  the  experience  the  better 

the  consultant? That  is  true,  but  he 

is  heing  rewarded  in  another  way.  We 
would  rather  see  something  for  the 
people  who  came  into  the  Health  Service 
late  in  life  and  who  must  retire  in  ten 
or  less  years — we  -would  rather  see  some 
provision  made  for  their  benefit  in  the 
way  of  pension. 

2996.  Sir  Hugh  Watson : That  matter 
has  been  raised  by  others  and  I under- 


stand it  has  not  been  taken  up  with  the 

Department. Speaking  for  the  College 

generally,  I think  we  would  like  to  see 
that.  It  is  a distinct  hardship  when  a 
man  comes  into  the  Health  Service  and 
can  only  look  forward  to  serving  fifteen 
at  most  years  before  retirement ; on  the 
basis  of  15/80ths  he  gets  a mere  pittance 
of  a pension  after  he  has  done  what, 
after  all,  is  equivalent  to  what  the 
younger  people  are  called  upon  to  do  in 
the  Health  Service.  Dr.  Gilchrist  has 
done  the  same  work  all  the  way  through, 
which  has  only  changed  in  type  since 
1948. 

2997.  Sir  David  Hughes  Parry  : The 
same  problem  applies  to  University 

people  who  come  in  late. 1 realise 

that. 

2998.  And  nothing  has  been  done  so 

far. One  is  always  hopeful  that 

something  will  be  done. — Dr.  Gilchrist: 

If  I might  butt  in.  If  you  take  a man, 
for  instance,  aged  48  in  1948,  that  man 
will  retire  in  1965,  having  had  17  years’ 
service.  His  pension  will  be  calculated 
on  those  17  years.  In  actual  fact  that 
man  has  probably  given  17  years' 
service  previous  to  the  Act ; but  these 
17  years  are  not  taken  into  account  for 
pension,  and  if  there  were  some  adjust- 
ment made  for  these  17  pre- Service  years, 

I think  there  would  be  a greater  tendency 
for  the  man  in  this  age  group  in  the 
higher  consultant  level  to  be  tempted  to 
retire,  thereby  facilitating  the  promotion 
of  the  younger  man.  So  once  again  that 
would  help  in  a little  way  to  solve  the 
senior  registrar  problem.  I would  like 
to  put  that  thought  to  the  Commission. 

2999.  Chairman:  That  being  perhaps 
the  way  things  happen  in  partnership,  in 

general  practice? Yes,  I believe  thai 

is  so  ; but  there  are  a lot  of  these  people 
who  might  be  eligible  to  retire  in  the 
course  of  four,  five  or  six  years,  or 
thereabouts,  and  who  are  not  doing  so. 
for  the  reason  that  the  pensions  aTe  so 
inadequate. 

3000.  Mr.  Watson : If  that  was 

accepted  would  you  agree  that  com- 
pulsory retirement  should  be  the  order 

of  the  day? No,  I am  not  m favour 

of  compulsion  in  the  National  Health 
Service.  I do  not  think  men  should  be 
forced  to  retire.  I think  65  is  a very 
suitable  time,  a very  reasonable  retiring 
age. 

3001.  Sir  Hugh  Watson'.  You  would 
be  in  favour  of  compulsory  retirement 
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at  65?  Mr.  Watson’s  question  was, 
assuming  an  appropriate  back  service 
credit  was  given  to  the  doctors  of  whom 
you  are  speaking,  would  you  then  be  in 
favour  of  compulsory  retirement  at  the 
age  of  65? Yes,  I would. 

3002.  Chairman : Without  the  option 

of  remaining? 65  is  the  retirement 

age  in  the  service,  in  the  hospital  service 
at  the  present  time. 

3003.  There  are  provisions,  I think,  to 
go  on  to  70— at  least  I think  there  are 

in  England. Dr.  Slater : Only  for 

people  with  very  special  capabilities. 

3004.  That  may  in  itself  be  important. 
And  where  no  replacement  is  avail- 
able.— Dr.  Gilchrist:  I think  that  is  the 
answer,  where  there  is  no  replacement. 

3005.  You  would  still  wish  to  keep 

that? That  might  have  to  be  kept, 

certainly.  I think  you  would  be  bound 
to  have  occasional  exceptions,  but  I 
think  the  general  rule  ought  to  be  as  at 
present,  that  the  consultant  retires  at  65 
from  the  hospital. 

3006.  Sir  Hugh  Watson:  I do  not 
think  there  is  much  in  this  point.  In 
paragraph  123  you  refer  to  the  question 
of  the  merit  award  system  as  applied  in 
Scotland  to  chosen  consultant  members 
of  the  university  staffs.  I understand  all 
members  of  university  staffs  who  have 
honorary  contacts  with  Regional  Hospital 
Boards  which  involve  work  connected 
with  diagnosis  and  treatment  of  indi- 
vidual patients  are  eligible  for  awards  on 
the  same  basis  as  consultants  paid  by  the 

Regional  Hospital  Boards? Yes,  and 

we  certainly  approve  of  that. 

3007.  Professor  Jewkes : Would  you 
comment  on  a difficulty  which  might 
arise  if,  through  an  increase  in  the 
earnings  of  outside  consultants  associated 
with  an  increase  in  the  earnings  of 
medical  professors,  other  groups  in  the 
university  might  feel  that  they  had  a 

grievance? We  have  had  no  adverse 

comment  put  to  us  in  the  College. — Dr. 
Card:  I am  a full  time  member  of  the 
university  staff,  paid  by  the  university.  In 
fact,  I am  one  of  those  who  work  the 
whole  of  my  time  in  hospital.  There  is 
a certain  amount  of  feeling  here,  which 
is  partly  misconceived.  I do  not  think 
they  realise  that  one  is  really  in  effect  a 
hospital  doctor  and  the  university  is  just 
one  aspect  of  one’s  work.  I understand 
the  suggestion  was  that  they  would  be 
partly  paid  by  the  university  and  partly 


by  the  Regional  Board  in  respect  of  hos- 
pital work.  I think  this  is  rather  an 
apparent  anomaly. 

3008.  You  think  there  is  something  to 
be  said  for  an  arrangement  that  although 
you  should  remain  a professor  at 
university,  part  of  the  payment  for  your 
work  might  well  come  from  the  National 

Health  Service? 1 should  have 

thought  that  would  be  an  obvious  and 
fair  way  to  do  it ; that  the  hospital  work 
should  be  paid  by  the  Hospital  Board 
and  the  university  work  paid  by  the  uni- 
versity. This  was  originally  suggested, 
but  for  some  reason  never  accepted. 

3009.  I think  the  universities  are  not 

prepared  to  accept  that  scheme. Then 

I think  the  universities  have  only  them- 
selves to  blame  if  there  is  feeling  between 
the  medical  staff  and  others. 

3010.  i Sir  Hugh  Watson:  We  have 

dealt  fairly  exhaustively  with  the  present 
situation.  I think  I should  tell  you  the 
Commission  are  fairly  familiar  with  the 
advantages  and  disadvantages  respectively 
of  whole-time  and  part-time  consultants. 
We  have  been  over  that  ground  with 
several  bodies  already.  Then  we  come 
to  the  future,  with  which  you  deal  in 
paragraphs  22  and  23.  You  suggest  the 
establishment  of  a small  permanent  com- 
mittee on  the  lines  recommended  by  the 
Priestley  Commission  to  advise,  and  to 
keep  under  review,  the  remuneration  of 
the  medical  profession.  Do  you  have  in 
view  that  what  was  set  up  under  the 
recommendation  of  the  Priestley  Com- 
mission is  advisable? Dr.  Gilchrist : 

Yes. 

3011.  You  would  think  such  a body 

would  be  adequate  to  deal  with  the  situ- 
ation?  We  would  think  so,  Sir.  I do 

not  know  how  successful  the  Priestley 
Commission  has  been.  I have  no  detailed 
knowledge  of  that.  We  did  feel  there  was 
room  for  such  a body  to  make  definite 
recommendations  of  this  nature,  and  I 
think  that  is  well  worthy  of  recognition. 
It  would  serve  the  interests  of  the  pro- 
fession, we  feel,  and  the  interests  of  the 
Government,  and  I believe  also  the 
interests  of  the  country.  We  have  no 
wish,  I can  assure  you,  to  have 
to  present  a claim  for  another  review  in 
five  or  ten  years’  time.  We  would  like 
to  feel  that  this  was  a matter  on  which 
this  Royal  Commission  would  make  a 
recommendation  for  us. 
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3012.  You  would  envisage  the  setting 
up  of  a body  of  neutral  persons  of  such 
standing  that  their  opinion  on  these 
matters  would  almost  compel  attention 

from  both  sides? That  is  my  thought. 

I am  looking  for  the  paragraph  in  which 
we  suggested  the  personnel  of  such  a 
committee. 

3013.  Chairman-.  It  is  paragraph  133. 

What  we  felt  was  that  there  should 

be  such  a committee,  with  membership 
consisting  of  probably  a Law  Lord, 
leaders  of  industry,  people  of  public 
standing,  whom  the  profession,  the  Gov- 
ernment and  the  public  would  trust. 

3014.  Chairman : This,  I take  it,  would 
be  to  deal  with  major  matters.  But  the 
detailed  matters  which  are  constantly 
arising  you  would  expect  to  be  continued 
to  be  dealt  with  on  a more  direct  basis 
between  the  Ministry  and  the  profession. 

Yes,  I am  sure  that  is  true.  I think 

it  is  fair  to  say  it  has  given  a great  deal 
of  embarrassment  to  many  people  in  the 
profession  to  have  these  recurring  inter- 
views with  Whitley  Councils,  Ministers 
of  Health,  and  so  on.  For  myself,  I am 
sure  I speak  for  the  College  when  I say 
that  we  do  not  like  to  be  the  shuttlecock 
of  political  parties,  or  at  the  whim  or 
personal  prejudices  of  successive  Minis- 
ters of  Health.  We  would  like  to 
feel  that  these  matters  were  in  the  hands 
of  responsible  and  independent  bodies. 

3015.  Professor  Jew  foes:  Of  course, 

Doctor,  you  would  not  have  to  expect  too 
much  from  this,  would  you?  When  one 
speaks  of  a neutral  body  one  naturally 
thinks  of  a body  which  will  be  much 
more  sympathetic  towards  one’s  own 
views  than  anybody  else’s.  It  might 
happen  that  the  suggestions  of  a neutral 
body  were  challenged  by  one  side  or 
another  ; then  its  prestige  might  be  des- 
troyed. It  is  not  a foolproof  method. 
1 certainly  agree  to  that.  We  recog- 
nise the  human  frailties  on  both  sides  of 
the  table. 

3016.  Sir  Hugh  Watson  : I think  the 
only  other  thing  I would  like  to  do  is  to 
thank  you  for  the  cordial  sentiments 

expressed  in  paragraph  24. Thank 

you  very  much  indeed.  I would  like 
to  say  that  we  are  very  much  indebted 
to  the  Commission  and  are  very  glad 
to  have  had  this  opportunity  of  putting 
our  views  before  you. 

Chairman:  Professor  Jewkes  has  one 
point  I think  and  I have  one  or  two  more. 


3017.  Professor  Jewkes:  A small  ques- 
tion arises  out  of  something  that  was 
said  this  morning  when  the  Surgeons 
were  before  us.  When  they  were  dis- 
cussing the  extent  of  private  practice  they 
mentioned  of  course  the  decline  of  pay 
beds,  mainly  through  the  disappearance 
of  nursing  homes.  They  then  went  on  to 
explain  there  has  been  very  little  new 
building  of  hospitals,  certainly  in  Scot- 
land, since  the  end  of  war,  and  they 
rather  deplored  that.  I wondered 
whether  the  Physicians  would  say 
the  same  thing  is  true.  Has  there  been 
a shortage  of  new  building  and  extensions 
and  so  on  since  1945  which  alarms  you? 
Yes,  most  decidedly.  It  is  very  re- 
grettable that  our  teaching  hospitals  here 
have  no  private  wards.  There  is  no 
accommodation  in,  say,  the  Royal  In- 
firmary here,  on  the  medical  side  of  the 
hospital  or  on  the  surgical  side — with 
one  exception  neuro-surgery — where  the 
patient  who  is  willing  to  pay  can  pay. 

3018.  Chairman:  That  was  also  the 

case  before  1948? That  was  the  case 

before  the  service  and  it  persists  to  this 
day.  We  feel  it  is  a very  sad  deficiency. 

3019.  Sir  Hugh  Watson  : May  I remind 
you  that  since  the  introduction  of  the 
service  11  nursing  homes  in  Edinburgh 

have  closed  down? That  is  true. — 

Dr.  Slater:  The  result  is  patients  are 
being  admitted  to  the  Royal  Infirmary, 
who  would  in  ordinary  circumstances  be 
quite  prepared  to  pay.  There  are  no 
facilities  to  allow  patients  who  are  able 
to  pay  to  do  so. 

3020.  Chairman  : We  heard  this  morn- 
ing from  the  Surgeons  that  they  con- 
sidered it  might  be  advisable  to  restrict 
part-time  service  to  appointments  involv- 
ing a minimum  of  nine  sessions.  I take 
it  with  your  general  plan  of  more  flexi- 
bility— registrars  doing  work  outside  and 
general  practitioners  inside — it  would  be 
quite  contrary  to  what  you  would  wish. 
You  would  expect  people  to  be  allowed  to 
do  quite  a small  number  of  sessions,  not 

merely  nine  or  upwards? Dr. 

Gilchrist:  I think  it  is  difficult  to  be  too 
rigid  in  our  views  about  that.  1 think  a 
great  deal  depends  on  a man’s  individual 
inclination,  and  I think  that  applies  also 
to  the  consultant.  I think  there  are  con- 
sultants who  would  very  much  like  to  be 
doing  nine  sessions  who  at  present  are 
doing  perhaps  six  or  seven.  I think  there 
are  probably  others  who  might  welcome 
a reduction  of  the  sessions.  I think  we 
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want  to  be  a little  more  fluid  than  we 
are,  not  merely  amongst  consultants  but 
registrars  as  well. 

3021.  You  want  more  fluidity,  not 

less? -Yes,  definitely  more  fluidity.  I 

think  this  has  been  put  to  us : we  are 
tending  to  be  much  too  rigid  ; we  tend 
to  conform  far  too  much.  I do  not 
know  whether  it  is  just  the  natural  in- 
clination of  the  administration,  but  the 
Regional  Boards  ought  to  give  a little 
more  latitude.  I think  the  hospital  re- 
quires more  latitude.  Individuals  serving 
the  hospitals  should  be  given  a little 
more  latitude.  We  must  not  keep  the 
hospital  service  on  such  rigid  lines.  I 
would  like  more  fluidity  throughout  the 
hospital.  The  College  and  the  people 
who  have  experience  of  the  Act  and  its 
working  would  support  that  view. 

3022.  Then  the  other  point  I wanted 
to  ask  was  one  you  may  not  feel  able 
to  answer.  This  question  has  arisen  as 
to  how  best  merit  among  general  prac- 
titioners can  be  rewarded.  Have  you 

any  suggestion  at  all  about  that? 

That  is  a difficult  question  to  answer.  I 
think  probably  I should  just  say  there 
is  a justification  for  considering  a merit 
award  for  general  practitioners.  As  to 
just  how  best  the  man  should  be  chosen 
for  the  award  I find  it  a little  difficult  to 
answer.  Would  you  like  to  answer.  Dr. 
Slater? — Dr.  Slater : Of  course,  we  have 
not  dealt  with  this  in  our  memorandum 
at  all.  I sympathise  with  the  idea  of 
giving  general  practitioners  a reward 
for  distinguished  service  if  you  like  to 
put  it  that  way.  I cannot  think  of  a 
better  method  of  doing  it  than  to  ask 
the  practitioners  in  a given  area — say 
the  South  East  Regional  Board  area — 
in  the  form  of  a poll  who  should  get  it. 
I feel  certain  that  from  that  poll  you 
would  get  the  most  outstanding  people  in 
the  district  who  do  give  long  and  faith- 
ful service  in  their  district.  And  the 
younger  men  in  that  community  would 
realise  immediately  their  chance  would 
come  along  in  due  course  and  they 
would  not  feel  any  jealousy  at  all. 

3023.  Sir  Hugh  Watson:  Would  you 
attach  importance  to  the  sort  of  facili- 
ties that  the  general  practitioner  provides 
in  the  way  of  receptionists,  physiothera- 
pists, consulting  rooms  and  that  sort  of 

thing? Dr.  Slater : I would  leave 

it  to  his  fellows,  to  his  peers,  to  judge 
him.  I do  not  think  they  would  go  far 
wrong. 

(The  witness 
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3024.  Mf\  Bonham-Carter : May  I 
raise  a question  on  a point  which  I 
think  came  up  a little  unexpectedly  on 
pensions?  We  began  to  talk  of  what  I 
would  call  “ back  service  ”,  service  before 
the  Act.  Of  course  this  is  a contributory 
scheme,  is  it  not,  this  superannuation 
scheme  for  the  profession  based  on  a 

6 per  cent.  contribution? Dr. 

Gilchrist:  I think  that  is  .true. 

3025.  How  would  you  deal  with  the 
“ back  service  ” section  of  it?  The  fund 
is  short  in  respect  of  all  those  years  for 

which  people  have  not  contributed? — 

Yes.  I appreciate  that  point  Of  course 
I do  not  imagine  that  the  man’s  con- 
tribution over  these  years  in  actual  fact 
covers  the  pension.  I suppose  this  is  a 
question  for  an  actuary.  I am  not  an 
actuary.  I imagine  there  are  actuaries 
here.  I imagine  the  contribution  which 
that  man  makes  does  not  in  fact  total 
up  to  the  amount  of  pension  which  he 
receives.  Am  I wrong  in  that? 

3026.  Mr.  Gunlake : It  depends  on  a 

number  of  things  including  his  age. 

Including  his  age  and  his  years  of 
service. 

3027.  Mr.  Bonham-Carter:  I am  sure 

it  is  an  actuarial  problem  as  you  mention. 
Inevitably  when  this  situation  arises  there 
is  this  question  of  a back  payment. 
It  occurs  quite  frequently.  But  what 
one  normally  does  on  those  occasions 
is  to  ask  the  contributor  if  he  wishes  to 
contribute  any  savings  which  he  may- 
have  acquired  prior  to  the  date  he  came 
into  the  scheme. 1 think  in  the  cir- 

cumstances we  are  considering,  where 
a man  has  a limited  number  of  years 
service  and  comes  into  the  scheme  having 
given  previous  service,  there  are 
many  who  would  willingly  contribute  at 
a greater  rate  before  they  retire.  I am 
sure  it  is  a problem  that  could  be  ad- 
justed with  advantage  so  that  you  did 
encourage  earlier  retiral  amongst  a cer- 
tain group. 

3028.  It  certainly  could  be  done.  It 

might  involve  considerable  capital  expen- 
diture by  one  or  the  other  party. -I 

think  as  I say  many  might  be  prepared 
to  contribute  at  a higher  rate. 

3029.  Chairman : I think  that  is  the 
end.  Thank  you  Dr.  Gilchrist.  I would 
■like  to  thank  you  and  your  colleagues 
very  much  for  coming  and  giving  us 
your  help  this  afternoon.- — Thank  you 
very  much  for  the  way  you  have  received 
us,  Sir. 

ss  withdrew .) 
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Supplementary  Statement  presented  by  Dr.  A.  Rae  Gilchrist  on  the 
New  Structure  of  Hospital  Grading  and  Salaries  proposed  by  the 
Royal  College  of  Physicians  of  Edinburgh 

In  amplification  of  the  evidence  already  submitted  to  the  Royal  Commission  by 
the  Royal  College  of  Physicians  of  Edinburgh,  I wish  to  emphasise  two  points 
to  which  I think  insufficient  attention  was  devoted  at  the  hearing  of  our  oral  evidence 
on  Friday,  14th  March.  As  President  of  the  Royal  College  of  Physicians,  I think 
I should  have  explained  more  effectively  when  tendering  our  evidence  that  we  are 
desirous  of  modifying  the  second  recommendation  expressed  on  page  547,  paragraph 
89,  of  our  memorandum  of  evidence. 

That  recommendation  reads : “ {2}  The  posts  at  present  designated  Senior  Registrar 
and  Registrar,  but  replaced  by  the  new  terms,  should  in  general  medicine,  surgery 
and  obstetrics  ,be  confined  to  teaching  hospitals.”  On  reflection,  my  Committee 
feel  that,  while  the  Senior  Registrar  and  Registrar  posts  should  be  retained  in  teaching 
hospitals,  the  Senior  Registrar  establishment  should  be  abolished  in  the  peripheral 
non-teaching  hospitals.  We  do  not  now  recommend  that  the  Registrar  appointments 
should  be  entirely  abolished  in  the  peripheral  hospitals,  but  we  feel  that  some 
reduction  in  the  number  of  Registrars  employed  in  the  peripheral  non-teachmg 
hospitals  would  be  justified.  A reduction  in  their  numbers  would  enable  a start  to 
be  made  with  the  employment  of  selected  general  practitioners  in  the  non-teaching 
hospitals  on  a Registrar  basis. 

The  second  point  is  that,  from  memory,  I doubt  if  sufficient  emphasis  was  put 
in  our  oral  evidence  on  the  undesirability  of  having  a so-called  “sub-consultant 
grade  ” in  the  hospital  service.  The  Royal  College  of  Physicians  does  not  support 
such  a proposal. 

In  advocating  a new  structure  of  hospital  grading,  the  College  has  been  influenced 
by  a number  -of  considerations: — ■ 


(1)  The  standards  of  medical  care  and  attention  in  the  National  Health  Service 
are  likely  to  suffer  if  the  current  " bottle-neck  ” in  the  promotion  of  Registrars  is 
allowed  to  persist. 

ta\  in  Scotland  there  is  already  definite  evidence  of  a lack  of  fresh  recruits  at 
Registrar  level  for  the  reason  that  the  prospects  of  promotion  for  the  existing 
Registrars  are  so  poor.  For  example,  the  number  of  our  own  graduates  applying 
for  Registrar  appointments  in  the  Royal  Infirmary  and  other  teaching  hospitals  in 
Edinburgh  has  decreased  considerably  in  recent  years.  Men  from  the  Common- 
wealth are  now  tending  to  occupy  many  Registrar  posts  in  the  various  hospitals, 
including  the  great  teaching  hospitals,  in  this  country  They do ^ so  commonly  for 
a year  or  two  before  returning  to  New  Zealand,  Australia,  Pakistan  or  India.  They 
give  excellent  service  but  their  training  in  the  Registrar  appointment  in  the  hospitals 
of  this  country  is  at  the  expense  of  the  British  taxpayer  and  is  not  necessarily  to 
ffie  ultimate  good  of  the  National  Health  Service.  As  fewer  of  our  own  men  apply 
for  these  Registrar  posts,  the  choice  of  Senior  Registrars,  the  Consultants  of  the 
future  becomes  more  and  more  restricted.  This  is  hound  m the  long  run  to  have a 
detrimental  effect  on  the  standards  of  medical  care  and  attention  available  m the 
hospitals  of  this  country  in  the  future. 

lb)  For  similar  reasons  the  proportion  of  graduates  entering  general  practice, 
having  a two-year  Registrar  experience,  must  also  fall.  It  would  therefore  appear 
probable  that  the  proportion  of  men  entering  general  practice  with  a hospital 
experience  greater  than  the  average  will  show  a progressive  tendency  to  decrease  if 
the  Registrar  “bottle-neck”  is  not  relieved. 
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(2)  In  our  opinion  it  is  imperative  to  improve  the  prospects  for  the  advancement 
of  the  existing  Senior  Registrars. 

The  “bottle-neck”  in  Registrar  appointments  has  to  date  appeared  an  insoluble 
problem.  Endless  negotiations  have  been  in  progress  for  the  last  four  or  five  years 
and  numerous  interviews  have  taken  place  between  the  Ministry  of  Health,  and. 
representatives  of  the  profession,  without  material  benefit. 

There  are,  for  instance,  43  medical  Senior  Registrars  on  the  establishment  in 
Scotland  at  the  present  time  and  12  possible  Consultant  vacancies  in  .the  next  five 
years.  The  disproportion  between  these  two  hospital  grades  applies  not  merely  to 
general  medicine  but  to  all  branches.  We  understand  that  .there  are,  for  instance, 
at  present  in  Scotland  250  Senior  Registrars  and  897  Consultants  employed  in  the 
hospital  service.  I wish  to  direct  the  attention  of  the  Royal  Commission  to  title 
article  which  appeared  recently  in  the  British  Medical  Journal  (December  14,  195V, 
p.  1426)  entitled  “Promotion  Prospects  for  Senior  Registrars  in  Scotland”  by  Dr. 
Hamish  Watson. 

To  rectify  this  situation,  we  believe  that  the  number  of  Consultant  posts  in  general 
medicine,  surgery  and  obstetrics  in  the  peripheral  hospitals  should  be  increased.  At 
the  same  time  we  believe  that  the  Senior  Registrar  appointments  in  the  periphery 
should  be  abolished  and  the  Registrar  appointments  in  the  periphery  considerably 
reduced  in  numbers.  By  replacing  the  Senior  Registrar  establishment  in  the  non- 
teaching hospitals  by  Consultants,  a great  reduction  in  the  “ bottle-neck  ” could  be 
achieved  at  one  stroke.  In  Scotland  there  is  ample  room  for  more  Consultants  in 
the  periphery,  many  of  the  existing  Consultants  being  grossly  overworked.  In  our 
view.  Senior  Registrars  in  the  three  major  subjects— general  medicine,  surgery  and 
obstetrics — should  be  confined  to  the  teaching  hospitals. 

The  abolition  of  the  Senior  Registrar  appointments  and  the  reduction  of  the 
Registrar  appointments  in  the  non-teaching  hospitals  would  have  certain 
consequences : — 

(a)  A possible  saving  of  money  to  the  Regional  Boards,  counterbalanced  to  some 
extent  by  the  burden  of  additional  Consultants  in  the  periphery. 

[b)  A greater  responsibility  might  be  imposed  on  the  Junior  hospital  staff,  so 
much  so  that  we  feel  that  as  far  as  possible  the  most  junior  ranks  in  the  hospital 
service  should  be  strengthened  by  the  employment  of  Senior  House  Officers  in  the 
non-teaching  hospitals,  that  is,  one  who  has  already  had  a'  year’s  experience  as  a 
House  Officer.  To  do  this  successfully  implies  that  the  post  of  Senior  House  Officer 
at  present  available  in  certain  charges  of  the  teaching  hospitals  should  be  abolished 
and  made  only  available  in  the  non-teaching  hospitals.  Thus,  the  junior  staff  in 
the  peripheral  hospitals  would  as  far  as  possible  be  more  experienced,  hence 
compensating  to  some  extent  for  the  reduction  which  we  propose  in  the  Registrar 
establishment. 

(c)  The  re-distribution  of  the  Senior  Registrar  and  Registrar  posts  would  result 
in  an  increased  responsibility  for  the  Consultants  in  the  periphery.  The  absence 
of  Senior  Registrars  and  the  reduction  in  the  Registrar  establishment  implies 
that  more  of  the  investigative  work  in  the  wards  would  lie  in  .the  actual  hands 
of  the  Consultant.  He  would  have  more  to  do  but  this  would  be  compensated 
for  by  an  increase  in  the  Consultant  establishment  in  the  non-teaching  hospitals, 
thus  easing  the  burden  and  allowing  for  some  interchange  of  duty  for  night  work 
and  hospital  emergencies. 

{d)  An  important  consequence  of  the  abolition  of  Senior  Registrars  in  the  non- 
teaching hospitals  is  a widening  of  the  scope  for  employment  of  local  general 
practitioners  in  the  hospital  service  at  a Registrar  level.  It  is  our  view  that  in 
the  non-teaching  hospitals  many  men  engaged  in  family  practice  could  give 
valuable  service  in  the  routine  investigation  of  in-patients  and  in  the  supervision 
of  hospital  out-patients.  These  practitioners  might  be  employed  on  a sessional 
basis  for  two  or  three  days  per  week  and  work,  as  the  present  Registrar  works, 
^9  supervision  and  direction  of  the  Consultant.  We  consider  that  a liaison 
of  this  kind  would  be  to  the  mutual  advantage  of  the  general  practitioner  and  of 
the  Consultant  m the  peripheral  hospitals.  In  the  long  run  it  would  tend  to  improve 
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the  standards  of  care  of  the  patient  in  general  practice,  it  would  widen  the  prac- 
titioner’s interest  and  it  would  promote  a closer  contact  between  the  hospital  and 
family  practice.  A sharing  of  experience  on  this  basis  would  be  of  mutual 
advantage. 

In  addition,  we  recommend  to  the  Royal  Commission  a consideration  of  the 
suggestion  that  such  Registrars  as  are  attached  to  peripheral  hospitals  could  with 
advantage  widen  their  experience  by  part-time  duty  in  general  practice.  We  believe 
that  this  interchange  between  the  hospital  service  and  the  family  doctor  would 
do  much  to  break  down  the  barriers  which  exist  at  present  and  would  an  the  long 
run  be  of  mutual  advantage  to  both. 

(3)  To  give  such  Senior  Registrars  as  remain  in  the  service  a greater  sense  of 
security. 

If  Senior  Registrar  appointments  are  confined  to  teaching  hospitals,  as  we 
recommend,  their  total  numbers  would  in  future  bear  a much  closer  relationship 
to  the  number  of  possible  Consultant  vacancies.  It  is  desirable  that  the  Senior 
Registrar,  having  completed  his  four  years  of  training,  should  be  retained  in  the 
service  with  an  adequate  salary  and  yearly  increments  for,  say  seven  years.  There- 
after these  “time  expired”  Registrars  should  remain  in  the  hospital  service  either 
permanently  in  that  grade,  or  until  such  time  as  they  obtain  a consultant  vacancy. 
This  would  do  much  to  dispel  their  sense  of  insecurity  and  at  the  same  time  retain 
adequately  trained  men  for  the  benefit  of  the  hospital  service. 

(4)  We  wish  to  emphasise  that  these  recommendations  are  not  necessarily  intended 
to  apply  to  the  hospital  service  in  England. 

Conditions  of  practice,  general  and  hospital,  are  different  in  the  two  countries. 
This  has  already  been  recognised  in  the  NH.S.,  one  Act  applying  to  England 
and  the  other  Act,  with  its  special  provisions,  to  Scotland.  The  hospital  service 
in  the  areas  of  dense  population,  notably  in  the  Midlands  of  England  and  else- 
where, is  based  to  a much  less  extent  on  the  teaching  hospitals  than  in  Scotland. 
To  deprive  the  English  non-teaching  hospital  of  its  staff  of  medical,  surgical 
and  obstetrical  Registrars  might  well  prove  an  embarrassment  and  be  detrimental 
to  the  service  in  these  localities  as  a whole.  Our  recommendations  are  designed 
for  Scottish  conditions  with  which  we  are  all  fully  familiar. 

In  advocating  the  retention  of  Senior  Registrars  and  Registrars  in  the  Scottish 
teaching  hospitals,  we  also  believe  that  a change  of  name  is  desirable.  The  terms 
“ Senior  Registrar  ” and  “ Registrar  ” are  foreign  to  Scottish  medicine.  They  were 
not  in  use  previous  to  1948.  We  believe  that  these  posts  should  be  designated 
“Senior  Assistant  Physician”  (Senior  Registrar),  “Junior  Assistant  Physician” 
(Registrar),  and  in  addition  the  House  Officer  would  be  better  known  as  “ House 
Physician  ” or  “ House  Surgeon  ”,  as  the  case  may  be.  Our  advocacy  of  this  change 
of  title  has  caused  some  confusion.  To  judge  from  the  oral  evidence  of  the  Joint 
Consultants  Committee  given  on  Wednesday,  18th  December,  1957,  it  would  appear 
that  some  of  the  members  of  the  Royal  Commission,  and  indeed,  some  of  the 
representatives  of  -the  Joint  Consultants  Committee,  did  not  appreciate  that  our 
College  is  not  proposing  a sub-consultant  grade  in  the  hospital  service.  That  point 
cannot  be  too  strongly  emphasised.  We  are  making  what  we  believe  to  be  valuable 
positive  suggestions  for  the  correction  of  the  Registrar  and  Senior  Registrar  problem 
as  it  affects  Scotland  and  we  consider  that  the  recommendations  now  put  before 
the  Commission  will  go  a long  way  to  right  a defect  in  the  service  which  is  likely 
to  grow  worse  with  time  and  which  is  detrimental  to  the  hospital  service  as  a whole. 

A.  RAE  GILCHRIST, 
President, 

Royal  College  of  Physicians, 

17th  March,  1958.  /C'T:  , Edinburgh. 
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PART  I 


AUTHORITY  OF  THE  BRITISH  DENTAL  ASSOCIATION 
History  and  Membership 

1.  The  British  Dental  Association  was  founded  in  1880,  in  which  ^year  the 
membership  list  contained  252  names.  By  the  time  of  the  Association’s  Jubilee 
in  1930  it  exceeded  4,000,  and  by  1949  it  had  risen  to  7,700.  In  November  1949 
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the  Association  amalgamated  with  the  Incorporated  Dental  Society  and  the public 
Dental  Service  Association  and  the  current  membership  is  11,000.  ihe  Demists 
Register  comains  the  nam«  o“he  Association, 

300  or  400  are  not  stiff  actively 

following  their  profession. 

, Th.  Association’s  membership  is  open  to  all  registered  dentists  after  election 
bvthe  Council  of  the  Association,  on  the  recommendation  of  three  existing  members. 
It  majority  of  dentes  providing  genial  dental  services  under 

the  National  Health  Service  and  dentists  practising  on  their  own  account  outside 
the  Health  Service ; health  centre  dental  officers  ; hospital  dental  officers ; local 
authority  dental  officers;  deirtal  officers  in  the  Armed  Forces,  and  university 
professors  and  teachers  of  dentistry. 

3 It  is  also  relevant  that  the  Association’s  largest  Standing  Committee  (the 
General  Dental  Services  Committee),  which  has  a membership^  of  70,  is  elected™ 
a manner  which  does  not  apply  to  any  other  of  the  Association  s ComimtteM  The 
General  Dental  Services  Committee’s  functions,  as  laid  down  m the  Association  s 
Articles,  are  “to  deal  with  all  matters  affecting  members  of  the i prrfesion  m their 
capacity  as  practitioners  providing  general  dental  services  under  the  Nateonal  Health 
Service  Acts  and  any  Act  amending  or  consolidating  the  same,  and  to  wat^  the 
interests  of  practitioners  in  relation  to  these  Acts.  Six  members  of  the  General  Dental 
Services  Committee  are  elected  by  the  Conference  of  local  Dental  Committees 
which  takes  place  annually,  and  of  the  remainder  half  are  elected  by  individual 
Local  Dental  Committees  or  groups  of  Committees  and  -half  by  the  Associates 
Representative  Board.  Local  Dental  Committees,  it  should  be  explained,  are  bodies 
set  up  under  the  National  Health  Service  Acts  primarily  for  the  purpose  of  helping 
Executive  Councils  to  discharge  their  responsibilities  under  the  Acts,  and  are  not 
nart  of  the  British  Dental  Association  machinery.  Membership  of  the  Association 
is  not  a requirement  of  membership  of  a Local  Dental  Committee  and  it  is,  therefore, 
possible  for  non-members  of  the  Association  to  serve  on  ithe  General  Dental  Services 
Committee,  although  as  has  been  explained  the  vast  majority  of  practising  dentists 
are  in  fact’ Association  members. 


Objects  and  Activities 

4.  The  main  objects  for  which  the  Association  was  established  in  1880  were  “ the 
promotion  of  the  dental  and  allied  sciences  and  the  maintenance  of  the  honour  _ and 
interests  of  the  dental  profession.”  Those  objects  still  constitute  the  Association  s 
chief  “ raison  d’etre,”  and  are  fulfilled  in  many  ways.  > Through  the  Association  s 
Annual  Conference,  'the  British  Dental  Journal  and  the  Library,  and  not  least  through 
frequent  meetings  of  the  Association’s  Branches  and  Sections,  there  is  made  available 
to  members  a fund  of  knowledge  valued  by  all  who  are  anxious  that  their  professional 
learning  and  skill  should  continue  to  develop  after  .they  pass  out  of  dental  school. 
Furthermore,  constant  interchange  of  knowledge  takes  place  between  the  Association 
and  similar  bodies  in  the  Commonwealth  and  _ other  countries,  both  by  direct 
contact  and  through  .the  medium  of  (the  International  Dental  Federation. 

5.  The  Association  are  justifiably  proud  of  their  record  in  .the  promotion  of  dental 
health.  Those  who  were  the  founder  members  of  the  Association  also  played  leading 
roles  in  the  events  leading  up  to  .the  passing  of  the  Dentists  Act  1878,  whereby 
dentistry  first  took  its  place  .amongst  the  learned  professions.  Since  then,  their 
successors  have  been  responsible,  inter  alia,  for  dental  work  during  the  South  African 
war  which  laid  the  foundation  of  -the  Armed  Forces  Dental  Services  as  they  exist 
today,  and  for  activity  within  and  outside  .the  Association  in  the  field  of  child  dental 
health  which  led  to  the  creation  of  the  Local  Authority  dental  services,  and,  in  1954, 
to  the  publication  by  the  Association  of  a memorandum  which  received  considerable 
and  very  favourable  publicity  and  which  had  a circulation  in  Great  Britain,  the 
Commonwealth  and  elsewhere,  of  close  on  3,000  copies.  The  Association’s  con- 
tinuing interest  in  dental  health  is  evidenced  by  the  fact  that  one  of  their  most  active 
Committees  is  the  Dental  Health  Committee  which  has  Sub-Committees  on  Dental 
Health  Education,  Child  Dental  Health,  and  Dental  Research. 
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6.  The  honour  of  the  profession  has  'been  jealously  safe-guarded  by  the  Associa- 
tion. During  the  period  1880  to  1921  the  Association  established  and  maintained  a 
code  of  professional  conduct  for  their  members,  including  the  prohibition  of  advertis- 
ing of  all  descriptions  and  of  canvassing  for  patients.  On  the  setting  up,  under  the 
Dentists  Act  1921,  of  the  Dental  Board  of  the  United  Kingdom,  this  code  of  conduct 
became  obligatory  on  the  entire  profession  and  remains  so  today,  but  it  is  now 
administered  by  the  General  Dental  Council  (which  superseded  the  Dental  Board 
in  1956).  The  Association  still  concern  themselves  with  matters  of  professional 
etiquette,  so  far  as  their  members  are  concerned,  through  their  Membership  and 
Ethics  Committee. 

7.  Much  has  happened,  of  course,  during  the  77  years  since  the  Association  came 
into  being,  and  ever  since  the  introduction  of  the  National  Health  Service  the 
activities  of  the  Association  have  really  been  in  two  broad  divisions.  The  first  of 
these,  the  academic  and  scientific,  has  already  been  dealt  with  in  some  detail ; the 
second  may  be  called  “ the  political,”  on  which  side  the  Association  provide  all 
dentists  with  a service  which  inessential  to  their  professional  life.  There  are  few 
pracititioners  today  who  do  not  spend  some  part  of  their  lives  working  for  the  State, 
whether  in  the  general  dental  services,  in  (the  hospital  service,  or  in  the  employment 
of  local  authorities.  The  pay  and  conditions  of  service  in  every  one  of  these  branches 
of  the  Health  Service  are  determined  by  negotiation  between  the  appropriate 
Ministry  or  representatives  of  local  authorities  on  the  one  hand  and  the  British  Dental 
Association  on  the  other.  There  is  no  other  dental  organisation  in  the  country 
which  is  able  to  perform  this  function  for  the  profession  or  has  a mandate  to  do  so. 
Protection  against  inroads  upon  the  professional  freedom  of  dental  practitioners, 
upon  their  standards  of  living  and  upon  their  conditions  of  service  is  secured  only  as 
a result  of  the  efforts  of  the  British  Dental  Association.  It  may  perhaps  be  pertinent 
to  add  that  earlier  description  of  the  second  main  activity  of  the  Association  as  ■ 
political  is  by  no  means  inappropriate  because  such  activity  has  indeed  been  necessi- ! 
tated  to  a very  large  extent  by  the  steady  encroachment  of  politics  upon  dentistry 
during  the  last  decade,  and  this  is  a matter  of  regret  to  all. 

8.  It  is  hoped  from  what  has  been  said  above  that  the  Association  have  made  it 
abundantly  clear  that  they  alone  have  a title  to  represent  and  speak  for  the  profes- 
sion at  large  and  not  simply  for  members  of  the  dental  profession  engaged  in  a 
particular  sphere  of  activity,  such  as  the  National  Health  Service. 

PART  II 

THE  NATURE  OF  DENTISTRY 
The  Attitude  of  the  Public 

9.  In  their  Memorandum  to  the  McNair  Committee,  the  Association  included  a 
section  which  outlined  what  was  considered  to  be  the  attitude  of  the  public  towards 
dentistry,  and  as  a preliminary  it  is  thought  appropriate  to  quote  paragraph  17  of 
that  Memorandum: 

“ Para  17 — Ignorance  as  to  the  Nature  of  Dentistry.  Until  the  second  decade 
of  the  present  century,  the  general  impression  held  by  the  public  was  that 
the  dentist  was  a man  whose  chief  occupation  was  ‘pulling  teeth’  and  the 
Association  are  convinced  that  even  nowadays  most  people  have  no  idea  of  the 
nature  and  scope  of  the  work  which  a dentist  performs.  Old  notions  die  hard 
and  it  must  be  remembered  that  only  a generation  ago  advertisements  of  ‘ pain- 
less extractions  ’ were  common,  not  only  in  newspapers  but  also  on  house  and 
shop  fronts : furthermore,  within  living  memory  demonstrations  of  ‘ painless 
dentistry  ’ were  given  in  market  squares  by  itinerant  ‘ dentists  ’ with  an  accom- 
panying band  to  submerge  the  effects  of  their  activities.  It  is  not  surprising 
that  past  generations  of  the  public  were  almost  completely  ignorant  of  any 
other  aspect  of  dentistry  and  there  is  no  doubt  that  their  memories  and  recol- 
lections have  been  passed  on  to  their  children  and  grandchildren.  These  old 
stories  bear  no  relationship  whatever  to  modern  dentistry  but  it_  is  likely  to  be 
many  years  before  the  unfortunate  effects  of  these  tales  are  entirely  eradicated 
from  the  public  mind.” 
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10.  What  is  said  in  the  quoted  paragraph  scarcely  needs  embellishment .but  it is 
also  desirable  to  make  passing  reference  to  what  is  said  in  paragraph  18  ot  the 
Memorandum  to  the  McNair  Committee.  It  is  there  pointed  out  that  because  of 
general  ignorance  regarding  dentistry  many  children  are  taken  to  the  dentist  only 
when  they  are  in  pain  and  that  in  consequence  they  associate  dentistry  with  an 
unpleasant  experience.  Attention  is  also  drawn  to  the  fact  that  memories  of  school 
clinics  or  private  surgeries  which  were  dismal  and  depressing  must  likewise  have  a 
subconscious  effect  on  the  attitude  towards  dentistry  of  some  members  of  the  public. 
Finally,  mention  is  made  of  psychological  reasons  for  public  antipathy  towards 
dentistry  the  pursuit  of  which  profession,  as  will  be  shown,  calls  for  the  possession 
of  mental  and  physical  attributes  of  the  highest  quality. 

11.  Nothing  can  be  farther  from  the  truth  than  the  impression  that  the  chief 
occupation  of  a dentist  is  the  extraction  of  teeth.  It  is  certainly  true  that,  until 
public  enlightenment  as  to  the  value  of  oral  health  has  grown  immeasurably,  there 
is  likely  to  be  such  a lack  of  dental  care  as  to  make  it  inevitable  that  many  members 
of  the  profession  will  be  called  upon  to  relieve  pain  and  prevent  the  spread  of  decay 
by  the  removal  of  carious  teeth,  but  the  Report  of  the  Ministry  of  Health  for  1955 
makes  it  clear  that  there  has  been  a steady  increase  in  the  amount  of  conservative 
treatment  under  the  National  Health  Service  in  recent  years.  This  circumstance 
is  doubly  encouraging  from  the  profession’s  viewpoint  in  that  it  gives  ground  for 
their  hoping  to  exercise  to  an  even  greater  extent  the  manipulative  skill,  artistic 
expression,  and  scientific  application  in  the  prevention  of  dental  disease  which  they 
acquired  during  their  lengthy  and  expensive  period  of  training,  and  it  also  indicates 
a definite  though  gradual  inculcation  in  the  public  mind  of  dental  health  principles. 


The  Scope  of  Dentistry 

12.  The  many  facets  of  dentistry  can  scarcely  be  appreciated  by  those  who  are 
not  associated  in  some  way  with  the  profession  and  it  may  be  helpful  to  recapitulate 
the  remarks  contained  in  paragraph  45  of  the  Association’s  Memorandum  to  the 
McNair  Committee,  the  purpose  of  which  was  to  endeavour  to  remove  false 
impressions  regarding  limitation  of  scope : 

“ Para.  45— The  development  of  consultant  and  specialist  services  is  a feature 
of  modern  dentistry  and  the  whole  profession  plays  an  important  role  in 
safeguarding  the  health  of  the  people.  Dentistry  embraces  diagnosis  of  disease 
of  the  teeth,  gums,  mouth  and  surrounding  tissues  and  the  recognition  of 
oral  manifestations  of  general  disease.  Radiographs  and  pathological  labora- 
tory reports  aid  in  diagnosis.  Orthodontics,  which  has  for  its  object  the 
prevention  and  correction  of  irregularities  of  the  teeth,  is  the  study  of  growth 
and  development  and  presents  biological  problems  which  are  solved  in  part 
by  the  use  of  mechanical  appliances. 

Conservative  dentistry  deals  with  operations  on  the  teeth  to  restore  aesthetic- 
ally and  biologically  their  form  and  function. 

Periodontology,  the  science  relating  to  the  supporting  tissues  of  the  teeth, 
is  equally  important  in  preserving  the  teeth  and  maintaining  them  in  health. 

Oral  surgery  implies  operations  on  the  teeth,  bones  and  soft  tissues  of  the 
mouth  and  includes  extractions  and  excision  of  misplaced  and  deeply  buried 
teeth  and  cysts.  Dentistry  has  also  a prominent  part  to  play  in  maxillo-facial 
surgery.  Prosthetic  dentistry  is  the  science  and  art  of  providing  substitutes 
for  lost  tissues  and  teeth.  It  includes  the  provision  of  bridges  and  dentures 
and  of  appliances  necessary  in  cases  of  cleft  palate  or  following  major  surgical 
operation  on  the  face  and  jaws.  /Esthetic  considerations  play  an  important 
part  from  the  point  Of  view  of  the  patient  and  it  is  often  necessary  to  build 
dentures  which  will  restore  the  .contours  of  the  face.  All  this . requires  an 
adequate  knowledge  of  the  basic  sciences  and  of  numerous  materials  and  drugs 
coupled  with  a wide  experience  in  the  administration  of  local  and  general 
anaesthetics.” 

Relationship  of  Dental  Health  to  General  Health 

13.  It  will  be  gathered  from  what  has  been  said  above  that  the  modern  dentist, 
while  primarily  required  to  be  a skilled  surgeon,  has  also  to  be  a craftsman  and 
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an  artist,  whose  work  is  of  inestimable  value  in  the  preservation  of  oral  health 
and  thus  the  maintenance  of  general  health.  This  last  question  was  one  into 
which  the  Teviot  Committee  went  in  great  detail,  their  views  being  set  out  in 
para.  65  of  their  Interim  Report.  Repetition  of  all  that  the  Teviot  Committee  said 
would  be  pointless,  but  the  following  two  sentences  are  quoted  as  being  of  special 
significance : 

“ ...  it  suffices  to  say  that  dental  neglect  is  responsible  directly,  or  indirectly, 
by  lowering  body  resistance,  for  much  avoidable  suffering  and  ill-health.” 

. A diseased  mouth  may  offer  a portal  of  entry  to  infection  and  by 
preventing  response  to  treatment  prolong  incapacity.” 

It  may  be  added  that  in  their  own  evidence  to  the  Teviot  Committee  the  Asso- 
ciation quoted  extracts  from  a memorandum  which  they  had  earlier  submitted 
to  the  Interdepartmental  Committee  on  Social  Insurance  and  Allied  Services  (the 
Beveridge  Committee)  and  in  further  emphasis  of  the  relationship  of  dental  health 
to  general  health  the  largest  of  those  extracts  (Para.  5 of  the  memorandum)  is 
set  out  below : 

“The  Departmental  Committee  on  Sickness  Benefit  Claims  stated  that  ‘in  a 
very  large  group  of  cases  on  which  benefit  was  paid  no  permanent  cure  was 
possible  until  the  teeth  had  been  attended  to.’  One  of  the  largest  Approved 
Societies,  the  Prudential,  stated  that  ‘neglect  of  teeth  troubles  was  the  cause 
of  quite  half  the  ill-health  found  among  the  industrial  classes,  of  which  a large 
majority  occurred  in  young  women.’  The  Industrial  Federation  of  Women 
Workers  attributed  many  claims  to  the  absence  of  any  provision  for  dental 
treatment.  The  experience  of  Insurance  Committees  under  the  National 
Health  Insurance  Acts  indicated  that  anaemia,  gastric  troubles,  debility,  tonsilitis, 
neurasthenia  and  rheumatism  were  attributable  to  or  aggravated  by  defective 
teeth.  A Chief  Medical  Officer  to  (the  Board  of  Education,  Sir  George 
Newman,  has  stated  that  ‘ the  gravamen  of  dental  affections  is  its  secondary 
results.’  He  suggests  that  ‘ toxic  neurasthenia  might  result  in  the  child  and  the 
adult,  joint  affections,  anasmias,  gastric  intestinal  effects,  the  more  remote  skin, 
eye  and  nervous  conditions.  Many  cases  of  adolescent  dyspepsia  ’ he  con- 
sidered, ‘ might  be  attributed  to  loss  of  teeth  in  childhood.’  Loss  of  manpower 
to  the  State  due  to  dental  diseases  was  recognised  during  the  War  of  1914-18 
and  resulted  in  the  creation  of  the  Dental  Branches  of  the  Royal  Navy,  the 
Army  and  the  Royal  Air  Force.  During  the  present  War  those  Services  have 
been  expanded  very  greatly.” 

Value  of  Dentistry  to  the  Community 

14.  The  McNair  Committee  also  “felt  it  necessary  to  ask  what  contribution 
dentistry  makes  to  the  Nation’s  health  and  well-being  ” because  they  saw  that  “ if 
dentistry  is  an  essential,  expenditure  of  man-power  and  money  upon  it  needs  no 
further  justification.”  The  McNair  Committee  answered  their  own  question  with 
the  words  “ we  have  no  doubt  that  in  a civilised  community  an  effective  dental 
service  is  an  essential  . . . we  are  completely  convinced  of  the  value  to  the  community 
of  good  dentistry  available  to  all.” 


Contribution  of  Dentistry  to  the  National  Economy 

15.  It  is  difficult  to  evaluate  exactly  the  contribution  of  dentistry  to  the  national 
economy.  Dental  disease  is  the  most  common  affliction  from  which  mankind 
suffers,  and  it  is  clear  that  the  number  of  man-hours  lost  to  industry,  directly  or 
indirectly  due  to  dental  disease,  would  reach  an  astronomical  figure  each  year  were 
it  not  for  the  skill  and  care  of  the  dental  profession  in  the  treatment  of  their 
patients.  It  can  therefore  justly  be  stated  that  a dentist  does  make  a very  real 
contribution  towards  national  productivity  inasmuch  as  he  helps  to  maintain  the 
health  and  fitness  of  the  working  population  and  of  the  children  as  the  next 
generation  of  workers. 
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21.  The  Association’s  views  as  to  steps  wihich  should  be  taken  to  ^eviate  the 
situation  were  contained  in  paragraph  60  of  the  Memorandum  which  likewise  is  now 
reproduced:  . - A 

"Para.  60— Financial  aid  available  to  intending  dental  students  is  afforded 
under  the  same  arrangements  as  those  which  ,fwai?s  “1  ?”aental 

students  generally.  The  suggestion  may  be  made  that  benefits  open  to  dental 
students  should  be  increased,  hut  this  idea  has  been  rejected 
as  being  undesirable  in  principle.  It  is  considered,  however,  that  there  should 
be  uniformity  in  the  dispensation  of  awards  and  grants  by  local  authorities  so 
that  wherever  young  men  and  women  may  happen  to  hve  they  have  equal 
opportunities  of  attaining  their  ambition  of  training  for  a profession.  It  H,  <m 
course,  implicit  in  this  suggestion  that  the  standard  to  which  all  authorities 
should  conform  should  be  that  now  adopted  by  the  more  generous  authorities. 
Furthermore,  local  authorities  should  lbe  reminded  that  the  length  of  training 
for  one  profession  as  compared  with  that  for  another  should  not  be  a determining 
factor  in  deciding  whether  or  not  to  make  an  award  to  a particular  student. 
The  Association  also  take  the  view  that  the  range  of  maintenance  grants  should 
be  extended  in  order  to  minimise  the  possibility  of  children  of  parents  with, 
comparatively  large  1 scale  incomes  ’ ‘being  deprived  of . the  opportunity  to 
train  for  dentistry  because  of  the  heavy  financial  contributions  which,  their 
parents  would  have  to  make  towards  the  cost  of  their  training  and  maintenance, 
which  contributions  would  not  rank  for  tax  relief.” 


The  University  Grants  Committee 

22.  It  is  obvious  that  the  Association’s  views  on  this  question  of  financial  assistance 
to  students  had  a favourable  reception  by  the  McNair  Committee  because  Appendix 
VII  on  pages  54  to  59  of  the  Report  of  the  McNair  Committee  is  devoted  entirely 
to  this  particular  subject  and  the  solution  to  present  difficulties  advocated  by  the 
McNair  Committee  is  very  much  in  accord  with  what  the  Association  had  .to  say 
in  their  document.  There  is  one  further  .point  of  some  importance  which  has  a 
bearing  on  this  matter,  namely,  the  advocacy  by  the  McNair  Committee  in  tihe 
penultimate  paragraph  of  Appendix  VLU  of  their  Report  of  “ a further  earmarked, 
grant  by  the  University  Grants  Committee  ” in  order  to  “ fertilise  the  young  plant 
and  encourage  the  growth  of  a somewhat  stunted  tree.”  This  forthright  comment 
and  most  apt  analogy  were  clearly  prompted  fey  the  knowledge  that  discontinuation 
by  the  University  Grants  Committee  of  the  practice  of  making  to  universities  a 
grant  earmarked  for  dental  purposes,  had  produced  the  situation  that  admission  or 
rejection  of  would-be  students  is  being  governed  even  more  by  the  extent  and 
method  of  utilisation  of  the  financial  resources  of  the  Universities  than  by  the 
ability  of  the  parents  of  applicants  for  entry  to  meet  the  (financial  burdens  likely  to 
be  imposed  upon  them. 

Inability  of  Dental  Students  to  Earn  During  Years  of  Training 

23.  There  is  one  side  issue  of  dental  training  which  is  by  no  means  unimportant. 
Dentistry  is  not  a career  for  which  study  can  be  undertaken  on  a spare-time  or 
part-time  basis  as  is  possible  in  the  case  ,of  other  professions,  e.g.  the  legal  profession 
(solicitors),  accountancy,  engineering,  and  architecture.  Dental  students,  like  medical 
students,  have  of  necessity  to  undertake  full-time  study  and  Ithe  cost  thereof  is 
inevitably  high.  Sufficient  reference  has  already  been  made  to  the  question  of 
expense  and  the  object  of  this  paragraph  is  simply  ito  highlight  the  fact  that  dental 
students,  unlike  their  fellows  training  for  some  other  professions,  have  to  wait  until 
ffieir  long  period  of  education  has  ended  and  they  have  passed  examinations  of  a 
justifiably  high  standard  before  they  can  earn  their  own  living.  Furthermore,  owing 
to  the  nature  of  their  studies  they  are  unable,  except  in  the  very  early  days  of 
training,  to  take  up  employment  during  vacation  periods. 

Educational  Requirements 

24.  Having  dealt  in  some  detail  with  the  financial  problems  >of  dental  students,  it 
is  now  appropriate  to  consider  precisely  what  a student  has  to  face  before  he  can 
become  a dentist:  it  can  be  said  here  that  references  in  this  Memorandum  to  .the 
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male  can  be  taken  as  applying  equally  to  .the  female  because  the  Association  recognise 
that  dentistry  is  a very  suitable  career  for  women,  who  in  the  past  have  received  too 
little  encouragement  to  train  for  the  profession. 

25.  It  is  the  Association’s  aim  to  demonstrate  that  in  order  to  become  mentally 
and  physically  equipped  to  perform  the  skilled  and  responsible  work  of  which 
examples  are  given  in  the  preceding  Part,  educational  requirements  of  a high  standard 
have  to  be  fulfilled  initially  and  a long  and  costly  period  of  study  and  training  has 
to  be  undertaken. 

26.  Every  student  seeking  admission  to  the  dental  curriculum  must  first  have 
passed : 

(a)  A recognised  preliminary  examination  in  General  Education,  equivalent  to 

an  Entrance  Examination  of  a University  in  the  British  Isles  ; e.g.  the 
General  Certificate  of  Education  at  the  'appropriate  standard  or  some  other 
examination  accepted  for  this  purpose  by  such  a university  or  other  licensing 
corporation  ; 

(b)  An  examination  or  examinations,  conducted  or  recognised  by  the  licensing 
corporation  concerned  in  the  subjects  of  Physics,  Chemistry  (physical, 
inorganic,  and  organic),  and  Biology. 

There  is  some  variation  in  the  general  educational  requirements  of  the  dental 
schools  but  the  basic  educational  standards  for  all  entrants  into  the  University  of 
London,  which  are  given  below,  .give  an  excellent  idea  of  what  is  expected  of 
candidates  : 

The  candidate  must  have  obtained  in  the  General  Certificate  of  Education 
EITHER 

(a)  a pass  in  six  subjects  which  include: 

(i)  English  language. 

(ii)  A language  other  than  English. 

(iii)  Mathematics  or  an  approved  science. 

Not  less  than  two  of  the  six  subjects  must  be  passed  at  the  advanced  level. 

The  requirements  set  out  here  may  be  fulfilled  at  more  than  one  sitting  of  the 
examination. 

OR 

( b ) a pass  in  five  subjects  which  include: 

(i)  English  language. 

(ii)  A language  other  than  English. 

(iii)  .Mathematics  or  an  approved  science. 

At  least  three  of  the  subjects  must  be  passed  at  the  same  sitting  of  the 
examination,  and  at  least  two  of  these  three  at  the  advanced  level. 

Anyone  entering  the  University  of  London  to  study  dentistry  must,  in 
addition  to  these  basic  educational  requirements,  have  obtained  passes  in  the 
General  Certificate  of  Education,  at  least  at  the  Ordinary  Level,  in  Chemistry 
and  Physics  as  separate  subjects. 

The  Dental  Curriculum 

27.  Having  successfully  cleared  this  preliminary  hurdle  and  secured  admittance 
to  a dental  school  the  student  then  embarks  on  a course  of  study  for  a licence  or 
degree  in  dental  surgery  extending  over  a period  from  four  and  a half  years  to 
six  years.  The  time  varies  according  to  the  particular  course  taken  and  is  also 
affected  .by  whether  or  not  the  preliminary  science  subjects  (chemistry,  physics, 
botany,  biology  or  zoology)  are  being  taken  at  the  university  : exemption  from  the 
first  year  of  .the  course  is  generally  given  by  universities  if  .a  student  has  successfully 
taken  the  preliminary  science  subjects  at  advanced  level  in  the  General  Certificate 
of  Education  examination.  There  is  some  variation  between  one  -university  and 
another  ; as  an  example,  London  University  grant  exemption  from  the  first  year  of  the 
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non-participation  in  the  main  5® 

the  ‘licentiates.  That  is  ^n  ade?Jaat  . £ded  ill-health,  against  only  7 per 
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toXdon  of  the  National  Health  Service,  is  taking  its  toll. 

If  any  statistics  relating 
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Mortality 

35  The  mortality  rate  of  dentists  is  another  matter  and  on  tins  subject  corre- 
spondence  has  taken  place  with  the  Registrar-General.  It  is  understood  that  tas 
Department  are  in  process  of  compiling  an  analysis,  according  to  occupation,  of  the 
Ss  rSstered  during  the  five  years  1949-53.  When  the  volume  is  published 
copies  will  be  obtainable  from  H.M.  Stationery  Office  in  the  usual  way  but  as  six 
months  at  least  are  likely  to  elapse  before  publication  takes  place  the  Registrar- 
General  has  been  asked  if  an  advance  extract  for  the  assistance  of  the  Royal 
Commission  and  the  Association  can  be  provided.  The  answer  unfortunately  has 
been  that  many  requests  for  advance  information  have  already  been  received  from 
other  organisations  and  that  if  .these  were  to  be  complied  with  the  preparation  of 
the  volume  as  a whole  would  be  seriously  interrupted.  In  toe  circumstances  the 
Registrar-General  has  decided  against  release  in  advance  of  general  publication 
of  Information  which  will  be  contained  in  the  analysis. 


36  This  is  singularly  unfortunate  as  it  is  understood  that  the  volume  will  contain 
figures  which  will  enable  comparison  to  be  made  between  the  mortality  rates  of 
dentists  by  ten-year  age  groups  from  25  up  to  65,  with  the  mortality  rates  of  any 
other  profession.  It  will  also  contain  information  about  causes  of  death,  showing 
the  numbers  of  deaths  confirmed  and  expected  for  the  age  groups  25  to  65  as  a 
whole.  In  the  absence  of  comparatively  up-to-date  information,  which  may  of 
course  be  available  before  the  Commission  finish  their  deliberations,  toe  Associa- 
tion can  only  draw  attention  to  toe  Registrar-General’s  Decennial  Supplement 
for  England  and  Wales,  based  on  the  1931  Census,  Part  IIA,  Occupational  mortality, 
from  Table  6A  of  which  the  following  information  has  been  abstracted: 


Ratio  of  Death-rates  of  Male  Dentists  (1930-1932)  to  that  of  All 
Males  Taken  as  100  All  Causes 


Profession 

Age 

45  to  55 

Age 

55  to  65 

Dental  practitioners  

112 

101 

Medical  practitioners 

108 

111 

Judges,  barristers  and  solicitors  ... 

95 

104 

Architects 

94 

92 

Professional  Engineers  

84 

97 

Accountants 

76 

98 

Teachers  

61 

75 

Higher  Civil  Servants  

59 

84 

Clergymen 

51 

76 

All  professional  men  

88 

95 
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37.  It  will  be  noted  that  two  age  groups  only  have  been  covered,  although,  of 
course,  the  detailed  information  in  the  Decennial  Supplement  covers  younger  age 
groups  as  well.  The  reason  why  the  two  groups  (45-55  and  55-65)  have  been  singled 
out  is  that  the  figures  relating  to  those  groups,  and  in  particular  to  the  first  group, 
indicate  that  dentists  have  the  highest  mortality  rate  amongst  professional  men  at 
an  age  when  professionally  they  should  be  in  their  prime.  It  is  appreciated,  of 
course,  that  the  statistics  are  over  twenty  years  out  of  date  but  they  relate  to 
a period  during  which  the  dental  health  consciousness  of  the  population  had  yet 
to  be  awakened  to  the  extent  to  which  it  undoubtedly  has  since  the  war  and  in 
particular  since  the  inception  of  the  National  Health  Service. 

38.  The  1951  Census  statistics  which  are  so  far  available  do  yield  one  item  of 
information  which  is  enlightening,  viz.  that  the  mortality  rates  for  all  professional 
men  in  the  age  groups  45-55  and  55-65  were  respectively  98  and  99.  These 
figures  show  marked  increases  on  those  based  on  the  1931  Census  which  are  given 
at  the  foot  of  the  table  in  paragraph  36.  To  what  causes  these  increases  in  the 
mortality  rates  for  all  professional  men  may  be  attributed  is  not  known:  possibly 
the  higher  tempo  of  life  since  the  Second  World  War  is  a major  factor.  Be  that 
as  it  may,  there  is  no  doubt  that  since  the  inception  of  the  National  Health  Service 
there  have  been  increased  calls  upon  the  time  and  energy  of  members  of  the 
dental  profession,  and  when  regard  is  had  to  the  arduous  nature  and  the  strain 
of  dentistry  ( see  paragraphs  32  and  33)  there  is  every  justification  for  the  assump- 
tion that  the  full  1951  mortality  statistics  which  will  eventually  be  published  by 
the  Registrar- General,  will  show  that  mortality  rates  for  dentists  did  not  merely 
rise  between  1931  and  1951  but  indeed  increased  disproportionately  to  the  mortality 
rates  for  all  professional  men.  If,  as  seems  highly  probable,  the  disparity  in 
mortality  rates  which  was  already  marked  in  1931  is  shown  to  have  widened,  and 
dentists  remain  at  the  top  of  a table  which  certainly  no  profession  wishes  to  head, 
the  conclusion  to  be  drawn  from  that  circumstance  is  inescapable:  the  views  of 
the  Spens  and  Teviot  Committees  as  to  the  toll  exacted  by  dentistry  on  those 
who  practise  it  will  have  been  proved  to  the  hilt. 

39.  A more  detailed  examination  of  the  1931  Decennial  Supplement  shows  that 
dentists  returned  an  excess  of  mortality  from  heart  diseases  other  than  valvular 
(25  per  cent  above  the  standard)  and  from  suicide  (78  per  cent  above  the  standard). 
What  will  be  shown  in  the  volume  now  in  process  of  preparation  by  the  Registrar- 
General  cannot  be  predicted,  but  one  thing  which  can  unfortunately  be  said  with 
certainty  is  that  heart  trouble  in  one  form  or  another  has  been  the  cause  of 
death  of  a considerable  number  of  dentists  in  recent  years. 

40.  Clearly,  what  has  been  said  in  this  section  of  the  Memorandum  must  be 
regarded  as  conjecture  until  such  time  as  comparatively  recent  statistics  are  avail- 
able for  examination,  but  the  Association  will  be  very  surprised  indeed  if  those 
statistics  tend  to  disprove  the  statements  and  contentions  which  have  been  made. 


PART  V 

SHORTAGE  OF  DENTAL  MAN-POWER 
The  McNair  Report 

41  It  is  known  that  the  members  of  the  Royal  Commission  will  have  studied 
the  Report  of  the  McNair  Committee,  which  Committee,  in  arriving  at  their 
conclusions,  took  into  consideration  information  obtained  from  a host  of  sources 
and  also  paid  particular  attention  to  the  interim  and  final  Reports  of  their  prede- 
cessors. the  Teviot  Committee.  There  will,  therefore,  be  no  object  m the  Asso- 
ciation categorising  the  reasons  which  led  the  McNair  Committee  to  confirm 
emphatically  that  there  is  indeed  a shortage  of  dentists  which  is  likely  to  be 
accentuated  within  the  next  few  years.  What  is  desirable,  however,  is  to  draw 
attention  to  certain  aspects  of  the  McNair  Report  and  certain  points  mentioned 
in  the  document  which,  in  the.  Association’s  view,  have  a direct  bearing  on  the 
remuneration  question. 
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Committee  refer  to  the  bad  press  received  by  the  profession  and  say  that  much 
publicity  has  been  given  to  the  apparently  very  high  remuneration  of  some  dentists 
in  the  early  days  of  the  National  Health  Service  with  the  suggestion  that  these 
earnings  were  out  of  all  proportion  to  their  deserts  and  were  at  .the  public  expense.' 
After  mentioning  other  matters  which  were  given  unwarranted  prominence  in 
the  Press  the  McNair  Committee  go  on  to  say  “we  agree  that  the  profession 
appear  to  have  been  harshly  treated  by  the  Press  and  unjustly  and  we  cannot 
help  feeling  that  had  the  true  facts  been  made  more  readily  available  to  the  public 
in  a proper  form  at  the  right  time,  much  of  this  adverse  publicity  might  have  been 
avoided  or  countered.” 

Attitude  of  the  Dental  Profession : Influenced  by  Sense  of  Insecurity 

48.  In  paragraph  68  the  McNair  Committee,  harking  back  to  their  earlier  refer- 
ences in  paragraphs  30  and  60  to  the  attitude  of  dentists  themselves  as  a factor 
in  recruitment  said  that  they  received  a good  deal  of  evidence  showing  that  one 
cause  of  the  present  discontent  in  the  dental  profession  is  a feeling  of  uncertainty 
as  to  their  financial  future  which  has  resulted  from  three  reductions  made  in  the 
remuneration  of  dentists  working  in  the  National  Health  Service  since  its  nitro- 
duction  in  1948.”  The  next  sentence  in  this  paragraph  is  particularly  significant 
bearing  in  mind  not  only  the  context  from  which  it  is  taken  but  also  the  claim  by 
the  Association,  which,  together  with  that  submitted  on  behalf  of  the  medical 
profession,  was  the  primary  cause  of  the  establishment  of  .the  Royal  Commission. 
The  sentence  reads  “This  effect  has  been  accentuated  by  the  fact  that  these 
reductions  have  occurred  at  a time  when  the  value  of  money  has  ‘been  steadily 
declining  and  almost  every  citizen  has  experienced  difficulty  in  the  adjustment  ol 
his  personal  budget.”  The  paragraph  concludes  with  an  expression  of  opinion  that 
“a  feeling  of  financial  uncertainty  as  to  the  future  is  a factor  which  cannot  be 
ignored  when  seeking  to  enlist  the  full  co-operation  of  a profession  in  a national 
effort  to  bring  about  a substantial  increase  in  its  numbers.” 

Man-power  Requirements 

49.  The  McNair  Committee  was  set  up,  of  course,  for  the  specific  purpose  of 
enquiring  into  the  reasons  for  the  lack  of  candidates  of  suitable  calibre  for  training 
as  dentists  and  indicating  possible  directions  in  which  remedies  might  be  sought. 
To  a considerable  extent  the  work  the  McNair  Committee  were  called  upon  to- 
perform  was  akin  to  that  of  the  Teviot  Committee,  who  had,  however,  a much 
wider  remit.  The  Teviot  Committee  did  make  specific  recommendations  as  to  the 
desirable  intake  of  newly  qualified  dentists  per  annum,  and  the  figure  they  suggested 
was  900.  The  term  “newly  qualified  dentist,”  however,  is  somewhat  misleading 
because  what  the  Teviot  Committee  really  had  in  mind  was  that  the  professional 
intake  each  year  should  be  800,  allowance  being  made  for  failure  to  qualify  by 
about  100  students  per  annum.  The  McNair  Committee’s  target  is  somewhat  higher, 
as  they  advocate  an  increase  from  650  to  1,000  of  the  total  number  of  places  in  the 
dental  schools  for  first-year  students.  They  visualise  that  if  and  when  their 
recommendations  in  this  respect  are  implemented,  an  effective  addition  to  the 
practising  strength  of  the  profession  in  Great  Britain  of  rather  more  than  800  dentists 
annually  will  be  produced.  In  arriving  at  this  estimate  the  McNair  Committee,  like 
the  Teviot  Committee,  allow  for  a wastage  of  probably  100  students  each  year,  and 
they  also  allow  for  the  continued  admission  of  foreign  students. 


50.  So  far  as  the  recruitment  position  is  concerned,  the  following  table,  taken  from 
the  Kelsall  Report,  is  illuminating : 


Academic  Year 
1955-56 

Male 

Female 

Both 

Home 

Overseas 

Home 

Overseas 

Home 

Overseas 

Admitted  

452 

77 

95 

7 

547 

84 

Not  admitted 

263 

76 

53 

9 

316 

85 

Total  

715 

153 

148 

16 

863 

169 
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From  the  above  table  two  facts  emerge : firstly,  even  if  all  the  “ home  ” candidates 
had  been  acceptable  as  students  and  places  had  been  available  for  them,  the 
number  of  admissions  would  still  have  fallen  very  substantially  short  of  the 
McNair  Committee  target  of  1,000,  and  secondly,  disregarding  “overseas” 
admissions,  the  number  of  candidates  actually  accepted  was  little  more  than  half 
the  essential  optimum.  There  can  therefore  be  no  question  that  it  is  necessary  to 
encourage,  and  continue  encouraging,  recruitment  to  the  dental  profession  by 
every  possible  means,  and  further  that  it  is  of  paramount  importance  that 
additional  accommodation  for  dental  students,  as  advocated  by  the  McNair 
Committee,  be  provided  at  the  earliest  possible  moment. 

Quantity  and  Quality  of  Newly  Qualified  Dentists 

51.  The  Commission  have  enquired  as  to  the  quantity  and  quality  of  newly 
qualified  dentists.  The  1957  Dentists  Register  shows  that  during  1956  665  names 
were  added  to  the  Register,  i.e.  there  were  665  new  registrations  as  distinct  from 
names  restored,  of  which  there  were  129.  In  consideration  of  these  figures  two 
points  should  be  borne  in  mind:  firstly,  the  new  registrations  included  122 
Commonwealth  dentists,  whose  stay  in  the  United  Kingdom  is  more  likely  than  not 
to  be  of  short  duration,  and,  secondly,  there  were  682  names  removed  from  the 
register  in  1956.  In  connexion  with  the  question  of  quality  difficulty  arises, 
however,  because  the  Association  fail  to  see  what  can  be  regarded  as  being  the 
criterion  for  assessing  quality.  What,  indeed,  is  meant  by  quality?  With  the 
exception  of  a very  small  number  of  foreign  dentists  admitted  to  the  Register, 
newly  registered  practitioners  will  have  passed  University  courses  of  full-time 
study,  which,  as  has  been  explained  previously,  are  of  high  standard,  but  it  is  of 
course  not  known  by  what  margin  above  the  minimum  passmark  each  candidate 
succeeded  in  qualifying.  Further,  any  enquiry  with  the  object  of  eliciting  that 
information  would  not  only  be  fraught  with  difficulty  but  would  also  be  both 
pointless  and  undesirable  because  in  dentistry,  as  in  other  professions  and  occupa- 
tions it  does  not  necessarily  follow  that  the  student  who  passes  his  examinations 
with  flying  colours  will  prove  to  be  superior  in  the  pursuit  of  his  profession  to 
those  who  finished  below  him. 

Wastage  During  Training  and  after  Qualification 

52.  The  remaining  question  on  this  subject  of  man-power  which  the  Royal 
Commission  have  asked  concerns  wastage  during  training  and  in  the  first  few  years 
after  qualification.  So  far  as  wastage  during  training  is  concerned,  this  question 
was  gone  into  by  both  the  Tevio-t  and  McNair  Committees,  who  concluded  that 
approximately  10  per  cent  of  dental  students  would  fail  to  complete  the  course, 
and  this  would  still  seem  to  be  a reasonable  estimate.  Wastage  after  qualification 
is  something  concerning  which  it  is  more  difficult  to  obtain  reliable  information, 
unless  it  be  from  the  General  Dental  Council,  who  may  have  some  record  of  the 
numbers  of  practitioners  who  cease  to  be  registered  within  a few  years  after  the 
first  entry  of  their  names.  It  is  known,  however,  that  the  Canadian  Dental 
Association  receive  enquiries  at  the  rate  of  about  300  per  year  from  British  dentists 
contemplating  emigration  to  and  ultimate  practice  in  Canada.  Furthermore, 
enquiries  relating  to  practice  in  Canada,  the  United  States,  Australia  and  other 
countries  are  frequently  received  at  the  British  Dental  Association  Headquarters. 
This  stale  of  affairs  is  unfortunate  to  say  the  least,  bearing  in  mind  the  dental 
man-power  situation  which,  as  has  been  shown,  is  such  that  the  country  cannot 
afford  to  lose  the  services  of  even  one  man  or  woman.  Finally,  with  regard  to 
newly  qualified  practitioners  whose  birthplace  is  in  the  Commonwealth  or  a 
foreign  country  (and  who  are  understood  to  constitute  some  9 -per  cent  of  the 
present  dental  student  strength),  the  Association  believe  that  almost  all  the 
foreigners  and  most  Commonwealth  dentists  return  to  their  own  countries  within 
a comparatively  short  period  of  qualifying. 

Note.— “ ‘Application  for  admission  to  Universities — Report  of  an  Enquiry  commissioned  by 
the  Committee  of  Vice-Chancellors  and  Principals  of  the  Universities  of  the  United  Kingdom  * by 
R.  K.  Kelsall,  published  June,  1957.” 
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to  the  profession.”  The  remit  was  extended  while  the  Committee  were  still  sitting 
to  cover  the  remuneration  of  dental  specialists  and  consultants:  this  extension 
made  the  Spens  dental  remit  comparable  with  the  remits  of  the  Spens  Medical 
Committee  and  the  Spens  Committee  on  the  Remuneration  of  Consultants  and 
Specialists. 


Money  Values 

60  The  Spens  Dental  Committee  expressed  their  recommendations  in  .terms  of  net 
remuneration  and  of  1939  values  of  money.  They  also  decided,  as  had  the  Spens 
Medical  Committee  previously,  that  they  were  not  qualified  to  form  an  opinion 
on  the  adjustment  of  pre-war  incomes  that  would  be  required  .to  produce  correspond- 
ing incomes  post-war.  They  endorsed  the  views  of  the  Spens  Medical  Committee 
which  were  as  follows : 

“We  leave  to  others  the  problem  of  the  necessary  adjustment  to  present 
conditions,  but  we  would  observe  in  this  connexion  that  such  adjustment  should 
have  direct  regard  not  only  to  estimates  of  the  change  in  the  value,  of  money, 
but  to  the  increases  which  have  in  fact  taken  place  since  1939  in  incomes  of 
other  professions.  In  our  judgment,  it  is  only  if  corresponding  changes  are 
made  in  the  incomes  of  general  practitioners  that  the  recruitment  and  status 
of  their  profession  will  be  maintained  as  against  these  professions.” 


Intended  Parity  in  Medical  and  Dental  Betterment 

61.  In  a letter  dated  June  14,  194S,  written  by  Sir  Will  Spens  to  Miss  (now  Dame) 
Enid  Russell  Smith  of  the  Ministry  of  Health  in  answer  to  a query  on  super- 
annuation which  had  been  raised  by  the  Association,  the  following  statement 
appears : 

“ It  is  clear  that,  in  the  comparison  made  in  the  Dental  Committee’s  Report 
between  the  recommended  net  incomes  in  the  two  Reports  (Medical  and 
Dental)  the  two  sets  of  recommendations  were  regarded  and  treated  as  com- 
parable except  in  so  far  as  attention  was  expressly  drawn  to  certain  minor 
differences.  It  seems  to  me  to  follow  that  the  Dental  Committee’s  Report 
was  made  on  the  assumption  that  both  sets  of  recommendations  would  be 
subject  to  appropriate  and  similar  betterment  to  allow  for  the  difference  between 
1938  and  1948.” 


After  comments  on  another  question  entirely,  the  letter  continues : 

“I  ought  perhaps  to  guard  myself  against  a possible  misunderstanding  of 
what  I have  just  said  as  to  betterment.  I am  clear  that  the  comparison  in 
the  Dental  Committee’s  Report  between  the  recommendations  in  the  two  Reports 
implies  the  assumption  that  the  betterment  factor  in  respect  of  net  incomes 
would  be  similar  in  the  two  cases.  This,  of  course,  is  not  only  consistent 
with  a difference  in  the  betterment  factor  in  regard  to  gross  incomes  but  is 
likely  to  involve  such  a difference.” 

These  comments  by  the  Chairman  of  the  three  Interdepartmental  Committees  on 
the  remuneration  of  doctors  and  dentists  are  of  great  significance  and  will  be 
referred  to  subsequently. 

Recommended  Limitation  of  Dentists’  Working  Hours 

62.  Although  there  were  considerations  affecting  both  the  medical  and  dental 
professions  there  were  also  problems  peculiar  to  dentistry  upon  which  the  Spens 
Committee  commented.  They  said  that  they  were  “ in  no  doubt  that  the  practice 
of  dentistry  is  exceptionally  arduous,  involving  as  it  does  the  performance  iby 
a dentist  of  intricate  manual  work  at  the  chairside  ” and  were  “ impressed  by 
the  unanimity  of  evidence  as  to  the  strain  upon  a practitioner  ” which  they  were 
convinced  “ imposes  a very  real  limit  upon  the  number  of  hours  that  a dentist 
can  be  expected  to  work  at  the  chairside  without  loss  of  efficiency  ’’.  The  Com- 
mittee reached  the  conclusion  that  thirty-three  hours  a week  by  the  chairside 
or,  say,  1,500  chairside  hours  a year,  together  with  nine  non-chairside  hours  per 
week  represented  full  employment  and  that  generally  speaking  employment  in 
excess  of  these  hours  tended  to  impair  efficiency. 
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Chief  Source  of  Evidence 

63.  Before  proceeding  further  it  is  desirable  to  comment  on  the  chief  source  from 
which  evidence  was  obtained  by  the  Spens  Dental  Committee.  Reference  has 
been  made  in  paragraph  1 of  Part  I to  the  amalgamation,  as  the  present  British 
Dental  Association,  of  the  three  dental  organisations  which  existed  prior  to  1949  ; 
it  was  those  three  organisations  who  collectively,  through  what  was  known  as 
the  Dental  Consultative  Committee,  obtained,  collated  and  included  in  their  own 
Memorandum  of  Evidence  the  very  detailed  statistics  as  to  pre-war  incomes  which 
clearly  were  of  great  assistance  to  the  Spens  Committee. 

Recommended  Income  Levels  when  no  shortage  of  Dentists 

64.  The  Spens  Dental  Committee,  having  had  regard  to  the  considerations  referred 
to  in  paragraph  62,  expressed  the  opinion  that  the  pre-war  average  net  incomes 
of  dentists  were  inadequate  when  regarded  in  the  light  either  of  the  value  of. the 
services  rendered  by  dental  practitioners  to  the  community,  or  of  the  importance 
of  maintaining  and  improving  recruitment  to  the  profession.  They  accordingly 
advocated  increases  to  stated  levels  of  the  average  net  incomes  of  specified  age 
groups,  in  the  same  way  as  did  the  Spens  Medical  Committee : there  was  the 
proviso,  however,  in  the  cases  of  dentists  that  those  income  levels  should  only  be 
operative  when  there  was  “ a supply  of  dentists  sufficient  in  relation  to  the 
demand  for  their  services 

65.  This  particular  recommendation  appears  as  sub-paragraph  (i)  of  paragraph  32 
on  page  11  of  the  Spens  Dental  Report  and  it  is  abundantly  clear  that  the  purpose 
of  the  Spens  Committee  in  including  it  was  to  provide  for  a situation  such  as 
that  which  existed  before  the  Second  World  War,  i.e.  one  in  which  there  was  no 
shortage  of  dentists.  That  situation  does  not  obtain  at  the  present  time,  nor  is  it 
likely  to  for  years  to  come ; therefore  for  all  practical  purposes  this  particular 
Spens  recommendation  has  no  relevancy. 

Recommended  Basic  Net  Income  while  Deficiency  in  Dental  Manpower  Exists 

66.  Visualising  that,  there  would  indeed  be  a shortage  of  dentists  arising  from  the 
introduction  of  the  National  Health  Service,  and  from  greater  enlightenment  of 
the  public  as  to  the  value  of  dental  health,  the  Spens  Dental  Committee  were 
not  “content  merely  to  make  recommendations  which  may  well  have  little  or  no 
relevance  to  the  actual  circumstances”.  They  came  to  the  conclusion  that  they 
could  “best  meet  the  difficulty  by  making  a recommendation  as  to  the  remunera- 
tion of  an  experienced  single-handed  dentist,  working  efficiently  and  making 
full  use  of  all  appropriate  assistance,  fully  employed  but  not  working  longer 
hours”  than  those  indicated  in  paragraph  62  and  their  recommendation  was  that 
the  remuneration  in  the  circumstances  mentioned  should  be  a net  annual  income 
of  £1,600  in  terms  of  1939  values.  The  Committee  recognised  that  “ if  the 
profession  were  seriously  understaffed  having  regard  to  the  demands  on  their 
services,  the  incomes  of  an  abnormally  high  proportion  of  practitioners  may  tend 
to  centre  round  the  figure  of  £1,600 

Additions  to  Basic  Income 

67.  The  Committee  went  on  to  say  “we  should  not  be  satisfied  if  there  were 
no  possibility  of  dentists  in  general  practice  earning  more  than  the  net  annual 
income  which  we  recommended  above.  In  the  past,  differentiation  in  incomes 
has  been  secured,  in  part,  by  variations  in  the  fees  charged  by  dentists.  We  have 
to  recognise  that  this  method  of  differentiation  may  not  be  permissible  in  a public 
organised  service.  We  have  therefore  considered  other  methods  by  which  higher 
incomes  may  be  earned  by  a proportion  of  practitioners”.  The  Committee 
expressed  the  view  that  more  than  £1,600  a year  could  properly  be  earned  by 
experienced  practitioners  in  partnership,  or  by  the  employment  of  salaried  assistants. 
They  also  believed  that  the  limitation  to  33  hours  per  week  at  the  chairside  should 
not  be  rigid,  but  that  a certain  number  of  dentists,  especially  among  those  below 
middle  age,  could  and  would  work  more  than  33  chairside  hours  without  loss  of 
efficiency.  The  Committee  envisaged  that  the  proportionate  net  income  from  an 
extra  half-hour  five  days  a week  would  be  a little  over  £120  and  from  an  extra 
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hour  five  days  a week  a little  over  £240,  but  that  actual  iucreases  in  net  income 
might  be  larger  than  anticipated  owing  to  variations  m expenses. 

Wrongful  use  of  Income  Levels  Recommendation  as  Criterion 

68.  There  is  no  shadow  of  doubt  that  the  two  Spens  rf  ““““^velf  intended 

been  the  subject  of  comment  in  paragraphs  64,  65  and  66  w®  ,,  Pb  „„nd  question 
*o  apply  in  'entirely ^ eringsf  of  It 

exist  ^^a^T^^wh^^there^is10^!  ^m^niaWe Cottage  of  dentists  is  that  contained 
in  paragraph  32  (ii) of  the^Spe: '^ecommenlaW 

Ste"aS^id6e?t  S,  ^Xwbnfis  saiH  Spels  Reccmimendation 
income  levels  reciimendation,  has  been  used  comparatively  recently 
by  the  Minktrv  of  Health  as  a yardstick  in  the  determination  of  payments  to  general 
dental  practitioners. 

69.  The  occasion  arose  in  1955  when  the  Association  were  supplied  by  the  Ministry 
of  Health  -with  a document  setting  out  the  conclusions  reached  by  me  Health. 
Ministers  in  the  light  of  the  fact  finding  enquiry  _ into  the  incomes  amd  ocpens^ 
of  National  Health  Service  general  dental  practitioners  during  1952  53,  which 
tod  tak™  place  with  the  co-option  of  the  Inland  Revenue  and  .the  Association 
themselves.  In  that  document  it  is  stated  that  the  Ministers  were  influenced  by 
the  fact  that  even  with  the  reduction  (of  10  per  cent)  in  operation,  single-handed 
dentists  (without  assistants)  in  the  35-54  age  group  achieved  net  incomes  which 
if  the  Exchequer  Superannuation  contribution  is  included,  were  on  an  average 
not  much  less  than  £2,000  a year.”  The  view  of  the  Association  was  and  stiil  is  that 
it  was  entirely  wrong  that  in  an  assessment  of  the  dental  remuneration  position 
regard  should"  be  had,  as  it  undoubtedly  was,  to  a recommendation  of  the  Spens 
Committee  which  was  intended  to  apply  only  in  entirely  different  circumstances. 
The  second  recommendation,  i.e.  ihat  relating  to  single-handed  practitioners,  was 
all-embracing  and  made  no  reservations  with  regard  to  practitioners’  ages.  The 
intention  clearlv  was  that  no  matter  how  old  a practitioner  might  be,  if  he  fulfilled 
the  conditions  "laid  down  in  this  recommendation  he  should  be  able  to  earn  the 
income  advocated  therein,  in  1939  money  values. 


Basis  of  1948  Scale  of  Fees  for  General  Dental  Practitioners 

70.  It  was  in  the  light  of  the  Report  of  the  Spens  Dental  Committee,  and  in 
particular  of  the  recommendation  concerning  single-handed  practitioners,  that  the 
scale  of  gross  fees  for  general  dental  practitioners  in  the  National  Health  Service, 
which  became  operative  on  July  5,  1948,  was  devised.  The  scale,  although  not  agreed 
in  its  entirety  between  the  Minister  of  Health  and  the  Dental  Consultative  Com- 
mittee, was  intended  to  yield  a net  income  of  £1,778,  i.e.  the  Spens  advocated 
remuneration  of  £1,600  for  thirty-three  hours’  chairside  work  per  week  plus  20  per 
cent  (alleged  by  the  Ministry  of  Health  to  be  appropriate  recognition  of  changes 
in  money  values  between  1939  and  1948)  less  8 per  cent  set  aside  as  the  Govern- 
ment Superannuation  contribution.  The  fluctuations  in  remuneration  since  the 
inception  of  the  Health  Service  will  be  dealt  with  more  specifically  in  the  next 
Part  of  this  Memorandum,  but  it  is  appropriate  to  mention  here  that  the  original 
scale  of  gross  fees  was  superseded  in  June,  1949,  by  a new  scale  giving,  overall, 
20  per  cent  less  gross  remuneration  and  that  this  scale,  in  turn,  was  cut  by 
10  per  cent  from  May,  1950  to  May,  1955.  The  disastrous  effect  on  net  incomes 
of  these  reductions  is  shown  in  paragraph  76.  The  10  per  cent  cut  was  abolished 
in  May,  1955,  on  condition  that  a revised  scale  would  be  negotiated  in  such  a way 
as  to  ensure  that,  for  the  same  volume  of  work  as  in  1952-53  (the  enquiry  year), 
the  average  net  income  resulting  therefrom  would  approximate  to  that  which 
would  have  been  earned  in  1952-53  if  the  10  per  cent  cut  had  not  then  been  in 
operation.  Comment  on  the  1955  agreement  and  the  ensuing  negotiations,  which 
produced  the  scale  now  in  operation,  will  be  made  in  a succeeding  Section  of  this 
Part  of  the  Memorandum. 
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Betterment  Intentions  of  Spens  Dental  Committee  not  made  Effective 

, ]}■  }l  j?  now  necessary  to  revert  to  the  comments  made  by  Sir  Will  Spens  in  his 
letter  to  Dame  pnid  Russell  Smith  of  June  14,  1948  : these  comments  were  quoted  in 
paragraph  61.  The  wording  of  the  letter  in  question  makes  it  crystal  clear  that 
the  intention  was  that  medical  and  dental  betterment  should  be  the  same,  but  the 
intentions  of  the  Spens  Committee  were  never  fulfilled.  The  Association’s  represen- 
tatives were  given  to  understand  during  the  course  of  negotiations  concerning  the 
initial  scale  in  May  1948,  that  the  betterment  factor  of  20  per  cent  arbitrarily 
applied  in  the  dental  case  was  in  fact  that  offered  to  the  medical  profession  and 
based  upon  an  examination  made  by  *e  Ministry  into  alterations  in  the  value 
ol  money  and  increases  in  incomes  of  other  professions  since  1939.  The  Associa- 
tion s negotiators  were  also  told  that  if  the  doctors  succeeded  in  obtaining  a higher 
betterment  factor,  the  dentists  would  get  the  same.  The  views  of  the  Ministry  were 
not  accepted  by  the  Dental  Consultative  Committee,  but  owing  to  the  very  limited 
time  (two  weeks)  allowed  for  discussions  of  the  Scale  of  Fees  to  operate  at  the 
commencement  of  the  National  Health  Service  on  July  5,  1948,  negotiations  between 
d^DjrIn;lstI7  and  the  profession’s  representatives  were  never  completed.  The 
1948  Scale  therefore  was  largely  an  imposed  Scale. 


72.  Even  assuming  that  medical  betterment  and  dental  betterment  were  originally 
the  same,  and  this  is  by  no  means  certain,  that  position  certainly  no  longer  obtained 
when  the  award  to  the  medical  profession  by  Mr.  Justice  Danckwerts  became 
effective : under  that  award,  medical  betterment  applied  retrospectively  became 
85  per  cent  from  1948  to  1951,  and  100  per  cent  from  1951  onwards.  Moreover, 
since  then  the  relative  position  of  dental  practitioners  has  worsened  considerably 
for  other  reasons.  The  1948  Scale  was  intended  to  give  effect  to  the  Spens  single- 
handed  practitioner  recommendation,  but  with  allowance  only  for  .the  20  per  cent 
betterment  arbitrarily  decided  upon  by  the  Ministry  of  Health : the  chequered 
history  of  dental  remuneration  since  1948  will  be  dealt  with  in  more  detail  in  the 
next  Part  of  this  Memorandum,  but  it  is  pertinent  to  point  out  that  with  the 
introduction  of  the  1949  Scale  not  only  was  the  20  per  cent  betterment  taken  away 
from  the  profession  but  a further  20  per  cent  as  well,  because  the  reduction  of 
20  per  cent  effected  by  the  1949  Scale  was  in  gross  fees,  involving  twice  as  large 
a percentage  reduction  in  net  incomes.  Furthermore,  from  May,  1950  to  May, 
1955,  an  additional  cut  of  10  per  cent  from  the  1949  gross  fees  was  in  being,  with 
the  same  effect  as  before  in  relation  to  net  incomes. 


73.  It  will  be  gathered  that,  so  far  as  general  dental  practitioners  are  concerned, 
the  recommendations  of  the  Spens  Committee  never  have  been  implemented  in  the 
manner  in  which  they  should  have  been.  This  remark  has  relation  purely  to  those 
aspects  of  the  Report  of  the  Spens  Committee  on  the  remuneration  of  general 
dental  practitioners  which  concerned  the  dental  profession  alone : the  Association 
are  mindful,  however,  of  the  dispute  between  the  British  Medical  Association  and 
the  Government  concerning  the  interpretation  of  the  comment  by  the  Spens  Com- 
mittee for  General  Medical  Practitioners  which  was  repeated  in  paragraph  7 of 
the  Spens  Dental  Report.  The  relevant  remarks  of  the  Spens  Committee  have 
already  been  quoted  in  paragraph  60  of  this  Memorandum  and  it  need  hardly 
be  said  that  the  view  of  the  British  Dental  Association  is  that  the  medical  and 
dental  professions  were  certainly  led  to  believe  that  there  would  be  periodical 
adjustment  of  their  remuneration  to  meet  changed  conditions  and  they  cannot 
accept  the  contention  of  the  Government  that  the  Spens  Committee’s  comments  were 
intended  to  apply  only  at  the  particular  time  and  in  the  particular  circumstances 
m which  they  were  made.  Such  a contention  is  indeed  completely  refuted  by  the 
very  wording  of  the  remit  of  the  Spens  Dental  Committee,  which  has  been  quoted 
m paragraph  59.  The  significant  part  of  the  remit  in  the  present  connexion 
is  that  which  reads  “with  due  regard  to  what  have  been  the  normal  financial 
expectations  of  general  dental  practice  in  the  past  and  to  the  desirability  of  main- 
taining in  the  future  the  proper  social  and  economic  status  of  general  dental 
practice  and  its  power  to  attract  a suitable  type  of  recruit  to  the  profession.” 
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Section  III — The  Effect  of  Legislation  and  Regulations 

Vales  of  Fees  for  General  Dental  Practitioners 

74.  In  their  claim  for  substantial  ^P^vement  Health  and  the 

Health  Service  dentists,  which  was  submi  Association  include  an  intro- 

Secretary  of  State  for Scotland  which  have  governed 

ffSSES  sri/as 

to  it  in  order  to  bring  the  position  up  to  date . 

July  5 ,1948— Inception  of  National  Health  Service. 

(6)  July  5, 1948— National  Health  Service  (General  Dental  Services)  Fees 

Regulations,  1948. 

(c)  Feb.  1,  1949-National  Health  Service  (General  Dental  Services)  Fees 

(Amendment  No.  2)  Regulations,  1948.  .... 

(Confiscated  half  gross  earnings  over  £400  per  month) 

(d)  June  1 1 949— National  Health  Service  (General  Dental  Services)  Amendment 

V J ’ (No.  2)  Regulations,  1948.  , ,,v - 

(Cancelled  (c):  reduced  Scale  of  Gross  Fees  under  ( b ) by 
approximately  20  per  cent). 

M May  1 1950 — National  Health  Service  (General  Dental  Services)  Fees 

W y ’ (Amendment)  Regulations,  1950. 

(Reduced  Scale  of  Gross  Fees  under  (d)  by  10  per  cent). 

(f\  May  10  1951— National  Health  Service  Act,  1951. 

(Imposed  charges  to  patients  for  dentures). 

(?)  May  ” 1952— National  Health  Service  Act,  1952. 

(Imposed  charges  to  patients  for  treatment). 

(h)  June  15  1954 — National  Health  Service  (General  Dental  Services)  Regulations 

1 * 1954. 

(Consolidating  previous  N.H.S.  Regulations  including  ( d )). 
(/)  May  1 , 1955— National  Health  Service  (General  Dental  Services)  Amendment 

Regulations,  1955.  . . 

(Cancelled  the  10  per  cent  reduction  in  gross  fees  imposed 
under  (e)). 

(,•)  April  1,  1957— National  Health  Service  (General  Dental  Services)  Amendment 

Regulations,  1957. 

(Superseded  1949  Scale,  but  with  same  financial  effect). 

(k)  May  1,  1957 — National  Health  Service  (General  Dental  Services)  Amendment 
(No.  2)  Regulations,  1957. 

(Authorised  2.6  per  cent  increase  in  gross  fees). 


Timing  of  Dental  Operations— The  Penman  Report 

75.  Reference  has  been  made  earlier  to  comments  by  the  McNair  Committee  on 
the  sense  of  insecurity  felt  by  many  practitioners  following  cuts  in  their  remuneration 
at  a time  when  persons  in  other  occupations  were  receiving  increases  and  the 
value  of  money  was  falling.  Partdcularisation  may  he  of  assistance  and  reference 
must  first  be  made  to  the  fact  that  the  original  scale  assumed  that  a certain  time 
would  be  involved  in  the  performance  of  each  dental  operation  in  that  scale. 
In  1949,  a Government-appointed  Committee,  under  the  Chairmanship  of  Mr. 
William  Penman  (referred  to  briefly  in  paragraph  34),  investigated  this  question 
of  timings  in  detail  and  the  Report  of  that  Committee  substantiated  almost  in  toto 
the  timing  which  had  been  first  assumed. 


Cuts  in  the  Scale  of  Fees — Unilateral  Action  by  the  Government 

76.  The  Government  of  the  day  had,  however,  decided  without  waiting  for  the 
Penman  Report  to  cut  the  1948  scale  of  fees  and  this  was  first  done  in  February 
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1949  when  regulations  were  introduced  limiting  earnings  to  certain  levels,  regardless 
of  the  amount  of  work  done  to  achieve  those  earnings.  Not  satisfied  with  this, 
the  Government  four  months  later  introduced  fresh  regulations  cutting  the  1948 
Scale  by  20  per  cent  gross  or  approximately  40  per  cent  net.  Notwithstanding  the 
publication  of  the  Penman  Report,  which  has  been  accepted  almost  in  entirety  by 
the  Government,  a further  cut  was  made  on  May  1,  1950,  this  time  of  the  order  of 
10  per  cent  'gross,  or  about  20  per  cent  net.  The  effect  of  these  two  cuts  on  net 
remuneration  is  difficult  to  evaluate,  hut  the  position  can  be  illustrated  by  a simple 
example.  A man  whose  gross  remuneration  was  £3,858  per  annum  (see  paras.  83 
and  101)  at  the  time  of  the  1949  reduction  found  his  net  income  reduced  to 
£1,007  per  annum,  assuming  he  could  not  make  any  immediate  reduction  in  expenses. 
With  the  introduction  of  the  1950  cut,  again  assuming  no  reduction  in  expenses, 
his  net  income  must  have  been  further  reduced  to  £699  per  annum.  The  following 
table  should  make  the  position  absolutely  clear : 

Exes 

(52  per  cent 
of  £4,000: 


Gross 

see  para.  101) 

Net 

£ 

£ 

£ 

Basic 

20  per  cent  cut 

3,858 

771 

2,080 

1,778 

Leaving  

10  per  cent  cut 

3,087 

308 

2,080 

1,007 

Leaving  

2,779 

2,080 

699 

It  may  well  have  been  that  some  reduction  in  expenses  was  possible,  perhaps 
by  the  discharge  of  staff,  but  in  view  of  the  fact  that  the  recent  2'6  per  cent  gross 
increase  was  publicised  as  a 5 per  cent  net  increase,  clearly  assuming  no  increase 
in  expenses,  it  is  logical  and  reasonable  to  assume  no  reduction  in  assessing  the 
effects  of  cuts  in  the  scale. 

Effect  of  Charges  to  Patients 

77.  With  this  explanation,  consideration  can  now  he  given  to  the  effects  o£  the 
various  measures  listed  in  paragraph  74  on  the  actual  remuneration  of  general 
dental  practitioners.  The  effect  of  the  various  cuts,  bearing  in  'mind  what  has  been 
said  previously,  will  be  apparent,  but  it  must  also  be  remembered  that  for  quite  a 
long  time  the  introduction  of  charges  to  patients,  firstly  for  dentures  and^ afterwards 
for  treatment,  adversely  affected  the  dental  profession  in  that  charges  discouraged 
those  in  need  of  treatment  from  obtaining  it.  The  monetary  results  are  set  out 
on  page  7 of  the  Association’s  Claim.  It  will  be  obvious  from  the  figures  given 
that  the  imposition  of  charges  certainly  achieved  a saying  of  Exchequer  funds,  but 
only  at  the  expense,  literally,  of  general  dental  practitioners  and  at  an  untold  cost 
to  the  dental  health  of  the  nation. 


Categories  of  Practitioners 

78.  In  another  part  of  the  Claim,  on  page  7,  the  average  payments  per  principal 
in  each  financial  year  from  April  1949  to  March  1956  are  shown.  In  case  there 
should  be  any  misunderstanding  as  to  the  meaning  of  the  word  ‘ principal  it  may 
be  helpful  to  explain  that  while  the  great  majority  of  dentists  m general  practice 
work  single-handed,  apart  from  the  employment  of  ancillary  staff  such  as  dental 
technicians  and  chairside  attendants,  there  are  some  practitioners  who  employ  other 
dentists  as  their  assistants  and  others  who  enter  into  partnership  arrangements  with 
colleagues.  Such  references  to  principals  as  may  appear  m the  Claim  or  elsewhere 
should,  therefore,  toe  taken  to  refer  to  principals  of  practices  whether  they  be 
single-handed  or  employing  assistants,  or  in  partnership.  Where  figures  for  principals 
are  quoted,  however,  it  must  be  borne  in  mind  that  those  figures  are  derived  from 
the  work  of  larger  numbers  of  dentists  than  there  are  principals. 
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Average  Net  Remuneration  1955/1956 

79.  On  net  figures  alone,  as  applied  to  principals  and  not  simply  to  single-handed 
practitioners,  it  would  appear  on  the  face  of  it  that,  'by  .March  1956,  when  general 
dental  practitioners  had  been  back  on  the  1949  scale  for  some  little  time  following 
the  restoration  of  the  10  per  cent  in  May  1955,  average  net  remuneration  was 
nearing  restoration  to  the  1949  level.  During  the  year  April  1955  to  March  1956, 
the  gross  fees  authorised  in  Great  Britain  totalled  £38,864,517  'this  amount  having 
been  distributed  between  9,604  practice  principals  {see  paragraph  78).  The  gross 
average  .per  principal  derived  from  the  two  figures  quoted  is  £4,047,  and  the  resultant 
net  average,  assuming  a 48  per  cent  expense  ratio,  is  £2,100. 

Expense  Ratio  Assumed  for  Calculation  Purposes 

80.  It  may  be  asked  why  an  expense  ratio  of  48  per  cent  is  assumed.  This 
percentage  is  taken  purely  as  a basis  of  calculation,  which  does  not  mean  that  the 
Association  subscribe  to  its  accuracy,  because  48  per  cent  would  have  been  the 
average  expense  ratio  in  1952/53  had  the  10  per  cent  cut  not  then  been  in  operation. 
The  reasons  for  this  statement  will  be  given  in  the  Section  dealing  with  expenses  as 
such,  but  this  much  more  must  be  said  now : it  is  perfectly  obvious  that  since 
1952/53  expenses  by  way  of  heating,  lighting,  payments  to  dental  laboratories, 
wages  of  staff,  in  fact,  expenses  generally,  have  risen  considerably.  Despite  this, 
in  awarding  a 2*6  per  cent  gross  increase  to  general  dental  practitioners,  effective 
from  May  1,  1957,  the  Ministry  of  Health  have  taken  it  that  the  expense  ratio  is 
still  48  per  cent.  Until  a further  enquiry  into  incomes  and  expenses,  agreed  to  by 
the  Association  and  to  be  conducted  by  the  Inland  Revenue,  has  taken  place  and 
results  are  available  for  study,  the  true  average  expense  figure  cannot  be  determined 
but  even  if  it  should  prove  to  be  48  per  cent  it  would  be  illusory  because  the 
Ministry  of  Health  could  not  deny  that  it  could  only  result  from  the  performance 
of  a greatly  increased  volume  of  work  as  compared  with  what  may  be  termed,  for 
the  immediate  purpose,  the  “standard”  year  1952/53.  For  the  same  volume  of 
work  as  in  that  year  the  expense  ratio  must  inevitably  be  very  much  higher  than 
it  was  four  years  ago. 

81.  In  consideration  of  'the  net  figure  of  £2,100  quoted  at  the  end  of  paragraph  79 
it  should  be  appreciated  that  quite  apart  from  the  fall  in  the  value  of  money,  and 
from  the  fact  that  it  does  not  represent  basic  income,  it  is  achieved  only  by  taking 
into  consideration  the  incomes  of  practitioners  of  all  types,  i.e.  whether  single-handed, 
employing  assistants  or  in  partnership.  £2,100  may  have  represented  the  average 
net  income  of  the  9,604  principals  who  were  providing  General  Dental  Services  in 
Great  Britain  on  January  1,  1956,  but  it  was  only  attained  as  the  result  of  the  work 
of  approximately  11,000  practitioners.  Moreover,  it  should  not  be  forgotten  that 
the  Spens  Dental  Committee,  as  pointed  out  dn  paragraph  67,  envisaged  that  sub- 
stantially higher  'incomes  than  that  which  the  Committee  regarded  as  basic,  i.e. 
£1,600  plus  betterment,  could  ‘properly  be  earned  by  experienced  practitioners  in 
partnership,  by  the  employment  of  assistants  and  by  hours  of  work  above  the  norm 
of  33  in  some  cases. 

Single-handed  Practitioners 

82.  The  crux  of  the  matter,  however,  is  the  income  position  of  single-handed 
practitioners.  As  pointed  out  on  page  8 of  the  Association’s  claim,  there  is  no 
up-to-date  evidence  available  in  this  connexion,  but  it  is  reasonable  to  assume  that 
the  relationship  between  average  earnings  of  all  principals  and  those  of  single- 
handed  dentists  remains  approximately  as  in  1952/53 : this  means  that  during 
1955/56,  when  the  average  gross  earnings  of  all  principals  amounted  to  £4,047, 
single-handed  earnings  (gross)  probably  averaged  £3,480.  Assuming,  but  not 
admitting,  an  expense  ratio  of  48  per  cent,  the  net  incomes  of  single-handed 
practitioners  for  1955/56  for  an  undoubtedly  'greater  number  of  hours  worked  must 
have  averaged  about  £1,812  or  about  £34  more  than  the  original  <1948)  scale  of  fees 
was  designed  to  produce  for  single-handed  practitioners  working  1,500  chairside 
hours  per  year.  Disregarding  any  fall  in  the  value  of  money  between  1948  and 
1951  and  having  regard  only  to  the  percentage  decrease  in  the  five-year  period 
1951/56  which  was  covered  by  the  Association’s  claim,  the  figures  show  that  the 
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average  net  income  of  single-handed  practitioners  at  the  end  of  a period  during 
which  the  value  of  money  decreased  by  24  per  cent  (relevant  evidence  on  this 
point  being  provided  in  the  Claim)  and  after  the  performance  of  a much  greater 
volume  of  work  than  originally  contemplated,  was  just  1-9  per  cent  better  than 
the  basic  net  income  which  it  had  been  possible  for  those  practitioners  to  earn  on 
introduction  to  the  National  Health  Service  eight  years  earlier. 


Basic  Earnings 

83.  The  figures  given  in  (paragraphs  79  and  82  represent  average  earnings:  they 
do  not  indicate  a practitioner’s  basic  rate  of  remuneration,  which  is  the  fundamental 
consideration.  This  can  be  readily  calculated,  however,  if  as  a starting  basis  the 
net  income  which  the  1948  Scale  was  intended  to  produce  for  1,500  chairside  hours 
work  per  year  is  used.  The  amount  in  question  was  £1,778,  this,  allowing  for 
an  agreed  expense  ratio  of  52  per  cent  and  deduction  of  the  Exchequer  superannuation 
contribution  of  8 per  cent,  being  derived  from  a scale  of  fees  designed  to  produce 
gross  earnings  of  £3,858  per  annum  (see  paras.  76  and  101).  The  gross  fees  were 
reduced  by  approximately  20  per  cent  by  the  1949  Scale,  which  operated  from 
June  1949  to  April  1950,  and  from  May  1955  to  March  1957  : the  Scale  in  operation 
since  April  1,  1957,  was  designed  to  produce  by  counter-balancing  variations  in  fees 
the  same  financial  results  as  the  1949  Scale.  The  resultant  gross  figure  is  £3,087 
and  after  adding  the  recent  2-6  per  cent  gross  increase  and  assuming  constancy 
of  expenses  (see  paragraph  76),  the  net  basic  income  arrived  at  is  only  £1,087. 
This  indicates  that  in  1957,  nine  years  after  the  introduction  of  the  Health  Service, 
a dental  practitioner’s  basic  net  reward  for  1,500  hours’  chairside  work  is  nearly 
£700  less  than  the  amount  (£1,778)  originally  intended  to  give  effect  to  the  Spens 
Committee  recommendation:  that  amount,  it  must  be  remembered,  was  itself 
inadequate  because  of  Government  insistence  on  a betterment  percentage  which  had 
no  semblance  of  reality. 


Cost  of  the  General  Dental  Services— The  Guilleband  Report 

84.  All  that  has  been  said  above  relates  to  dentists’  earnings,  but  it  should  not  be 
overlooked  that  payments  to  dentists  and  cost  to  the  Exchequer  are  not  synonymous 
because  patients  have  to  meet  part  of  the  cost  of  dentures  and  treatment.  The 
effect,  so  far  as  the  payments  from  the  Exchequer  are  concerned,  was  that  as 
compared  with  actual  expenditure  on  .the  dental  services  in  England  and  Wales 
during  1949/50  of  £46  million,  in  1953/54  .the  actual  expenditure  was  as  low  as 
£21  470,000.  It  is  not  without  significance  that  the  fall  in  .the  cost  of  the  dental 
service  tallied  almost  exactly  with  the  reduction  of  £24  million  in  the  cost  of  the 
Executive  Council  services  in  general,  which  was  noted  by  .the  Guillebaud  Committee 
in  paragraph  38  of  their  Report.  Later  in  their  Report  (paragraph  92)  the  Guillebaud 
Committee  pointed  out  (that  .the  “real”  net  cost  of  the  National  Health  Service 
in  1953/54  was  only  £11  million  greater  than  in  1949/50,  and  added  that  when 
allowance  was  made  for  a rise  of  nearly  2 per  cent  in  the  population  during  the 
period  under  review,  the  cost  per  head,  if  there  had  been  constancy  .in  prices, 
would  have  been  almost  exactly  .the  same  in  1953/54  as  in  1949/50.  R is  relevant 
to  point  out  that  when  the  Guillebaud  Committee  referred  to  real  cost  they 
were  having  regard  to  1948/49  price  levels:  the  year  1953/54,  which  was  the  latest 
to  which  the  Guillebaud  Committee  were  able  to  turn  for  figures,  has  long  since 
passed  but  general  dental  practitioners  in  the  National  Health  Service  are  still  being 
paid  not  just  at  1948/49  “prices”  but,  even  allowing  for  the  recent  small  percentage 
addition  to  gross  fees,  at  nearly  18  per  cent  less. 


Comment  on  Government  Attitude 

85.  In  the  succeeding  Sections  of  this  Part  of  the  Memorandum  the  special 
circumstances  arising  from  the  1955  agreement  and  the  vitally  important  questions 
of  expenses  and  hours  of  work  are  dealt  with,  but  one  final  comment  is  necessary 
under  the  present  heading.  It  is  highly  improbable  that  any  other  wage,  salary 
or  fee-earning  section  of  the  community  has  had  to  endure  within  the  space  ot 
30983  A 10 
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nine-years  fire  effects  of  eleven  Government  measures,  introduced  eUherby  ^tk« 
or  by  regulation,  directly  influencing  their  standard  of  living  would  not 

their  profession,  trade  or  occupation.  It  is  certain  that  such  m directly  or 

indeed  could  not.  have  been  taken  if  they  had  been  designed  to  aUect  dirmiy^r 

indirectly  lie  welfare  of  members  of  an  or^msa‘10"  ,^*er  ^ sense  of  public 
of  professional  men  and  women  whose  code  of  ethics  and  sense  or  p 
responsibility  make  the  idea  of  striking  anathema  to  them. 


Section  IV — The  1955  Agreement 

Background  to  the  1952/1953  Enquiry  into  Incomes  and  Expenses:  Cuts  in  the 
Scale  of  Fees 

86  It  is  desirable  to  clarify  the  reference  to  the  1955  agreement  and  this  can  only 
be  done  by  giving  the  history  of  events  which  led  up  to  that  agreement.  The  agree- 
ment was  tlS  outcome  of  the  1952/53  enquiry  into  incomes  and  ex f^-rdste^of 
had  resulted  from  endeavours  by  the  Association  to  persuade  ae  Mints! ter  of 
Health  to  abolish  the  10  per  cent  cut  which  had  been  operative  from  May  1,  1950. 
™s  cut  if  milst  be  explained,  was  imposed  on  grounds  of  national  economy  it 
beine  armed  that  the  dental  service  was  costing  too  much.  This  bland  contention 
ccmpletdv  i-nored  the  fact  that,  in  the  face  of  repeated  warnings  by  the  ^sociahon, 
the  Government  had  so  underestimated  demand  for  treatment  when  the  Health 
Service  began  that  they  allowed  for  expenditure  from  July  1948  to  May  1949  of 
onlv  £7  000.000,  which  contrasted  oddly  with  the  actual  expenditure  for  the  period 
of  £18  000  000.  Faced  with  this  situation,  the  Government,  ignoring  the  fact  that 
the  level  of  expenditure  should  have  been  foreseen  in  the  first  place  and  m any 
event  only  represented  proper  payment  for  work  done,  promptly  eifl  the  &ale  of 
Fees  in  February  1949  ; introduced  a reduced  scale  m June  1949,  and,  tmally,  as 
shown,  imposed  the  10  per  cent  cut  in  May  1950. 


Extent  of  the  Enquiry 

87.  The  Minister  of  Health,  despite  the  fact  that  expenditure  on  the  dental  services 
had  fallen  consistently  from  1949,  as  the  result  of  cuts  in  fees  and  of  the  introduction 
of  charges  for  dentures  and  for  treatment  and  'that  practitioners’  incomes  were  like- 
wise considerably  reduced,  insisted  on  the  holding  of  an  Enquiry  before  he  would 
give  serious  consideration  to  the  Association’s  request.  The  Enquiry  was  conducted, 
with  the  Association’s  agreement,  through  the  Inland  Revenue  and  also  by 
questionnaire  sent  by  'the  Association  direot  to  general  dental  practitioners  whose 
names  were  on  Executive  Council  lists.  The  Inland  Revenue  Enquiry  covered 
2,350  practitioners,  but  information  relating  ,to  only  1,075  became  available  for 
analysis : this  was  because  there  were  many  cases  where  practitioners  concerned  were 
not  practising  on  their  own  account  (i.e.  they  were  employed  as  assistants)  ; where 
accounts  were  not  available,  or  did  not  end  on  a date  covered  by  the  Enquiry ; or 
where  by  reason  of  cessation  or  commencement  of  practice  the  accounts  did  not 
cover  a full  year.  The  same  consideration  applied  to  an  even  greater  extent  to 
the  Association’s  own  enquiry  for  questionnaires  were  sent  to  4,700  practitioners 
whose  names  were  on  Executive  Council  lists,  but  information  relating  to  1,370  only 
was  eventually  usable. 

Results  of  the  Enquiry 

88.  The  tables  of  payments  which  appear  on  page  7 of  the  Association’s  Claim 
provide  proof  of  the  contention  that  dental  gross  and  net  incomes  fell  consistently  and 
substantially  from  April  1949  to  March  1953.  They  do  not  show,  however,  the 
actual  net  incomes  which  were  earned,  at  least  for  the  last  three  years  of  'the  period, 
because  for  purposes  of  comparison  it  has  been  assumed  in  the  tables  that  the  10  per 
cent  cut  had  not  taken  place.  It  is  important,  however,  'that  the  true  position  in 
1952/53  should  be  appreciated  and  -there  is,  therefore,  set  out  below  a table  which 
represents  .the  agreed  results  (i.e.  agreed  between  the  Government  Actuary  and  tile 
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Association’s  Actuary,  and  accepted  by  the  Ministry  of  Health)  of  the  Enquiry  into 
incomes  and  expenses  which  took  place  early  in  1954: 


Great  Britain 
Category 

1952/1953 

Gross 

income 

Expenses = 

Difference 

net 

income 

Expense 

ratio 

Principals,  single-handed  

„ employing  assistant  dental 

£ 

£ 

£ 

2,875 

1,530 

1,345 

53-2 

surgeons 

7,160 

4,595 

2,565 

64-2 

„ in  partnership  

3,715 

1,755 

1,960 

47-2 

All  

3,345 

1,790 

1,555 

53-5 

(Note. — For  clarification  of  Categories,  see  paragraph  78.) 


It  will  be  seen  that  the  average  net  income  of  single-handed  practitioners  in  1952/53 
was  only  £1,345  which  was  over  £400  less  than  the  basic  income,  plus  betterment, 
which  single-handed  practitioners  had  reason  -to  expect  they  would  be  able  to  earn 
and  in  fact  were  able  to  earn  from  July  1948  until  February  1949  when  the  first 
reduction  in  payments  to  general  dental  practitioners  was  introduced. 

The  Ministry  Argument  and  Offer 

89.  As  mentioned,  the  amalgamated  results  of  the  two  Enquiries  were  agreed 
between  the  Government  Actuary  and  the  Association’s  Actuary : this  was  at  the 
end  of  September  1954,  but  it  was  not  until  March  17,  1955,  that  'the  Association  were 
given  an  indication  of  the  intentions  of  the  Minister  of  Health  and  .the  Secretary 
of  State  for  Scotland.  On  .that  day  the  Association’s  representatives  were  confronted 
with  the  statement  which  has  been  referred  to  briefly  in  paragraph  69.  After  the 
quite  unfair  and  irrelevant  contention  concerning  earnings  of  single-handed  dentists 
in  the  35-54  age  group,  the  statement  continued  with  an  indication  that  “as  a full 
settlement  of  dental  remuneration  at  die  present  time,  a revised  scale  should  be 
worked  out  on  a basis  that  would  produce  a substantially  higher  net  income  than 
was  achieved  in  the  Enquiry  period  1952/53.”  The  statement  continued:,  “the 
aim  should  be  to  produce  net  incomes  comparable — having  regard  to  the  volume 
of  work,  and  by  that  is  meant  the  amount  done  and  the  time  necessarily  spent 
in  doing  it — with  the  net  incomes  that  would  have  been  earned  in  the  Enquiry 
period  had  the  10  per  cent  reduction  not  then  been  in  force.”  Further  reference 
to  the  tables  of  payments  on  page  7 of  the  Association’s  Claim  will  show  that  this 
was  in  effect  an  attempt  to  create  an  average,  and  not  a basic,  norm  for  single- 
handed  practitioners.  True,  the  Ministry  document  went  on  to  make  it  clear 
that  for  a larger  volume  of  work  than  had  been  performed  in  the  year  1952/53 
proportionately  greater  incomes  would  result  and  vice  versa,  but  nevertheless  the 
intention  clearly  was  to  create  a norm  which  was  a debasement  of  that  on  the 
promise  of  which  the  bulk  of  the  profession  entered  the  National  Health  Service. 

90.  Despite  the  obvious  pitfalls  of  an  agreement  on  the  basis  proposed  by  the 
two  Ministers,  the  Association  entered  into  it  because  they  could  see  no  practical 
alternative,  it  being  obvious  that  in  the  absence  of  such  an  agreement  general 
dental  practitioners  in  the  National  Health  Service  would  continue  to  be  paid  in 
accordance  with  the  1949  Scale  less  10  per  cent.  Upon  receiving  the  Association’s 
assurance  that  they  would  fulfil  the  terms  of  the  agreement,  i.e.  co-operate  in  the 
production  of  a revised  scale  on  the  basis  visualised,  the  Minister  introduced 
Regulations  effective  from  May  1,  1955,  abolishing  the  10  per  cent  cut,  and  those 
Regulations  remained  in  operation  until  April  1,  1957,  when  there  came  into 
force  the  1957  scale  which  was  intended  to  be  similar  in  overall  financial  effect  to 
the  1949  scale.  This  latest  scale  represented  the  outcome  of  close  on  two  years’ 
negotiations  over  the  table  between  the  Association’s  representatives  and  officers 
of  the  Ministry,  these  protracted  discussions  having  been  necessitated  by  the  nature 
of  the  1955  agreement,  which  meant  that  although  the  narrative  of  the  scale 
could  be  varied  without  difficulty,  fees  could  not  be  adjusted  in  an  upward  direction 
without  counterbalancing  reductions  in  other  fees. 
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Agreement  by  the  Association  with  Reservations 

Agree  i Minister  of  Health  consenting  to  the 

91.  In  the  letter  which  w Association  reserved  the  right  to  seek  improve- 

introduction  of  the  revised  Sc  - jjealth.  Service  dentists  when  they  considered 
ment  in  the  remuneration  of Na fon“^aisWvation,  the  Association  had  in 

SUCh,  a,f°  ? £ tt2fnTerprinnof  1956S  they  had  informed  the  Minister  that  in 
mmd  the  fact  that  in  the  spn  g ,jm  Jor  an  increase  in  net  remuneration 

due  course  they  proposed  to  > 1 ® s;nce  J95X.  The  claim  was  not  actually 

to  offset  the  fan  in  the  V l “ because  the  Association  felt  that  submission 

.... 

completion. 

Section  V— Expenses 

The  Nature  of  a Dentist’s  Expenses  (Including  Capital  Expenditure) 

91  Gross  psyn-t  figures  n*  from  thffaf ^vS 

orZney  however,  there  are  two  considerations  which  have  a definite  bearing  on 
*e  situation  The  first  is  the  question  of  expenses:  the  second  hours  of  work, 

wfil  be  deal't  with  in  Section  VI.  A dentist  commencing  practice  on  his  own 

recount  is  involved  in  considerable  initial  outlay  in  the  provision  of  surgery  equip- 
ment alerSg  and  furnishing  premises,  and  installation  of  plumbing  and  other 
Ses  Which  will  not  rank  for  immediate  income  tax  relief  He  may  also  have 
to  make  repayment  by  instalments  of  any  capital  borrowed  and  this  can  constitute 
a serious  reduction  of  usable  income  where  there  are  no  capital  reserves  • indeed 
it  would  probably  be  true  to  say  that  in  most  practices  a considerable  amount 

of  'money-  bv  way  of  capital  is  perpetually  unreahsable.  In.  the  actual  runnmg 

of  his  practice,  he  certainly  has  to  meet  heavy  overheads  and  costs . these  expenses 
fall  into  two  categories : 

(a)  Fixed  expenses 

Premises  — Surgery  and  waiting  rooms,  workshop  (lighting,  heating, 

cleaning,  repairs,  rent,  rates,  insurance). 

Equipment  — Repairs,  depreciation.  . 

Wa^es  — Assistant  dental  surgeons  (if  on  salary),  technicians  and 

apprentices,  chairside  assistants,  clerical  staff,  receptionists, 
cleaners,  etc. 

Miscellaneous— Telephones,  flowers,  periodicals  for  waiting  rooms,  subscrip- 
tions, loan  interest,  etc. 


(6)  Variable  expenses 

Materials  — Burs,  amalgam,  etc.,  for  surgery. 

Workshop  materials. 

Wages  — Assistant  dental  surgeons  (if  on  commission). 

Payments  to  outside  firms  of  technicians. 

Motor  expenses. 

Printing  and  postages. 

A consideration,  more  serious  in  dentistry  than  in  other  professions,  is  that  the 
whole  of  the  fixed  expenses  and  some  of  the  variable  expenses  still  have  to  be 
met  during  periods  when  a dentist  is  unable  to  practice  owing  to  illness  or  injury. 
So  far  as  illness  is  concerned,  a dental  practitioner  is  exposed  to  a considerable 
risk  of  infection,  by  reason  of  his  necessarily  close  contact  with  patients.  In  the 
matter  of  injury,  a mishap  such  as  a cut  hand,  which  to  members  of  most  other 
professions  would  be  of  trifling  consequence,  may  well  render  a dentist  hors  de 
combat. 

Expense  Ratios 

93.  During  1952/53  the  average  expense  ratio  for  single-handed  practitioners 
and  indeed  for  practitioners  in  all  categories  was  just  over  53  per  cent.  Averages 
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are  sometimes  misleading,  but  in  this  respect  they  certainly  are  not.  In  paragraph 
88  of  this  Memorandum,  there  are  shown  the  agreed  results  of  the  1952/53  enquiry 
into  incomes  and  expenses,  and  in  the  last  column  the  expense  ratio  of  each  of 
the  various  groups  of  dentists,  i.e.  single-handed,  employing  assistant  dental  surgeons, 
or  in  partnership,  are  shown.  It  will  be  seen  that  the  partnerships’  expense  ratio 
was  47*2  per  cent ; that  the  ratio  of  an  employer  of  assistant  dentists  was  64*2  per 
cent : that  the  single-handed  man’s  ratio  was  53*2  per  cent ; and  that  the  overall 
average  was  actually  53*5  per  cent.  The  Inland  Revenue  enquiry  showed  that  70 
per  cent  or  more  dentists  practise  single-handed  and  the  figures  for  single-handed 
practitioners  were  broken  down  into  age  groups : this  revealed  the  following  average 
expense  ratios  in  England  and  Wales : 

Age Under  35  35-44  45-54  55-64  65  plus  All 

Per  cent  Per  cent  Per  cent  Per  cent  Per  cent  Per  cent 
Expense  ratio  47*3  49*0  52*9  56*0  58*5  53*2 

94.  Expense  ratios  prevailing  more  recently  cannot  be  determined  without  another 
Inland  Revenue  enquiry,  to  which  the  Association  have  agreed,  but  it  must  be 
borne  in  mind  that,  even  while  an  enquiry  is  in  progress,  the  eventual  results  are  in 
process  of  becoming  out  of  date.  For  example,  since  the  end  of  1956/57,  during 
which  year  heavy  rate  increases  became  effective,  dental  technicians’  wages  have 
been  increased  by  about  10  per  cent.,  and  there  have  been  increases  in  charges  for 
gas,  electricity,  coke  and  coal,  telephones  and  postage,  which  inevitably  affect 
dentists  as  professional  men  apart  from  the  effect  on  most  of  them  as  householders. 
Finally,  attention  is  again  drawn  to  the  vital  point  which  was  made  in  the  last  two 
sentences  of  paragraph  80  and  which,  because  of  its  importance,  will  bear  repetition 
here  : “ Until  a further  Enquiry  into  incomes  and  expenses,  agreed  to  by  the  Associa- 
tion and  to  be  conducted  by  the  Inland  Revenue,  has  taken  place  and  results  are 
available  for  study  the  true  average  expense  figure  cannot  be  determined,  but  even 
if  it  shouid  prove  to  be  48  per  cent,  it  would  be  illusory  because  the  Ministry  of 
Health  could  not  deny  that  it  could  only  result  from  the  performance  of  a greatly 
increased  volume  of  work  as  compared  with  what  may  be  termed  for  the  immediate 
purpose  the  ‘ standard year  1952-53.  For  the  same  volume  of  work  as  in  that 
year  the  expense  ratio  must  inevitably  be  very  much  higher  than  it  would  have 
been  four  years  ago  ” if  the  10  per  cent  cut  had  not  then  been  operative,  and  the 
basic  net  income,  which  is  ithe  fundamental  issue  at  stake,  must  be  considerably 
lower  than  it  would  have  been  at  that  time  and  in  those  circumstances. 


Section  VI — Hours  of  Work 

Information  obtained  by  Questionnaire 

95.  The  other  consideration  to  which  reference  is  made  in  paragraph  90  and  of 
which  a hint  is  given  in  the  comments  concerning  physical  and  nervous  exhaustion, 
is  that  of  hours  of  work.  When  the  Association  conducted  .their  1952— 53  enquiry5 
by  agreement  with  the  Ministry  of  Health,  they  included  in  their  questionnaire 
a question  asking  for  information  as  to  hours  of  work  including  non-chainside 
hours,  and  averaging  the  figures  given  by  the  1,370  dentists  who  answered  this 
question  produced  for  single-handed  practitioners  in  England  and  Wales  a figure 
for  the  year  of  2,111  hours  and  for  those  in  Scotland  a figure  of  2,220  hours. 
Tihese  figures  must  be  compared  with  the  Spens’  recommended  chairside  hours] 
plus  non-chairside  hours  reckoned  by  Spens  to  be  9 per  week  for  a 46-week  year 
giving  a grand  total  of  1,932  hours. 

Increases  in  Volume  of  Work 

96.  The  volume  of  work  undertaken  in  .the  National  Health  Service  by  dentists 
has  risen  substantially  since  1952-53,  because  that  was  the  year  when  the  effect  of 
the  introduction  of  charges  was  at  its  greatest.  A reasonably  accurate  idea  of  the 
position  and  indeed  of  how  the  position  had  varied  since  the  National  Health 
Service  came  into  operation  is  obtainable  from  .the  Ministry  of  Health  Report 
for  the  year  ended  December  31,  1955,  which  contains  in  Appendix  XIX  Table  “ A ” 
a column  devoted  to  “ Total  Courses  of  Treatment  and  Emergency  Cases.”  For 
the  Commission’s  benefit  the  total  number  of  courses  of  treatment  during  the  years 
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1949  to  1955  inclusive  and  also  during  the  year  1956  (based  on  a statement  by 
the  Parliamentary  Secretary  to  the  Ministry)  appear  below : 

Number  of  dentists  Courses  of  treatment 
0 including  emergency 
treatment) 

7.809.000 

9.586.000 

9.965.000 
9,000,000 

8.375.000 

9.336.000 

9.924.000 

10,740,000 

It  should  be  noted  that  the  above  statistics  relate  only  to  England  and  Wales  so 
that  they  have  not  a direct  relationship  to  the  income  figure  given  in  tins  Memo- 
randum and  in  the  Claim,  but  they  do  serve  as  an  indication  of  the  rising  volume 
of  work  being  performed  by  general  dental  practitioners  in  the  National  Health 
Service. 


on  Executive 
Council  lists 

Year 

1949 

9,272 

1950 

9,495 

1951 

9,657 

1952 

9,694 

1953 

9,485 

1954 

9,473 

1955 

9,599 

1956 

9,768 

Increase  in  Hours  of  Work 

97.  From  the  volume  of  work  figures  and  from  the  income  figures  it  is  obvious 
that  hours  of  work  must  also  have  increased  very  considerably  between  1953  ana 
1956.  As  the  enquiry  covered  1952-53,  however,  1952  volume  of  work  figures  can 
be  used  as  the  starting  basis  for  calculation,  and  the  increase  in  work  done  m 1956 
allowing  for  increased  numbers  of  dentists  was  very  nearly  one-fifth.  On  this  basis, 
single-handed  dentists  in  England  and  Wales  must  have  worked  for  oyer  2,500 
hours  in  all,  or  54  hours  per  week  including  non-chairside  hours,  assuming  a 46- 
week  working  year.  These  hours  are  far  in  excess  of  those  thought  by  the  Spens 
Committee  to  be  reasonable  and  even  if  it  may  be  argued  that  the  existence  of  the 
National  Health  Service  has  shown  that  dentists  can  work  longer  hours  than  those 
thought  appropriate  by  the  Spens  Committee,  it  can  scarcely  be  contended  that  the 
continued  working  for  such  long  hours  as  those  which  are  obviously  being  worked 
is  in  the  best  interests  of  the  profession  or  fee  public.  So  far  as  members  of  the 
profession  are  concerned,  if  they  slacken  off  they  will  reduce  their  earnings  which, 
for  the  services  rendered  and  bearing  in  mind  present  money  values,  already  fall 
short  of  what  is  right  and  desirable,  and  they  will  also  antagonise  the  public  and  the 
Press  by  failure  to  meet  what  in  recent  years  has  been  the  ever  increasing  demand 
for  treatment. 

Section  VH— Special  Considerations 

Relative  Advantages  and  Disadvantages  of  Practice  in  Different  Fields  of  Dentistry 

98.  The  broad  picture  of  dental  remuneration  so  far  as  dental  practitioners  in  the 
National  Health  Service  are  concerned  has  been  given  in  the  earlier  sections  of  this 
part  of  the  Memorandum  but  the  Royal  Commission  have  asked  for  the  Association’s 
views  on  a number  of  points  which  warrant  special  mention.  Some  have  been 
covered  by  comments  in  earlier  parts  of  this  memorandum,  but  others  have  not 
and  the  first  of  these  relates  to  the  relative  advantages  and  disadvantages,  financial 
or  otherwise,  of  service  in  various  fields  of  dentistry.  This  is  a very  difficult 
question  to  answer  in  precise  terms  for  the  very  good  reason  that  different  dentists, 
like  persons  in  other  professions  or  occupations,  may  have  different  viewpoints: 
for  example,  and  this  applies  particularly  to  women  dentists,  same  may  have_  a 
definite  bent  towards  children’s  work  and  so  seek  employment  in  the  Local  Authority 
dental  services  despite  the  unsatisfactory  levels  of  remuneration  in  that  field.  Other 
practitioners  may  feel  that  a hospital  dental  career,  with  the  ultimate  possibility,  but 
not  probability,  of  a consultant  appointment,  is  most  satisfying  from  their  view- 
point. A small  number  of  dentists,  perhaps  having  had  a taste  of  life  in  the  armed 
forces  during  the  war  or  National  Service,  may  decide  to  make  their  career  in 
that  sphere  of  dentistry,  but  the  main  body  of  the  profession  are  engaged  in  the 
general  dental  services  or  in  private  practice  on  their  own  account.  The  advantages 
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and  disadvantages  of  general  practice  axe  mentioned  in  paragraphs  43  to  45  of 
this  document,  but  it  may  be  added  that  dentists,  by  tradition  and  repute,  are  in 
the  main  individualists  and  many  oonsider  that  there  is  a deep  sense  of  satisfaction 
to  be  gained  by  a man  whose  success  depends  very  largely  on  his  own  initiative, 
even  under  modern-day  restrictions. 

99.  On  the  question  of  private  practice  as  an  attraction  to  the  profession,  it  is 
probably  true  that  general  dental  practitioners  in  the  National  Health  Service 
welcome  the  opportunity  (to  do  such  private  work  as  they  are  able,  but  unfortunately 
opportunities  are  limited  and  the  reason  is  surely  apparent.  It  has  been  mentioned 
earlier  in  this  Memorandum  that  the  National  Health  Service  has  certainly  proved 
to  be  a great  boon  to  the  general  public  and  this  applies  to  the  dental  side  of  the 
Health  Service  just  as  much  as  to  any  other,  although,  of  course,  even  now  public 
appreciation  of  the  value  of  dental  health  and  dentistry  is  not  what  it  should  be. 
The  point  is,  however,  that  when  the  National  Health  Service  was  in  process  of 
creation  the  Ministry  of  Health,  no  doubt  with  due  regard  to  experience  in  the 
Dental  Health  Benefit  Regulations  days,  but  without  any  regard  whatever  to  the 
expressed  oninions  of  the  three  dental  organisations  then  existing,  estimated  that 
the  dental  service  from  July  1948  to  March  1949  would  cost  £7  million.  They  were 
told  by  the  profession  that  the  demand  for  treatment  would  be  on  a much  greater 
scale  and  that  proved  to  be  the  case  with  the  result  that  the  actual  cost  for  the 
period  mentioned  was  over  £18  million.  This  made  it  clear  that  a much  larger 
percentage  of  the  population  than  had  been  thought  (by  the  Government)  could 
overcome  fears  arising  from  ignorance  as  to  the  true  nature  of  dentistry,  provided 
that  they  were  not  faced  with  an  additional  monetary  barrier  and  there  can  be 
little  doubt  that  now  the  general  public  have  been  nurtured  on  free  treatment  or 
treatment  with  a limited  charge  for  nine  years  only  a few  will  willingly  pay  more 
than  the  standard  charges  provided  for  under  Acts  of  Parliament.  In  those  circum- 
stances, the  opportunities  of  private  practice  available  to  the  dental  profession  are 
necessarily  limited. 


Assistant  Dental  Surgeons 

100.  The  position  with  regard  to  assistants  in  general  dental  practice,  i.e.  assistant 
dental  surgeons,  is  somewhat  unusual  in  that  it  is  probably  true  to  say  that  they  are 
able  to  earn  at  a fairly  young  age  incomes  which  may  be  regarded  by  general 
standards  for  newly  qualified  professional  men  as  high.  It  must  be  remembered, 
however,  that  those  amounts,  inasmuch  as  they  are  normally  related  to  whatever 
increase  in  total  practice  receipts  is  brought  about  by  an  assistant  s endeavours,  can 
only  be  earned  as  the  result  of  the  long  hours  of  work  which  are  common  to  general 
dental  practitioners  nowadays.  Moreover,  assistants  have  a scarcity  value  because 
of  the  dental  man-power  situation,  which  makes  it  possible  for  a comparatively 
inexperienced  man  to  set  up  in  practice  on  his  own  with  good  ™ 

and  also  makes  it  impossible  for  a scale  of  payments  for  assistants  to  be  established. 

Method  of  Remuneration 

101  It  had  been  thought  .that  the  remit  of  the  Royal  Commission was  confined  to 
an  examination  of  the  levels  of  dental  remuneration  and  that  it  did  not  embrace 
the  methods  by  which  those  levels  are  achieved.  The  Commission,  however  have 
asked  for  the  Association’s  comments  on  the  present  system  of  calcul^g  and 
distributing  remuneration  and  it  must  be  emphasised  that  this  differs  completely 
from  the  “system  operative  insofar  as  payments  to  general  medical  practitioners 
are  concerned.  The  medical  arrangement  is  *at  a.“^&ntral  Poor  of 

the  Snens  advocated  figure  of  £1,600  was  taken,  and  to  this  was  added  a 20  per 
the  Spens  ;yg  ■ ■ ’ t gCTre  0f  £1,920  equivalent  to  a gross  income 

cent  betterment  factor,  giving  a net  nguie  ol  * > t /f4  000  less  £1  920 

of  £4,000  allowing  for  an  agreed  expense  ratio  of  52  per  cent.  l±4,uuo  less 
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equals  £2,080  or  52  per  cent  of  £4,000.)  The  figure  of  £1,920  was  to  include  the 
net  income  from  fees  and  an  allowance  of  8 per  cent  for  the  Exchequer  super- 
annuation contribution,  so  that  the  target  net  income  figure  became  £1,778  (£1,920 
less  £142  i.e.  8 per  cent  of  £1,778).  Expenses  having  already  been  assessed  at 
£2,080  a target  gross  income  of  £3,858  was  thus  produced.  (See  also  paras.  76 
and  83.)  This  was  divided  by  the  Spens  figure  of  1,500  chairside  hours,  and  gave 
the  gross  figure  per  hour  that  a dentist  should  earn.  Standard  timings  having  been 
given  to  each  dental  operation,  it  was  a simple  matter  to  allocate  a gross,  fee  to 
each  operation  on  a time  basis,  and  thus  the  scale  was  formulated.  Tlhis  scale 
was  in  theory  a **  balanced  ” scale,  i.e.  no  matter  what  operation  a dentist  was 
undertaking  he  was  being  paid  at  the  same  rate  per  hour  for  if. 

The  method  of  calculating  the  scale  was  defective  only  insofar  as  it  allowed  for 
an  inadequate  betterment  factor  (see  paragraphs  70  and  71),  but  the  system  was 

Statistics  Derived  from  1952/53  Inland  Revenue  inquiry  into  Incomes  and 
Expenses  of  General  Dental  Practitioners  in  the  National  Health  Service 


Notes.— (i)  The  continuous  line  relates  to  England  and  Wales;  the  broken  line  to 
Scotland. 


(ii)  The  figures  in  brackets  under  the  various  age  groups  indicate  the  numbers 
of  practitioners  within  those  groups. 
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undermined,  and  the  balance  of  the  scale  entirely  destroyed,  when  the  1949  scale  was 
introduced. 

Any  system  of  remuneration  must  have  its  advantages  and  disadvantages,  and 
one  disadvantage  of  the  present  scale  of  fees  system  is  that  the  fees  are  quite  inelastic. 
This  was  a point  which  the  Spens  Committee  foresaw  in  their  report,  and  on  page  S 
of  which  the  following  sentences  appear  in  paragraph  20: 

“ In  the  past  differentiation  in  incomes  has  been  secured  in  part  by  variations 
in  the  fees  charged  by  dentists.  We  have  to  recognise  that  this  method  of 
differentiation  may  not  be  permissible  in  a publicly  organised  service.” 

The  state  of  affairs  referred  to  has  given  rise  to  some  measure  of  discontent  in  the 
profession,  who  however  continue  to  accept  the  present  system  because  of  the 
difficulty  of  producing  a practicable  alternative  which  would  be  acceptable  to  the 
Government  on  the  one  side  and  to  the  profession  on  the  .other. 

The  Position  of  Practitioners  of  Advanced  Years 

102.  The  Association  have  been  asked  to  give  particulars  of  financial  stringency 
suffered  by  any  classes  of  dentists,  illustrated  by  personal  budgets  of  practitioners. 

It  is  regretted  that  this  is  not  possible  because  personal  budgets  are  not  available 
although  the  Inland  Revenue  enquiry  results  may  help  in  this  respect  as  they  did 
on  the  last  occasion.  It  .may  be,  however,  that  in  their  request  for  information,  as 
to  the  financial  difficulties  of  particular  classes  of  dentists,  the  Royal  Commission 
have  in  mind  the  statistics  quoted  in  paragraph  66  of  the  Report  of  the  McNair 
Committee.  Those  figures,  based  on  information  secured  from  the  Inland  Revenue 
and  direct  from  the  profession  in  respect  of  the  year  1952/53,  showed  that  the 
average  net  income  of  dentists  aged  55/64  years  was  only  £950,  and  that  the  average 
net  income  of  dentists  aged  65  years  and  over  was  under  £600.  The  figures  quoted 
relate  to  England  and  Wales,  but  the  graph  on  page  614  also  depicts  the  position 
in  .Scotland.  Cleariy,  many  dentists  in  .the  two  age  groups  had  some  difficulty  in 
making  a reasonable  living,  and  .although  the  position  has  improved  to  some  extent 
following  the  abolition  of  the  10  per  cent  cut  in  May  1955  and  the  recent  2-6  per 
cent  gross  increase  in  fees,  most  older  dentists  have  not  been  able  for  physical 
reasons  to  work  for  longer  hours  and  so  further  improve  their  finances. 

Factors  Disturbing  to  the  Profession 

103  The  remaining  question  asked  by  the  Royal  Commission  which  may  be  appro- 
priately dealt  with  under  this  subsection  is  that  concerning  factors  other  than 
remuneration  which  affect  the  contentment  of  general  dental  .practitioners.  The 
McNair  Committee  have,  of  course,  expressed  their  views  on  this  question  at  some 
length  and  their  Report  indicates  that  on  the  information  supplied  to  them,  some  of  it 
by  .the  British  Dental  Association,  problems  of  remuneration  are  not  the  only  causes 
of  discontent  The  Association  dealt  with  this  matter  at  some  length  in  their 
memorandum  in  which  they  referred  to  the  replies  received  from  1,687  practitioners 
to  a questionnaire  designed  to  assist  the  committee  which  was  responsible  tor  the 
preparation  of  the  Memorandum  to  the  McNair  Committee.  From  , the  replies 
received  to  'the  .questionnaire  it  became  apparent  that  about  two-thirds  of  the 
profession  were  not  encouraging  recruitment ; amongst  the  reasons  given  for  this 
attitude  were  cost  of  .training,  physical  and  mental  strain  of  practice,  insecurity  of 
general  dental  practice  in  the  National  Health  Service  (arising  from  the  possibility 
of  arbitrary  reduction  of  the  scale  of  fees),  interference  with,  clinical  freedom,  in 
National  Health  Service  work,  and  finally,  of  course,  reduced  levels  of  remuneration 
resulting  from  past  unilateral  action  by  the  Government.  There  is  no  point  m 
quoting  in  extenso  from  the  Memorandum,  but  the  following  two  sentences  are  of 
particular  importance  as  they  really  get  to  the  root  of  the  trouble : 

“ Dentists  feel  that  it  is  entirely  wrong  that  their  financial  position  should  be 
capable  of  being  drastically  altered  for  the  worse  by  the  mere  stroke  of  a pen  at 
the  whim  of  the  responsible  Minister  of  whatever  Party  might  be  in  power. 
A man  can  scarcely  be  expected  to  carry  on  his  practice  in  the  best  possible 
manner  and  in  the  way  most  beneficial  to  his  patients  (and,  incidentally,  to  the 
National  Health  Service)  if  his  mind  is  continually  troubled  by  what  might 
almost  be  regarded  as  a ‘sword  of  Damocles’  perpetually  poised  over  his 
head.” 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


616 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


PART  VH 

REMUNERATION  OF  HEALTH  CENTRE  DENTAL  OFFICERS 

Ministry  Insistence  on  Salaried  Employment 

104.  The  Association’s  Claim  also  covers  dental  officers  in  health  centres,  and 
although  these  axe  very  few  in  number  it  is  thought  appropriate  to  refer  to  them  next 
because  they  provide  general  dental  services  in  the  same  way  as  do  general  dental 
practitioners  working  in  their  own  surgeries.  The  difference  between  the  two  is  that 
whereas  private  practitioners  are  remunerated  by  scale  of  fees,  health  centre  dental 
officers  are  paid  on  a salaried  basis  by  Local  Executive  Councils.  There  is  no 
medical  parallel  to  a health  centre  dental  officer  because  doctors  are  allowed  to  rent 
surgeries  in  health  centres  and  to  treat  patients  in  just  the  same  way  and  under  the 
same  arrangements  as  if  they  were  in  practice  in  their  own  premises.  Under  the 
National  Health  Service  Acts  there  is  no  reason  why  dentists  should  not  be  permitted 
to  do  likewise  but  the  Ministry  of  Health  and  the  Department  of  Health  for 
Scotland  have  insisted  as  a matter  of  policy  that  health  centre  dentists  are  employed  as 
salaried  officers  of  Executive  Councils. 

Grades  and  Scales 

105.  There  are  three  grades  of  health  centre  appointments,  but  it  is  understood  that 
no  appointments  in  Grade  III  (the  lowest  grade)  have  been  made.  There  are  now 
in  England  and  Wales  six  dental  officers  on  the  Grade  II  health  centre  scale  and 
seven  on  Grade  I and  the  little  improvement  in  the  financial  position  of  health 
centre  dental  officers  since  1948  is  made  apparent  by  the  comparative  salary  figures 
given  below: 


1948 

1953 

1957 

Grade  II 

£900  x £35  to 

£1,200  x £50  to 

£1,260  X £52  10s.  Od. 

£1,500  p.a. 

£1,500  p.a. 

to  £1,575  p.a. 

Grade  I 

£1,400  X £50  to 

£1,500  x £50  to 

£1,575  X £52  10s.  Od. 

£2,000  p.a. 

£2,000  p.a. 

to  £2,100  p.a. 

106.  It  may  be  desirable  to  mention  here  that  the  concern  felt  with  regard  to  the 
salary  levels  of  health  centre  dental  officers  was  so  great  that,  shortly  before  a 
claim  in  respect  of  all  National  Health  Service  dentists  was  submitted  to  the  Ministry 
of  Health,  an  independent  claim  was  lodged  in  the  hope  that  health  centre  dental 
officers  would  receive  ad  hoc  consideration,  i.e.  apart  from  that  given  to  their  case 
in  conjunction  with  other  health  service  dentists  based  on  the  fall  in  .the  value  of 
money.  This  claim  has  now  been  rejected  on  the  grounds  that  the  position  of 
Health  Centre  Dental  Officers  will  be  considered  by  the  Royal  Commission,  whose 
report  must  be  awaited. 

Parity  in  Medical  and  Dental  Remuneration 

107.  There  is  one  other  aspect  of  the  health  centre  service  which  is  worthy  of 
consideration.  There  is  no  hard  and  fast  criterion  by  which  candidates  for  health 
centre  appointments  are  selected  for  Grade  I or  Grade  n positions.  Executive 
Councils  have  authority  to  appoint  in  any  grade  subject  to  approval  by  the  Ministry 
of  Health.  In  general,  Grade  I appointments  are  intended  for  dentists  with  not  less 
than  ten  years’  experience  in  practice  and  with  the  ability  to  carry  out  fairly  advanced 
forms  of  treatment  but  some  Executive  Councils,  London  being  toe  most  notable 
example,  have  found  it  necessary  in  order  to  secure  staff  to  make  Grade  I appoint- 
ments only,  there  having  been  no  candidates  forthcoming  for  Grade  II  vacancies. 
The  reason  is  obvious — the  una-ttractiveness  of  Grade  II  remuneration. 

108.  Finally,  it  must  be  made  clear  that  health  centre  dental  officers  do  not  have  to 
meet  expenses  in  the  same  way  as  do  dentists  in  general  practice,  but  nevertheless 
they  carry  out  precisely  comparable  work  and  the  Association  consider  that  it  is  only 
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fair  and  reasonable  that  .their  net  remuneration  should  likewise  be  comparable, 
making  due  allowance  for  the  upward  revision  of  general  dental  practitioners 
remuneration  which  is  sought  by  .the  Association  and  which  it  is  hoped  will  ultimately 
be  achieved. 

PART  VIII 

REMUNERATION  OF  HOSPITAL  DENTAL  CONSULTANTS  AND 
SPECIALISTS,  SENIOR  HOSPITAL  DENTAL  OFFICERS,  DENTISTS  IN 
TRAINEE  GRADES,  AND  GENERAL  DENTAL  SURGEONS 

Section  I. — .Hospital  Dental  Consultants  and  Specialists,  Senior  Hospital 
Dental  Officers  and  Dentists  in  Trainee  Grades 

Appointments  by  Executive  Councils 

109.  The  Spens  Dental  Committee  recommended  that  dental  specialists  with  com- 
parable training  and  comparable  qualifications  to  those  of  medical  specialists  should 
be  remunerated  within  the  same  range,  thereby  reaffirming  a principle  which  had 
been  the  rule  in  the  wartime  Emergency  Medical  Service.  The  Government’s 
acceptance  of  this  recommendation  was  implemented  in  June  1949  with  the  publica- 
tion of  “Terms  and  Conditions  of  Service  of  Hospital  Medical  and  Dental  Staff,” 
whereunder  the  remuneration  and  terms  of  service  of  hospital  dental  consultants  and 
specialists,  senior  hospital  dental  officers,  and  dentists  graded,  as  junior  or  senior 
registrars  and  house  or  senior  house  officers  (these  being  die  trainee  grades  for  senior 
hospital  dental  officer  and  consultant  appointments)  were  exactly  parallel  to  those  of 
their  medical  counterparts.  Although  since  1949  there  have  been  occasions  when, 
because  of  separate  negotiating  channels,  the  terms  for  the  dental  profession  have 
temporarily  compared  unfavourably  with  those  for  the  medical  profession,  all  such 
disparities  have  been  of  relatively  short  duration  and  every  material  change  in  the 
medical  terms  has  eventually  been  reflected  in  the  dental  terms  with  retrospective 
effect.  At  the  .present  time  hospital  dental  consultants  and  specialists  and  the  other 
grades  of  hospital  dentists  referred  to  above  are  in  all  material  respects  on  precisely 
the  same  footing  as  .their  medical  colleagues. 

110.  It  is,  in  the  view  of  the  British  Dental  Association,  entirely  right  and  proper 
that  the  two  professions  should  march  together  so  far  as  their  terms  and  conditions  of 
service  are  concerned.  The  knowledge  and  responsibility  required  of  a dental 
specialist  and  of  a medical  specialist  are  entirely  comparable  and  a dental  specialist’s 
work  compares  in  importance  and  skill  with  that  associated  with  many  of  the 
medical  specialists.  Just  as  in  skill  and  responsibility  .the  same  high  standards  are 
required  of  both  professions,  so  are  .the  requiremenits  in  the  way  of  training,  quali- 
fications, and  experience  precisely  comparable.  The  would-be  dental  consultant, 
having  first  obtained  his  basic  qualifications  in  dentistry,  must  progress  .through  the 
same  stages  as  his  medical  counterpart  (house  officer,  senior  house  officer,  registrar, 
and  senior  registrar)  and  must  acquire  a higher  qualification  before  he  can  aspire 
to  a senior  appointment.  The  method  of  appointment  to  dental  posts  is  exactly 
the  same  as  that  applicable  to  medical  posts,  i.e.  advertisement  and  final  selection 
by  an  officially  constituted  committee. 

Prospect  of  Future  Joint  Negotiations 

HI,  The  fact  that  the  terms  and  conditions  governing  the  two  professions  have  in 
the  past  been  negotiated  through  separate  channels  has  been  touched  on  above  To 
bring  the  story  up  to  date,  it  must  be  mentioned  that  negotiations  for  hospital  dental 
consultants  to  be  represented  on  the  Joint  Consultants  Committee  and  on  the  Staff 
Side  of  Committee  B of  the  Medical  "Whitley  Council  have  reached  an  advanced 
stage.  The  Object  of  .this  proposal,  which  has  been  accepted  in  principle  by  both 
professions  and  is  under  consideration  by  the  Management  Side  of  the  Committee  B, 
is  to  secure  that  negotiations  on  behalf  of  medical  and  dental  consultants  and 
doctors  and  dentists  in  the  junior  grades  mentioned  above  shall  in  future  be  con- 
ducted .through  a single  channel  and  to  avoid  repetition  of  the  doubts  and  difficulties 
which  arose  in  the  past  when  the  normal  parity  was  temporarily  disturbed.  Being 
agreed  on  a principle  of  common  negotiating  machinery  for  the  medical  and  dental 
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professions  in  the  hospital  service,  the  Association  support  fully  the  evidence  to  be 
given  to  the  Royal  Commission  by  the  Joint  Consultants  Committee.  _ They  ask 
the  Royal  Commission  to  accept  that  evidence  as  being  in  all  material  respects 
applicable  equally  to  hospital  dental  consultants,  senior  hospital  dental  officers 
and  dentists  in  trainee  grades. 

Insufficiency  of  Consultant  Posts 

112.  There  are,  however,  certain  additional  considerations  in  so  far  as  dentists  are 
concerned  to  which  the  Association  wish  to  draw  .the  attention  of  the  Royal  Com- 
mission. In  the  Report  of  the  McNair  Committee  reference  is  made  in  paragraph  73 
to  a Memorandum  issued  by  the  Ministry  of  Health  in  1950  in  which  the  view 
was  expressed  .that  .the  hospital  service  should  provide  a wider  range  of  dental  care 
of  in-patients,  that  one  whole-time  dental  surgeon  should  he  available  for  each  500 
beds  to  ensure  adequate  dental  care  for  all  patients,  and  that  a dental  surgeon 
specialising  in  oral  surgery  should  be  available  in  a large  centre  or  for  a group  of 
smaller  centres.  One  such  consultant  working  whole-time  was  visualised  as  meeting 
the  needs  of  a population  of  about  300,000.  The  McNair  Committee  commented 
that  provision  on  this  scale  had  not  been  reached  and  recommended  that  the  number 
of  consultant  posts  should,  as  soon  as  possible,  be  increased  to  the  extent  advocated 
by  the  Ministry  of  Health. 

Frustration  of  Dentists  in  Trainee  Grades 

113.  It  is  appreciated  that  it  is  not  part  of  the  Royal  Commission’s  duty  to 
consider  the  hospital  dental  service  except  in  so  far  as  remuneration  is  involved 
and  it  is  with  this  last  point  in  mind  that  the  Association  have  drawn  attention, 
to  the  dearth  of  consultant  posts  which  still  obtains  despite  the  McNair  Committee’s 
recommendations.  The  point  is  that  inadequacy  in  numbers  of  dental  consultant 
posts  and  mis-employment  of  senior  hospital  dental  officers  on  consultant  work, 
of  which  there  is  evidence  in  some  areas,  combine  to  frustrate  and  discourage 
hospital  dentists  in  the  trainee  grades  who,  although  having  the  same  responsibilities 
as  their  medical  colleagues,  have  prospects  of  ultimate  attainment  of  consultant 
status  which  are  disproportionately  less,  even  allowing  for  the  necessarily  greater 
numerical  strength  of  doctors  at  all  levels  of  employment.  Furthermore,  because 
of  inadequate  consultant  establishments,  there  are  fewer  opportunities  of  obtaining 
a distinction  award.  If  the  lack  of  opportunity  for  advancement  continues,  the 
hospital  dental  trainee  grades  will  become  in  effect  career  grades,  constituting  for 
dentists  therein  a “ blind  alley  ” in  the  matter  of  status  despite  the  undoubted  likeli- 
hood of  work  of  increasing  responsibility  and  without  consultant  cover  being 
undertaken  by  those  concerned.  The  position  can  be  rectified  if  the  McNair  Com- 
mittee’s recommendations  are  adopted  and  all  hospital  dentists  carrying  out  work 

equired  of  a consultant  are  given  appropriate  status  and  remuneration. 

Section  II — Hospital  General  Dental  Surgeons 

Inadequacy  of  Scales  for  Full-time  Officers 

114.  The  foregoing  observations  relate  to  the  grades  of  consultant  senior  hospital 
dental  officer,  senior  registrar,  registrar  and  house  officer.  There  is,  however,  a 
further  grade,  namely  that  of  general  dental  surgeon,  for  which  there  is  no  precisely 
corresponding  medical  appointment.  Disregarding  for  the  moment  the  recent 
“interim  award”  of  5 per  cent,  the  present  salary  scale  (£1,000 x £50— £1,700)  for 
full-time  appointments  in  this  grade  was  fixed  by  the  Ministry  of  Health  in  July 
1955.  The  fact  that  negotiations  were  concluded  does  not  mean  that  the  Association 
were  satisfied  with  the  position ; they  could  not  be  so  because  this  is  another 
instance  in  which,  unsatisfactory  though  the  incomes  of  general  dental  practitioners 
working  in  their  own  surgeries  may  be,  the  position  of  their  fellows  providing 
general  dental  services  in  hospitals  is  very  much  worse.  Bearing  in  mind  all  the 
relative  points  which  have  been  made  in  other  parts  of  the  memorandum,  it  is 
clear  that  they  are  in  a particularly  unfavourable  position  financially  and  that 
substantial  improvement  is  long  overdue. 
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Inadequacy  of  Sessional  Fees  for  Part-time  General  Dental  Surgeons 

115.  The  number  of  full-time  general  dental  surgeons  in  hospitals  is  very  small, 
but  there  are  several  hundred  general  dental  practitioners  normally  working  in 
their  own  surgeries  who  also  give,  part-time  service  in  hospitals  on  a sessional  basis. 
Again  disregarding  the  recent  “ interim  award,”  the  rate  for  these  part-time  appoint- 
ments has  remained  unchanged  since  the  earliest  days  of  the  Health  Service  at 
£150  per  annum  per  weekly  “ half-day”  of  3%  hours.  This  rate  is  quite  inadequate 
by  whatever  standard  it  is  measured.  The  original  scale  of  fees  on  the  basis  of 
which  dentists  entered  the  general  dental  services  was  calculated  to  provide  a gross 
income  of  something  in  the  neighbourhood  of  £2  10s.  Od.  an  hour  or  about 
£8  15s.  Od.  for  3%  hours,  of  which  between  £4  and  £5  represents  practice  expenses. 
The  rate  of  £150  per  annum  works  out  at  less  than  £3  for  a 3^-hour  session.  It 
must  be  remembered  that  most  of  the  dentist’s  practice  expenses  continue  while  he 
is  away  from  his  surgery  discharging  his  hospital  commitments.  It  is,  in  fact, 
doubtful  whether  the  return  covers  practice  expenses ; it  is  certain  that  it  provides 
no  margin  for  a man  young  enough  to  be  able  to  catch  up  on  time  by  working 
long  hours  at  his  surgery  let  alone  a man  of  advanced  years  who,  because  of 
increasing  physical  strain,  has  to  restrict  his  working  time.  It  is  clear  from  what 
has  been  said  above  that  the  rate  was  inadequate  in  1948  ; it  is  even  plainer  that 
it  is  grossly  inadequate  at  the  present  time  bearing  in  mind  diminishing  money 
values  since  that  year.  It  may  be  that  in  time  to  come  conditions  in  the  hospital 
dental  service  will  have  so  improved  that  part-time  employment  for  one  or  two 
sessions  only  will  be  a rarity  but  until  that  time  arrives  reliance  will  undoubtedly 
continue  to  be  placed  upon  the  help  which  can  be  given  by  part-time  hospital 
general  dental  surgeons,  irrespective  of  the  number  of  sessions  worked,  and  the 
Association  consider  that  these  dentists  have  an  unanswerable  case  for  a very 
substantial  increase  in  remuneration. 


PART  IX 

REMUNERATION  OF  LOCAL  AUTHORITY  DENTAL  OFFICERS 
Priority  Classes  Dental  Service — History 

116.  The  Association  are  aware  that  it  is  not  regarded  as  being  within  the  remit 
of  the  Royal  Commission  to  make  recommendations  with  regard  to  the  remunera- 
tion of  local  authority  dental  officers,  although  this  is  a circumstance  which  the 
Association  consider  to  be  distinctly  unfortunate.  They  understand,  however,  that 
there  is  nothing  to  prevent  the  Commission  giving  consideration  to  the  position  of 
local  authority  dental  officers,  who  are  engaged  for  the  whole  of  _ their  time  in 
providing  a dental  service  as  part  of  a health  service  for  the  priority  classes,  i.e. 
expectant  and  nursing  mothers,  pre-school  children,  and,  on  present  estimates,  some 
7,750,000  children  attending  maintained  schools  in  England,  Wales  and  Scotland. 

117.  Although  certain  dental  services  were  provided  by  such  agencies  as  the 
Boards  of  Guardians,  largely  at  the  instigation  of  the  B.D.A.,  before  1900,  the 
School  Dental  Services  as  known  today  originated  as  part  of  the  School  Medical 
Service  by  virtue  of  the  Education  Act  1907.  The  School  Dental  Service  continues 
to  be  part  of  the  School  Health  Service  administered  by  local  education  authorities 
under  the  Education  Acts,  the  most  recent  being  the  Act  of  1953.  The  Maternity 
and  Child  Welfare  Act  1918  empowered  local  authorities  to  provide  dental  treat- 
ment for  expectant  and  nursing  mothers  and  children  under  school  age,  such 
provision  becoming  an  obligation  by  the  National  Health  Service  Act  1946.  These 
combined  dental  services  of  Local  Authorities  constitute  the  priority  classes  dental 
services  in  the  provision  of  which  the  dentists  to  which  this  Part  refers  are  engaged. 

Mature  of  Work  of  Local  Authority  Dental  Officers 

118.  Local  authority  dental  officers  do  not  provide  general  dental  treatment  for 
the  same  ranges  of  the  population  as  do  general  dental  practitioners  in  the  National 
Health  Service  or  hospital  general  dental  surgeons.  Their  work  is  comparable, 
however,  as  they  are  required  to  furnish  full  dental  care  for  school  children,  and, 

30983  A 12 

Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


620 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


as  explained,  _ for  younger  children  and  expectant  and  nursing  mothers:  in  any 
event,  the  day-to-day  treatment  of  children  in  the  higher  age  groups  is  in  general 
similar  to  that  provided  for  young  adults  and  differs  mainly  from  that  for  older 
people  in  the  relatively  infrequency  of  provision  of  dentures. 

Dental  Whitley  Council  (Local  Authorities) 

119.  There  are  at  present  947  full-time  salaried  dental  officers  employed  by  local 
health  and  education  authorities  in  England  and  Wales,  and  165  similarly  employed 
in  Scotland.  Until  the  constitution  in  1950  of  the  Dental  Whitley  Council  (Local 
Authorities)  as  one  of  the  Whitley  Councils  for  the  Health  Services  (Great  Britain), 
the  remuneration  of  these  dental  officers  was  entirely  at  the  discretion  of  their 
employing  authorities,  and  in  view  of  the  low  salaries  being  generally  offered,  there 
was  a considerable  drift  of  dental  officers  to  other  branches  of  the  National  Health 
Service  between  1948  and  1951,  which  reached  such  dimensions  as  to  cause  grave 
public  concern  for  the  dental  health  of  the  children.  The  first  agreement  made  by 
the  Dental  Whitley  Council,  the  Staff  Side  of  which  consists  entirely  of  representa- 
tives of  the  British  Dental  Association,  operated  from  October,  1950,  and  equated 
the  scales  of  dental  officers  employed  by  local  authorities  on  a national  basis. 
The  new  scales,  however,  were  insufficient  to  secure  the  restoration  of  the  service 
to  its  previous  strength,  let  alone  produce  the  additional  personnel  needed  to 
cope  with  the  requirements  of  growing  school  population.  Arbitration  in  the 
Industrial  Court  in  1954  resulted  in  further  improvements  and  another  agreement 
between  Management  and  Staff  Sides  in  April,  1956,  further  increased  the  scales 
in  common  with  other  increases  being  agreed  for  various  groups  of  local  Govern- 
ment officers.  So  that  the  effects  of  the  changes  may  be  readily  appreciated,  the 
scales  operative  at  the  various  times  are  shown  below : 


October  1950 

January  1954 

April  1956 

Dental  Officers 

£800  x £50  to 

£900  x £50  to 

£1,000  x £50  to 

£1,250 

£1,250  x £75  to 

£1,350  X £75  to 

£1,400 

£1,575 

Area  Dental  Officers  ... 

— 

£1,450  to  £1,500 

£1,625  to  £1,675 

Chief  Dental  Officers  ... 

£1,250  x £50  to 

£1,550  x £50  to 

£1,725  X £50  to 

£1,550 

£1,850 

£2,025 

Chief  Dental  Officers’  scales  vary  according  to  the  population  ranges,  but  within 
the  limits  shown,  up  to  a population  figure  of  600,000,  above  which  the  remuneration 
of  Chief  Dental  Officers  is  at  the  discretion  of  employing  authorities  and  it  is  a 
matter  of  regret  and  concern  that  this  discretion  is  exercised  somewhat  ungenerously 
by  some  of  the  largest  authorities  with  populations  exceeding  1,000,000. 

Negotiation  Problems 

120.  The  British  Dental  Association  have  played  their  part  as  Staff  Side  in  the 
Dental  Whitley  Council  (Local  Authorities)  and  have  honoured  any  agreements  or 
awards  duly  made  and  do  not  therefore  proffer  criticism  of  relationships  in  existence 
with  the  Local  Authorities.  It  will  be  appreciated,  however,  that  there  are  great 
complications  and  difficulties  involved  in  having  to  deal  with  the  remuneration 
of  an  important  branch  of  the  health  service  apart  from  the  majority  of  the 
profession  and  with  Authorities  which  are  at  all  times  greatly  concerned  with  the 
remuneration  structure  of  the  local  Government  services  as  a whole. 

Strain  of  Continual  Work  on  Children 

121.  The  Ministries  of  Education  and  of  Health  have  recommended  to  Local 
Authorities  that  dental  officers  can  reasonably  be  expected  ito  work  on  the  basis 
of  a three-hour  chairside  session  each  half-day.  The  practice  of  public  dentistry 
naturally  requires  a certain  amount  of  non-chairside  time  and  it  must  be  borne  in 
mind  that  continual  working  on  the  mouths  of  children  is  a task  which  is  among  the 
most  harassing  of  the  many  difficult  and  nerve-sapping  tasks  which  a dentist  is 
called  upon  to  perform.  What  was  said  by  the  Spens  Committee  concerning  the 
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strain  of  work  “ for  the  most  part  upon  a conscious  and  apprehensive  patient  ” 
undoubtedly  applies  with  extra  force  in  circumstances  where  the  patients  are 
children. 

Status  and  Need  for  Autonomy  of  Dental  Service 

1 22.  The  title  “ Chief  ” or  “ Principal  School  Dental  Officer  ” unfortunately  does 
not  signify  that  this  officer  is  of  Chief  Officer  status  in  the  local  government 
service  because  the  post  is  that  of  a subordinate  sectional  head  on  the  staff  of 
the  Medical  Officer  of  Health  and/or  Principal  School  Medical  Officer  to  each 
local  authority.  Dentists  engaged  in  local  authority  work,  therefore,  labour  under 
the  handicap  that  they  cannot  hope  to-  achieve  the  status  and  remuneration  of  a 
chief  officer,  unlike  their  colleagues  in  other  professions,  e.g.  lawyers,  accountants, 
architects,  doctors,  engineers,  education  officers,  etc.  This  is  a point  which  did 
not  escape  the  notice  of  the  McNair  Committee  for  in  paragraph  39  of  their 
Report  they  refer  to  the  fact  that  under  many  authorities  dentists  are  regarded 
as  being  part  of  the  staff  controlled  by  the  medical  officer  of  health  without 
distinction,  so  that  the  chief  dental  officer  cannot  be  said  to  have  complete 
control  of  the  dental  members  of  the  staff.  The  McNair  Committee  went  on 
to  say  that  “there  seems  no  justification  for  denying  to  the  Principal  dental 
officer  control  and  freedom  in  dental  matters  and  direct  and  independent 
access  to  the  appropriate  committees.”  The  Association  have  indeed  urged  the 
need  for  autonomy  of  the  local  authority  dental  services  upon  the  appropriate 
Government  Departments  on  more  than  one  'Occasion  and  it  is  still  their  view 
that  autonomy  is  necessary  in  the  interests  of  the  officers  concerned,  and  the 
services  of  which  they  are  part. 

Observations  of  the  Guillebaud  Committee 

123.  It  is  of  significance  that  the  Committee  of  Enquiry  into  the  cost  of  the 
National  Health  Service  (the  Guillebaud  Committee)  gave  some  attention  to  the 
problem  of  the  remuneration  of  local  authority  dental  officers  and  the  following 
paragraph  (538)  of  their  Report  is  self-explanatory : 

“Para.  538 — One  lesson  to  be  learnt  from  these  last  seven  years  is  that  if 
the  local  authority  services  and  the  general  dental  service  are  to  be  developed 
in  step,  then  it  is  essential  that  the  relationship  .between  the  two  types  of 
remuneration  should  be  kept  in  balance.  We  appreciate  that  this  is  not  a 
simple  matter,  as  earnings  in  the  general  dental  services  apart  from  depending 
on  the  circumstances  and  capabilities  of  the  individual  practitioner,  will 
fluctuate  in  accordance  with  the  demands  made  on  the  service  and  these  in 
turn  will  be  affected  by  the  incidence  of  charges.” 

The  Association  have  long  contended  that  local  authority  dental  officers  should 
he  remunerated  on  the  basis  that  they  are  dentists,  with  all  the  implications  attendant 
upon  engagement  an  the  profession  of  dentistry,  rather  than  as  local  Government 
officers  as  such.  The  Association  are  still  of  that  opinion  and  trust  that  bearing 
in  mind  the  dental  background  which  they  have  been  at  pains  to  explain  in 
detail  the  Royal  Commission  will  see  fit  to  stress  the  need  for  the  priority 
classes  dental  services  ito  be  recognized  as  such,  by  employment  therein  being 
made  financially  attractive ; this  would  constitute  a reversal  of  the  present  position, 
for  -it  can  scarcely  be  denied  that  local  authority  dental  officers  are  hopelessly 
underpaid. 

Dentists  Working  on  Sessional  Basis  for  Local  Authorities 

124.  What  has  been  said  previously  applies  to  full-time  Local  Authority  Dental 
Officers,  but  it  must  not  be  forgotten  that  general  dental  practitioners  carry  out 
sessional  work  in  school  and  maternity  and  child  welfare  clinics  in  the  same  way 
as  they  do  in  hospitals.  567  dentists  are  so  engaged  in  England  and  Wales,  and  14 
in  Scotland : between  them  they  represent  the  equivalent  of  179  full-time  officers,  so 
the  value  of  their  services  is  self-evident.  The  sessional  fees  paid  vary  from  one 
authority  to  another,  but  the  average,  on  the  most  recent  evidence  available 
from  enquiries  made  of  Principal  School  Dental  Officers,  is  about  £3  3s.  Od.  for 
a session  of  three  hours,  which,  allowing  for  holidays  works  out  at  approximately 
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£150  per  annum.  The  considerations  bearing  on  the  financial  position  of  dentists 
absenting  themselves  from  their  surgeries  to  carry  out  sessional  work  have  already 
been  fully  explained  in  paragraph  115,  and  the  place  where  the  sessional  work  is 
performed  is  immaterial.  In  the  circumstances,  practitioners  helping  to  ease  the. 
man-power  shortage  in  school  and  kindred  clinics  by  carrying  out  sessional  work 
clearly  have  as  sound  a case  for  a substantial  improvement  m remuneration  as  have 
their  colleagues  similarly  employed  in  hospitals. 


PART  X 


THE  FUTURE 


Scope  of  Proposals  . 

125.  The  Royal  Commission  have  asked  the  Association  to  submit  specific 
proposals  for  dental  remuneration  in  the  future  and  also  proposals_  for  machinery 
or  procedures  to  be  established  for  dealing  with  future  discussions  of  dental 
remuneration  In  both  these  respects  the  Association  welcome  the  opportunity  to 
submit  their  ideas  and  with  regard  to  the  question  of  remuneration  as  such  they 
wish  to  make  it  clear  that  their  ideas  are  not  confined  to  a 24  per  cent  maease 
in  the  level  of  net  remuneration  of  general  dental  practitioners  and  other  dentists 
in  the  National  Health  Service.  This  is  not  to  say  that  they  do  not  believe  'that 
there  was  and  still  is  justification  for  an  increase  of  at  least  that  order  bearing  in 
mind  the  fall  in  the  value  of  money  between  April  1951  and  April  1956,  but  it 
is  now  their  hope  that  financial  improvement  not  necessarily  related  m Hus  instance 
entirely  to  the  value  of  money  will  be  advocated  by  the  Commission.  The  Association 
also  hope  that  when  the  Royal  Commission  come  to  assess  the  needs  of  the  situation 
thev  will  be  in  no  doubt,  by  virtue  of  'the  exposition  -of  the  dental  background 
which  comprises  the  first  section  of  this  Memorandum,  as  to  the  nature  of  dentistry 
and  its  value  to  'the  community,  the  .qualifications  which  are  a prerequisite  to  the 
practice  of  dentistry  and  the  time,  labour  and  expense  involved  in  obtaining  them, 
and  the  shortage  of  dental  man-power  which  will  ibe  accentuated  -within  a few.  years 
and  which  makes  a marked  impetus  in  dental  recruitment  a matter  of  top  priority. 


Influential  Factors 

126.  Finally,  before  the  Association’s  views  as  to  what  should  be  the  immediate 
levels  of  remuneration  are  expressed,  it  may  be  helpful  if  points  of  consequence 
which  have  a bearing  on  the  situation  and  deserve  consideration  in  relation  to  the 
Association’s  claim  are  now  made  the  subject  of  brief  reference  although  each  point 
has  been  dealt  with  in  detail  earlier  in  this  document.  The  points  m question  are 
as  follows  : 

(i)  The  Spens  Dental  Committee,  like  the  Spens  Medical  Committee,  left  it 
“ to  others  ” to  translate  to  .post-war  money  values  the  financial  recom- 
mendations which  they  made  in  terms  of  pre-war  -money  values.  This 
translation  was  undertaken  .by  the  Government,  whose  representatives, 
during  the  talks  preceding  the  introduction  of  the  1948  Scale  of  Fees,  gave 
the  profession’s  negotiators  to  understand  that  medical  and  dental  betterment 
would  be  .the  same:  clearly  this  was  in  accordance  with  the  intentions  of 
the  Spens  Committee,  as  explained  -in  the  letter  from  their  Chairman  quoted 
in  paragraph  61.  -What  happened  in  .practice  was  that  the  first  dental  scale 
allowed  for  20  .per  cent  betterment,  which  did  not  simply  disappear  but 
was  replaced  .by  what  might  justifiably  .be  described  as  a 20  per  cent 
deterrent  from  June  1949,  on  which  date  was  introduced  a new  Scale  with 
gross  fees  cut  overall  by  20  per  cent,  equivalent  -to  a net  cut  of  about 
40  per  cent  Further,  from  May  1950  to  May  1955  there  was  the  additional 
infliction  of  the  10  per  cent  cut  in  gross  fees,  equivalent  to  20  per  cent 
on  net  incomes.  In  contrast,  medical  .payments  were  never  cut,  but  indeed 
by  the  adjudication  of  Mr.  Justice  Danckwerts  were  substantially  improved 
inasmuch  as  betterment  was  raised  to  85  per  cent  from  1948  and  100  per 
ment  from  1951. 
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(ii)  It  may  be  suggested  that  in  order  to  make  a proper  comparison  between 
medical  and  dental  remuneration  regard  should  be  had  to  the  comparable 
recommendations  of  the  Spens  Committee,  i.e.  the  “ income  levels  ” recom- 
mendations. This  argument  does  not  stand  up  to  examination,  as  the 
income  levels  recommendation  in  the  case  of  dentists  was  intended  to  apply 
only  when  there  were  sufficient  dentists  in  relation  to  the  demand  for  their 
services.  In  saying  that  that  situation  does  not  obtain,  the  Association  do 
not  merely  express  an  opinion,  but  state  a proved  fact,  vide  the  Report 
of  the  McNair  and  Guillebaud  Committees.  It  is  clear,  therefore,  that 
the  second  of  the  Spens  Dental  Committee's  recommendations — the  “ basic 
income  ” recommendation — is  the  one  which  is  relevant.  That  recom- 
mendation was  a special  remedy  designed  to  meet  the  needs  of  a special 
situation,  and  so  long  as  that  situation  remains  unaltered  so  should  single- 
handed  dentists,  fulfilling  the  conditions  specified  in  the  recommendations, 
be  able  to  earn  for  1,500  hours’  chairside  work,  a net  income  of  £1,600  plus 
appropriate  betterment. 

(iii)  The  fact  'that  since  the  inception  of  the  National  Health  Service  the 
majority  of  dentists  have  worked  longer  hours  in  order  to  meet  the  public 
demand  than  those  advocated  by  the  Spens  Dental  Committee  does  not 
constitute  evidence  that  the  Committee’s  conclusions  were  wrong ; even 
if  -that  were  so  there  is  clearly  a very  definite  limit  beyond  which  continued 
work  by  a dental  practitioner  is  calculated  to  undermine  his  health  and 
eventually  disrupt  or  curtail  the  service  he  can  give  to  his  patients. 

(iv)  Tlhe  Spens  Dental  Committee  visualised  that  incomes  in  advance  of  those 
which  they  regarded  as  standard  could  be  earned  by  practitioners  in  partner- 
ship or  employing  assistants  : that  has  happened,  but  is  a circumstance  which 
is  not  in  any  way  discreditable  to  the  dental  profession  nor  an  indication 
of  anything  except  that  labour  above  normal  will  produce  earnings  above 
normal. 

(v)  The  net  incomes  of  single-handed  general  dental  practitioners  have  shown 
improvement  in  recent  years,  but  this  is  due  entirely  to  a considerable 
increase  in  the  amount  of  work  performed.  After  the  recent  2-6  per  cent 
gross  increase  a single-handed  practitioner’s  estimated  basic  net  income  is 
only  £1,087. 

(vi)  To  have  regard  to  earnings  without  taking  into  consideration  the  hours  of 
work  involved  would  be  tantamount  to  adopting  the  view  that  dentists  are 
only  entitled  to  reasonable  incomes  if  they  work  overtime. 

(vii)  If  .proof  of  the  contentions  made  in  (v)  is  needed  it  is  provided  by  the 
various  Regulations  which  have  introduced  cuts  in  gross  fees  : the  plain 
fact  is  that  gross  fees  are  in  1957,  even  after  allowing  for  the  2-6  per  cent 
increase  from  May  1st,  17-9  per  cent  below  what  they  were  in  1948  and  the 
corresponding  disparity  in  the  rate  of  net  remuneration  is  about  39  per 
cent,  a situation  which  must  be  unique  in  any  profession,  occupation,  trade, 
or  industry. 

The  Advocated  Basic  Net  Income 

127.  With  the  background  fully  explained,  the  Association  trust  that  the  Royal 
Commission  will  be  disposed  to  support  the  opinion  of  the  Association  that  the 
remuneration  of  general  dental  practitioners  in  the  National  Health  Service  should 
be  increased  by  the  institution  of  a scale  of  fees  designed  to  produce  for  the  hours 
of  work  recommended  by  the  Spens  Committee  £3,200  net  per  annum  less  8 per 
cent  representing  the  Government  Superannuation  contribution,  giving  approximately 
£2,950  per  annum.  (£3,200  represents  an  addition  of  100  per  cent  to  the  Spens 
1939  money  values  figure  of  £1,600,  and  is  considered  to  be  a very  reasonable  and 
indeed  a minimal  requirement,  in  view  of  the  fact  that  price  levels  in  1957  are  171  per 
cent  above  those  obtaining  in  1938,  and  that  general  salaries  in  ranges  above  £1,000 
in  1936/37  had  at  least  doubled  by  1954/55  (see  “ Changes  in  the  Distribution  of 
Higher  Incomes”— Professor  R.  G.  D.  Allen,  “ Economica,”  May  1957.)  The 
figure  of  £2,950  would  not  necessarily  prove  to  be  the  average  net  income  of  general 
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dental  practitioners  if  a scale  on  the  suggested  dines  were  introduced.  A man 
who  was  not  able  to  work  at  the  speeds  regarded  as  reasonable  by  the  Penman 
Committee  would  automatically  receive  a lower  net  income  unless  he  worked 
at  the  chairside  for  more  than  33  hours  per  week ; on  the  other  hand  men  who  are 
able  to  work  efficiently  at  a higher  tempo  per  operation  than  envisaged  by  the 
Penman  Committee  would  automatically  earn  more  than  £2,950  in  a year,  unless 
they  reduced  their  hours  of  work  to  below  33.  The  Association  suggest,  however, 
that  these  are  not  circumstances  which  should  he  allowed  to  detract  from  the 
argument  in  favour  of  the  introduction  of  a fair  and  reasonable  basic  scale  of 
fees.  The  Association  of  course  appreciate  that  the  Royal  Commission  are  concerned 
only  with  net  remuneration  and  that  being  so  they  do  wish  to  emphasise  that, 
after  the  Commission’s  ideas  as  to  net  incomes  are  made  known,  the  formidable 
task  of  formulating  a scale  of  gross  fees  will  have  to  be  undertaken  by  the 
Association  and  the  Ministry  of  Health.  Some  idea  of  the  difficulties  involved  in 
this  task  may  be  obtained  when  it  is  mentioned  that  the  negotiations  following  the 
1955  Agreement  took  two  years,  during  which  period  dentists’  expenses  and  the  cost 
of  living  continued  to  rise.  In  view  of  the  Inevitable  delay  occasioned  by  negotiations 
on  gross  fees,  the  Association  also  hope  that  the  Royal  Commission  will  be  disposed 
to  advocate  as  an  immediate  interim  measure,  a percentage  increase  in  net 
remuneration. 

128.  So  far  as  dentists  in  other  fields  of  employment  are  concerned  the  position 
is  somewhat  different  inasmuch  as  some  are  paid  on  a salary  basis  and  others  on 
a sessional  basis,  but  the  difference  is  not  so  marked  since,  as  mentioned  earlier, 
in  the  part  relating  to  the  local  authority  dental  services,  dentists  should  be 
remunerated  as  dentists.  The  position  would,  therefore,  be  met,  tbe  Association 
consider,  by  the  introduction  in  the  health  centre  and  local  authority  spheres  of 
scales  with  maxima  commensurate  with  the  proposed  net  level  for  general  dental 
practitioners,  and  with  appropriate  increases  for  area  and  chief  dental  officers  in 
the  one  case  and  Grade  I health  centre  dental  officers  in  the  other  case.  Such  a scale 
could  also  be  appropriately  applied  to  general  dental  surgeons  in  the  hospitals, 
but  the  remuneration  of  practitioners  working  on  a sessional  basis  in  hospitals 
or  clinics  should  be  proportionate  to  the  gross  income  basis  of  the  general  dental 
services  scale  of  fees  designed  to  produce  a net  income  of  £2,950  per  annum.  With 
regard  to  hospital  dental  consultants  and  specialists,  senior  hospital  dental  officers, 
and  dentists  in  trainee  grades,  as  has  already  been  explained  in  the  Pant  relating  to 
hospital  dental  work  what  is  sought  is  continuation  of  parity  in  remuneration  with, 
doctors  holding  comparable  hospital  posts. 

Need  for  Arbitration  Machinery 

129.  The  remaining  matter,  and  it  is  one  of  importance,  which  requires  to  be 
dealt  with  is  that  of  machinery  for  dealing  with  dental  remuneration  in  the  future. 
There  have  been  quoted  in  this  Memorandum  in  paragraph  48  two  sentences  from 
the  Association’s  memorandum  to  the  McNair  Committee  giving  reasons  for  the 
profession’s  sense  of  insecurity  in  relation  to  general  dental  practice  in  the  National 
Health  Service.  The  profession’s  fears  have  been  more  than  justified  because 
whereas  in  industry,  in  trade,  in  a good  many  professions,  and  in  the  Civil  Service 
the  avenue  of  arbitration  is  open,  that  avenue  is  closed  to  professions  in  the  Health 
Service.  In  theory,  the  profession  can  resort  to  arbitration  through  the  Industrial 
Court,  but  that  is  in  theory  only,  as  following  the  award  of  Mr.  Justice  Danckwerts 
to  the  medical  profession  in  1951,  the  Chancellor  of  the  Exchequer  stated  quite 
categorically  in  the  House  of  Commons  that  the  Government  did  not  again  propose 
to  place  Parliament  in  the  position  of  having  to  incur  expenditure  of  millions  of 
pounds  of  public  money  because  of  the  decision  of  someone  outside  Parliamentary 
control.  This  means  that  to  general  dental  practitioners  in  the  National  Health 
Service,  and  indeed  to  general  medical  practitioners,  and  members  of  other  pro- 
fessions similarly  engaged,  their  paymaster,  the  State,  seeks  to  be  the  sole  arbiter  in 
connexion  with  any  dispute  which  may  arise.  The  British  Dental  Association  consider 
that  this  position  is  absolutely  wrong  and  that  dental  surgeons  should  at  least  be 
given  the  same  rights  and  privileges  as  those  given  to  most  classes  of  employed 
persons  including  the  bulk  of  the  Civil  Service. 
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130.  What  is  required  is  arbitration  machinery  to  which  the  profession  may  resort 
as  of  right  in  the  event  of  a breakdown  in  negotiations  on  terms  and  conditions 
of  service,  mid  the  Association  consider  that  the  case  would  be  met  by  the  appoint- 
ment of  an  independent  arbitrator,  acceptable  to  the  profession,  who  would  officiate, 
with  the  aid  of  two  assessors,  in  disputes  between  the  Government  and  the  British 
Dental  Association.  So  far  as  the  assessors  are  concerned,  one  should  be  appointed 
by  the  Ministry  of  Health,  and  one  by  the  Association,  the  only  organisation  repre- 
sentative of  all  dental  practitioners  engaged  in  work  under  the  National  Health 
Service. 

131.  Whether  or  not  the  view  expressed  in  the  last  paragraph  be  fully  accepted 
by  the  Royal  Commission,  the  Association  earnestly  hope  that  by  reason  of  the  third 
of  their  terms  of  reference  the  Commission  will  recommend  that  .there  be  instituted, 
for  the  purposes  of  keeping  under  review  the  remuneration  of  National  Health 
Service  dentists,  arrangements  which  will  not  merely  be  of  convenience  to  whatever 
Government  be  in  power  but  will  be  fully  acceptable  to  the  profession  themselves. 
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Explanatory  note  by  the  Royal  Commission 

On  12th  February,  1957,  the  British  Dental  Association  submitted  to  the  Minister 
of  Health  and  the  Secretary  of  State  for  Scotland  a claim  for  increases  in  the 
remuneration  of  hospital  dental  officers,  health  centre  dental  officers  and  general 
dental  practitioners  in  the  National  Health  Service. 

A copy  of  this  claim  was  sent  by  the  Association  to  the  Royal  Commission.  It 
was  submitted  solely  for  the  Commission’s  information  and  did  not  form  a part 
of  the  Association’s  direct  evidence  to  the  Commission. 

As  references  to  the  claim  were  made  during  oral  proceedings  it  is  thought  the 
document  might  conveniently  be  published  in  this  volume.  The  Association  s claim 
and  covering  letter  to  the  Minister  of  Health  are  therefore  reproduced  in  the 
following  pages. 

BRITISH  DENTAL  ASSOCIATION 

12th  February,  1957. 

The  Rt.  Hon.  D.  F.  Vosper,  T.D.,  B.A.,  M.P.,  Minister  of  Health, 

Savile  Row,  London,  W.l. 

Sir, 

On  28th  March,  1956,  a letter  was  sent  to  Mr.  Turton  informing  him  of  the 
intention  of  the  British  Dental  Association  to  submit,  in  the  near  future  a claim 
for  increases  in  the  remuneration  of  hospital  dental  officers,  health  centre  dental 
officers  and^  general  dental  practitioners  in  the  National  Health  Service  to  offset  the 
fall  in  the  value  of  money  since  1950.  . 

The  Association  have  delayed  until  now  the  submission  of  their  claim  for  two 
reasons  • firstly,  they  have  been  mindful  of  the  general  economic  situation  and  of 
other  matters  of  national  and  international  importance  which  have  engaged  the 
Government’s  attention,  and  secondly,  they  have  been  anxious  *atJheMrneJTls^ 
of  the  1949  Scale  of  Fees,  in  accordance  with  the  agreement  made  with  Mr.  MacLeod 
in  the 'Spring  of  1955,  should  be  completed.  This  revision,  which  It  must  be 
emphasised  is  designed  to  adjust  relative  fees  for  various  items  and  not  to  increase 
the  remuneration  derived  from  a given  amount  of  work,  is  now  almost  an  accom- 
Dlished  fact  and  whatever  be  the  economic  position,  various  professional  and  mgner 
salaried  groups  have  been  awarded  increased  remuneration  and  others  have  claims 
which  are  pending.  The  British  Dental  Association  would,  therefore,  lay  them- 
selves  open  to  justifiable  criticism  by  their  members  if  they  were  further  to  delay 
the  submission  of  their  claim.  . _ . 

The  claim  which  accompanies  this  letter,  and  which  actually  seeks  to  onset 
the  fall  in  the  value  of  money  since  April,  1951,  is  presented  in  some  detail  ana 
is  self-explanatory.  It  is  pertinent  to  point  out,  however,  that  the  vast  majority 
of  those  who  will  derive  financial  benefit  if  the  claim  is  conceded  are  general 
dental  practitioners,  special  reference  to  whom  is  made  because  they  are  remunerated 
in  accordance  with  a scale  of  gross  fees,  whereas  the  claim  is  for  an  increase  or 
24  per  cent  in  net  remuneration.  Bearing  in  mind  the  heavy  reduction  m gross 
fees  effected  since  the  dental  profession  entered  the  National  Health  Service  in  1948, 
the  claim  must  surely  be  regarded  as  being  extremely  reasonable. 

The  Association  consider  that  the  urgency  of  the  need  for  consideration  of  the 
present  claim  is  reinforced  by  the  Report  of  the  McNair  Committee.  As  your 
predecessor  was  recently  informed,  the  Association  intend  to  submit  a Memorandum 
with  reference  to  paragraphs  121/123  of  the  Report,  the  first  two  of  which  envisage 
a review  of  dental  remuneration.  What  form  the  Memorandum  will  take  is,  _ as 
vet  uncertain,  but  it  can  be  said  that  it  will  not  deal  with  the  specific  cost  of  living 
issue  which  is  now  raised  and  which  forms  the  whole  basis  of  the  present  claim. 

A letter  in  similar  terms  is  being  sent  to  the  Secretary  of  State  for  Scotland. 

I am,  Sir, 

Your  obedient  Servant, 

H.  Parker  Buchanan, 

Secretary. 
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REMUNERATION  OF  GENERAL  DENTAL  PRACTITIONERS,  HOSPITAL 
AND  HEALTH  CENTRE  DENTAL  OFFICERS 


INTRODUCTION 


A.  General  Dental  Practitioners  in  the  National  Health  Service 


1.  The  remuneration  of  general  dental  practitioners  in  the  National  Health  Service 
has  been  governed  or  affected  by  legislation  or  regulations  as  under:  — 

(a)  July  5,  1948 — Inception  of  National  Health  Service. 

(b)  July  5,  1948 — National  Health  Service  (General  Dental  Services)  Fees  Regu- 

lations, 1948. 

(c)  Feb.  1,  1949 — National  Health  Service  (General  Dental  Services)  Fees  (Amend- 

ment No.  2)  Regulations,  1949. 

(d)  June  1,  1949 — National  Health  Service  (General  Dental  Services)  Amendment 

(No.  2)  Regulations,  1949. 

(Cancelled  (c):  reduced  Scale  under  ( b ) by  approximately 
20  per  cent). 

(e)  May  1,  1950 — National  Health  Service  (General  Dental  Services)  Fees  (Amend- 

ment) Regulations,  1950. 

(Imposed  10  per  cent  cut). 

(/)  May  10,  1951 — National  Health  Service  Act,  1951. 

(Authorised  charges  for  dentures). 

( g ) May  22,  1952 — National  Health  Service  Act,  1952. 

(Authorised  charges  for  treatment). 

( h ) June  15,  1954 — National  Health  Service  (General  Dental  Services)  Regulations, 

1954. 

(Consolidated  previous  N.H.S.  Regulations  including  (</)). 

(j)  May  1,  1955 — National  Health  Service  (General  Dental  Services)  Amendment 
Regulations,  1955. 

(Cancelled  the  10  per  cent  cut). 


2.  The  original  (1948)  Scale  of  Fees  although  not  wholly  agreed  between  the 
Ministry  and  the  three  dental  organisations  then  existing  was  framed  with  the 
intention  of  giving  effect  to  the  recommendations  of  the  Interdepartmental  Com- 
mittee on  the  Remuneration  of  General  Dental  Practitioners  (Chairman,  Sir  Will 
Spens).  The  remit  of  that  Committee  had  been  to  consider  what  ought  to  be  the 
range  of  total  professional  income  of  a registered  dental  practitioner  in  any  publicly 
organised  service  of  general  dental  practice:  to  consider  this  with  due  regard  to 
what  had  been  the  normal  financial  expectations  of  general  dental  practice  in  the 
past,  and  to  the  desirability  of  maintaining  in  the  future  the  proper  social  and 
economic  status  of  general  dental  practice  and  its  power  to  attract  a suitable  type 
of  recruit  to  the  profession : and  to  make  recommendations. 

3 In  their  Report  which,  like  its  medical  counterpart,  was  accepted  in  principle 
by  the  Government  of  the  day,  the  Committee  said,  inter  alia,  that  a single-handed 
dentist  working  33  chairside  hours  a week  plus  non-chairside  hours,  reckoned  to 
be  about  nine  per  week,  should  receive  in  1939  money  values  a net  annual  income 
of  £1,600.  The  Committee  also  expressed  the  view  that  it  was  legitimate  to  compare 
an  income  of  £1,600  in  the  case  of  such  a single-handed  dental  practitioner  with 
an  income  of  £1,800  in  the  case  of  a general  medical,  practitioner  working  from 
50  to  55  hours  per  week;  in  that  assessment  due  allowance  was  made  for  the 
“ intensive  strain  ” of  a dentist’s  chairside  work. 


4 The  Spens  Dental  Committee,  like  their  fore-runners  the  Spens  Medical  Com- 
mittee (under  the  same  Chairmanship),  left  “to  others”  the  problem  of  the  adjust- 
ment of  pre-war  incomes  to  take  into  consideration  post-war  conditions  but  observed 
that  adjustment  should  have  direct  regard  not  only  to  estimates  of  the  change  m 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


628 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


the  value  of  money  but  to  increases  which  had  taken  place  since  1939  in  incomes 
in  other  professions.  They  also  expressed  the  opinion  that  it  was  only  if  correspond- 
ing changes  were  made  in  the  incomes  of  general  dental  practitioners  that  the 
recruitment  and  status  of  their  profession  would  be  maintained. 


5.  The  adjustment  of  incomes  contemplated  by  the  two  Spens  Committees  has 
become  known  to  the  medical  and  dental  professions  as  betterment  , an^  m the 
case  of  dentists  betterment  was  arbitrarily  determined  by  the  Ministry  of  Health 
as  20  per  cent  on  the  Spens  advocated  net  income  figure  for  a single-handed  practi- 
tioner of  £1.600.  The  dental  profession’s  negotiators  were  informed  at  the  time 
(May  1948)  that  the  percentage  was  the  same  as  that  applied  in  the  case  of  general 
medical  practitioners,  and  were  assured  that  if  the  doctors  succeeded  in  obtaining 
a higher  betterment  factor,  the  dentists  would  get  the  same.  It  became  apparent, 
however  from  the  evidence  presented  to  Mr.  Justice  Danckwerts  during  the  arbitra- 
tion hearing  in  respect  of  the  remuneration  of  general  medical  practitioners,  that 
from  the  inception  of  the  National  Health  Service  medical  betterment  differed  from 
dental  betterment,  and  the  disparity  widened  appreciably  after  the  Arbitration 
Award  had  been  put  into  effect. 

6 The  promise  made  to  the  dental  profession’s  negotiators  in  1948  has  therefore 
not  been  kept,  despite  a categorical  statement  m a letter  to  the  Ministry  °f  Health 
from  the  Chairman  of  the  Spens  Committee,  dated  14th  July  1948  that  the 
Dental  Committee’s  Report  was  made  on  the  assumption  that  both  ^sets  of  recom- 
mendations would  be  subject  to  appropriate  and  similar  betterment  . 

7 Dentists’  incomes  fell  considerably  from  1949  to  1952/53  as  the  result  of 
reductions  in  the  Scale  of  Fees  and  the  introduction  of  charges  for  dentures  and 
for  treatment,  and  after  examining  the  combined  results  of  enquiries  into  the 
incomes  and  expenses  of  general  dental  practitioners  in  the  National .Health  Service 
for  1952/53  (conducted  by  the  Inland  Revenue  and  by  the  British  Dental  Associa- 
tion) the  Minister  of  Health  agreed  to  cancel  the  10  per  cent  cut  with  effect  from 
1st  May,  1955,  subject  to  certain  conditions. 

8.  The  Minister  suggested,  and  the  British  Dental  Association  agreed  that  as 
a full  settlement  of  dental  remuneration  at  the  present  time  the  revised  Scale  which 
was  already  under  negotiation  between  his  Department  and  the  Association  should 
be  worked  out  on  a basis  that  would  produce  for  the  same  amount _of  ™rk  *e 
incomes  that  would  have  been  earned  m the  inquiry  period  had  the  10  per  cent 
reduction  not  then  been  in  force. 


d LIU II  UUL  Ll-LwXi.  A. lx  -I-—.  _ , - , , a 

9 Restoration  of  the  10  per  cent  meant  in  effect  the  re-introduction  of  1116 1 
Scale  (paragraph  1 M)  consolidated  in  (h))  and  the  revised  scale  still  under  negotia- 
tion will  have  approximately  the  same  financial  results.  The  position,  therefore.,  is 
SS  toe  demal  pSSston  me  back  where  they  were  m mid  1949,  a state  of  atoms 
which  is  certainly  an  improvement  on  .that  which  obtained  a year  ago  but  which 
has  no  regard  to  the  marted  fall  in  the  value  of  money  in  recent  years. . The  atuahon 
is  that  the  income  levels  of  general  dental  practitioners  now  approximate  to  those 
reached  in  1949  tat  the  monetary  value  of  payments  received  has  been  sadly 
reduced. 


1(1  At  no  time  has  it  been  suggested  by  the  Association  in  their  negotiations  with 
toi  Mtastty'^noS  the  10  per  cent  cut  or  toe  revised  Scale  that  toeu . object 
has  been  to  secure  an  improvement  because  of  toe  cost  of  living  , it  is  therefore  an 
entirely  new  issue  which  is  now  raised  and  which  it  is  suggested  should  m all 
fairness  receive  serious  consideration  in  the  same  way  as  have  claims  from  other 
sections  of  toe  community  for  cost  of  living .increases  which  have  in  fact  been 
granted  on  many  occasions  since  1951  and.  indeed  earlier  than  that. 


B. 


HOSPITAL  DENTAL  OFFICERS 

11  The  Spens  Dental  Committee  recommended  'that  dental  specialists  ^ with  ^om- 
narable  training  and  comparable  qualifications  to  those  of  medical  specialists  should 
IT remS  within' toe  same4  range.  In  fact  toe  remuneration  of  dentate  m 
hospitals  (other  than  .general  dental  surgeons,  to  whom  special  reference  will  be 
made  later)  has  been  on  a par  with  that  of  their  medical  counterparts  from  the 
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beginning  of  the  National  Health  Service  although  on  occasions  when  increases 
for  medical  officers  have  been  agreed  in  Medical  Whitley  Committee  B such  increases 
have  only  been  given  to  dental  officers  holding  comparable  posts  after  the  submission 
of  representations  by  the  British  Dental  Association.  The  last  increase  given  to 
hospital  medical  staffs  purported  to  restore  the  relationship  of  their  salaries  to  the 
remuneration  of  general  medical  practitioners  which  existed  before  the  Award_  of 
Mr.  Justice  Danckwerts  was  made  and  to  fulfil  the  intentions  of  the  Spens  Medical 
Committee.  Whether  those  intentions  were  indeed  fulfilled  is  a matter  for  argu- 
ment but  what  cannot  be  denied  is  that  .the  value  of  money  has  fallen  to  a marked 
extent  since  the  date  when  the  Danckwerts  Award  was  made.  Hospital  dental  officers 
are  therefore  suffering  from  the  effects  of  inadequate  betterment  in  the  same  way 
as  their  medical  colleagues. 

12.  The  foregoing  comments  apply  to  the  grades  of  Consultant,  Senior  Hospital 
Dental  Officer,  Senior  Registrar,  Registrar  and  House  Officer.  There  is  a further 
grade,  that  of  General  Dental  Surgeon,  which  calls  for  separate  comment  since 
there  is  no  precisely  comparable  medical  appointment.  The  present  salary  scale 
for  full-time  appointments  in  this  grade  was  fixed  by  the  Ministry  of  Health  in  July 
1955  after  negotiations  with  the  Association.  The  remuneration  for  part-time 
appointments  was  fixed  by  the  Ministry  in  1949^  and  has  remained  unchanged  in 
spite  of  continual  representations  by  the  Association  as  to  its  inadequacy.  Clearly 
general  dental  surgeons  are  entitled  to  equal  consideration  in  the  matter  of  betterment 
with  their  colleagues  practising  on  their  own  account  under  the  National  Health 
Service,  and  of  course  it  follows  that  any  betterment  improvement  in  .the  case  of 
other  hospital  dental  officers  would  worsen,  the  relative  position  of  general  dental 
surgeons  unless  they  too  were  given  the  same  consideration. 


C.  HEALTH  CENTRE  DENTAL  OFFICERS 

13  The  remuneration  of  dental  officers  in  health  centres  was  originally  determined 
by  the  National  Health  Service  {General  Dental  Services)  Fees  (Amendment)  Regula- 
tions, 1948  which  came  into  operation  on  vesting  day,  i.e.  5th  July,  1948.  lhese 
fees  were  not  regarded  by  .the  British  Dental  Association  as  being  adequate  and 
representations  were  made  to  the  Ministry  of  Health  as  a result  of  which  new 
regulations  were  introduced  effective  from  15th  August,  1953.  These  regulations 
included  improved  scales  of  remuneration  for  dentists  in  the  three  health  centre 
grades  but  the  scales  fell  short  of  the  proposals  made  by  the  Association  to  the 
Ministry- 

14  The  number  of  health  centre  dental  officers  is  not  large  but  that  circumstance 
in  no  way  affects  the  right  of  such  officers  to  be  remunerated  at  such  rates  as  place 
them  in  a position  reasonably  comparable  with  that  of  their  fellow  practitioners 
engaged  in  other  fields  of  dentistry.  They  feel -the  effect  of  increases  m the  cost 
of  living  in  iust  the  same  way  as  not  only  other  dentists,  but  indeed  all  other  citizens 
and  their  case  for  improved  remuneration  to  offset  the  fall  in  the  value  of  money 
is  equally  good. 

The  Case 

15  The  case  is  a simple  one;  it  rests  on  the  fact  .that  the  purchasing  power  of 
the  ponnd  has  declined  since  1950  and  it  is  supported  by  the  further  fact  that  salaries 
and  earnings  in  other  occupations  have  been  and  are  being  increased. 

16  That  purchasing  power  has  fallen,  and  fallen  progressively,  in  the  post-war 
period  is  a fact  beyond  dispute.  There  have  been  only  two  short  periods  of  relative 
stability,  when  prices,  though  still  rising,  were  rising  slowly.  One  of  the  penwis 
was  in  1948-49  before  the  devaluation  of  sterling ; the  other  was  in  195--53.  Othe 
wise  prices  have  increased  substantially  year  by  year. 

17  A measure  of  the  fall  in  purchasing  power  is  to  be  obtained  from  an  index 
numbeV  storing  .the  movements  in  retail  prices.  In  a written  answer  to  a question 
ZTm? ^Freitas  (Hansard,  4th  May,  1956),  Sir  E Boy e gave  16s  7d  as  the 
DurchLing  power  of  the  pound  in  March  1956,  taking  the  value  m October  1951  as 
2of  Thif  represents  an  increase  of  20  per  cent  in  retail  prices,  and  implies  that 
spendable  inSme  would  need  to  be  increased  by  20  per  cent  to  maintain  purchasing 
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power  from  October  1951  to  March  1956.  Since  prices  were  increasing  rapidly 
in  1951,  the  corresponding  figure  for  the  whole  period,  since  the  end  of  1950  is 
about  30  per  cent.  , , . . . 

1 8 The  index  used  in  these  calculations  (as  noted  by  Sir  E.  Boyle)  is  the  Ministry 
of  Lwftodex  of  RelS  Prices.  The  index,  however,  is  of  restricted  coverage 
and  weighted  in  a manner  appropriate  to  working-class  households ; and  there  have 
teen  fwo  chan»«  in  its  compilation  since  1950.  For  salaried  and  professional 
earners  it  is  preferable  to  take  an  index  which  relates  to  the  whole  range  of  con- 
sumers’ expenditure,  including  such  items  as  motoring,  domestic  service  and  insurance. 
S m index  is  provided  in  the  annual  Blue  Books  on  National  Income  and 
Expenditure : 


Consumers’  Expenditure  : Index  Numbers  oj  Market  Prices 
(1948  = 100) 

1948  100  1952  12T0 

1949  102-4  1953  123  3 

1950  105-8  1954  125-6 

1951  114-5  1955  130-0 

These  index  numbers  are  weighted  with  reference  to  the  current  pattern  of 
consumers’  expenditure  each  year  and  (as  a technical  matter)  they  are  likely  to 
understate,  rather  than  to  overstate,  the  upward  movement  m prices. 

19  For”  reasons  given  later,  a measure  is  required  of  the  decline  in _ purchasing 
power  (or  rfScrease  in  prices)  from  1st  April,  1951  to  April  1956,  a period 
five  years.  If  the  Ministry  of  Labour  index  as : used  to  interpolate  -and  extend 
the  annual  figures  above,  the  increase  in  prices  is  from  110-8  at  1st  April  1951  to 
137-3  in  April  1956.  Hence,  in  the  period  of  five  years  from  1st  April,  1951,  there 
has  been  an  increase  in  price  of  24  per  cent  and  a corresponding  decline  an  the 
purchasing  power  of  the  £.  . 

on  This  is  to  be  supplemented  by  measures  of  the  rise  in  salaried  and  professional 
incomes  since  1950.  The  Blue  Books  on  National  Income  and  Expenditure  (witli 
provisional  figures  for  1955)  give  the  following  aggregates : 


Aggregate  Annual  Earnings 


(£  mn.) 


1951 

1952 

1953 

1954 

1955 


Wages 


5,080 

5,410 

5,745 

6,170 

6,690 


Salaries 


2,575 

2,760 

2,895 

3,095 

3,350 


Self-employed 

professions 


226 

231 

241 

258 

272 


The  number  of  employees  (wage  and  salary-earners)  increased  by  about . per 
cent  in  the  four  years  1951 — 55  ; but  the  number  of  self-employed  professional 
people  almost  certainly  did  not  increase  and  may  well  have  declined.  Further-, 
the  figures  for  the  independent  professions  include,  as  a substantial  constituent, 
the  earnings  of  general  medical  and  dental  practitioners,  increasing  much  Ipss 
than  the  earnings  of  other  professional  people.  It  can  be  estimated  that,  m tne 
four  years  from  1951  to  1955,  earnings  per  head  increased  by  26-27  per  cent 
for  wage  and  salary  earners ; and  by  over  20  per  cent  for  the  independent  profes- 
sions or  by  nearly  25  per  cent  if  medical  land  dental  practitioners  are  excluded. 
The  increases  for  the  full  period  of  five  years  from  1st  April,  1951  are  correspondingly 
greater. 

oj  These  are  very  broad  figures,  relating  to  groups  of  great  diversity  of  type 
and  amounts  of  earnings.  It  is  important  to  pay  some  attention  to  differentials 
between  the  lower  and  the  higher-paid,  to  what  can  be  termed  the  “ ooncertina.  ” 
effect  In  the  post-war  period  (as  during  the  war),  differentials  were  reduced,  tihe 
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concertina  squeezed  up.  As  Dudley  Seers  shows  (Bulletin  of  Oxford  Institute 
of  Statistics,  Feb.  1956),  the  evidence  is  that,  as  early  as  1954,  there  was  some 
increase  in  the  differentials,  some  opening  up  of  the  concertina,  as  between  the 
more-skilled  and  the  less-skilled  wage  earners.  This  process  has  continued  and 
it  has  extended  to  salary  earners  since  1954.  The  opening  up  of  the  concertina 
is  particularly  evident  in  recent  awards  to  such  groups  as  school  teachers  and 
civil  servants. 


22.  It  is,  indeed,  especially  relevant  to  consider  the  increases  in  pay  of  teachers 
and  "civil  servants.  They  are  -representative  of  what  has  been  happening  recently 
to  earnings  in  higher-paid  and  professional  occupations  ; and  they  are  two  large 
groups  for  whom  (as  for  the  medical  and  dental  professions)  the  government  is 
the  paymaster.  The  movement  of  salaries  from  1948  to  date  in  these  groups  is 
illustrated  in  the  attached  chart.  Taking  dates  at  which  general  and  substantial 
revisions  took  place : 


Administrative  Class 
Civil  Service 


Asst.  Principal*  Min 
Principal*  Min 

Asst.  Secretary  Min 

Max 

Under  Secretary 
Deputy  Secretary 
Permanent  Secretary 


Per  cent  increase  in  salary 


Oct.  1950 
-Jan.  1953 

Jan.  1953 
-Apr.  1956 

Oct.  1950 
-Apr.  1956 

18 

19 

40 

15 

11 

27 

13 

18 

33 

10 

18 

30 

4 

25 

30 

31 

31 

— 

33 

33 

* Including  Extra  Duty  Allowance  (1950  and  1953),  abolished  1956. 


Teaching  in  Primary 
and  Secondary  Schools 

Per  cent  increase  in  salary 

Apr.  1951 
-Apr.  1954 

Apr.  1954 
-Oct.  1956 

Apr.  1951 
-Oct.  1956 

Basic  minimum 

Good  Honours  graduate  Min.  

Max 

Typical  Head  Teachers: 

Secondary  modem 

Secondary  grammar 

20 

21 

17 

12 

10 

6 

14 

26 

38 

27 

27 

38 
48 

54 

39 

Ihe  selection  of  points  on  salary  scales  is  made  here  with  particular  reference  to 
the  pay  of  graduates.  (See  Note  1.) 

23.  In  a period  of  years  from  1950-51  to  1956,  these  groups  of  teachers  and 
higher  civil  servants  have  had  pay  increases  of  about  30  per  cent  or  more.  Ihis 
is  a greater  rise  than,  would  be  indicated  by  the  decline  in.  the  purchasing  power 
of  money  (24  per  cent  approximately).  The  extra  rise  may  well  be  connected  warn 
the  fact  that  the  groups  were  under-paid  in  1950-51.  But,  whatever  the  reason, 
it  is  clear  that,  as  between  these  groups  and  many  of  the  lower-paid  occupations, 
the  concertina  has  been  opened  up.  Just  as  significant  is  the  fact  that,  as  between 
the  higher  and  lower  paid  within  each  group,  the  concertina  was  closed  m the 


Note  1 : For  example,  a graduate  direct-entrant  to  the  Administrative  Class  of  the  Civil  Service 
passes  through  the  Assistant  Principal  and  Principal  grades  (for  which  the  minima  are  shown) 
and  almost  certainly  becomes  an  Assistant  Secretary,  at  age  about  40.  He  may  not  rise  above 
this  grade,  so  that  both  the  minimum  and  maximum  of  Assistant  Secretaries  are  shown.  Further, 
though  only  the  Administrative  Class  is  shown,  the  pay  m such  classes  as  Statistician  and 
Scientific  Officer  is  similar  and  closely  related. 
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first  half  of  the  period  and  then  opened  up  again.  The  evidence  u i that, in  fee 
last  few  years,  the  pay  in  these  two  broad  .professional  occupa u remunera- 

kept  pace  with  rising  prices,  and  particular  attention  is  being  p 
tion  of  those  in  the  higher  ranks. 

94  The  conclusion  from  the  point  of  view  of  such  professional  occupations 
as  tte  d^tX  rJhat  £ the  vJy  least,  the  decline  in  the  purchasing  power  of 

the  pound  should  he  Compensated  by  higher  pay,  the eEonTa% )®fo? 
24  per  cent.  There  is  no  longer  any  justification  (indeed  jmd  &e  contrary)  for 
squeezing  these  higher-paid  and  more  responsible  groups.  (See  Note  2.) 

76  Tt  remains  to  examine  the  position  of  each  group  of  dentists  to  Which  he 
rrresent  claim  relates  with  particular  reference  to  fixing  the  starting  point  for  the 
aDDlication  of  the  foregoing  conclusion.  As  regards  general  dental  practitioners, 

undertaken  but  in  the  main  to  hours  worked . 

Payments,  Great  Britain 
Average  per  principal,  £ per  year 


j Adjusted 

Corresponding 

Period 

j payment 

for  10  per  cent  cut 

net  income* 

Statistical  information  ^ “ 


4/1949  to  3/1950 
4/1950  to  3/1951 
4/1951  to  3/1952 
4/1952  to  3/1953 


4,777 

4,777  1 

4,317 

4,757 

3,586 

3,984  | 

2,964 

3,293 

2,484 

2,474 

2,071 

1,712 


. , . , hv  Inauiry  through  Inland  Revenue  and  by  questionnaire— all 

— orin^tnersm 

4/1952  to  3/1953  I 3’345  1 

(single-handed  practitioners  only)  j fi60 

4/1952  to  3/1953  j 2’87  | ] 

“if 

4/1953  to  3/1954  

4/1954  to  3/1955  ... 

4/1955  to  3/1956  


1 3,143 

3,492 

! 3,428 

3,809 

4,047 

4,084 

1,816 

1,981 

2,123 


. exnenses  as  determined  in  the  1952—53  inquiry,  i.e.  53^  per  cent  of  the 

gros?p“  SSdSgTper  cent  cut,  or  48  per  cent  (as  taken  here)  of  the  gross  payment  with 
10  per  cent  cut  added  back. 

r , Tt  ,,  immaterial  whether  this  correcting  factor  is  applied  to  income  before  or  after 
Note  2.— It  IS  irmnamri^  rising  ^ step  ^ pnces  the  various  reductions  m rates 

““  f^%tocTl950  ®e  almost  exactly  offset  by  the  progressive  nature  of  income  taxation 
andX^ro“ortion  of  income  left  after  tax  remains  constant. 

mu  ffuuf  Of  the  imposition  of  charges  is  seen  in  the  decline  in  schedule  payments 
paid  by  pitots)  in  1952-53  and  in  the  recovery  from 

1954. 
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26.  The  scale  of  dentists’  fees  has  not  changed,  apart  from  the  10  per  cent  cut, 
and  the  amount  of  work  done  is  now  about  the  same  as  in  1951.  In  money 
terms,  dentists’  incomes  aTe  no  higher  now  than  in  1951  (if  the  cut  had  not  then 
been  in  force)  and  the  only  change  in  between  was  for  the  worse.  It  can  be 
maintained,  without  any  doubt  whatever,  that  the  general  dental  practitioner  has 
had  no  protection  against  the  decline  in  the  purchasing  power  of  the  pound  at 
any  time  from  1st  April,  1951  or  indeed  earlier. 

27.  Except  during  1952-53,  the  year  covered  by  an  Inquiry  into  incomes  and 
expenses,  which  was  conducted  with  the  co-operation  of  the  Inland  Revenue  and 
by  means  of  a questionnaire  sent  to  general  dental  practitioners  in  the  National 
Health  Service  there  is  no  evidence  available  as  to  the  earnings  of  single-handed 
practitioners,  ’it  is  reasonable,  however,  to  assume  that  the  same  relationship 
between  average  earnings  of  all  principals,  and  those  of  single-handed  dentists, 
exists  as  in  1952-53  which  means  that  during  1955-56  when  the  average  earnings 
of  all  principals  amounted  to  £4,084,  single-handed  earnings  (gross)  must  have 
averaged  £3,480.  Applying  the  48  per  cent  expenses  ratio,  the  net  mcome  for  a 
single-handed  practitioner  for  1955-56  only  works  out  at  an  average  of  about  £1,800, 
or  £20  more  than  the  net  income  which  the  original  (1948)  scale  of  fees  was 
designed  to  produce  for  a single-handed  practitioner  working  1,500  chairside  hours 
a year. 

28.  It  is  important  to  supplement  this  statement  of  the  position  by  reference  to 
the  findings  of  the  Spens  Report  (Cmd.  7402).  The  matter  of  hours  is  particularly 
relevant.  The  standard  of  efficiency  envisaged  in  the  Spens  Report  was  trans- 
lated into  la  usual  practice  of  not  over  1,500  chairside  hours,  or  1,900  hours  m 
all  per  year.  The  Report  specifically  recommended  additional  remuneration  fo. 
those  experienced  practitioners  who  work  more  than  1,500  chairside  hours  a year 
without  loss  of  efficiency,  as  well  as  for  those  with  salaried  assistants  or  under 
"slip  elements  junior  partners.  Hence,  even  if  the  purch^ng  p^er 
of  the  pound  does  not  decline  and  incomes  elsewhere  do  not  rise,  the 

allowed  for  an  increase  in  dentists’  remuneration  whenever  single-handed  dentate 
are  Required  to  work  longer  hours  and  whenever  partnerships  and  practice  with 

^ 29taAccording  to  the  1952-53  inquiry,  single-handed  dentists  worked  ™ore, 

2100  hours  a°year.  Even  in  that  period  of  relatively  low  demand  foi  dental 
services  dentists5^  were  working  hours  in  excess  of  the  Spens  standard.  The  excess 
SS™  now  than  in  1952-53.  Even  so,  the  net  incomes  now  obtains) 
by  single-handed  dentists  are  certainly  not  more,  in  comparison  with  the  remuner 
tkm  of  general  medical  practitioners,  than  envisaged  in  the  Spens  Report  The 
conclusion  here  is  that,  despite  more  work,  general  denta  practitioners  are  not 
earning  more  than  the  Spens  Report  thought  they  should,  in  relation  to  the 
remuneration  of  general  medical  practitioners  determined  as  appropnate  (in  the 
Dmckwerts  award)  to  the  year  1950-51.  Again  it  is  clear  that  there  has  been  no 
allowance  whatever  for  the  decline  in  the  purchasing  power  of  the  pound  which 
has  taken  place  since  1951.  ..  . , 

30  As  regards  hospital  dental  officers,  remuneration  is  related,  as  it  must  be, 
to  that  of  medical  staffs  in  hospitals  The  award  of  1954  se | the  |alary  scal.es 
of  medical  staffs,  and  hence  of  dental  staffs,  as  from  April,  1954.  The  bas  s of 
the  award  was  that  the  balance  of  medical  remuneration  was  disturbed  by  the 
Danckwerts  award  to  general  medical  practitioners.  The  award  brought  the  salaries 
of  hospital  staffs  into  line  with  the  remuneration  of  general  medical  practitioners 
as  determined  (by  Danckwerts)  for  1950-51  ; it  took  no  account  of  changes  in 
betterment  or  in  other  incomes  since  March  1951.  The  present  salary  scales  of 
hospital  medical  staffs,  and  hence  equally  of  hospital  dental  staffs  do  not  allow 
for  any  such  changes  and  the  present  claim  is  designed  to  correct  this. 

n Tn  the  Introduction  (Para.  12)  reference  is  also  made  to  general  dental 
surgeons  both  full-time  and  part-time.  So  far  as  full-time  officers  in  this  category 
are  concerned  the  contention  is  that  there  should  be  an  increase  of  24 - per  cent 
in  the  scale  fixed  by  the  Ministry  of  Health  in  July,  1955  after  negotiations  with 
m the  scale  toted  ebavtog  superseded  an  earlier  scale  which  was  never  at  any 
toe^ognised In  the  case  of  part-time  officers,  an  increase 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


634 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS  REMUNERATION 


of  24  per  cent  in  their  remuneration  on  what  are  in  effect  cost  of  living  grounds 
is  likewise  sought,  the  Association  reserving  their  right  to  renew  representations 
concerning  the  inadequacy  of  the  existing  payments  for  these  appointments. 

32  There  are  three  Grades  of  Health  Centre  appointments,  but  it  is  understood 

that  in  actual  fact  no  appointments  in  Grade  III  (the  lowest  Grade)  have  been 
made:  in  the  case  of  Grades  I and  II  the  maxima  of  the  Scales  introduced  in  1953 

were  the  same  as  those  of  the  Scales  which  operated  at  the  commencement  of  the  i 

National  Health  Service.  In  the  circumstances,  in  order  not  to  complicate  matters, 

and  without  prejudice  to  any  negotiations  for  improvement  of  the  1953  scales, 
the  present  claim  is  taken  as  applying  to  the  maxima  of  the  Health  Centre  Dental  | 
Officer  scales,  with  a consequential  adjustment  of  salaries  below  the  maxima.  I 

33  It  is  the  responsibility  of  government  to  protect  the  economic  and  social  j 

position  of  all  those  paid  directly  or  indirectly  out  of  government  funds.  This  ' 

is  essential  if  the  efficiency,  and  the  position  as  regards  recruitment,  of  the  groups 
concerned  are  to  be  ensured.  Moreover,  the  government  is  not  only  the  paymaster 

but  also  in  its  other  function  as  the  monetary  authority,  it  is  responsible  for  any 
decline  in  the  purchasing  power  of  money  which  may  occur.  It  is  not  a wise 
policy  to  attempt  to  provide  health  services  on  the  cheap  by  progressively  under- 
paying doctors  or  dentists.  The  present  remuneration  of  dentists  in  general 
practice  and  in  hospitals  alike,  takes  no  account  of  changes  since  March,  1951, 
either  in  the  purchasing  'power  of  the  pound  or  in  pay  m other  occupations.  Prices 
in  April  1956  were  24  per  cent  higher  than  at  1st  April,  1951,  and  the  evidence 
provided  by  recent  revisions  in  pay  (e.g.  for  civil  servants  and  teachers)  is  that 
the  concertina-like  squeeze  on  higher  incomes  is  being  relaxed.  This  should  apply 
to  dentists  as  to  others  in  responsible  positions. 

The  Claim 

34  The  Claim  is  therefore,  that  the  net  remuneration  of  general  dental  practi- 

1 tioners  and  the  salaries  of  hospital  dental  officers  should  be  increased  by  at  least 
I 24  per’ cent  to  offset  the  decline  in  purchasing  power  between  1st  April,  1951,  and 

’ April  1956  ■ that  the  maximum  salaries  of  the  Health  Centre  Dental  Officer  grades 

be  increased  by  a similar  percentage  with  appropriate  adjustment  of  salaries  below 
the  maxima ; and  that  all  increases  should  date  from  April,  1956. 

35  The  Claim  may  be  summarised  as  a request  for  the  implementation  of  obliga- 
tions which  have  been  in  existence  since  1948,  and  for  an  adjustment  in  remuneration 
made  necessary  by  the  decline  in  purchasing  power  which  has  already  taken  place. 

Examination  of  Witnesses 
L.  E.  Balding,  Chairman  of  the  Council 
R.  G.  Swiss,  Chairman,  General  Dental  Services  Committee 
C.  W.  F.  Thomas,  Chairman,  Royal  Commission  Sub-Committee 
J.  P.  Cocker,  Vice-Chairman  of  the  Council 
T.  Hindle,  Vice-Chairman,  Remuneration  Committee 
Professor  R.  G.  D.  Allen 
H.  Parker  Buchanan,  Secretary 
H.  D.  Barry,  Deputy  Secretary 

G.  W.  Marshall,  Assistant  Secretary 
R.  C.  Simmonds,  Actuary 

H.  J.  Fricker,  Statistical  Adviser 

on  behalf  of  the  British  Dental  Association 
Called  and  Examined 


3030.  Chairman:  Mr.  Balding,  you 
will  know  that  representatives  of  bodies 
appearing  before  us  will  be  tested  fairly 
thoroughly  on  what  they  wish  to  say  and 
what  they  have  put  in  their  memoran- 


dum. I hope  you  will  understand  that 
this  does  not  imply  either  disbelief  or 
hostility  on  our  part,  but  we  have  got 
to  question  you,  otherwise  there  is 
nobody  else  to  do  so.  We  have  a long 
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and  very  interesting  memorandum  from 
you.  We  certainly  cannot  cover  all  the 
points  in  detail  and  I do  not  think  you 
would  expect  us  to  do  so.  It  does  not 
necessarily  mean  that  they  are  irrelevant 
or  that  we  accept  them.  We  have  had 
evidence  in  respect  of  some  of  these 
points,  on  somewhat  similar  lines  from, 
for  instance,  doctors,  so  not  everything 
need  be  gone  into  in  great  detail.  Any 
member  of  the  Commission  will  be  ask- 
ing questions,  but  we  have  in  fact  allo- 
cated the  task  of  going  through  your 
evidence  to  a sub-committee,  of  which 
Sir  Hugh  Watson  has  acted  as  chair- 
man, so  he  will  be  leading  the  question- 
ing. I take  it  you  will  be  the  principal 
spokesman,  but  you  may  wish  some  of 

your  colleagues  to  intervene? Mr. 

Balding : Yes,  Sir. 

3031.  Would  you  perhaps  start  by 
giving  us,  really  for  the  record,  because 
much  of  it  is  in  your  evidence,  just  a 
quick  outline  of  the  structure  and  status 
of  your  Association  and  its  representa- 
tive character ; and  perhaps  you  might 
care  to  add  a word  about  its  relationship 

with  other  bodies? Yes,  Sir.  The 

British  Dental  Association  has  been  in 
existence  for  a very  large  number  of 
years.  In  its  present  form  it  dates  from 
1949-50  when  it  amalgamated  with  the 
two  other  dental  organisations  then 
existing  to  form  one  united  British 
Dental  Association. 

The  membership  of  the  Association, 
according  to  this  morning’s  figures,  Sir,  is 
10,889.  We  say  11,000  in  our  memoran- 
dum ; it  is  just  below  that  at  the  moment. 
Any  dentist  on  the  Dentists’  Register  is 
eligible  to  apply  for  membership.  He 
has  to  be  elected  by  the  Council  of  the 
Association  and  the  Association  com- 
prises dentists  in  all  walks  of  professional 
life.  The  vast  majority  of  our  members 
are  in  general  dental  practice;  quite  a 
considerable  group  are  in  the  public 
dental  service ; and  quite  a large  group 
' of  members  are  in  the  armed  forces.  We 
have,  of  course,  consultants  and 
specialists,  hospital  officers,  and  univer- 
sity teachers  and  professors.  All  are 
represented  in  the  Association. 

In  addition.  Sir,  we  have  a special 
standing  committee  known  as  the 
General  Dental  Services  Committee, 
which  is  partly  elected  by  the  Associa- 
tion and  partly  elected  by  the  in- 
dependent bodies  that  were  set  up  under 


the  Health  Act,  that  is,  the  local  dental 
committees,  who  have  direct  representa- 
tion to  the  extent  of  half  that  Com- 
mittee. It  is  a Committee  of  some  70 
people  and  the  local  dental  committees 
elect  their  representatives  to  it.  The 
men  they  elect  need  not  necessarily  be 
members  of  the  British  Dental  Associa- 
tion ; they  have  an  entirely  free  choice 
in  their  election.  The  General  Dental 
Services  Committee,  as  a standing  com- 
mittee of  the  Association,  is  the  body 
that  does  all  the  negotiating  with  the 
Ministry  of  Health  on  all  matters  con- 
nected with  the  Health  Service. 

With  regard  to  our  relationship  with 
other  bodies.  Sir — if  you  mean  dental 
bodies— we  have  no  connection  whatso- 
ever with  any  other  dental  body,  either 
officially  or  unofficially. 

3032.  Among  your  representatives 
here  today,  do  some  represent  as  it  were 
different  sides  of  dentistry,  or  are  you 
all  really  general  dental  practitioners? 
We  are  alt  general  dental  prac- 
titioners. Mr.  Swiss  is  the  Chairman 
of  the  General  Dental  Services  Com- 
mittee. Mr.  Thomas  the  Vice-Chairman. 
We  have  with  us,  Mr.  Cocker  who  is 
our  representative  on  the  loint  Com- 
mittee of  Specialists ; but  we  understand 
that  he  will  be  present  the  next  time 
the  Committee  attend  to  give  oral 
evidence.  I think  the  last  time  the  loint 
Committee  attended  they  asked  if  they 
could  bring  a dental  representative,  so 
we  are  not  proposing  today  to  speak  on 
consultant  and  specialist  matters.  Sir. 

3033.  The  British  Medical  Association 
gave  us  a very  long  book  of  preliminary 
evidence  and  are  following  it  up  on  par- 
ticular matters  dealing  with  particular 
branches  of  the  medical  profession.  In 
your  case,  apart  from  anything  that  may 
arise  out  of  what  we  deal  with  today, 
you  are  not  proposing  to  submit  any 

further  memoranda? No,  Sir,  I do 

not  think  so,  unless  _ anything  arises  on 
matters  connected  with  the  Royal  Com- 
mission’s questionnaire  or  something  like 
that,  or  the  result  of  the  Inland  Revenue 
enquiry  which  we  have  just  received  this 
week — and  at  which  we  have  only  had  a 
very  quick  preliminary  glance.  We 
have  also  just  looked  at  the  statistics 
on  mortality  published  last  Thursday. 
But  it  is  not  our  intention  at  the  moment 
as  far  as  we  know  to  give  you  any 
further  memoranda  unless  anything 
arises  out  of  these. 
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3034.  Professor  Jewkes : The  Inland 

Revenue  enquiry  is  the  one  into  ex- 
penses?  Yes,  the  figures  came  in  on 

Monday,  Sir,  and  we  have  since  had 
a note  from  the  Inland  Revenue  to  say 
that  the  figures  are  not  quite  accurate 
and  they  wanted  to  correct  them,  so  we 
have  not  the  final  picture. 

3035.  Chairman-.  But  the  figures  give 
a broad  picture  considered  to  be  an 

indication? Yes,  but  I would  not  like 

to  commit  myself  as  we  have  not  con- 
sidered them  in  any  way  at  all. 

3036  Have  you  considered  the  mor- 
tality figures?. Only  very  quickly. 

3037  Do  you  find  yourselves  more 

depressed  than  before?  You  made  quite 
a reference  to  them  in  your  memoran- 
dum   1 think  we  still  have  the  doubt- 

ful honour,  Sir,  of  topping  the  table  m 
the  professions. 

3038.  Sir  Hugh  Watson : Mr.  Balding, 
.before  we  come  to  the  main  subject  of 
this  inquiry  which,  as  you  know,  is  into 
remuneration,  there  are  a number  of 
other  points  with  which  you  deal  m 
your  memorandum  on  which  we  could 
perhaps  usefully  touch  first. 

To  begin  with  in  your  paragraphs  13, 
14  and  15  you  talk,  quite  understand- 
ably, about  the  importance  of  dentistry 
from  the  point  of  view  of  general  health. 

I notice  that  the  McNair  Committee  m 
paragraph  32  of  their  report,  having  en- 
quired into  this  matter,  came  to  the 
conclusion  that  the  number  of  diseases 
which  can  fairly  be  attributed  on  re- 
liable evidence  to  bad  teeth  is  compara- 
tively small.  They  added,  however,  that 
this  was  not  to  say  that  dentistry  was  of 
no  importance  in  securing  a general 
sense  of  health  and  wellbeing  and  that 
it  was  obvious  that  bodily  health  would 
be  incomplete  if  dental  health  were  lack- 
ing. Then  went  on  to  list  four  par- 
ticular ways  in  which  dentistry  contri- 
butes to  the  health  and  efficiency  of  the 
community.  Would  you  agree  that  this 
is  a fair  statement  of  the  functioning 

of  the  dental  profession? 1 think  so. 

Sir,  yes. 

3039.  There  is  one  matter  about  which 
I am  a little  puzzled  and  that  is  the 
way  in  which  in  your  profession  you  re- 
gard partners  and  partnerships  ; in  other 
words,  I am  not  quite  sure  whether  the 
dental  conception  of  the  status  of  a 
partner  is  somewhat  different  to  that  in 
other  professions.  I am  a lawyer  and  in 


my  profession  my  partners  are  all  re- 
garded as  principals.  Do  I understand 
in  the  dental  profession  the  senior 
partner  is  the  principal  and  the  rest,  his 

supporting  colleagues? No,  I do  not 

think  so.  Sir.  Partners,  apart  from  the 
actual  division  of  the  partnership  pro- 
fits, are  all  on  the  same  level,  I think. 

3040.  In  these  tables  where  reference 
is  made  to  principals,  that  includes  all 

the  partners  of  a firm? 1 think  so, 

yes. 

3041.  Mr.  Balding,  in  paragraphs  18, 

19  and  20  you  deal  with  the  question 
of  the  training  grants  which  are  avail- 
able. In  paragraph  16  you  outline  in  a 
general  way  the  cost  of  training  of  a 
dentist  and  I notice  that  you  put  the 
period  in  the  dental  school  at  four  and  a 
half  to  six  years.  We  have  had  sug- 
gestions from  other  medical  bodies  that 
the  course  of  instruction  to  which  sur- 
geons are  subjected  today  is  possibly 
unnecessarily  long.  Would  you  think 
there  was  any  room  for  curtailment  of 
the  course  of  instruction  for  dentists? 
No,  Sir,  quite  definitely  not. 

3042.  What  puzzles  the  Commission 
a little,  I think,  is  that  it  should  be 
necessary  for  a dentist — who  admittedly 
has  to  do  complicated  operations  on  one 
rather  inaccessible  portion  of  the  human 
anatomy,  not  forgetting  the  bit  about 
the  conscious  and  apprehensive  patient 
— has  to  undergo  a full  course  almost 
equal  to  that  undertaken  by  a surgeon 
who  has  to  operate  on  all  parts  of  the 

body.. Yes.  Sir.  I think  it  is  fair  to 

say  that  in  this  country  the  university 
authorities  and  those  responsible  for  the 
dental  curriculum  try  not  to  forget  that 
the  mouth  is  part  of  the  body.  We  do 
not  in  this  country  go  in  for  training 
people  in  the  purely  mechanical  work  of 
filling  a tooth  without  realising  that  they 
will  be  dealing  with  part  of  the  human 
body,  and  must  have  some  background 
of  medicine  if  they  are  going  to  be 
proper  dentists,  and  not  just  tooth  car- 
penters, shall  I say. 

3043.  I quite  understand.  I just  want 
to  be  clear.  You  carry  that  so  far  as 
to  say  they  must  participate  in  the  full 

course  of  instruction?. Yes,  Sir.  The 

courses  of  instruction  that  are  under- 
gone in  some  of  the  subjects  by  dental 
students  are  not  quite  as  long  as  for 
medical  students,  particularly  such  sub- 
jects as  dissection  and  anatomy.  Dental 
students  have  to  do  a considerable 
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course  in  dissection  but  I do  not  think 
it  is  quite  the  same  length  as  for  a sur- 
geon because  dental  students  have  a lot 
of  specialist  subjects  to  get  on  to  later 
on  in  the  curriculum  that  doctors  do  not 
learn  about  at  all. 

3044.  Do  some  of  your  students  take 
the  full  course  but  not  take  the  degree 

in  these  subjects? 1 do  not  quite 

understand. 

3045.  The  full  qualification  now  in  the 
case  of  Edinburgh,  for  instance,  is 

L.D.S.,  R.C.S.Edin.,  is  that  right? 

Yes. 

3046.  Is  it  still  practicable  for  a 

dentist  simply  to  take  the  L.D.S.  quali- 
fication?  That  depends  on  where  he 

is  being  trained.  The  one  you  have 
mentioned  of  course  is  granted  by  the 
Royal  College  of  Surgeons  of  Edinburgh 
who,  of  course,  do  not  grant  degrees  but 
only  licences  in  the  same  way  that  the 
Royal  College  of  Surgeons  of  England 
still  only  grant  licences.  There  is  a 
higher  diploma,  the  F.D.S.,  but  it  is  not 
a university  degree. 

3047.  It  is  a diploma? Yes, 

whereas  some  universities  still  have 
students  taking  the  L.D.S.  of  the  univer- 
sity or  possibly  of  one  of  the  Royal  Col- 
leges, there  are  some  universities,  I think, 
that  have  virtually  dropped  their  licence 
in  dental  surgery  and  insist  on  all 
students  taking  the  B.D.S. 

3048.  In  your  paragraphs  18  and  19 
you  touch  on  the  question  of  what  finan- 
cial assistance  is  available  to  students  to 
help  them  through  their  dental  career. 
In  paragraph  19  of  your  memorandum, 
where  you  are  quoting  from  the  Asso- 
ciation’s evidence  to  the  McNair  Com- 
mittee, you  say: 

“While  this  arrangement  is  doubt- 
less intended  to  operate  in  a perfectly 
fair  manner,  it  appears  to  the  Asso- 
ciation that  there  is  a distinct  risk  of 
some  potential  dental  students  being 
handicapped  in  so  far  as  local  autho- 
rity awards,  as  distinct  from  State 
scholarships  awarded  by  the  Ministry 
of  Education,  are  concerned.” 


Any  disadvantage  there  is  is  geoeral 
on  this  point  to  all  professions,  is  it  not? 
I am  leaving  aside  at  the  moment  the 
special  point  you  make  at  the  end  Oi 

this  paragraph. Not  necessarily  so. 

The  local  authorities,  being  autonomous 
bodies,  can  decide  in  the  first  place  how 
much  money  they  are  going  to  give  m 


grants,  but  there  is  also  this  difficulty 
we  have  found,  that  some  local  autho- 
rities do  not  appreciate  the  importance, 
shall  I say,  of  dentistry.  They  find  the 
course  takes  perhaps  six  years  and  they 
can  get  two  students  through  three-year 
courses  by  expending  the  same  sum  of 
money  as  for  one  student  doing  six  years 
of  dentistry  and  there  is  a certain  amount 
of — I will  not  call  it  prejudice  so  much 
as  lack  of  appreciation  of  the  training 
of  dentists,  the  time  training  takes  and 
the  value  to  the  community. 

3049.  In  your  memorandum,  at  the 
end  of  paragraph  25,  you  describe  it  as 
“ prejudice,  perhaps  unintentional  ”? 
Yes. 

3050.  Apart  from  that  factor,  the  same 

considerations  could  be  in  the  mind  of 
a local  authority  with  regard  to  grants 
for  a degree  in  medicine,  could  they 
not? Yes. 

3051.  Or  for  a lawyer  or  for  any  other 

profession  which  requires  a long  train- 
ing?  Yes. 

3052.  The  point  I am  trying  to  make 
is  that  if  the  dental  profession  feel  them- 
selves handicapped  by  the  way  in  which 
local  authorities  award  grants,  apart 
from  the  possibly  unintentional  preju- 
dice with  regard  to  dentistry,  the  same 
applies  to  ail  other  professions?  yYes. 
apart  from  what  we  call  the  uninten- 
tional prejudice,  which  I think, 
undoubtedly  exists,  that  if  a student  says 
he  wishes  to  be  a doctor  that  is  regarded 
in  some  areas  rather  more  favourably 
than  if  he  says  he  is  going  to  be  a 
dentist  and  he  is  perhaps  more  likely  to 
get  a grant. 

3053.  Professor  Jewkes : Is  that  not 
one  reason  why  you  ought  to  think  about 
the  possibilities  of  cutting  the  period  of 

training  for  dentists? With  respect  I 

feel  that  is  the  wrong  way  to  tackle  it 
The  way  to  tackle  it  is  to  educate  local 
authorities  into  the  needs  of  dentistry 
and  what  dentistry  means  and  is,  rather 
than  to  cut  it  down  so  as  to  hope  to 
attract  grants  from  the  local  authorities. 

3054  We  have  of  course  discussed  this 
point  recently  with  a number  of  the 
medical  organisations  and  they  suggested 
that  because  of  the  increased  demand  tor 
scientists,  and  because  the  scientist  can 
get  his  degree  in  three  years,  there  is  a 
great  danger  that  medicine  would  not 
get  a due  quota  of  recruits  unless  it  was 
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prepared  to  think  of  a shorter  period ; 
and  there  were  also  other  advantages  in 
cutting  down  the  period.  But  is  it  not 
always  going  to  make  it  difficult  for 
your  profession  to  get  your  full  quota 
of  recruits  if  in  fact  there  is  this  steadily 

increasing  competition? That  may  be 

so,  but  we  have  never  felt  that  the  right 
answer  to  it  is  to  cut  down  the  dentist’s 
training.  Dentistry  is,  if  anything, 
like  medicine,  getting  more  complicated, 
and  there  is  more  to  learn  if  one  is 
to  be  an  efficient  and  up-to-date  prac- 
titioner, and  we  have  certainly  never 
contemplated  cutting  down  training.  Not 
that,  you  will  appreciate,  we  have  any- 
thing to  do  with  the  fixing  of  the  dental 
curriculum — that  is  done  by  the  General 
Dental  Council. 

3055.  Mr.  Bonham-C-arter : I am  right 

in  thinking  that  during  the  last  two  and 
a half  years  of  his  training,  the  young 
dentist  is  in  fact  practising  in  hospital 
under  supervision? Yes. 

3056.  Chairman : Have  you  actually 
considered  this  question  recently,  as  an 

Association,  Mr.  Balding? We  did 

consider  it.  Sir,  both  when  we  were 
giving  evidence  to  the  Guillebaud  Com- 
mittee and  the  McNair  Committee.  We 
had  considered  even  the  suggestion  that 
we  should  make  an  approach  to  those 
universities  who  no  longer  grant  an 
L.D.S.  and  insist  on  their  students  taking 
the  B.D.S.,  because  the  L.D.S.  is  a 
slightly  shorter  course,  a few  months 
shorter.  But  we  felt  it  was  wrong,  Sir, 
and  that  the  more  university  graduates 
there  were  in  dentistry  the  greater  the 
status  of  the  profession  would  become 
and  that  it  would  be  quite  a wrong  way 
to  tackle  a shortage  of  dentists,  to  rush 
through  a lot  of  half-trained  or  semi- 
trained  people,  or  people  without  the 
fundamental  knowledge  that  it  has 
always  been  considered  a dentist  should 
have. 

3057.  The  surgeons  did  not  put  it  to 

us  in  Scotland  last  week  when  we  were 
talking  to  them,  that  it  would  result  in 
any  less  thorough  training  or  acquisition 
of  fundamental  knowledge.  They  thought 
the  course  was  too  long  for  the  amount 
of  knowledge  to  be  acquired.  You  would 
not  feel  at  present  that  would  apply  to 
dentistry? No. 

3058.  In  other  countries  who  are  up- 

to-date  in  dentistry  the  course  is  about 
as  long  as  here,  is  it  not? Mr. 


Buchanan : Sir,  in  a great  many  dental 
schools  in  the  United  States  of  America 
admission  is  limited  only  to  those  who 
have  already  taken  an  Arts  Degree,  B.A. 
That  stretches  their  course  to  about 
seven  years.  In  Scandinavian  countries 
about  seven  years  is  usual  and  sometimes 
even  longer. 

3059.  Do  you  know  how  that  com- 
pares with  doctors  in  those  countries? 
Very  much  the  same,  Sir. 

3060.  Mr.  Gunlake:  Does  the  Minis- 
try of  Health  concern  itself  in  any  way 

in  the  length  of  the  curriculum? Mr. 

Balding : I would  not  say  they  were  not 
interested.  They  have  representatives 
on  the  General  Dental  Council,  nomin- 
ated by  the  Crown  ; but  the  Ministry  of 
Health,  as  such,  does  not  control  the 
length  of  the  curriculum.  It  was  con- 
trolled of  course  by  the  General  Medical 
Council  up  to  two  years  ago,  but  the 
General  Dental  Council  has  now  entirely 
taken  over  the  functions  of  the  General 
Medical  Council  a-s  regards  dentistry. 

3061.  Sir  Hugh  Watson : Coming 

back  to  the  question  of  grants,  Mr.  Bald- 
ing, in  your  paragraph  18  you  point 
out  that  there  is  in  effect  a type  of 
means  test  in  force  with  regard  to  the 
income  of  parents.  That  again  applies 
to  grants  for  people  studying  for  all 
professions,  does  it  not,  not  only  den- 
tistry?  Yes,  it  does  of  course.  We 

■make  the  point  there  that  if  dentists  are 
paid  on  the  basis  of  the  Spens  recom- 
mendations then  the  grants  they  are 
likely  to  get  from  a local  authority  for 
their  children’s  university  education  are 
very  little,  if  anything  at  all,  and  leave 
the  major  cost  of  training  to  be  borne 
largely  by  the  parents. 

3062.  If  dentists  are  paid  according  to 
the  Spens  recommendations,  the  amount 
of  available  grant  is  very  small.  That 
would  mean  that  the  Spens  payment 

could  be  fairly  high,  would  it  not? 

Not  necessarily.  Sir. 

3063.  I am  a little  puzzled  about  this 
question  of  grants  because  there  is  a 
scale  laid  down  with  which  you  and  I 
are  quite  familiar.  After  certain  permis- 
sible deductions  one  arrives  at  a stan- 
dard income  and  on  that  income  figure 
the  parents’  contribution  is  based.  But 
certainly  in  Scotland  one  has  been 
familiar  for  a very  long  time  with  the 
willingness  of  parents  to  pay  for  their 
children’s  university  education  and  it 
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does  not  appear  to  be  an  enormous  hard- 
ship. Certainly  it  does  not  appear  to 
be  a hardship  amounting  to  a positive 
deterrent  for  parents  to  pay  these  sums. 
After  all,  if  the  student  was  at  home  he 
would  have  to  he  maintained  at  home? 

Yes,  Sir. 

Sir  Hugh  Watson:  I think  the  dental 
profession  is  in  the  same  position  as 
most  professions  in  this  regard. 

3064.  Chairman : In  fact,  Mr.  Balding, 

on  the  basis  of  the  Spens  recommenda- 
tions, at  the  time  the  average  dentist 
would  be  paying  for  his  children’s 
university  education  his  income  would 
>be  rather  less  than  a few  years  before, 
and  so  they  would  be  rather  more 
eligible  than  people  in  some  other  pro- 
fessions. Have  I got  that  right? 

That  depends  on  which  recommendation 
of  Spens  you  are  taking. 

3065.  Sir  Hugh  Watson : In  paragraph 
23,  Mr.  Balding,  you  point  to  the  fact 
that  dentistry  is  not  a career  for  which 
study  can  be  undertaken  on  a spare  time 
or  part-time  basis  as  is  possible,  for 
example,  in  the  case  of  the  legal  profes- 
sion— and  you  put  in  -brackets  the  word 
“ solicitors  ”.  I am  a solicitor  and  the 
position  in  that  profession  is  that  during 
his  apprenticeship  the  solicitor  works 
whole-time  in  the  law  office.  Neither 
in  Scotland  nor  England  does  he  earn 
anything  of  any  significance ; further- 
more he  is  not  entitled  to  any  grant 
from  a government  department  or  local 
authority  because  he  is  not  whole-time 
at  university.  My  whole  point,  Mr. 
Balding,  is  this:  I do  not  think  den- 
tistry in  this  matter  is  any  worse  off 

than  any  other  professions. We 

understood,  Sir,  in  certain  cases  local 
authority  grants  were  made. 

3066.  In  Scotland  they  certainly  are 
not,  and  I enquired  of  the  Secretary  of 
the  Law  Society  in  London.  I did  not 
put  to  him  the  local  authority  point,  I 
am  bound  to  say.  I asked  him  whether 
any  grants  were  available  and  he  said 
no. — —It  was  I think,  Sir,  more  a ques- 
tion of  people  in  local  authority  work. 
I think  they  receive  some  remuneration 
while  they  are  in  local  authority  offices. 

3067.  That  may  be,  but  their  num- 
ber is  inconsiderable  and  I would  say  in 
general,  articled  clerks  in  England  and 
apprentices  in  Scotland,  and  the  large 
body  of  law  students,  are  paid  nothing 
at  all.  And  there  are  other  professions  : 
for  example,  engineering  apprentices  get 


very  little.  Would  you  agree  this  is  a 
matter  in  which  the  dental  profession  is 
not  at  a disadvantage  compared  with 

other  professions? No,  Sir.  If  there 

are  professions  in  which  apprentices  or 
articled  clerks  or  others  can  obtain  posts, 
I would  only  say  there  are  no  such  posts 
in  dentistry.  I do  not  want  to  press  it 
at  all,  but  that  is  just  the  position. 

3068.  I accept  that.  I notice  that  the 
McNair  Committee  came  to  the  con- 
clusion that  arrangements  for  financial 
assistance  from  public  funds  for  students 
in  dental  schools  have  not  been 
adequate.  Would  you  agree  that  that 
applied  to  all  educational  grants?  This 
is  page  59  of  the  McNair  Report,  in 
the  appendix. — ■ — I suppose  it  applies  to 
a certain  extent  to  all  professions.  The 
McNair  Committee  was  primarily  con- 
cerned with  dentistry  and  I think  it  is 
quite  a fair  remark  to  apply  to  dentistry. 

3069.  On  a kindred  topic  in  your 
paragraph  19,  Mr.  Balding,  you  suggest 
dentistry  is  an  unpopular  profession. 
Why  exactly,  in  your  view,  is  the  pro- 
fession unpopular  among  prospective 

entrants  to  it? <1  think,  Sir,  it  is 

partly — and  I think  the  McNair  Com- 
mittee thought  this  too, — because  of  the 
public  ignorance  of  the  nature  of 
dentistry  and  public  apathy  towards 
dental  health  and  the  importance  of 
dental  health.  Consequently,  while 
there  is  perhaps  a certain  amount  of 
publicity  and  glamour  in  the  young 
person’s  mind  that  he  may  one  day 
become  a doctor  or  a leading  surgeon  or 
become  a barrister  and  later  a leading 
Q.C.,  that  does  not  exist  in  dentistry. 

3070.  You  develop  this  point  in  your 
paragraph  31,  actually  in  the  last  sen- 
tence, and  you  point  out  that  in  Scandi- 
navian countries  the  people  hold  dental 

surgery  in  the  highest  esteem. So  we 

understand,  yes. 

3071.  Chairman:  How  do  you  assess 
a statement  like  that?  I do  not  know 
how  you  establish  that  dentists  are  held 

in  -the  highest  esteem  in  a country. 

I admit  it  is  difficult  to  assess,  definitely, 
Sir,  but  we  have,  of  course,  an  Inter- 
national Dental  Federation  that  gets 
together  and  discusses  all  sorts  of  prob- 
lems, and  we  also  I think  still  have  quite 
a number  -of  Scandinavian  students  in 
the  dental  schools  in  Great  Britain,  par- 
ticularly in  Scotland. 

3072.  And  it  is  -more  fashionable,  as 

you  might  say,  there  than  here? So 
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we  understand,  yes.  It  is  a thing  one 
cannot  produce  definite  evidence  on.  It 
is  just  what  we  hear  from  these  students 
and  from  our  relationship  with  these 
international  bodies. 

3073.  Is  it  a long  term  business  to 
build  up  the  prestige  of  any  one  pro- 
fession in  the  public  mind?  It  probably 
is.  Are  there  any  particular  ways  taken 

in  Scandinavia  to  do  that? Mr. 

Buchanan : I think,  Sir,  perhaps  it  is 
helped  by  the  length  of  curriculum  com- 
pared with  some  other  faculties  at  the 
universities.  These  things,  as  Mr. 
Balding  said,  we  do  learn  a bit  about 
through  our  International  Dental 
Federation.  It  was  a great  surprise  to 
us  some  six  years  ago,  for  example,  to 
discover  that  a Latvian  qualification  in 
dentistry — I think  something  in  the 
region  of  80  per  cent,  of  the  dentists  in 
Latvia  are  women — gives  automatic 
admission  to  our  Register  in  this  coun- 
try. Until  then  we  had  scarcely  realised 
there  were  dentists  in  Latvia,  so  in  that 
vague  kind  of  way  we  have  a fair  know- 
ledge nowadays.  At  the  Congress  in 
Rome  last  September  something  in  the 
region  of  80  nations  were  present.  This 
Federation  has  been  in  existence  for 
almost  sixty  years  and  helps  us  to  assess 
relative  international  social  and 
economic  status. 

3074.  Looking  at  it  over  a long  term, 
do  you  consider  that  on  the  whole 
dentistry  as  a profession  is  improving  in 

prestige  in  this  country? Y es,  indeed, 

Sir,  wonderfully.  In  the  last  20  or  25 
years  it  has  improved  out  of  all  recog- 
nition in  all  ways.  In  the  universities 
we  now  have  over  20  full  university  pro- 
fessors who  have  precisely  the  same 
status  as  the  regius  professor  of 
medicine. 

3075.  I was  looking  at  it  particularly 

in  the  way  the  public  look  at  it. 

Within  recent  years  we  have  achieved 
in  the  armed  forces  the  rank  of  Rear- 
Admiral,  Major-General,  and  Air  Vice- 
Marshal.  That  is  the  sort  of  thing  that 
does  help,  of  course. 

3076.  Professor  Jewkes : I suppose  one 
indication  of  this  is  that  in  other 
countries  they  have  many  more  dentists 
per  hundred  of  the  population  than  we 
have.  You  accept  the  figures,  I think. 

in  the  McNair  Report?- Mr.  Balding: 

Yes. 


3077.  Has  anything  been  done  to 
implement  the  recommendations  of  the 
McNair  Report  that  more  women  should 
be  encouraged  to  enter  the  profession? 

Not  as  far  as  I know,  specifically. 

We  are  not  opposed  to  that  and  are  all 
in  favour  of  getting  as  many  women 
dentists  as  we  can. 

3078.  Mr.  Bonham-Carter : What  is 
the  present  proportion  of  your  mem- 
bership who  are  women? — -Mr. 
Buchanan:  There  are  1,250  women  on 
the  Dentists’  register. 

3079.  Out  of  16,000? Mr.  Balding : 

Yes. 

3080.  Chairman:  Years  ago  it  would 

have  been  a very  much  smaller  per- 
centage?  Yes,  Sir. 

3081.  The  figure  1,250  is  a larger  pro- 

portion of  dentists  who  have  qualified 
since  the  war,  more  than  1,250  out  of 
16,000? Mr.  Buchanan:  I do  apolo- 

gise, Sir,  that  the  figures  are  not  avail- 
able. We  will  try  to  work  out  a graph. 

3082.  Mr.  Bonham-Carter:  The 

majority  of  them  are  in  fact  practising? 

Yes,  I think  so. — Mr.  Balding:  It 

is  a profession  that  lends  itself  par- 
ticularly to  women ; even  married 
women  with  families  can  still  practise. 
They  take  the  sessions  in  the  school 
dental  service  where  they  can  take  any 
number  of  sessions  up  to  11,  and  if  it 
suits  them  to  do  three  sessions  they  do 
three.  Perhaps,  if  they  have  another 
child  it  means  they  cannot  give  so  much 
time,  so  they  can  cut  it  down  to  two. 
But  it  is  a profession  that  does  eminently 
suit  women  with  other  commitments ; 
they  can  practise  part-time,  and  I think 
a very  large  number  of  married  women 
do  in  fact  do  so. 

3083.  Professor  Jewkes:  My  deduction 
from  what  Mr.  Buchanan  said  was  that 
perhaps  10  per  cent,  of  the  dentists  in  this 

country  are  women. Something  like 

that,  a little  bit  under  perhaps. 

3084.  We  have  not  the  figure  for  Latvia 
but  we  have  Finland — 75  per  cent,  female, 
Sweden — 40  per  cent. ; why  this  dis- 
parity?— —Mr.  Thomas:  I think  possibly 
the  answer,  Sir,  is  tied  up  with  the  school 
dental  service.  Private  practice  is  very 
onerous  and  there  is  no  doubt  that  the 
metier  of  a woman  would  be  in  the 
school  dental  service  and  our  school 
dental  service  is  not  all  that  it  should  be 
— I mean  as  far  as  numbers  are  con- 
cerned— and  that  really  does  mean  that 
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there  is  such  a lower  proportion  of 
women  in  the  profession. 

Chairman : These  figures  we  are  quot- 
ing here  relate  to  women  students:  12 
per  cent,  in  England  and  30  per  cent,  in 
Norway,  75  per  cent,  in  Finland — the 
students  in  recent  years. 

3085.  Mr.  Bonham-Carter : Mr. 

Balding,  do  you  happen  to  know  if  it  is 
customary  in  any  other  country  for  the 
practitioner  to  use  a chair?  Is  there 
any  relationship  between  that  and  the 

number  of  women? Mr.  Balding:  I 

have  never  heard  that  suggested  at  all. 

3086.  I have  heard  many  dentists  talk 
of  working  from  a chair  but  have  never 

seen  one  doing  it. 1 have  certainly 

never  heard  that  suggested  as  a reason 
why  there  are  less  women  dentists  in  this 
country. — Mr.  Buchanan : It  is  a custom 
which  is  growing  in  this  country  very 
considerably.  It  is  what  all  dentists  in 
the  Naval  dental  service  learn  to  do ; 
they  have  to.  With  three  point  contact 
you  can  work  when  the  ship  is  moving 
gently  in  calm  water. 

3087.  Sir  Hugh  Watson : Mr.  Balding, 

could  we  turn  now  perhaps  to  the  state 
of  recruitment — your  paragraph  49.  In 
the  first  place  what  does  your  Association 
consider  the  number  of  dentists  in  prac- 
tice should  be. Mr.  Balding:  I think, 

Sir,  that  we  have  no  reason  to  disagree 
with  the  old  Teviot  Committee  recom- 
mendation that  there  should  be  20,000. 
It  is  extremely  difficult  to  assess  exactly 
what  the  real  need  is  but  we  would  cer- 
tainly accept  that  figure  of  20,000. 

3088.  Chairman:  It  is  about  one  to 
every  2,500  of  the  population,  assuming 
they  are  all  full-time,  which  is  rather 
more  actually  than  in  some  countries,  but 
rather  less,  for  instance,  than  in  Canada. 

But  you  feel  that  is  about  right? 

Yes. 

3089.  Mr.  Gunlake:  Would  that  meet 
the  public  demand  that  exists  or  the 
public  demand  that  in  your  professional 

view  ought  to  exist? That  is  where  it 

becomes  difficult  to  assess  that  figure. 
Public  demand  has  increased,  there  is  no 
question  about  that  although  it  is  a slow 
business.  The  public  is  gradually  becom- 
ing educated  into  the  necessity  and  the 
wisdom  of  looking  after  their  mouths,  so 
I.  was  a little  guarded  in  saying  we 
would  accept  the  figure  of  20,000.  But 
when  the  time  of  full  demand  arrives, 
and  it  will  be  very  many  years  ahead, 


it  might  be  an  inadequate  figure,  < or 
possibly  if  we  have  found  by  that  time 
some  prevention  of  disease  it  might  be  a 
surplus  figure — we  do  not  know. 

3090.  Chairman:  That  figure  also  de- 

pends, I suppose,  on  the  extent  that  you 
are  likely  to  be  able  to  use  people  who 
are  not  qualified  dentists.  It  must  vary 
quite  a lot  according  to  how  much  the 
dentist  is  doing  himself  that  is  not  abso- 
lutely essential  to  his  qualifications? 

Yes. 

Chairman:  Is  there  scope  for  much 
there?  Perhaps1  we  could  come  on  to  that 
later. 

3091.  Sir  Hugh  Watson  : You  men- 

tioned the  need,  Mr.  Balding.  There  is 
also  the  question  of  demand,  which  is  a 
different  thing? Yes. 

3092.  And  the  latter  could  be  affected 

very  much  by  situations  quite  outside  the 
control  of  your  profession,  as  you  have 
seen  already? Quite. 

3093.  Would  you  agree  that  800  was 
the  desirable  number  of  recruits  into  the 
profession  each  year  until  you  had  built 

up  to  the  Teviot  20,000? 800 

finishing? 

3094.  No,  800  first  year  students  com- 
ing in.  I beg  your  pardon — 900  coming 
in  and  800  finishing.  You  are  quite  right. 

We  would  go  for  the  McNair  figure 

which  was  1,000. 

3095.  These  would  include  some  people 
only  here  for  the  purpose  of  being 

trained,  foreigners  in  other  words? 

Yes,  quite. 

3096.  But  of  900  students,  allowing  for 
wastage,  they  would  emerge  from  dental 

school  as  800? Something  like  that. 

We  could  certainly  do  with  that.  We  are 
not  only  not  disputing  that  figure,  but 
continually  trying  to  press  on  to  get  that 
number  of  places. 

3097.  You  know,  of  course,  following 
on  the  McNair  report,  there  has  been  an 
appreciable  increase  in  the  number  of 

students  entering  the  schools? Yes, 

Sir. 

3098.  Post,  if  not  propter,  anyway. 
Just  for  the  record,  in  1953-54  it  was 

451 ; in  1957-58  it  was  632? Yes,  I 

am  sorry.  I was  thinking  for  the  moment 
that  you  said  the  number  of  places  had 
increased. 

3099.  Professor  Jewkes:  Why  has 

there  been  this  remarkable  increase  in 
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entrants,  do  you  think? It  is  a little 

difficult  to  assess  that  exactly.  I think 
it  is  due  to  a number  of  causes.  One 
was  I think  the  mere  setting  up  of  the 
McNair  Committee  and  certainly  the 
report  of  the  McNair  Committee.  There 
has  also  been  a certain;  amount  of 
stimulation  from  bodies  within  the  pro- 
fession such  as  the  General  Dental 
Council  or  die  old  Dental  Board  and 
ourselves  in  co-operation  with  them, 
going  round  and  talking  to  senior  pupils 
in  schools.  There  are  a whole  variety 
of  things  that  have  been  put  in  train 
but  I would  say  my  own  opinion  is  that 
the  McNair  Committee  and  the  pub- 
licity given  to  it  and  to  the  report  prob- 
ably did  a great  deal. 

3100.  Mr.  Bonham-Carter : For  the 

record,  I think  we  may  have  gone  wrong 
here.  Am  I not  right  in  saying  that  you 
go  for  the  McNair  figure,  1,000,  not  the 
900? 1,000  students,  yes. 

Chairman:  Yes,  but  that  1,000  in- 
cludes some  from  overseas,  I think  that 
is  clear. 

3101.  Sir  Hugh  Watson:  Mr.  Balding, 
in  your  paragraph  62  and  also  in  para- 
graphs 95  and  97  you  refer  to  the  Spens 
conception  of  33  chairside  hours  a week 
for  46  weeks  in  the  year,  plus  nine  non- 
chairside  hours.  Do  you  consider  that 
should  be  the  norm  for  a fully  employed 

dentist? Mr.  Thomas:  Yes,  without 

any  doubt,  Sir  Hugh. 

3102.  From  such  information  as  is 
given  in  the  Spens  Report  we  are  not 
told  exactly  how  the  Spens  Committee 
arrived  at  that  figure.  They  just  say 
they  had — I have  forgotten  the  expression 

— ample  evidence. Mr.  Cocker:  I 

think,  if  I may  speak  as  a member  of 
the  Spens  Committee,  that  practically  all 
the  witnesses  who  came  before  us,  did 
make  some  statement  on  this.  It  was 
really  built  on  evidence. 

3103.  Would  you  consider  that  the 
longer  hours  referred  to  in  paragraphs 

95  and  97  would  be  undesirable? 

Mr.  Thomas:  Yes. 

3104.  At  all  ages,  Mr.  Thomas? 

The  effect  of  working  longer  hours  at  a 
younger  age  impairs  the  length  of  • the 
practitioner’s  useful  working  life. 

3105.  That  would  be  a question  of 

degree,  would  it  not? Quite. 

3106.  I think  I could  say  with  you 
that  when  you  and  I were  young  we 


both  had  to  work  very  hard. That  is 

true. 

3107.  Would  you  agree,  within 
■reasonable  'limits,  that  a man  up  to  the 
age  of  perhaps  45  to  50  could,  without 
material  disadvantage,  work  appreciably 

longer  than  33  chairside  hours?- 

There  is  not  the  slightest  doubt  that  at 
the  present  moment  a lot  of  them  are 
doing  it,  but  I do  not  say  that  it  is  a 
good  thing  from  any  point  of  view. 

3108.  Chairman:  Do  you  say  it  is  bad 

thing? Yes. 

3109.  Do  they  say  it  is  a bad  thing? 

They  have  not  had  the  experience 

that  I have  had,  Sir.  They  do  not  know 
yet. 

3110.  Professor  Jewkes:  Mr.  Thomas, 
let  us  have  your  experience.  Is  it  that 
you  worked  too  hard  when  you  were 
younger  and  that  this  has  impaired  your 
efficiency  later  on?  Is  that  what  you  are 

saying? 1 think  it  is  perfectly  true 

as  far  as  health  is  concerned.  As  far 
as  my  efficiency  as  a practising  dentist  is 
concerned,  I am  very  tired  now  before 
the  normal  five  or  six  hours,  or  rather 
before  the  time  which  should  be  a 
normal  day ; in  other  words,  by  half 
past  four  I am  tired. 

3111.  Chairman:  Was  that  not  en- 
visaged in  the  recommendations?  Was 
it  not  stated  that  a dentist  would  not 
be  expected  to  do  as  much  later  on  in 

life  as  earlier? 1 think  provision  was 

made  for  the  exception,  but  the  report 
was  for  normal  people. — Mr.  Hindle : A 
great  bearing  on  this  question,  Sir,  is 
■that  a dentist  has  a great  mental  strain 
dealing  with  patients,  and  if  he  gets  over- 
tired his  approach  to  that  patient  suffers. 
It  is  a very  important  point,  particularly 
in  dentistry  and  more  than  in  most  other 
professions,  that  the  dentist  must  not  be 
tired  when  he  is  doing  his  work,  or  he 
fails  in  his  approach  to  the  mental  con- 
dition of  the  patient.  The  general 
happiness  and  contentment  of  the 
patient  is  essential  if  he  is  to  do  a good 
job. 

3112.  You  would  agree,  Mr.  Hindle, 
that  individual  capacities  vary  very  much 

from  one  to  another? Undoubtedly, 

and  Spens  made  a point  of  that,  that  you 
could  not  lay  down  hard  and  fast  rules 
because  there  are  exceptional  people  ; but 
in  my  long  experience  I would  say  I have 
not  come  across  any  of  those  men  with 
the  capacity  to  work  long  hours  who 
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have  stuck  it  through  a long  professional 
life ; they  have  had  illness  or  died.  I 
have  seen  lots  of  dentists,  who  have 
dropped  down  in  that  fashion  by  work- 
ing too  long  hours.  In  dentistry  there 
is  something  different  from  most  other 
professions.  If  you  are  at  the  chairside 
you  are  surely  working  the  whole  of  the 
time  and  the  whole  of  the  day ; you  do 
not  get  half  an  hour  between  each 
patient  because  you  are  going  from  one 
to  another  and  it  is  very  arduous. 

3113.  Mr.  Gunlake : You  have  spoken, 
if  I may  say  so,  rather  convincingly  on 
.this  point.  One  remedy  would  be  more 
dentists?  Have  we  heard  if  the  British 
Dental  Association  is  taking  positive 
action  to  increase  the  number  of 

dentists? Mr.  Balding : I mentioned 

that  we  were  co-operating  with  the 
General  Dental  Council  in  sending 
speakers  round  to  the  sixth  forms  of 
schools,  senior  students,  that  sort  of 
thing.  We  are  also'  continually  on  at  the 
universities  and  the  Government  about 
providing  more  places  in  the  dental 
schools.  As  a result  of  the  McNair  Com- 
mittee Report,  and,  I think,  a certain 
amount  of  prodding  from  the  British 
Dental  Association,  the  Ministry  of 
Health  have  recently  set  up  a committee 
on  publicity  as  regards  dental  health, 
which  we  have  been  asking  for  for  over 
70  years.  At  last  we  have  got  it  and 
we  are  convinced,  ,as  was  stated  in  the 
McNair  Report,  that  it  is  fundamental 
to  the  whole  problem,  that  if  you  can 
only  convince  the  population  of  the  im- 
portance of  dental  health,  you  can  get 
your  recruits  and  everything  else  you 
want. 

3114.  I was  not  'thinking  so  much  of 
action  by  the  other  agencies  as  by  the 
British  Dental  Association  itself  and  you 

are  doing  all  you  can  in  this  field? 

Mr.  Buchanan : Sir,  we  are  proud  of  the 
factt  that  only  after  considerable  diffi- 
culty did  we  bully  the  authorities  into 
setting  up  the  McNair  Committee — it 
was  largely  a child  of  the  British  Dental 
Association — with  the  sole  purpose  of 
deciding  what  was  wrong  with  us,  why 
our  sons,  daughters,  nephews  and 
nieces  were  not  entering  the  profession. 

3115.  Professor  Jewkes : This  question 
of  chairside  hours  is  so  important  that 
you  will  forgive  me  if  I press  you  a 
little  hard  on  the  figures.  In  the  Spens 
Report  it  is  laid  down  that  1,500  chair- 
side hours  a year  represent  full,  but  not 


excessive,  employment.  Then  the  Spens 
Committee  go  on  to  say  that  employ- 
ment in  excess  of  those  hours  tends  to 
impair  efficiency.  The  next  study  we 
have  as  the  Penman  Report.  In 
the  Penman  Report  of  1949  it  is 
laid  down  that  there  is  clear  evidence 
that  .the  majority  are  working  more  than 
the  Spens  standard.  Then  in  your  own 
claim  to  the  Ministers  you  say  that 
according  to  the  1952-53  inquiry,  single 
handed  dentists  work  more  than  2,100 
hours  a year.  You  go  on  from  there  to 
say  that  the  present  figure  is  even  higher 
than  2,100.  So  am  I drawing  the  right 
deduction  when  I think  (that  for  10  years 
now  the  dentists  have  been  working  con- 
siderably longer  hours  than  Spens  re- 
garded as  the  maximum  if  efficiency  was 

to  be  maintained? 1 do  not  think 

there  is  any  question  about  that.  Sir. 
The  dental  profession  had  in  1948  to 
meet  a quite  unprecedented  demand  for 
its  services,  one  that  it  had  foreseen  but 
could  do  nothing  about.  It  was  thrown 
on  them.  There  was  no  doubt  at  all  that 
in  1948-49  it  was  not  a question  of 
dentists  working  33  hours  a week ; they 
were  working  anything  up  to  16  or  18 
hours  a day  by  the  time  they  had  finished 
all  their  non-chairside  work  as  well,  be- 
cause the  more  chairside  work  you  do 
the  more  non-chairside  work  you  have 
to  do  afterwards.  They  were  working 
Saturdays  and  Sundays  because  they 
were  just  flooded  with  this  colossal  de- 
mand which  quite  obviously  should 
have  been  anticipated  but  which  was  just 
thrown  on  the  profession.  Since  then  the 
demand,  that  initial  rush,  has  of  course 
been  got  over  but  there  is  a constant 
and  increasing  demand,  and  the  dental 
profession  is  in  an  extremely  difficult 
position.  If  it  works  more  than  the 
Spens  hours  then  we  get  this  suggestion 
that  in  fact  the  Spens  hours  do  not 
mean  anything.  If  the  whole  profession 
were  to  stick  rigidly  to  Spens  hours  the 
outcry  from  the  public  that  they  could 
not  get  dental  treatment  would  be 
enormous.  There  would  be  a terriffic 
scandal  about  it.  The  profession  has  to 
meet  the  demands  for  its  services  as  far 
as  it  can,  but  that  does  not  mean  to  say 
the  Spens  recommendation  for  33  hours 
is  not  the  right  one. 

The  school  dental  service — where  I 
will  admit  the  conditions  are  different, 
the  patients  they  work  on  and  so  on  are 
possibly  more  trying  than  some  of  the 
patients  we  meet— -are  dealing  the  whole 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


644 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


time  with  small  children  and  the  nervous 
tension  when  working  on  young  patients 
is  very  much  greater.  In  the  school 
service,  the  normal  hours  for  a session 
are  three,  and  there  are  two  sessions  a 
day  which  brings  the  chairside  hours  to 
33  a week.  There  has  never  been  any 
suggestion  of  increasing  those  hours 
without  loss  of  efficiency  in  the  service. 

3116.  So  that  it  really  means  that  pro- 
gressively for  10  years  the  efficiency  of 
the  profession  has  been  falling,  has  it? 

Not  necessarily,  because  during  that 

ten  years  there  have  been  a certain 
number  of  elderly  men  retiring  who  were 
in  the  service  in  1948  and  who  have 
been  replaced  by  younger  men  coming 
in,  and  Spens  does  anticipate  that  there 
will  be  a proportion  of,  particularly 
younger,  men  who  can  do  more  than  the 
33  hours. 

3117.  Mr.  Bonham-Carter : Who  are 
nevertheless  running  on  their  reserves? 
Yes,  in  the  long  run,  undoubtedly. 

3118.  Professor  Jewkes : What  exactly 

does  it  mean  when  it  is  said  the 
efficiency  of  the  profession  is  falling? 
What  form  does  it  take,  this  im- 
pairment of  efficiency? 1 would  not 

say.  Sir,  that  the  efficiency  of  the  pro- 
fession in  its  day-to-day  operation  is 
falling,  that  is  not  so.  It  takes  a very 
considerable  drain  on  the  length  of  a 
man’s  professional  life.  As  you  know 
from  the  latest  figures  we  have  had  from 
the  Registrar  General,  the  dental  pro- 
fession is  still  at  the  top  of  the  pro- 
fessions as  regards  the  number  of  people 
who  die  just  at  the  time  when  an  ordinary 
professional  man  should  be  at  his  best, 
that  is,  at  45  to  55.  We  have  not  had  a 
chance  of  really  analysing  the  figures, 
but  I think  I am  right  in  saying  that  the 
number  of  deaths  from  coronary 
thrombosis  shown  in  those  tables  for  the 
dental  profession  are  very  much  greater 
than  _ apparently  the  Registrar  General 
anticipated,  according  to  his  records. 
They  have  gone  up  tremendously  and  of 
course,  unfortunately,  the  dental  pro- 
fession still  tops  the  professions  as 
regards  suicide. 

3119.  Chairman : Is  that  a reflection 
on  the  quality  of  the  students?— — No, 
Sir,  I think  it  is  a reflection  on  the  fact 
that  the  dental  profession  is  literally 
overworked  and  that  the  nervous  strain 
of  dentistry  is  so  tremendous.  Obviously 
a young  man  of  22  or  23  coming  into 
practice  is  not  inclined — is  anyone  of 


that  age — to  consider  what  his  health 
is  going  to  be  when  he  is  45? 

3120.  Mr.  Watson:  Mr.  Balding,  does 

that  mean  we  must  accept  that  all  this 
new  equipment  and  all  these  new  techni- 
ques have  impaired  the  efficiency  of  your 
service? No,  Sir. 

3121.  Would  it  not  be  correct  to  say 

new  techniques  and  equipment  have 
improved  the  efficiency  of  the  dental 
service? Yes,  Sir. 

3122.  Chairman:  Dentistry  is  a par- 
ticular part  of  the  whole  problem  we 
are  dealing  with,  and  dentistry  relies 
on  expensive  equipment  of  a better  type 
than  was  available  say  50  years  ago, 
which  ought  to  be,  as  in  any  other 
occupation  in  life,  an  aid  to  efficiency? 

Yes,  Sir,  but  it  still  does  not  get  over 

some  of  the  fundamental  disabilities  of 
dentistry,  in  other  words  the  occupa- 
tional strain  of  dentistry.  It  merely 
enables  a man  to  work  better. 

3123.  To  work  more  effectively? 

Yes. 

3124.  You  might  still  only  be  able  to 

do  the  same  number  of  hours  but  you 
can  drill  more  holes  in  the  siame  time, 
as  an  example? Yes.  The  introduc- 

tion many  years  ago  of  local  anaesthesia, 
for  instance,  changed  things  tremen- 
dously, but  that  does  not  mean  to  say 
a man  can  work  longer  hours  necessarily. 
He  can  do  more  in  the  hours  that  he 
does  work. 

3125.  If  the  profession  is  improving  in 
efficiency  in  the  normal  way,  it  would 
be  able  to  do  more  work  in  the  same 

number  of  hours,  or  do  it  better? 

Yes. — Mr.  Thomas : With  regard  to  what 
the  Spens  Committee  meant  about 
impaired  efficiency,  I do  not  think  it 
was  the  efficiency  of  the  operation  on 
the  patient  that  he  was  referring  to,  but 
the  efficiency  of  the  practitioner  himself 
in  as  much  as  he  may  be  tired  physically 
and  psychologically  and  unable  to  work 
for  such  long  periods.  It  was  not.  the 
efficiency  of  the  treatment  of  the  patient, 
but  the  efficiency  of  the  machine,  the 
man  himself. 

Chairman:  I think  we  realise  that. 

3126.  Professor  Jewkes:  Would  not 
that  finally  have  its  reactions  in  an 
impairment  of  the  efficiency  with  which 

the  patient  himself  is  treated? Mr. 

Balding : If  it  went  on  long  enough,  yes, 
of  course;  obviously  the  stage  would 
be  reached  where  the  dentist  was  so 
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tired  that  he  just  could  not  do  the  work 
properly. 

3127.  I thought  that  was  what  impair- 
ment of  efficiency  meant — from  the 

patient’s  point  of  view. Mr.  Hindle : 

Could  I say  that  efficiency  means  the 
method  .of  conducting  his  practice?  T 
would  like  just  to  give  you  an  example 
of  a man  I know  who  has  worked 
harder  in  dentistry  than  any  other  person 
I have  ever  met.  His  efficiency  was 
beyond  any  criticism.  That  man  has 
just  been  iU  for  two  years  and  has  not 
been  able  to  do  any  work  at  all  and 
he  is  only  now  55,  so  his  efficiency  has 
been  impaired.  Had  he  not  been  ill  for 
two  years,  had  he  worked  more 
economically,  he  would  not  have  had 
that  inefficiency. 

3128.  Chairman : Mr.  Balding,  coming 
back  to  the  question  of  the  33  chairside 
hours,  are  many  dentists  now  getting 
more  into  the  33  hours  by  passing  on 
some  of  the  work?  One  has  heard  some 
of  the  cases  where  a bit  of  preparation 
is  done  beforehand  and  the  dentist  comes 
along  and  the  patient  is  all  ready  for 
treatment  by  the  time  the  dentist  comes 
to  him.  It  may  be  that  the  dentist  is, 
for  instance,  working  on  the  manufacture 
or  preparation  of  dentures  which  is  not 

a chairside  job,  I presume. Mr. 

Balding:  I think  that  surely  is  inherent 
in  the  Spens  Report — a single-handed 
dentist  working  efficiently  and  making 
full  use  of  all  facilities.  There  is  no 
doubt  at  all,  Sir,  that  dentists  are  doing 
that.  They  have  chairside  assistants  to 
relieve  them  of  non-operative  procedures, 
just  in  the  same  way  that  a surgeon 
doing  an  operation  does  not  expect  to 
turn  around  and  pick  up  his  needle  and 
have  to  thread  suture  through  for  him- 
self. The  sister  does  it  for  him  and 
hands  him  the  thing  all  ready  threaded. 
That  is  what  Spens  meant  by  chairside 
assistants. 

3129.  I wondered  whether  that  was  in- 

creasing in  any  way  or  not,  over  the 
years? -Yes,  I think  so,  Sir. 

3130.  And  on  the  whole  the  dentists 

are  doing  rather  more  chairside  hours 
by  relieving  themselves  of  some  of  the 
less  essential  jobs  for  their  own  par- 
ticular qualifications? There  is  no 

question  about  that,  Sir.  I mean,  such 
simple  .things  as  mixing  fillings  and  pre- 
paring local  anaesthesia  for  the  next 
patient,  before  the  next  patient  even 
comes  into  the  room — all  that  is  done 


by  efficient  surgery  nurses  and  chairside 
assistants  and  that  is  certainly  going  on 
the  whole  time.  I should  imagine  it  is 
increasing,  if  it  is  possible  for  it  to  in- 
crease. I think  most  dentists  do  now 
organise  thedr  practices  so  that  they  do 
not  do  that  sort  of  thing  themselves ; 
it  is  a waste  of  time  as  far  as  they  are 
concerned,  their  job  is  to  operate  on  the 
patient. — Mr.  Swiss : That,  Sir,  is  par- 
ticularly so  with  reference  to  paper  work 
in  the  practice.  The  practitioner  is  em- 
ploying more  secretarial  staff.  We  have 
heard  of  it  on  the  one  side  of  the  appli- 
cation of  the  treatment  to  his  patient 
by  having  surgery  assistants,  just  as  the 
surgeon  has  his  theatre  sister ; so  on  the 
other  side  of  his  practice  he  is  em- 
ploying additional  lay  staff  for  secretarial 
work  and  all  the  work  involving  papers 
in  connection  with  the  Health  Service. 
So  that  he  is  not  tiring  himself  at  the 
end  of  a busy  day  of  operating,  by 
having  to  do  the  bookkeeping  of  the 
practice. 

3131.  Yes,  I was  really  wondering 

whether  the  33  had  rather  gone  up,  be- 
cause the  nine — the  difference  between 
42  and  33 — had  rather  come  down  with 
die  use  of  more  assistants? Yes,  Sir. 

3132.  Mr.  Gunlake:  However, 

although  these  arrangements  may  save 
•the  dentist  a certain  amount  of  work, 
I should  have  thought  to  some  extent 
they  would  increase  the  strain.  A few 
seconds  breather  while  you  mix  a filling 
might  be  a welcome  break ; but  the 
dentist  is,  as  I understand  it,  continually 

at  top  pressure? The  pressure  is  the 

demand  on  his  services.  He  has  such  a 
demand  on  his  services  that  he  has  not 
time  for  breathing  spells.  But  if  he  was 
working  to  the  33  hours  that  type  of 
breathing  spell  would  probably  be 
available. 

3133.  Chairman : In  fact  between 

every  visitor  there  is  a space,  is  there 

not,  for  smiling  the  next  one  in? 

And  that  is  very  necessary,  Sir. 

3134.  What  the  statisticians  would  call 
unidentified  time? — * — And  I think  den- 
tists are  continually  enlarging  their 
premises,  so  that  when  a man  has 
finished  his  work  on  one  patient  he  walks 
into  No.  2 surgery — he  walks  straight 
from  one  patient  to  another — and  by 
that  means  he  is  able  to  save  quite  a 
lot  of  time.  You  will  see  what  I am 
getting  at ; that  is  added  strain. 
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3135.  Professor  Jewkes : I wonder  if 
you  can  help  me  to  get  the  critical 
figures.  Spens  lays  down  1,500  chair- 
side  hours  per  annum,  Penman  suggested 
1,750  were  being  worked,  and  you  your- 
self give  the  figure  of  2,100  chairside 
hours  for  1952.  Have  yon  any  figure  for 

1957  and  1958? Mr.  Balding : I have 

a slight  correction.  Sir,  for  the  last 
figure;  that  2,100  was  not  all  chairside. 

3136.  We  are  both  talking  about  the 

figure  that  was  put  into  the  dental  pro- 
fession’s claim  to  the  Ministers? Yes. 

3137.  But  it  is  not  all  chairside? 

I do  not  think  it  is. — Mr.  Thomas : The 
inquiry  could  not  differentiate. 

3138.  Chairman : In  fact,  2,100  is  42 

hours  a week? Yes. 

3139.  On  the  same  basis  that  1,500  is 

33? Yes. 

3140.  So  you  are  really  saying,  if  2,100 
includes  all  the  non-chairside  hours,  that 
the  total  amount  is  as  envisaged  by 
Spens  but  you  have  not  got  the  split 
between  chairside  and  non-chairside? 

Is  that  it? That  is  quite  correct,  but 

of  course,  the  new  inquiry  will,  we  hope, 
give  more  up-to-date  figures. 

3141.  Sir  Hugh  Watson : We  hope  it 

will  give  it  more  precisely  than  anything 
that  has  yet  been  available. Yes. 

Mr.  Gunlake : It  is  to  be  hoped  that 
busy  dentists  will  not  be  too  busy  to  fill 
up  our  questionnaire. 

3142.  Professor  Jewkes : But,  at  any 

rate,  at  the  moment  you  have  not  got 
an  up-to-date  figure  which  would  corre- 
spond to  the  1,500  from  Spens? Mr. 

Balding:  No.  We  have  no  means  of 
obtaining  figures  like  that,  only  when 
these  inquiries  take  place.  The  figure  of 
2,100  was  based  on  the  1952/53  inquiry, 
and  that  was  why  we  were  insistent  in 
asking  that  the  Royal  Commission  should 
put  in  their  questionnaire  to  dentists  a 
question  on  the  hours  of  work,  because 
we  have  no  up-to-date  information  and 
nothing  to  give  you  at  all. 

3143.  Sir  Hugh  Watson : We  are 

really  looking  towards  (the  future,  but 
there  is  one  point  I would  like  to  try 
and  establish.  Am  I right  in  thinking 
that,  at  the  inception  of  the  National 
Health  Service,  a very  large  proportion 
of  the  work  which  the  dentists  were 
called  upon  to  do  was  in  connection 
with  the  manufacture  of  dentures? 
Would  it  be  of  the  order  of  two-thirds 


to  one-third? Mr.  Thomas : What 

year  was  that. 

3144.  1948-49. No,  I should  think 

it  would  be  about  50  per  cent. 

3145.  Chairman : About  50  per  cent, 
was  the  manufacture  of  dentures,  and 

about  50  per  cent,  was  other  work? 

Yes. 

• 3146.  Sir  Hugh  Watson:  I have  been 
given  the  figures  practically  officially  as 
being  two-thirds  and  one-third.  Would 
you  have  information  which  would  en- 
able you  to  dissent  from  that?  I am 
told  further  that  since  the  introduction 
of  the  charges  for  dentures,  the  propor- 
tion has  been  exactly  reversed  and  is 
now  one-third  dentures  and  two-thirds 

ordinary  treatment. Mr.  Balding:  I 

think,  so  far  as  our  informatian  goes, 
that  is  so. 

3147.  I have  a small  point  arising  out 
of  Mr.  Watson’s  question  on  the  im- 
provement of  dental  methods,  and  so  on. 
I suppose  you  know  much  better  than  I 
do  that  a great  deal  of  the  dentists’  re- 
muneration depends  on  the  timing  of  die 
operations.  Am  I right  in  thinking  that 
these  timings  were  last  reviewed  by  the 

Penman  Working  Party  in  1949? 

Yes. 

3148.  And  it  could  be  that  these 
timings,  which  are  now  nearly  10  years 

behind,  are  due  for  review? Yes,  I 

think  that  is  perfectly  true.  They  were 
taken  in  1949,  and  I think  it  is  fair  to 
say  that  they  were  taken  under  con- 
ditions which  do  not  quite  obtain  now. 
They  were  taken  under  the  almost 
chaotic  conditions  that  existed  at  the  end 
of  1948  and  the  beginning  of  1949. 

3149.  Chairman : It  would  be  very 
surprising  if,  after  nine  or  ten  years, 
at  least  some  timings  in  a complicated 
profession  like  yours  had  not  changed. 

It  would  mean  complete  stagnation. 

Yes. 

3150.  Sir  Hugh  Watson:  Can  we  look 

at  your  paragraphs  64  and  65?  This  is 
a bit  that  we  particularly  want  to  under- 
stand, because  the  Commission  finds  it 
difficult  to  appreciate  your  position  about 
this  matter.  Your  Association  say,  as  I 
understand  it,  that  because  there  is  a 
shortage  of  dentists  at  present  the  first 
Spens  recommendation  is  irrelevant  at  the 
present  time. Yes. 

3151.  That  depends  to  some  extent 

on  what  you  mean  by  demand. Yes. 
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3152.  Because  it  is  apparent,  as  we 
have  seen  that  a number  of  factors  affect 
that.  Is  -the  demand  to  be  related  to 
the  total  amount  of  work  which  ought 
properly  to  be  done,  or  the  amount  of 
work  which,  under  the  social  and  finan- 
cial conditions  prevailing  at  the  present 

time,  the  patients  ask  dentists  to  do? 

I am  not  quite  sure  whether  the  latter 
position  arises.  You  are  suggesting  that 
patients  go  for  partial  treatment? 

3153.  Not  really.  I think  what  I am 
really  suggesting  is  the  difference 

between  need  and  demand. We  accept 

the  difference  between  need  and  demand. 
Need  is  much  greater  than  demand,  but 
demand  has  risen  very  considerably  since 
the  introduction  of  the  Health  Service. 

3154.  But  still  you  cannot  say  that 
the  demand  is  the  total  amount  of  work 

which  ought  properly  to  be  done? 

I do  not  think  we  could  in  100  years  ever 
create  enough  dentists  to  do  all  the 
work  that  ought  to  be  done.  There  is 
always  bound  to  be  a considerable  differ- 
ence between  the  two. 

3155.  And,  of  course,  demand,  as  we 

have  seen  in  the  discussions  we  have  had 
already  this  morning,  is  considerably 
influenced  by  the  Government’s  policy  in 
relation  to  the  assistance  provided  for 
the  dental  service? Yes. 

3156.  Would  you  agree,  Mr.  Balding, 
that  the  question  of  whether  or  not  the 
first  Spens  recommendation  is  likely  to 
apply  in  the  near  future,  is  determined 
not  only  by  the  amount  of  dental  work 
which  ideally  ought  to  be  done,  but  by 
the  Government  policy  in  relation  to  the 

dental  service? Yes,  I think  it  must 

be.  The  Government  can  obviously 
fluctuate  the  demand  rate  by  all  sorts  of 
devices,  and  they  have  done  so  in  the 
past.  If  the  Government  were  tomorrow 
to  say  that  instead  of  paying  £1  for  treat- 
ment the  patients  would  pay  the  first  £5, 
quite  obviously  -they  would  artificially 
cut  the  demand  rate.  One  cannot  deny 
that  fact. 

3157.  If  the  Government  decide,  as 

you  say,  that  half  the  cost  -of  dentistry 
has  to  be  paid  by  the  patient,  it  is  con- 
ceivable there  might  be  sufficient  dentists 
to  meet  the  demand? Yes. 

3158.  In  these  circumstances,  this 
Spens  recommendation  might  be  rele- 
vant?— —It  might.  Sir,  as  long  as  that 
particular  Government  remained  in 
existence,  of  course ! 


3159.  The  first  Spens  recommendation, 

as  you  know  very  well,  is  based  on  the 
premise  that  there  were  sufficient  dental 
practitioners,  in  relation  to  the  demand 
for  their  services. Yes. 

3160.  The  Spens  Committee  said  that 
to  secure  a spread  of  incomes  comparable 
to  that  of  1938,  arrangements  should  be 

made  to  ensure  these  proportions. 

Yes. 

3161.  That  situation  could  come  about, 

Mr.  Balding  could  it  not? Yes,  it  is 

possible.  Of  course,  at  the  time  the 
Spens  Committee  was  sitting,  the  Health 
Bill  had  become  an  Act,  and  it  was 
known  at  that  time  that  treatment,  den- 
tures and  everything  were  to  be  free  of 
charge.  These  recommendations  were 
given  under  the  circumstances  of  the  law 
as  it  then  stood,  when  a completely  com- 
prehensive service  for  everybody  was  just 
about  to  be  introduced. 

31-62.  You  are  saying  that  is  what 

Spens  had  in  contemplation? Those 

are  the  circumstances  under  which  Spens 
reported,  and  I agree  with  you  that  the 
demand  rate  can  be  fluctuated  artificially, 
according  to  the  particular  Government 
which  is  in  power. 

3163.  Your  -point  at  the  moment  is  that 
Spens  had  in  view  a dental  service  which 

would  be  entirely  free? 1 have  no 

idea  what  Spens  had  in  view.  I was 
pointing  out  that  at  the  time  he  reported 
that  was  the  law  as  it  stood,  and  I would 
agree  that  any  Government  can  artificially 
manipulate  the  demand  rate  by  increas? 
ing  or  decreasing  charges  or  doing  any- 
thing else  in  that  way. 

3164.  And  if  they  did  do  that,  then 

Spens  recommendation  No.  1 would  im- 
mediately come  into  view? It  might 

do,  Sir. — Mr.  Cocker : I think  on  the 
Spens  Committee  we  framed  this 
recommendation,  largely  because  of  the 
existing  shortage  in  numbers.  I think 
we  were  influenced  by  the  fact  that  we 
knew  quite  well  that  there  were  not 
enough  people  to  do  the  work,  if  every- 
body demanded  what  they  should  have, 
and  I think  -that  influenced  us  in  making 
that  point. 

3165.  Chairman : I have  never  been 
quite  clear  about  what  the  difference  be- 
tween Spens  recommendation  No.  1 and 
No.  2 really  was  intended  to  amount  to. 

It  was  this.  You  see,  firstly,  we  had 

to  provide,  shall  we  say,  a scaffolding  on 
which  a scale  of  fees  could  be  worked  out. 
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It  is  not  so  easy  to  get  that  scaffolding 
from  a series  of  figures  as  from  a single 
figure.  It  was  quite  clear  to  us,  as  I 
say  that  there  just  were  not  the  people 
to  do  the  work,  and  as  everybody  would 
be  doing  as  much  as  he  possibly  could, 
taking  the  average  all  round  it  would  be 
a fixed  figure ; otherwise,  the  Govern- 
ment may  have  felt  that  when  this  thing 
was  put  into  operation  graduated  scales 
of  income  would  be  operated.  It  cer- 
tainly would  not  have  operated  under 
these  circumstances,  because  of  this 
shortage. — Mr.  Balding : Is  it  not  a ques- 
tion, Sir,  of  the  second  recommendation 
being  under  conditions  that  are  popularly 
known  now  as  full  employment?  If  the 
whole  of  the  profession  is  going  to  be 
fully  employed,  then  the  second  recom- 
mendation takes  effect.  If  the  profession 
is  going  to  be  under-employed,  so  that 
there  is  a spread  of  incomes,  then  the 
first  recommendation  takes  effect. 

Sir  Hugh  Watson : Yes,  I agree.  I 
think  that  is  quite  right 

3166.  Mr.  Gunlake:  Of  course,  in  the 
old  days  before  the  Health  Service  the 
dental  practitioner  in  private  practice 
had  to  take  what  came.  The  public  de- 
mand was  what  at  was,  and  he  did  the 
best  he  could,  as  others  of  us  in  other 
professions  now  have  to  do.  The  position 
now  is  that  the  Government  not  only 
controls  the  item  of  service  payment,  but 
it  controls  the  amount  of  work  to  be 
done.  Would  it  be  a fair  inference  to  say 
that  it  is  your  position,  that  any  system 
of  remuneration  in  the  future  for  the 
dental  profession  would  not  be  fair  and 
proper  unless  it  were  also  related  to  the 
volume  of  work — that  the  two  things 

must  be  linked  together? 1 think  so, 

Sir. 

3167.  Chairman:  Mr.  Balding,  you 
have  construed  the  second  Spens  recom- 
mendation as  relating  to  a period  of  full 
employment  for  dentists.  The  recom- 
mendation with  regard  to  general  medical 
practitioners,  I presume,  also  implied 
very  nearly  full  employment,  if  not  full 
employment.  The  doctors  have  not  been 
under-employed,  as  far  as  we  have  heard, 
or  were  not  thought  to  be  at  that  time. 

It  is  a little  bit  difficult  to  answer 

that,  because  the  medical  system  of  re- 
muneration, of  course,  is  quite  different 
from  ours.  But  would  it  not  be  fair  -to 
say  that,  if  all  the  doctors  had  2,500  or 
3,000  patients  on  their  lists — the  maxi- 
mum number  of  patients  on  their  lists — 


then  not  only  would  they  all  be  com- 
pletely fully  employed  in  theory  but,  of 
course,  their  remuneration  would  be  very 
much  higher?  The  central  pool,  and  so 
on,  would  be  very  much  higher  than  it 
is  at  present.  That  is  the  position  with 
dentistry,  that  at  the  moment  the  dentists 
are  all  within  reason,  fully  employed, 
and  when  I say  “ all  ”,  obviously  some- 
body of  65  cannot  be  quite  so  busy  as 
somebody  of  25.  He  just  cannot  physi- 
cally do  it.  But  there  is  no  doubt  that 
the  dental  profession  is  completely  and 
fully  employed.  I am  not  suggesting  the 
doctors  are  wasting  their  time,  but  I 
would  suggest  a comparable  position  with 
the  doctors  is  when  every  doctor  has 
the  maximum  number  of  patients  on  his 
list. 

3168.  Yes,  but  there  are  a number  of 
figures  quoted  in  the  Spens  report,  and 
I have  never  been  quite  certain  how  they 
fit  in  one  with  the  other.  The  Spens 
G.P.  average  figure  for  the  doctors  as  a 
whole  was  £1,111  ; the  Spens  figure  given 
for  a single-handed  practitioner  working 
full-time  was  £1,800.  We  know  there  is 
an  assumed  relationship  between  the 
G.P.’s  £1,800  and  the  dentist’s  £1,600, 
based  on  the  latter  not  having  24  hours 
risk  of  the  patient,  but  I have  not  found 
a similar  relationship  between  the  aver- 
age doctor’s  £1,111  and  what  the  Spens 
recommendation  was  meant  to  give  the 
average  dentist.  If  it  is  there,  I have 

not  seen  it  calculated  'in  that  way. 

We  have  never,  Sir — 'and  I would  like 
to  make  this  clear — discussed  the  first 
Spens  recommendation  or  any  implica- 
tions of  it  with  the  Ministry  of  Health. 
From  the  very  outset  the  Ministry  have 
accepted  that  the  second  Spens  recom- 
mendation was  the  one  to  apply,  and  they 
did  so  in  the  original  scale  of  fees.  The 
first  recommendation  in  its  tie-up  with 
the  medical  profession  or  anything  else 
has  literally,  so  far  as  I am  aware,  never 
been  discussed  with  the  Ministry  of 
Health.  Consequently  we  are  not  really 
in  a position  to  give  you  very  deeply 
considered  opinions  on  this,  .because  as 
far  as  we  are  concerned,  and  as  far  as 
the  Ministry  are  concerned,  for  the 
moment  it  has  not  been  worth  worrying 
about.  We  have  had  quite  enough  to  do 
■to  manage  the  scales  of  fees  on  the 
£1,600  basis.  So  that  I cannot  quite 
answer  the  question  you  put  about  the 
£1,111  for  the  medical  profession  and 
how  it  tied  up.  We  have  never  gone 
into  it. 
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3169.  There  is,  presumably,  a relation- 
ship between  the  £1,111,  winch  was  the 
average  for  all  G.P.’s  from  the  time  of 
leaving  their  first  house  .posts  to  the  time 
of  retirement,  and  the  lifelong  average 
for  dentists,  and  the  implication  was  that 
the  £1,800  represented  pretty  full-time 
work  for  a doctor  within  that  kind  of 

service. Is  not  what  I said  just  now 

true,  that  it  is  an  average  remuneration, 
which  is  not  based  on  the  maximum 
number  on  everybody’s  list?  If  it  were 
so,  then  the  doctors’  figure  would  be 
much  higher,  Sir. — Mr.  Cocker : On 
page  10  of  the  Spens  report  the  income 
of  the  doctor  and  the  income  of  the 
dentist  is  compared,  and  in  the  succeed- 
ing paragraphs  some  of  the  reasons  why 
there  should  be  a difference  between  the 
two  are  set  out.  It  is  right  at  the  end  of 
the  report. 

3170.  Sir  Hugh  Watson : It  is  in  para- 
graph 30  which,  as  you  know,  refers  to 
the  relativity  between  £1,600  and  £1,800. 
Paragraph  30  does  not  refer  to  the  rela- 
tivity between  £1,111  and  any  other  com- 
parable dental  figure,  but  of  course  Mr. 
Balding  is  perfectly  right  in  saying  that 
the  doctor’s  £1,111  is  the  average  income 
of  the  doctor,  and  it  is  not  the  income 
of  doctors  in  receipt  of  fees,  from  the 
maximum  number  of  capitation . grants 

available  to  them. Mr.  Balding : I 

think,  Sir.  with  respect  that  the  second 
line  of  paragraph  30  of  the  Spens  report 
says  that. £1,600  represents  full  but  not 
abnormally  heavy  work.  The  position 
at  the  moment  in  the  dental  profession 
is  not  only  that  it  is  fully  employed,  but 
it  is  doing  abnormally  heavy  work, 
whereas,  the  criterion  which,  it  was 
measured  against  with  the  medical  pro- 
fession is  the  normal  average  work,  that 
is,  the  average  income  and  not  the  target 
income  for  each  individual  practitioner. 

3171.  Chairman : But  taking  the  pros- 
pects of  the  two  professions  as  a whole, 
and  looking  at  the  recruitment  position, 
you  would  feel  that  you  would  not 
expect  any  very  large  difference  between 
the  expectations  of  what  the  student 
going  into  the  one  would  on  the  average 
be  likely  to  earn,  compared  with  what  the 
student  going  into  the  other  would  earn, 
after  allowing  for  the  points  set  out  in 
paragraph  30?  Is  that  right  Mr. 

Balding? Yes,  I think  it  would  be,  if 

there  were  normal  conditions  in  both 
professions. 

3172.  If,  on  the  other  hand,  the  con- 
ditions were  very  abnormal,  so  that  one 


profession  was  very  much  over-staffed 
and  the  other  was  very  much  under- 
staffed, you  would  expect  recruitment  to 
go  so  far  that  it  would,  in  fact,  swing 

the  balance  the  other  way? It  could 

do  so,  yes.  I think  that  is,  within 
limits,  the  relative  position  of  the  two 
professions  now.  I do  not  want  to  say 
anything  about  the  medical  profession 
except  that  I understood  that  they  had 
a Committee  to  restrict,  in  some  way, 
entry  into  the  medical  profession,  where- 
as we  have  a Committee  to  encourage 
entry  into  the  dental  profession.  That 
is  the  essential  difference  between  the 
two.  Sir. 

3173.  Professor  Jewkes:  Suppose  that 

we  take  things  as  they  are,  and  let  us 
assume  in  the  next  two  or  three  years 
that  conditions  will  fall  out  as  we  expect, 
would  you  be  quite  happy  at  the  thought 
that  the  average  earnings  in  dentistry 
would  be  about  £200  less  than  the 
average  earnings  of  the  general  practi- 
tioners?  That  all  depends,  Sir,  on  the 

report  of  this  Commission,  and  how  high 
it  is  going  to  set  the  income  of  the 
general  dental  practitioner. 

3174.  Let  us  leave  out  absolute  levels. 

I am  thinking  of  relativities  now. We 

have  not  quarrelled  with  the  Spens 
Report,  as  regards  differentiation  be- 
tween the  two  under  normal  conditions. 

I think  that  is  a fair  answer. — Mr. 
Cocker'.  I should  say  that  the  dental 
representatives  on  the  Spens  Committee 
were  very  strong  on  this,  and  we  did  our 
best,  so  far  as  I can  remember,  to  try 
and  persuade  the  other  members  of  the 
Committee  that  the  incomes  should  be 
the  same.  I think  we  felt  that  and  felt 
it  strongly,  and  still  feel  it. 

3175.  But  you  were  not  successful  in 

that? No.  The  other  members  of 

the  Committee  outweighed  us  near  the 
end,  and  we  wanted  to  get  the  thing 
finished  so  we  accepted  it,  but  for  three 
solid  days  we  fought  that  one. 

3176.  Mr.  Watson : Was  that  for  the 

same  hours? You  could  not  exactly 

get  the  same  hours,  because  the  work 
is  so  different.  The  doctor  sets  off  on 
his  round,  he  goes  to  Mrs.  Jones,  and 
then  he  has  to  meet  Mrs.  Smith,  and 
Mrs.  Smith  is  probably  five  minutes 
away,  so  they  are  not  quite  comparable. 
The  dentist  is  working  absolutely  all-in 
the  whole  time,  and  to  that  extent  the 
dentist  would  require  shorter  hours ; 
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otherwise  this  strain  factor  would 
become  much  more  effective  than  it 
ought  to  be.  So  you  could  not  quite 
compare  them.  We  considered  the 
medical  hours  of  50-55  hours  a week, 
which  included  the  time  spent  in  going 
to  and  fro,  and  it  was  believed  by  the 
Spens  Committee  that  the  strain  on 
doctors  in  performing  those  extra  hours 
was  no  greater  than  the  intensive  strain 
which  dentists  have  in  a much  less 
number  of  hours. 

3177.  Sir  Hugh  Watson:  Mr.  Balding, 
I would  like  to  ask  you  this  question. 
Under  the  second  Spens  recommenda- 
tion. it  was  contemplated  that  33  chair- 
side  hours  a week  would  produce  £1,600 
a year.  How  many  hours  per  week 
would  be  required  of  dentists,  in 
the  circumstances  contemplated  in  the 

first  recommendation? Mr.  Balding: 

Again,  Sir,  I do  not  want  to  appear 
to  be  difficult,  but  I am  bound  to  say 
that  we  have  never  considered  this.  We 
have  not  discussed  it  with  the  Ministry, 
even  as  to  how  many  hours  it  would 
represent,  or  anything. 

3178.  Chairman:  I think  we  would 

like  you  to  do  so,  Mr.  Balding.  We 
would  like  to  know  how  much  in  excess 
of  what  you  would  think  is  the  normal 
amount  of  work  for  dentists  they  are 
now  being  called  upon  to  do,  because  I 
presume  you  are  really  wanting  to  get 
to  the  state  when  dentists  are  not  over- 
strained and  overworked? Yes.  I 

thought  you  were  asking  me  to  put  a 
sort  of  hours  basis  into  the  first  recom- 
mendation of  Spens. 

3179.  Yes. 1 think,  Sir,  that 

whether  it  is  under  the  first  recom- 
mendation or  the  second  recommenda- 
tion, the  recommendation  as  regards 
chairside  hours  in  Spens  remains,  does 
it  not. 

3180.  You  feel  that  that  is  what 
would  be  the  normal,  average  hours  that 
you  would  expect  under  the  No.  1 

recommendation? 1 think,  Sir,  that 

the  question  of  hours,  surely,  is  not  tied 
up  in  the  Spens  Report  with  either 
recommendation. 

3181.  Sir  Hugh  Watson : With  respect, 

it  seems  to  me  that  in  effect  what  Spens 
said  was  that  33  hours  per  week  was  a 
reasonable  time  for  a dentist  to  work, 
except  that  in  certain  cases  he  might 
conceivably  work  a little  more. Yes. 


3182.  And  if  he  did  that,  he  would 
earn  £1,600  a year.  But  I do  not  think, 
as  far  as  I know,  that  Spens  really 
applied  the  33  chairside  hours  a 
week  to  recommendation  No.  1,  because 
obviously  it  would  not  require  33  chair- 
side hours  a week,  on  the  present 
timings,  to  produce  the  remuneration 
contemplated  in  Spens  recommendation 

No.  1,  would  it? No,  Sir,  I imagine 

it  would  not.  I find  myself  in  some  con- 
siderable difficulty,  Sir,  in  answering 
these  questions  about  No.  1 recom- 
mendation rather  off  the  cuff.  I would 
prefer,  if  you  really  want  our  considered 
opinion  as  to  the  implications  of  Spens 
recommendation  No.  1,  to  take  this  back 
and  let  you  have  it  in  due  course.  We 
have  never  considered  it,  we  have  never 
been  asked  by  the  Ministry  to  consider 
it,  and  it  was  only,  I think,  on  the  12th 
March,  or  something  like  that,  that  we 
had  your  letter  to  say  that  you  would  be 
pressing  this  point.  Our  policy  is  not 
decided  by  the  two  or  three  of  us  who 
sit  at  this  table  ; we  have  Committees,  the 
General  Dental  Services  Committee  and 
so  on,  which  consider  these  things.  We 
have  not  had  time  since  we  had  that 
letter  of  yours,  and  I would  like  to  be 
allowed  to  take  this  back  and  let  you 
have  a considered  opinion. 

Chairman : Certainly.  We  would  like 
a considered  opinion  on  this,  because 
you  will  appreciate  that  one  of  our  terms 
of  reference  does  relate  to  other  pro- 
fessions, and  one  of  the  other  profes- 
sions, which  obviously  has  most  connec- 
tion with  the  dental  profession,  is  the 
medical  profession  and  we  must  take 
that  somewhat  into  account.  Perhaps 
that  might  be  a convenient  point  to  stop, 
and  I think  we  might  resume  at  2.30  p.m. 

(The  proceedings  were  adjourned  for 
lunch.) 

On  resumption 

3183.  Chairman:  Before  lunch,  Mr. 
Balding,  we  were  talking  about  the  rela- 
tivities in  this  particular  series  of  figures 
mentioned  in  the  Spens  report,  some  of 
which  seemed  a bit  incompatible.  We 
do  attach  quite  a lot  of  importance  to 
them,  but  we  will  not  pursue  the  ques- 
tion now,  unless  you  wish  to,  because 
you  were  going  to  give  us  a more  con- 
sidered opinion  of  what  you  thought 
would  be  the  position  if  what  we  are 
calling  Spens  No.  1 recommendation  had 
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been  applied.  Is  that  all  right  with  you? 
Mr.  Balding:  Yes. 

Chairman:  Then  I think  we  will  pass 
straight  on  to  Sir  Hugh’s  next  point. 

3184.  Sir  Hugh  Watson:  Mr.  Balding, 

could  we  then  pass  to  Spens  recommen- 
dation No.  2? Yes. 

3185.  You  are  very  familiar  with  the 
expression  in  the  Spens  report,  “ We 
leave  to  others  the  problem  of  the  neces- 
sary adjustment  to  present  conditions  ”. 
You  notice  that  is  as  far  as  Spens  went? 
Yes. 

3186.  Spens  never  went  any  further 
than  the  present  conditions,  that  is  to 
say,  the  conditions  obtaining  at  the  time 

when  he  made  this  report. Yes.  Of 

course,  the  Spens  remit  did  cover  the 
future,  did  it  not? 

3187.  I am  aware  of  that.  The  remit 
to  Spens  was  to  consider  this  “ with  due 
regard  to  what  had  been  the  normal 
financial  expectations  of  general  dental 
practice  in  the  past,  and  to  the  desir- 
ability of  maintaining  in  the  future  . . 
But  Spens  dealt  with  it  in  the  way  that 
I have  just  indicated.  That  leads  me  to 
ask  you  this  question.  Do  you  consider 
that  that  formula  for  Spens  was  intended 
to  refer,  not  only  to  the  basis  on  which 
the  profession  would  enter  the  National 
Health  Service,  but  also  to  govern  their 
remuneration  so  long  as  they  remained 

in  the  service? Yes,  Sir,  within  limits, 

I think  so.  I think  it  must  be  taken  to 
tie  up  with  those  words  that  you  have 
just  quoted  about  “the  desirability  of 
maintaining  in  the  future  the  proper 
social  and  economic  status  of  general 
dental  practice,  and  its  power  to  attract 
a suitable  type  of  recruit  to  the  profes- 
sion.” I think  quite  clearly,  Sir,  if  Spens 
was  making  a recommendation  of  £1,600 
in  1939  values,  and  then  expected  that 
to  be  translated  once  and  for  all  into 
1948  values,  and  that  was  the  end  of  his 
remit,  then  I do  not  think  he  was  ful- 
filling the  original  part  of  the  remit. 
Therefore,  I cannot  think  that  that  was 
in  their  minds  at  all,  and  that  they  did 
intend  that  it  should  be  kept  under  re- 
view from  time  to  time,  in  accordance 
with  the  operation  of  economic  and 
other  circumstances  that  arise. 

3188.  That  may  well  be  what  he  had 
in  mind,  but  he  did  not  say  so,  did  he? 
I should  have  thought  it  was  in- 
herent, Sir,  that  if  you  are  going  to  take 


the  view  that  this  was  a once  and  for  all 
adjudication,  that  the  £1,600  was  going 
to  be  once  and  for  all  translated  into 
1948  money,  then  I should  have  thought 
you  were  implying,  or  anyone  who  took 
that  view  was  implying,  that  Spens  took 
an  extremely  narrow  view  of  his  remit. 
With  respect  I would  say  it  is  being  a 
little  bit  unfair  to  the  Spens  Committee 
to  expect  them  only  to  take  that  very 
narrow  view. 

3189.  One  does  not  want  in  any  way 
to  be  unfair  to  the  Spens  Committee,  but 
about  that  time  it  was  apparent  to  Sir 
Will  Spens  and  his  colleagues  that  they 
were  dealing  with  something  in  .the  future 
of  which  they  knew  very  'little.  They 
did  not  know  anything  about  how  the 
Health  Service  was  going  to  work  in  prac- 
tice, and  it  would  be  understandable, 
would  it  not,  that,  in  these  circumstances 
and  in  that  state  of  knowledge,  they 
should  confine  themselves  to  laying  down 
a basis  for  condition  of  entry  into  the 

National  Health  Service? 1 think 

that  their  remit  goes  far  beyond  the  ques- 
tion . . . 

3190.  I agree  the  remit  does.  I agree 
with  you,  of  course  that  the  remit  men- 
tions the  future,  but  what  the  Spens 
Committee  said  was,  “ We  leave  to  others 
the  problem  of  the  necessary  adjustment 
to  present  conditions  That  is  all  that 

Spens  said? Yes,  Sir,  except  that 

Spens  could  have  obtained  evidence, 
surely,  on  the  pure  question  of  money 
values,  the  difference  between  1939  and 
1948,  and  he  could  have  framed  his 
recommendations  in  terms  of  .1948 
money. 

3191.  Yes,  but  you  see,  with  great 
deference  to  Mr.  Cocker  who  is  present 
and  who  was  on  the  Committee,  Spens 
did  not  think  he  was  qualified  to  do 
that.  That  is  what  he  said.  Therefore, 

he  said,  “ We  leave  to  others  ...  ”? 

Mr.  Cocker:  I do  not  think  we  were 
necessarily  wedded  ito  the  idea  that  that 
was  the  end  of  it.  I mean,  it  was  per- 
fectly clear  that  you  would  get  variations 
in  the  value  of  money,  and  if  the  Spens 
report  was  to  be  of  any  use  it  must  have 
some  reference  to  the  future,  and  it  used 
the  word  future. 

3192.  Yes,  I know,  but  you  see  I am 
a lawyer,  and  I am  accustomed  to  con- 
struing documents  as  I find  them,  and 
my  education,  such  as  it  is,  tells  me  that 
I am  not  entitled  to  look  behind  the 
document.  What  I am  trying  to  find 
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out  is  what  anybody  is  .reasonably  en- 
titled to  deduce  from  this  document 

itself? Mr.  Bedding : I would  have 

said  that  if  you  read  the  remit,  where  it 
says  “ . . . after  obtaining  whatever 
information  and  evidence  we  thought  fit, 
what  ought  to  be  the  range  of  total  pro- 
fessional income  of  a registered  dental 
practitioner  in  any  publicly  organised 
service  ...”  the  only  possible  inter- 
pretation that  could  have  been  put  upon 
that  was  that  there  was  going  to.  be  a 
service,  it  was  going  to  be.  a continuing 
service,  and  it  would  be  quite  useless  for 
Spens  to  have  said,  “We  do  not  know 
what  is  going  to  happen  in  the  future, 
but  at  the  beginning  of  this  service  in 
1948  we  think  dentists  ought,  to  be  paid 
£X.”  I would  suggest  that  if  they  had 
produced  a report  on  those  lines  they 
would  not  have  been  fulfilling  their  remit, 
and  they  would  not  have  been  carrying 
out  the  duty  that  was  entrusted  to  them  ; 
whereas,  in  order  to  get  over  that,  they 
put  values  in  terms  of  1939  which  was  a 
fixed  value  which  everyone  knew,  and 
they  left  it  to  others  to  adjust  it  accord- 
ing to  circumstances  of  the  service.  But 
the  service  is  a continuing  service,  and 
they  were  not  asked  to  say  what  was  the 
income  at  the  beginning  of  this  service. 

3193.  Yes,  but  I must  remind  you  that 
what  Spens  said  was,  “ We  leave  to  others 
the  problem  of  the  necessary  adjustment 
to  present  conditions.”  He  never  went 
any  further.  He  never  suggested  any 
machinery  for  review,  and  is  it  not  pre- 
cisely because  of  that  that  the  Danck- 
werts  adjudication  was  necessary  in  the 

medical  profession? It  is  because,  if 

you  'like,  the  Minister  took  that  view 
of  the  Spens  remit  that  the  Danckwerts 
award  became  necessary,  and  indeed, 
with  respect,  the  setting  up  of  this  Royal 
Commission. 

3194.  Yes,  indeed,  but  you  see  it  is,  at 

least,  an  intelligible  view,  is  it  not? 

It  is  one  interpretation  of  it. 

3195.  It  is  an  intelligible  view  that, 
after  a settlement  based  on  the  Spens 
recommendations  had  been  reached,  any 
subsequent  revision  of  the  remuneration 
of  doctors  and  dentists  should  be  deter- 
mined in  the  light  of  all  relevant  circum- 
stances. Spens  provided  the  terms  of 
entry,  and  for  the  rest  the  matter  would 
have  to  be  reviewed.  Is  not  the  real 
trouble  because  nobody  thought  of  set- 
ting up  any  machinery  to  do  that  be- 
yond Danckwerts,  which  was  only  an  ad 


hoc  remit? — Yes,  but  again,  I would 
suggest  that  Spens  was  not  specifically 
asked  to  determine  the  point  of  entry 
of  the  two  professions.  His  remit  was 
undoubtedly  very  much  wider  than  that. 

3196.  He  was  asked,  in  point  of  fact, 

to  consider,  “ what  ought  to  be  the  range 
of  total  professional  income  of  a regis- 
tered dental  practitioner  an  any  pub- 
licly organised  service  of  general  dental 
practice  ”. Y es. 

3197.  In  doing  so,  he  was  asked  to 
have  certain  things  in  view,  I agree  with 
you,  but  that  was  his  precise  remit,  and 

that  is  what,  in  fact,  he  did. Yes, 

but  I am  suggesting,  Sir  that  you  can 
interpret  that  in  two  ways ; one  in  the 
narrow  way  that  he  was  asked  to  say 
what  they  should  come  in  at,  and  the 
other  was  that,  having  regard  to  the  fact 
that  it  was  a continuing  service,  he  was 
asked  to  say  how  they  should  fit  into  the 
general  picture. 

3198.  All  that  he  said  about  that 
matter,  as  you  know,  was  that  any  adjust- 
ment should  have  direct  regard  not  only 
to  estimates  of  the  change  in  the  value  of 
money,  but  to  the  increases  which  have, 
in  fact,  taken  place  since  1939  in  incomes 

in  other  professions. It  would  seem. 

Sir,  that  there  are  various  interpretations 
that  can  be  placed  both  on  the  Spens 
remit  and  on  the  Spens  report,  and  we 
take  the  view  that  the  Spens  report  was 
not  presented  in  the  narrowest  sense,  but 
that  it  was  meant  to  be  the  foundation 
on  which  the  remuneration  of  a pro- 
fession in  a continuing  health  service 
should  be  based,  that  is  to  say,  on  1939 
values  of  money.  Otherwise,  we  cannot 
see  why  Spens  did  not  report  in  1948 
values. 

3199.  Spens  did  not  report  in  1948 
values.  I think  it  is  clear,  Mr.  Balding, 
that  he  did  not  feel  he  was  qualified  to 
do  so.  He  was  not  an  economist. — — He 
could  have  taken  advice  on  it,  could  he 
not? 

3200.  That  is  what  he  said. Figures 

were  undoubtedly  available  as  to  the 
difference  in  values  of  money  between 
1939  and  1948,  and  we  cannot  help 
feeling  that,  had  he  felt  that  it  was  his 
job  just  to  say,  “This  Health  Service 
should  start,  and  dentists  should  be  paid 
£X  and  doctors  should  be  paid  £ Y ” he 
would  have  said  so. 

3201.  But  you  see,  Mr.  Balding,t  the 
Spens  report  says  in  paragraph  7 : “ We 
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were  not  qualified  to  form  an  opinion 
on  the  adjustment  of  pre-war  incomes 
that  would  be  required  to  produce  corre- 
sponding incomes  today.”  So  the  Spens 
Committee  never  addressed  themselves  to 
that  problem.  What  they  said  was  simply, 

“ We  leave  to  others  the  problem  of  the 
necessary  adjustment  to  present  con- 
ditions.”  Mr.  Cocker : Is  it  not  a fact 

that  the  medical  profession  are  taking 
the  same  view  of  their  document,  as  we 
are  taking  of  ours? 

3202.  I quite  agree.  I had  the  same 
conversation,  with  a representative  of  that 
profession,  as  I am  having  with  Mr. 

Balding  now. It  is  a little  difficult  to 

understand  that  two  professions  should 
enter  into  contractual  obligations  with  the 
Government,  believing  that  a certain 
thing  would  happen,  if  there  was  not 
some  substance  for  their  belief. 

3203.  With  great  respect,  that  does  not 
follow.  It  could  have  been  that  their 
belief  was  wrong.  As  Mr.  Balding  says, 
very  reasonably,  it  is  apparent  that  there 
is  more  than  one  possible  construction  of 
the  Spens  Report,  and  what  I am  trying 
to  suggest  now  is  that  one  apparently 
reasonable  construction  is  that  the  Spens 
Report  was  intended  to  be  only  a measure 
of  the  conditions  in  regard  to  remunera- 
tion on  which  the  profession  would  enter 
the  National  Health  Service.  What  is  to 

come,  if  you  like,  was  still  unsure. 

Mr.  Balding : I think  that  we  are  dealing 
with  paragraph  7,  but  the  recommenda- 
tion is  much  more  specific.  In  paragraph 
32  (2)  Spens  says  quite  definitely  that  a 
dentist  should  receive,  “ in  terms  of  the 
1939  value  of  money,  a net  annual 
income  of  £1,600.”  That  is  just  my  point, 
that  it  is  specifically  tied  to  1939.  Had 
he  wished  to  tie  it  to  1948 — in  other 
words,  had  he  been  making  a report  only 
on  the  conditions  under  which  the  pro- 
fession should  have  entered  the  service — 
he  would  have  given  it  in  1948  money, 
but  because  he  realised  that  there  was  a 
period  of  inflation  setting  in  he  tied  it  to 
1939,  and  he  said  that,  whatever  happens, 
the  profession  should  receive  that  in 
terms  of  1939  money. 

3204.  That  is  quite  clear. Does  that 

not  slightly,  if  I may  say  so,  contradict 
the  possible  interpretation  of  para- 
graph 7? 

Sir  Hugh  Watson : I think  it  does,  Mr. 
Balding.  You  have  been  very  fair  with 
me,  and  I think  I have  got  to  admit  that 


it  does.  It  has  a slightly  different  outlook 
from  the  phrase  beginning  “ We  leave  to 
others  . . .” 

3205.  Mr.  Gunlake : Do  you  think  the 
reason  why  the  Spens  Committee  said 
nothing  very  much  about  the  continually 
declining  pound,  was  that  they  hoped, 
like  most  of  us,  that  the  Government 

would  not  allow  it  to  decline? Yes.  1 

would  agree  that  they  were  placed  in  an 
extraordinarily  difficult  position,  and  I 
think  it  is  quite  fair  to  say  that  they 
might  have  had  some  difficulty  in  pro- 
ducing satisfactory  evidence  to  translate 
that  into  1948  terms.  I am  afraid  this 
way  of  saying,  “ We  leave  to  others  . . .” 
is  just  one  of  the  unfortunate  legacies  of 
the  Spens  Committee. 

3206.  Professor  Jewkes : We  have  the 
advantage  of  having  Mr.  Cocker  with  us 
today,  and  after  all  he  was  on  this  Spens 
Committee.  I wonder  if  he  would  tell 
us  whether,  in  fact,  there  were  any  dis- 
cussions on  the  Spens  Committee  about 
the  possibility  of  the  value  of  money 
falling,  or  whether  that  was  never  talked 
about? 

Chairman : That  is  a long  time 

ago,  Mr.  Cocker. Mr.  Cocker'. 

I think  there  is  little  doubt  about  it 
that  we  'had  in  our  minds  the  variation 
in  the  value  of  money.  I do  not  think 
there  is  any  question  about  it,  or  we 
should  certainly  not  have  reported  in 
the  terms  we  did.  It  is  a fact  that  Sir 
William  Spens  did  not  see  fit  to  put  it 
into  1948  terms,  but  I think  there  is 
little  doubt  about  it  that,  in  our  dis- 
cussions, we  certainly  gave  a good  deal 
of  thought  to  the  question  of  what  was 
the  value  of  money  at  the  particular 
time  we  were  catering  for. 

3207.  Professor  Jewkes:  When  you 
used  the  phrase,  “ We  leave  to 
others  ...  ”,  you  had  clearly  in  your 
mind  that  there  were  such  others,  and 
that  their  function  would  be  to  watch 
the  changes  in  the  value  of  money,  and 
adjust  dentists’  earnings  in  conformity? 
Yes. 

3208.  Mr.  Bonham-Carter : How  con- 
fident do  you  feel  about  that?  Would 
there  be  some  truth  in  the  suggestion 
that  at  that  time  inflation  was  not  a word 
which  occurred  in  every  line  of  every 
newspaper,  and,  in  fact,  there  did  not 
appear  at  that  time  to  be  a great  deal 

of  need  to  think  about  it? There  is 

some  substance  in  what  you  say,  but 
taking  the  broad  view  I do  not  see  how 
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we  could  rule  it  out.  No  body  of  persons 
could  forecast  what  was  going  to  happen 
in  the  future,  and  therefore  if  we  had 
to  make  provision,  we  had  to  make  pro- 
vision for  the  future  to  some  extent. 

3209.  Chairman:  Mr.  Balding,  we 

have,  as  you  know,  seen  other  medical 
bodies,  and  we  have  been  told  by  some 
that  they  consider  that  the  proper  adjust- 
ment would  keep  them  in  line  with  other 
people  of  a similar  sort  of  standing,  but 
other  people’s  remuneration  in  that  sort 
of  bracket  is  not  affected  by  the  Govern- 
ment directly.  On  the  other  hand,  we 
have  one  body  which  has  put  to  us 
that  they  reckon  that  Spens  provided 
them  with  a complete  safeguard  in  that 
they  should  have  either  the  change  in 
the  value  of  money,  whatever  that  may 
mean,  or  an  adjustment  to  take  into 
account  increases  in  similar  professions, 
whichever  is  the  greater.  Which  school 

would  you  subscribe  to? Mr. 

Balding : Generally,  the  changes  in  the 
value  of  money  would  surely  have 
brought  about  rises  in  incomes  of  other 
professions  to  a certain  extent.  I do 
not  think  we  would  claim  for  one  minute 
that  the  dental  profession  expects  to 
be  entirely  cushioned  automatically 
against  inflation  or  any  rise  in  the  cost 
of  living,  but  we  do  feel  that,  at  least, 
Spens  means  that  from  time  to  time 
there  should  be  a review  of  the  situation, 
so  that  we  retain  approximately  our 
proper  status  in  the  income  levels. 

3210.  That  is  rather  what  I thought, 

and  of  course  there  is  no  fixed  and  per- 
manent status  as  Spens  implied — in  his 
first  recommendation,  anyway — that  you 
had  been  relatively,  as  a profession,  paid 
too  low  before  the  war. Yes. 

3211.  And  I take  it  that,  for  that 

reason  alone,  you  would  never  expect 
complete  fixity  of  status,  and  a com- 
pletely static  society? No,  Sir,  as 

long  as  we  keep  our  place  among  the 
professions,  as  we  know  it  today. 

3212.  Sir  Hugh  Watson:  To  come 
back  to  this  difficult  question,  Mr. 
Baldwin,  you  are  aware  of  the  terms 
of  the  remit  to  this  Royal  Commission? 
Mr.  Balding : Yes. 

3213.  And  you  are  aware  that  we  are 

not  by  the  remit  specifically  required  to 
consider  the  Spens  Report,  although  we 
have  said  in  a public  statement  that  we 
will  consider,  among  other  things,  the 
Spens  Report. Yes. 


3214.  And  you  have  just  explained  to 
the  Chairman  that  you  would  not  claim 
that  the  dental  profession  should  be 

insulated  against  the  cost  of  living. 

No,  not  completely  insulated.  I think 
that  is  unreasonable. 

3215.  I do  not  know  if  this  is  the 
proper  time  for  you  to  deal  with  this. 
It  is  rather  difficult  to  decide  what  is  the 
right  time  to  raise  all  these  questions 
which  are  so  closely  inter-related,  but  in 
your  memorandum  in  paragraph  127 
your  Association  “trust  that  the  Royal 
Commission  will  be  disposed  to  support 
the  opinion  of  the  Association  that  the 
remuneration  of  general  dental  prac- 
titioners in  the  National  Health  Service 
should  be  increased  by  the  institution  of 
a scale  of  fees  designed  to  produce  for 
the  hours  of  work  recommended  by  the 
Spens  Committee  £3,200  net  per  annum.” 
That  is  not  the  logical  outcome  of  Spens 

today,  is  it? Do  you  suggest  it  is 

rather  too  modest?  It  is  not  an  extrava- 
gant claim  at  all,  as  we  have  said  down 
below.  Sir.  It  is  not  based  on  price  levels 
and  the  fall  in  'he  value  of  money  since 
1939 

3216.  You  have  been  very  frank  with 
me.  What  I really  want  to'  know  is  this. 
In  making  that  claim  there,  which  you 
say  is1  a reasonable  claim,  are  you  saying 
in  effect  that  you  do  not  pretend  to 
follow  Spens  today  to  its  logical  con- 
clusion, because  if  you  were,  you  see, 
you  would  want  to  multiply  £1,600  by 

2-7? Y es,  Sir,  I would  agree  with  you 

entirely.  We  have  tried  to  make  a claim 
that  is  reasonable  in  all  the  circum- 
stances for  the  dental  profession  to 
make,  and  not  just  one  purely  based  on 
arithmetical  figures  and  the  fall  in  the 
cost  of  living,  which  might  make  the 
claim  appear  quite  fantastic. 

3217.  In  other  words,  in  your  view,  a 

body  such  as  this  Royal  Commission 
inquiring  into  this  matter  today  ought 
to  have  direct  regard  to  the  value  of 
money  and  to  the  increases  which  have 
taken  place  in  the  incomes  of  other  pro- 
fessions— in  fact  to  both  these  circum- 
stances?  Yes. 

3218.  In  fact,  in  the  words  of  para- 

graph (a)  of  the  remit  to  the  Royal  Com- 
mission?  Yes. 

3219.  Mr.  Gunlake:  You  know,  of 
course,  that  your  medical  brothers  are 
claiming  what  you  describe  as  an 
arithmetical  adjustment  of  Spens  by 
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multiplying  by  2-7? 1 did  hear  some 

of  the  evidence  that  was  given,  but  1 
must  admit  that  I got  a bit  fogged.  I do 
not  pretend  to  be  a mathematician,  and 
j am  not  quite  clear  exactly  what  the 
medical  profession  are  claiming  from 
the  mathematical  point  of  view. 

3220.  Chairman : We  do  not  want  to 
ask  you  about  your  views  on  what  other 

people  are  claiming. 1 am  very 

relieved  about  that. 

3221.  In  the  same  way  on  the  Spens 
matters,  we  do  not  want  to  put  Mr. 
Cocker,  who  happened  to  be  a member 
of  the  Spens  Committee,  in  any  difficult 
position  by  asking  him  questions  about 

what  happened  then. But  I think  the 

answer  is  that  we  have  not  based  this 
claim  purely  on  mathematics. 

3222.  I would  like  to  ask  a question 
or  two  on  distribution,  Mr.  Balding. 
You  remember  table  C in  Spens  which 
showed  what  he  thought  the  distribution 
would  be  under  his  scheme  No.  1,  which 
showed  even  then  a considerably  greater 
increase  for  the  people  who  were 
earning  very  little  before  the  war,  than 
for  those  who  were  earning  rather  more. 

I wondered  whether  you  felt  that  that 
sort  of  spread  was  still  what  you  would 
like  to  see  in  general  circumstances.  You 
see,  you  have  since,  I gather,  got  round 
to  a time  when  there  is  a much  greater 
concentration  of  incomes  round  one 

figure  nearer  the  top. Yes,  Sir.  May 

.1  suggest  with  respect  that  this  question 

is  very  much  tied  up  with  the  No.  1 
recommendation,  is  it  not? 

3223.  It  is  a bit,  yes  — — Spens  did 
say,  in  'paragraph  18,  I think,  that  for 
a time  he  reckoned  that  quite  a con- 
siderable number  of  incomes  would  be 
concentrated  round  about  the  £1,600 
figure.  If  you  are  asking  me  to  com- 
ment on  table  C I would  prefer  to  tie 
that  up  with  our  comments  that  we  will 
send  you  on  recommendation  No.  1. 

Chairman : Very  well. 

3224.  Professor  Jewkes:  Mr.  Balding, 
you  have  already  made  clear  to  us,  in 
relation  to  paragraph  127  of  your 
memorandum,  that  you  are  not  really 
trying  to  apply,  in  any  strict  mathemati- 
cal way,  what  you  believe  to_  be  the 
Spens  recommendations.  But  in  para- 
graph 127  you  take  the  famous  £1,600 
a year,  add  100  per  cent,  to  it  and  you 
get  £3,200  net.  That  is  one  way  of 
stating  your  claim,  but  in  the  actual 


claim  as  you  submitted  it  to  the  Minister 
of  Health  on  the  12th  February  you  say, 

“ The  claim  is,  therefore,  that  the  net 
remuneration  of  general  dental  prac- 
titioners should  be  increased  by  at  least 
24  per  cent.,  to  offset  the  devalued 
purchasing  power  . . .”  The  24  per  cent, 
would,  perhaps,  be  29  per  cent,  now,  but 
we  will  leave  that  on  one  side.  That 
means  you  are  Teally  putting  a claim  in 
the  form  of  present  day  remuneration, 

plus  29  per  cent.? Yes. 

3225.  We  have  got  the  claim  presented 
in  two  ways,  and  they  do  not  amount 
to  the  same  thing.  Which  is  the  form 

of  the  claim,  as  it  stands  now? There, 

is  no  doubt  at  all  in  our  minds  about 
that  That  was  a claim  submitted  to  the 
Ministry  of  Health.  I think  I am  right 
in  saying  it  has  not  been  submitted  as  a 
claim  to  this  Royal  Commission  by  us. 

It  may  have  been  handed  on  by  the 
Ministry  of  Health.  After  we  had  had 
discussions  with  you  soon  after  you  were 
set  up,  and  found  that  you  were  prepared 
to  consider  the  whole  thing  de  novo, 
taking  into  account  Spens  and  everything 
else,  we  then  prepared  this  memoran- 
dum which  is  the  basis  of  what  we  are 
putting  before  you  as  a Royal  Commis- 
sion not  the  claim  that  we  put  before 
the  Ministry.  There  is  a very  good 
reason  for  that,  which  is  based  on  the 
long  history  of  dental  remuneration, 
which  I would  like  to  say  something 
about  at  some  stage.  Sir,  but  perhaps  this 
is  not  the  proper  time. 

Chairman : We  will  come  to  that. 

3226.  Professor  Jewkes:  So  we  can 

put  on  one  side  what  you  call  the  claim, 
and  simply  confine  ourselves  to  para- 
graph 127  of  your  memorandum? 

Yes. 

3227.  Chairman:  I have  one  more 
question  on  Spens — on  paragraph  23. 
relating  to  the  hospital  side.  You  are 
dealing  with  that  separately,  I know,  but 
in  that  paragraph  it . says : “ In  so  far 
as  . . . dental  specialists  have  had  a pro- 
fessional training  comparable  to  that  of 
medical  specialists  and  have  obtained  a 
higher  qualification  comparable  to  those 
obtained  by  medical  specialists,  they 
ought  in  our  opinion  to  be  remunerated 
within  the  same  range  as  medical 
specialists.”  I take  it  that  would  still  be 

broadly  your  view? Very  definitely, 

yes. 

3228.  I thought,  probably,  feat  was 
as  far  as  you  wished  to  go  on  that  subject 
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at  this  time,  because  you  have  remitted 
it  to  the  Joint  Consultants  Committee? 

Yes.  I think  I did  say  we  do  not 

feel  competent  to  speak  for  the  dental 
specialists,  but  we  do  at  .the  same  time 
ask  that  they  should  be  on-  a parity 
with  medical  specialists.  We  must  leave 
it  to  the  Joint  Committee  to  present 
evidence  on  behalf  of  both  professions 
at  the  same  time,  as  regards  specialists. 

3229.  Sir  Hugh  Watson:  You  men- 
tioned a moment  ago  that  you  did  want 
to  talk  about  the  history  of  dentaJ 
remuneration.  I had  half  thought  that 
perhaps  we  did  not  need  to  go  into  that, 
because  in  1955  you  did  make  an  agree- 
ment. Do  you  want  to  go  into  all  that 

went  behind  that  agreement? Indeed, 

Sir.  otherwise  I think  we  might  perhaps 
give  quite  the  wrong  impression. 

3230.  Chairman:  How  far  back  do 

you  want  to  go? -I  want  to.  go  back 

to  the  24th  May,  1948. 

Chairman : Just  as  far  as  that?  I 
wondered  whether  you  wanted  to  cover 
what  was  happening  before. 

3231.  Sir  Hugh  Watson:  I forget 

whether  the  Chairman  said  it  in  his 
opening  here  today,  but  he  generally 
says  that  we  have  read  your  memo- 
randum, and  we  have  read  all  the  state- 
ments in  it.  You  do  deal  with  these 
matters  fairly  fully  in  .the  memorandum, 
but  if  you  want  to.  elaborate,  Mr. 

Balding,  please  do. Yes,  Sir.  We 

tried  to  draw  this  document  up  in  a 
reasonable  way,  but  as  you  have  men- 
tioned the  1955  agreement,  from  which 
certain  deductions  might  be  drawn — 
namely,  that  we  were  satisfied  with  the 
remuneration  up  to  1 4.55  or,  alterna- 
tively, .that  we  were  satisfied  with  the 
agreement  then — I would  suggest  that  we 
must  go  right  back  to  the  beginning,  in 
order  to  put  you  really  into  the  picture 
of  the  conditions  under  which  that  1955 
agreement  was  accepted  ; because  it  was 
accepted  and  we  submit  it  has  been 
carried  out  by  the  profession. 

3232.  You  make  it  quite  plain  in  your 
paragraph  90,  that  you  entered  into  the 
agreement  because  you  could  see  no 

practical  alternative. Exactly.  That 

is  so,  Sir,  but  if  I might,  perhaps,  give 
an  analogy,  there  have  been  cases  where 
tenants  of  property  have  found  them- 
selves in  a position  where  they  had  to 
accept  certain  conditions  and  certain 
terms,  and  have,  in  fact,  signed  the  lease 
for  that  property.  Subsequently  Rent 


Tribunals  and  other  things  have  been 
set  up,  and  they  felt  themselves  per- 
fectly justified  in  putting  the  whole  case 
before  the  Rent  Tribunal.  Now,  Sir, 
with  the  greatest  respect  that  is  how  we 
regard  this  Royal  Commission — that  we 
have  entered  into  these  agreements  under 
a certain  amount  of  duress  in  the  past 
and,  in  fact,  dental  negotiations  have 
never  taken  place  other  than  under  con- 
ditions of  duress,  and  we  do  feel  that 
we  would  not  be  doing  our  duty  if  we 
did  not  put  before  you  the  whole  picture 
of  dental  negotiations  from,  the 
beginning. 

3233.  Chairman:  Much  of  it  is  here, 
but  there  are  certain  points  which  you 
want  to  supplement.  I think  one 
particular  .point,  since  you  wish  to  Taise 
it,  is  that  we  would  like  to  know  the 
extent  to  which,  for  instance,  your  items 
(c)  and  (d)  in  paragraph  74  were  the 
result  of  negotiation  or  consultation.  I 
am  referring  to  the  point  about  confisca- 
tion of  fees  and  the  extent  to  which 
that  was  preceded  by  discussion,  con- 
sultation, justification  or  whatever  it  may 

be. 1 take  it  you  are  raising  that, 

because  it  is  a particularly  important 
point.  But  if  I may  I would  like  to  go 
back  to  the  24th  (May.  In  actual  fact, 

I suppose  the  date  should  be  10th  May, 
1948,  which  is  the  date  which  appears 
on  the  Spens  Report,  Sir.  That  report 
was  dated  10th  May,  and  it  was  pub- 
lished, I think,  on  the  18th  or  19th  May ; 
it  was  received  by  us  on  the  20th  May, 
and  we  had  to  start  negotiations  with 
the  Department  on  the  24th  May.  We 
had  four  days  to  consider  that  Spens 
Report. 

3234.  And  you,  personally,  were  in  on 

this? 1 personally  was  there  Sir. 

When  we  started  on  the  24th  May,  which 
was  a Monday,  we  were  informed  that 
the  Minister  had  not  even  yet  accepted 
the  Spens  Report,  and  that  he  would 
make  a statement  in  the  House  ou  the 
Thursday  of  that  week,  the  27th.  Mean- 
while, we  were  to  go  ahead  formulating 
a scale  of  fees,  on  the  basis  of  the 
second  Spens  recommendation.  We  were 
further  told  that  negotiations  had  to 
finish  by  the  4th  June— that  was  on  the 
following  Friday  week — and  so  we  had 
12  days  to  carry  out  the  entire  negotia- 
tions for  the  scale  of  fees.  As  you  wifi 
appreciate  it  took  two  years  in  1955 
to  do  a rather  less  task.  That  was  my 
point  about  negotiating  under  duress. 
There  was  just  no  time  to  do  anything 
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but  just  get  down  to  figures ; if  we 
disagreed  we  disagreed,  but  there  was  no 
time  to  compose  any  differences  that  we 
might  have  had  with  the  Department. 
Amongst  other  things,  of  course,  there 
was  the  imposition,  as  we  considered  it, 
of  the  betterment  factor  of  20  per  cent., 
about  which  there  was  no  time  to  argue. 
We  were  told  that  the  medical  profession 
had  had  the  20  per  cent,  betterment 
factor,  that  we  should  get  the  same,  and 
if  the  medicals  got  more  we  should  get 
more,  but  there  was  no  question  of 
arguing  about  it — that  was  the  proposi- 
tion. We  did  meet.  Sir.  We  met 
Monday,  Tuesday  and  Wednesday  of 
that  week.  On  Thursday  the  Minister 
announced  the  acceptance  of  Spens  on 
which  we  had  already  negotiated  for 
three  days.  We  met  again  on  the  Sunday 
and  Monday,  and  the  following  Friday 
it  was  all  finished.  The  regulations 
were  laid  on  the  17th  June,  and  the 
service  came  into  operation  on  the  5th 
July. 

The  first  thing  we  had  done  was  to 
ask  for  a postponement  of  the  appointed 
day,  as  regards  dentistry.  The  Act  of 
1946  does  allow  the  Minister  to  bring 
in  separate  parts  of  the  Act  on  separate 
days,  and  we  said  that  the  time  was  so 
short  we  could  not  negotiate  a proper 
scale  of  fees  in  12  days.  We  asked  if 
there  could  be  a postponement  of  the 
appointed  day,  and  not  unexpectedly  it 
was  refused,  of  course.  But  those  are 
the  conditions  of  duress  which  were 
imposed  by  the  time  limit  on  the  original 
scale  of  fees.  So  to  be  fair,  Sir,  we 
did  try,  and  the  Department  tried  with 
us,  to  work  out  something  on  a time 
basis,  on  an  expense  ratio  and  on  every- 
thing. We  considered  the  time  was  quite 
inadequate,  but  there  was  just  nothing 
which  could  be  done  about  it,  Sir,  and 
the  scale  of  fees  was  not  accepted 
formally  by  the  profession.  We  had 
done  our  best  within  that  time  to 
formulate  a scale  of  fees,  but  we  did 
mot  feel  that  we  could  give  it  our 
blessing  on  behalf  of  the  profession. 

3235.  There  was  no  pool  of  experience 
at  that  time,  on  which  you  could  base  a 
detailed  scale,  or  not  very  much 

experience? No,  Sir.  There  were  a 

large  number  of  factors  which  were 
(nissing,  about  which  we  had  to  supply 
information ; amongst  them  was  the 
question  of  expense  ratios,  and  I think 
the  information  we  supplied  turned  out 
to  be  reasonably  accurate.  As  regards 


the  timing  of  operations,  that  also  was 
supplied  by  the  profession  and  there 
again,  as  regards  the  individual  opera- 
tions, the  Penman  Committee,  with  one 
or  two  exceptions,  largely  justified  those 
timings.  So  that  it  is  quite  fair  to  say 
that  we  did  our  very  best  to  co-operate 
in  those  12  days,  but  12  days  is  quite 
an  inadequate  time  to  do  a task  of  that 
magnitude. 

3236.  Mr.  Gunlake : Why  do  you  say 

your  request  to  postpone  the  appointed 
day  as  regards  dentistry  was  “ not  unex- 
pectedly ” refused?  Was  it  so  unreason- 
able a request? No,  we  did  not  think 

so. 

3237.  Neither  do  I. 1 think  if  you 

cast  your  mind  back  to  the  situation  then 
it  would  have  been  difficult  for  any 
Minister  of  Health  to  admit  at  the  begin- 
ning of  June  that  he  was  in  such  a state 
of  unpreparedness  that  he  could  not 
introduce  this  terrifically  publicised 
National  Health  Service  altogether  on 
5th  July.  I do  not  think  any  Minister 
of  Health  could  really  have  stood  up  to 
that 

3238.  You  were  over-borne  by  the 

weight  of  political  pressure? Exactly, 

yes. 

3239.  Professor  Jewkes-.'  You  had  12 
days  to  discuss  the  contents  of  the  Spens 
Report,  but  had  the  profession  before 
that  had  discussions  as  to  the  system  of 
remuneration  they  were  in  favour  of? 
Had  they  made  up  their  minds  before 
this  that  they  wanted  to  be  paid  per 
operation  or  had  they  discussed  other 

possible  methods  of  payment? The 

profession  had  discussed  other  possible 
methods  of  payment  but  it  was  not  in  a 
position  to  come  to  any  concrete  con- 
clusions until  it  saw  the  Spens  Report 
because  we  did  not  know  what  Spens 
was  going  to  recommend  at  all.  This 
was  merely  a carry  over  of  the  old 
National  Health  Insurance  system  trans- 
lated into  National  Health  Service  con- 
ditions which  meant  a comprehensive 
service  which  the  old  service  was  not. 
That,  Sir,  was  the  position  on  5th  July. 

3240.  Sir  Hugh  Watson : Really,  what 
you  are  saying  is  that  by  force  of 
circumstances  you  and  the  Government 
in  these  months  of  May  and  June  found 
yourselves  in  this  position,  that  you  have 
so  fairly  described  to  Mr.  Gunlake,  that 
the  introduction  of  the  Health  Service 
for  dentistry  was  imminent  and  some- 
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thing  had  to  be  done.  The  Spens  Report 
was  only  then  available^  although  it  -was 
set  up  in  June,  1946 — it  was  not  their 
fault  they  took  all  that  time— and  that 
was  the  situation  with  which  everyone 

was  confronted. Yes.  But  from  our 

point  of  view  while  we  are  not  in  a 
position  to  blame,  and  would  not  wish 
to  blame  anyone,  there  is  the  fact  that 
we  were  not  in  a position  to  negotiate 
that  original  scale  of  fees  as  it  should 
have  been  negotiated. 

8241.  Chairman:  How  many  items 
does  the  scale  of  fees  contain? Some- 

where about  30.  Of  course,  some  of  them 
are  sub-divided  into  four  or  five  different 
sections. 

3242.  Sir  Hugh  Watson : Was  there 
very  much  between  you  and  the  Ministry 

on  anv  of  these  items? On  some  of 

them,  not  unnaturally. 

3243.  Which? One  of  the  principal 

things  was  the  question  of  the  betterment 
factor. 

3244.  Chairman:  Take  these  item  by 

item,  the  relationship,  if  you  like,  be- 
tween the  items,  disregarding  the  .better- 
ment factor. 1 would  say  this,  that 

we  had  to  discuss  these  items  and  some 
of  them  involved  a great  deal  of  discus- 
sion ; eventually  if  we  came  to  a 
deadlock  we  would  be  inclined  to  pass 
on  to  .the  next  thing  because  we  had  to 
get  on — that  was  the  position.  There 
were  quite  a number  of  items  on  which 
there  was  a very  fair  measure  of  agree- 
ment but  there  were  items  where  it  just 
came  almost  to  a deadlock.  But  as  we 
had  to  get  on  we  left  it  at  that.  Without 
looking  up  all  my  notes,  which  I have 
still  got  here,  I would  not  like  to  say  to 
how  many  that  applied  but  it  did  apply 
to  a certain  number  of  rather  important 
items. 

3245.  Sir  Hugh  Watson:  At  .the  end 
of  the  day  did  you  feel,  as  the  result 
of  the  shortness  of  time  available,  that 
the  profession  were  unduly  prejudiced? 

Yes,  I do  not  think  there  is  any 

question  about  that  because  we  were  not 
enabled  either  to  produce  evidence  or  to 
say : “ that  is  not  acceptable  ”.  iWe  just 
had  not  the  opportunity  to  justify  any- 
thing that  was  put  forward.  Either  the 
Department  accepted  it  or  they  did  not. 
If  they  did  not  accept  it  we  had  no 
opportunity  to  say : “We  will  go  away 
and  come  back  next  week  and  produce 
figures  to  support  our  view".  We  just 


had  to  pass  on.  That  was  the  state  of 
affairs. 

3246.  You  did  say  earlier  today,  and 

you  do  say  in  paragraph  75,  that  the 
Penman  Committee  substantiated  almost 
in  toto  the  timings  which  had  been  first 
assumed — that  is  in  1948. Yes. 

3247.  What  were  you  at  issue  about 

with  the  Ministry?  Was  it  charges? • 

Yes.  There  were  various  factors  that 
had  to  be  assumed.  There  was  the 
expense  ratio.  We  settled  or  more  or  less 
agreed  on  an  expense  ratio  that  had  to 
be  sub-divided  between  what  we  refer 
to  in  this  document,  I think,  as  the  fixed 
charges  and  the  variable  charges.  There 
was  a good  bit  of  argument  about  that. 
There  was  a good  bit  of  argument  about 
the  incidence  of  treatment  which,  of 
course,  entered  into  it.  There  was  a 
good  bit  of  argument  about  individual 
fees,  some  of  which  were  not  purely  on 
a time  basis.  There  was  a good  deal  of 
argument  about  what  is  known  as  the 
“ skill  ” factor  because  Spens  refers  to 
the  dentist  with  more  than  usual  skill. 
The  Department  suggested  that  that  only 
referred  to  the  hospital  service,  but  we 
suggested  that  it  did  not  There  were 
plenty  of  individuals  in  private  practice 
who  had  the  requisite  skill  and,  therefore 
we  believed  certain  operations  should 
have  a skill  factor.  There  was  argument 
as  to  what  that  skill  factor  should 
be.  There  was  argument  as  to  whether 
if  that  skill  factor  was  allowed  something 
had  to  come  off  the  rest  of  the  scale  of 
fees  to  pay  for  it.  There  were  innumer- 
able little  points  like  that  on  which  we 
could  have  argued  for  weeks  at  a time 
but  we  just  had  a fortnight  to  do  the 
whole  thing. 

3248.  Broadly  speaking,  .as  I under- 

stand it,  the  object  of  the  exercise  was 
■this,  was  it?  Spens  gave  you  £1,600  a 
year,  which  I .admit  you  knew  only  when 
the  Spens  Report  was  issued. Yes. 

3249.  They  gave  you  33  chairside 

hours  a week  plus  nine  non-chairside 
hours,  and  you  had  a scale  which  pro- 
duced just  .that. Yes,  but  there  was 

endless  room  for  arguments  as  to  how 
long  an  operation  took. 

3250.  The  Penman  Report  appears  to 
confirm  the  timings  which  were  agreed 

in  1948,  is  that  not  so? Very 

largely,  yes,  but  that  was  a year  or  18 
months  later.  Our  job  at  that  time  was 
to  convince  the  Department  .that  those 
times  were  reasonable. 
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3251.  You  appear  to  have  convinced 

them. Yes,  but  it  wasted  a lot  of  time. 

We  only  had  six  all  day  meetings,  includ- 
ing the  Sunday,  and  you  can  waste  an 
awful  lot  of  time  arguing  about  whether 
a particular  operation  takes  25  or  30 
minutes.  It  may  seem  absurd  but  that 
five  minutes  made  all  the  difference  to 
the  fee  that  was  to  be  allocated  for 
expenses  and  everything  else,  and  it 
would  make  a considerable  difference 
in  the  final  arrangement  of  the  fee.  So 
that  there  was  plenty  to  argue  about  1 
can  assure  you. — Mr.  Buchanan : There 
were  eight  of  us  representing  the  British 
Dental  Association  and  all  of  us  had 
been  in  practice  for  at  least  20  years. 
The  overall  figure  available  recom- 
mended by  Spens  was  so  many  chairside 
hours  and  was  divided  up  into  units  of 
five  minutes.  These  units  were  allocated 
to  each  sort  of  dental  operation  and  the 
eight  B.D.A.  representatives  who  battled 
this  out  had  very  divergent  dews.  It 
sometimes  took  about  two  and  a half 
hours  to  decide  on  one  or  two  dental 
operations  but  eventually  we  did  pro- 
duce a time  schedule  in  units,  I think,  of 
five  minutes,  which  was  something  like 
— I am  sorry  I do  not  remember  exactly 
— 2s.  3d.  It  was  sincerely  and  honestly 
done  and  there  is  no  question  but  that 
the  Association,  and  particularly  Mr. 
Balding,  were  under  tremendous  pressure. 

3252.  Chairman : It  would  seem  as 
though  very  good  work  in  this  untried 
field  was  done  because  Penman,  IS 
months  later,  found  that  in  those  12  days 
you  had  arrived  at  about  the  right 

answers. That  was  always  in  our 

minds. — Mr.  Balding:  That  rather  brings 
us  on  to  your  question  about  the  original 
50  per  cent,  cut  above  a certain  figure 
and  I ithihk  your  question  was  whether 
there  were  any  negotiations  over  that  at 
all.  Well,  I think  the  short  answer  is 
quite  definitely  that  there  were.  not. 

The  history  was  that  on  1st  December, 
1948,  we  were  summoned  to  the  Ministry 
and  we  were  told  that  the  Minister  was 
worried  about  the  returns  coming  in — 
the  payments  to  dentists,  and  so  on — and 
that  he  had  got  .to  act  immediately.  We 
were  fold  that.  We  were  not  being  asked 
to  ‘agree  to  this  or  that  but  to  accept  it. 
We  put  the  question — I am  referring  to 
my  notes  taken  at  the  time — “ Are  you 
going  to  impose  an  arbitrary  ceiling  with- 
out any  discussion  with  the  profession?”, 
and  the  answer  was  that  the  Minister 
wanted  to  check  this  situation  by  1st 


January,  1949,  and  the  regulations  must 
be  laid  before  Christmas.  “ It  is  not  fair 
to  ask  you  to  consider  this  matter  so 
quickly,  it  is  the  responsibility  of  the 
Minister  ”.  These  were  the  words  used 
to  us  across  the  -table  and  we  were  just 
told  that  that  was  what  the  Minister 
was  going  to  do. 

I was  glad  to  hear  you  say.  Sir,  that 
you  thought  that  the  profession  had 
done  a fair  job  in  those  12  days  because 
not  one  word  of  that  were  we  credited 
with  when  these  regulations  were  intro- 
duced in  the  House.  I think  anyone 
looking  back  would  appreciate  that  there 
was  bound  to  have  been  a tremendous 
sudden  demand,  a big  demand,  for 
dentistry  and  that  the  Spens  recom- 
mendations and  the  Spens  timing  would 
go  by  the  board  during  that  time.  To 
reduce  the  earnings  of  the  profession  and 
try  and  hold  them  down  to  the  strict 
Spens  level  and  timing  during  that  period 
of  time  when  this  terrific  demand  was 
taking  place  would  seem  to  us  quite 
unreasonable. 

3253.  Sir  Hugh  Watson : The  bulk  of 

the  demand  at  that  time  was  for 
dentures,  was  it  not? Yes. 

3254.  It  was  really  that  that  was 

alarming  the  Minister,  was  it  not? 

It  was  the  money  that  had  not  been 
estimated  for,  of  course,  in  the  original 
estimates.  You  will  remember  that  we 
mention  in  the  memorandum  that  the 
original  estimate  was  £7  millions  for  the 
first  nine  months  of  the  service  but  in 
actual  fact  it  cost  £18  millions.  That 
was  the  Minister’s  trouble.  On  17th 
February,  1949,  there  was  a debate  in 
the  House  on  these  supplementary  esti- 
mates and  we  felt  in  view  of  what  we 
had  done  to  get  the  Health  Service 
started  that  we  received  rather  harsh 
treatment  not  only  as  regards  this  regu- 
lation that  had  been  introduced  on 
1st  February,  1949,  but  as  regards  the 
Minister’s  speech  when  he  was  justifying 
his  under-estimate  and  when  he  said  in 
the  course  of  his  speech: — 

“Who  would  have  said  that  by  now 
even  in  the  most  obdurate  of  profes- 
sions— I do  not  want  to  make  too 
strong  a statement — the  profession 
whose  ethical  standards  as  a profession 
are  not  as  high  as  they  might  be — 
the  dental  profession- -we  should  have 
got  92  per  cent,  of  the  dentists  in?  As 
these  people  came  into  the  Service 
naturally  the  expenditure  went  up.” 
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We  felt  that  was  a fairly  raw  deal  con- 
sidering what  we  had  put  in  to  get  the 
Health  Service  started  and  the  conditions 
under  which  that  scale  of  fees  had  been 
negotiated.  We  did  not  feel  that  the 
Minister  was  justified  in  referring  to  the 
profession  like  that  or  in  cutting  their 
remuneration  in  the  way  that  was  done. 
Two  days  later  the  Minister  announced 
the  setting  up  of  the  Penman  Committee. 

3255.  Chairman : That  was  at  the  end 

of  February? Yes,  February,  1949. 

3256.  May  X just  go  back?  Have  I 
got  the  dates  right?  You  said  you  were 

called  on  the  1st  December,  I think. 

Yes. 

3257.  And  the  actual  reduction  came 
into  force  on  the  1st  February?  Yes. 

3258.  And  the  process  was  that  on  1st 
December,  or  just  after,  you  had  a talk 
in  which  it  was  explained  that  there  was 
nothing  to  negotiate.  The  Ministry  were 
not  going  to  land  you  with  the  responsi- 
bility but  were  going  to  do  it,  and  then 
the  Minister  announced  wiih  a fair  bit  of 
warning  to  those  affected  that  this  was 
going  to  happen  from  1st  February,  is 

that  right? Yes,  I think  that  is  it. 

Of  course,  our  immediate  reaction  to  this 
announcement  was  to  point  out  how 
grossly  unfair  it  was  particularly  with 
regard  to  the  position  obtaining  at  that 
time  and  which  was  bound  to  obtain  at 
the  beginning  of  a huge  undertaking  like 
this.  There  was  then  a considerable  hold 
up  in  payments  to  dentists  with  the  result 
that  some  dentists  were  two,  three  or 
four  months  behind  in  the  payments  that 
were  owing  to  them.  The  operation  of 
this  regulation  would  have  been  such 
that  virtually  for  their  payments  during 
that  month  they  would  have  lost  all  their 
back  payments.  They  would  have  come 
into  the  one  month  when  this  regulation 
was  introduced  and  I think  as  a result  of 
that  the  Minister  postponed  the  operaion 
of  the  regulation  for  a month.  We  were 
told  that  it  had  to  he  laid  before  Christ- 
mas. In  actual  fact  it  was  laid  as  soon 
as  Parliament  reassembled  after  Christ- 
mas to  come  into  operation  on  1st 
February. 

3259.  He  did  postpone  it  because  of 
the  hardship  that  would  have  arisen 
through  all  these  back  payments  coming 

in  one  month? 1 imagine  that  was  a 

factor  that  influenced  him  but  we  had 
no  further  discussions  about  it.  We  were 
just  told  that  was  what  was  going  to  hap- 
pen. It  did  not  actually  happen  as  was 


forecast  at  that  meeting  but  it  did  happen 
a month  later. 

3260.  At  that  time,  .what  dentists  were 

actuallyearningfor  one  reason  or  another 
was  a good  deal  more  than  had  been 
anticipated? Yes,  I think  so. 

3261.  Mr.  Gunlake : You  are  aware  of 

the  third  of  our  terms  of  reference  on 
this  Commission,  are  you? Yes. 

3262.  Clearly,  so  long  as  your  profes- 
sion is  remunerated  on  an  item  of  service 
basis  this  question  of  the  scale  of  fees 
is  one  that  has  always  to  be  considered ; 
hence  our  deep  concern  with  the  history 
of  what  has  happened  in  the  past  in  de- 
vising and  amending  the  scales  of  fees. 

I would  like  to  ask  you  two  questions 
at  this  stage.  You  did  refer  in  some- 
thing you  said  just  now  to  regulations 
being  presented  to  the  House.  These  are 
regulations  made  by  the  Minister,  I pre- 
sume, under  powers  conferred  upon  him 
in  the  1946  Act  and  they  are  laid  on  the 

table  of  the  House  without  debate? 

Yes,  without  debate.  A debate  can  only 
take  place  if  there  is  a Prayer  made  to 
annul  them  which  did  in  fact  happen  as 
regards  this  regulation ; a considerable 
debate  took  place  and  the  Prayer,  of 
course,  was  withdrawn  at  the  end  so  the 
regulation  remained  in  force.  But  the 
regulations  came  into  force  on  the  date 
stated  on  the  regulations  which  is  not 
always  the  date  they  are  laid.  They  may 
be  laid  a week  or  a fortnight  before  but 
they  become  law  without  any  resolution 
of  the  House.  They  are  automatically 
made  law  and  the  only  thing  to  do  is  to 
annul  them,  and  that  is  the  only  way 
they  can  be  debated. 

3263.  My  other  question  was.  is  the 
remuneration  of  the  members  of  your 
profession  borne  on  the  Departmental 

Vote  of  the  Ministry  of  Health? 1 

think  it  comes  under  the  general  National 
Health  Service  Vote. 

3264.  And  that  is  a figure  which  is 
voted  by  the  House  and  if  it  is  exceeded 
there  has  to  be  a supplementary  vote? 
Yes,  that  is  so. 

3265.  Sir  Hugh  Watson:  While  we  are 

on  that  point,  you  read  an  excerpt  from 
Hansard  in  which  the  Minister  appeared 
to  indicate  surprise  that  92  per  cent,  of 
the  profession  had  come  into  the  service. 
Do  you  remember  what  indication,  if 
any,  the  profession  gave  to  the  Ministry 
of  the  proportion  of  dentists  that  might 
he  expected  to  join  this  service? 1 do 
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not  think  we  gave  him  any  idea  as  to 
the  proportion  but  I do  know  we  did 
point  out  to  him  at  a meeting — I think 
it  was  held  on  6th  June,  1948,  just  before 
the  Act  started — that  under  the  Spens 
formula  the  gross  remuneration  of  the 
average  dentist  was  in  the  neighbour- 
hood of  £4,000,  that  there  were  some- 
thing over  10,000  dentists  in  active  prac- 
tise and  that  if  he  got  10,000  in  the 
service  the  cost  to  the  country  would  be 
£40  millions,  which  in  fact  it  turned  out 
to  be  a year  later.  That  was  when  he 
was  estimating  at  £7  millions  for  nine 
months ; but  we  did  not  say  that  10,000 
dentists  were  coming  in- 

3266.  You  did  not  tell  him  that 
according  to  your  expectation  only  5,000 

might  come  in? No.  We  had  no  idea 

at  all  how  many  would  come  in. 

3267.  And  he  would  probably  have 

still  less! Yes,  that  is  true.  We  did 

suggest  at  that  time  that  £7  millions  was 
in  fact  an  underestimate  and  we  put  it  to 
him  if  he  was  hoping  to  get  them  all  in 
it  was  going  to  cost  him  £40  millions,  and 
so  in  fact  it  turned  out  in  the  following 
years. 

3268.  Chairman-.  Your  figure  of  £40 

millions,  that  is  the  gross  figure? Yes. 

the  gross. 

3269.  Meaning,  roughly  speaking,  £20 
millions  net  over  10,000  dentists,  is  ‘that 

right? No,  Sir.  The  scale  of  fees  as 

grossed  up  on  the  £1,600  and  the  20  per 
cent,  betterment  factor  made  it  £1,920 
and  that  grossed  up  with  the  expenses 
makes  it  £4.000  exactly. 

3270.  It  was  based  on  the  £1,920  per 

dentist  coming  in? -Yes,  less  the 

superannuation  contribution. 

3271.  The  £7  millions  for  nine  months, 

I suppose,  is  about  £9  million  or  £10 
million  for  the  full  year.  Was  that  based 
then  on  the  same  figure  of  £1,920  per 

dentist? 1 imagine  it  could  not  have 

been.  I am  not  quite  sure  when  these 
estimates  are  introduced  but  I think  that 
when  a Bill  is  first  published  in  a green 
book  in  Parliament  they  usually  put  a 
financial  memorandum  on  the  front  of  it. 
If  that  was  done  in  the  case  of  the  Health 
Service — I really  do  not  know— that 
would  have  been  in  1945  or  1946. 

3272.  So  it  is  an  earlier  estimate  than 

yours? Yes. 

3273.  We  shall  be  seeing  the  Depart- 
ment later  on. -How  they  arrived  at 


£7  millions  I do  not  know,  but  I think  it 
is  fair  to  say  it  probably  must  have  been 
a pre-Spens  estimate.  If  that  is  so  they 
worked  it  out  quicker  than  we  did — in 
working  out  the  Spens  formula  we  only 
had  12  days. 

Then  the  Penman  Committee  was  set 
up  and  again  its  setting-up  depended 
entirely  upon  the  co-operation  of  the 
profession.  Not  only  did  we  nominate 
people  to  it  but  again  we  had  to  ask  our 
members  to  fill  in  forms  showing  the 
timings  of  the  various  operations.  And 
in  the  middle  of  that  while  the  Penman 
Committee  was  getting  going  in  April, 
1949,  we  had  an  invitation  from  the 
Minister  to  discuss  a new  scale  of  fees. 
We  felt  that  it  was  rather  unreasonable 
to  set  up  the  Penman  Committee  to 
investigate  the  timings,  expect  us  to  co- 
operate and  within  two  months  expect  us 
to  discuss  a new  scale  of  fees.  And  so  in 
fact  we  would  not  take  part  in  those  dis- 
cussions with  the  Ministry.  We  said  we 
felt  the  Minister  should  await  the 
Penman  Report.  The  Minister  therefore 
produced  what  is  now  known  as  the 
1949  scale  of  fees  which  we  claim  showed 
a reduction  of  20  per  cent,  on  the  original 
scale.  I think,  Sir,  in  the  factual  memo- 
randum that  is  before  you  from  the 
Ministry  they  refer  to  that  as  a 17  per 
cent,  reduction  but  I can  only  say  that 
we  have  always  regarded  it  as  20  per  cent. 
Indeed,  the  Parliamentary  Secretary,  Mr. 
Blenkinsop,  on  the  15th  May,  1950,  said 

“ We  made  an  overall  cut  of  some 
20  iper  cent,  in  effect  ” and  the  following 
year,  in  1951,  the  Minister,  Mr. 
Marquand,  also  said : 

“In  1949  there  was  a 20  per  cent. 

cut  in  dentists’  remuneration." 

So  that  for  once  we  would  support  the 
Minister  in  claiming  that  was  a 20  per 
cent,  cut  in  spite  of  what  appears  in  the 
factual  memorandum. 

3274.  Sir  Hugh  V/atson : Before  you 

get  too  far  forward,  could  I go  back  for 
a moment  to  the  meeting  on  1st  Decem- 
ber with  the  Ministry  representatives 
when  you  were  told  what  you  told  us  a 
moment  ago;  did  you  forcibly  protest 
against  this  action  which  was  going  to  be 
taken? Yes,  Sir. 

3275.  You  did  not  say  that,  as  far  as 

I remember,  you  know. 1 am  sorry. 

3276.  You  said  earlier  you  were  at 
that  time  acting  under  duress  and  1 think 
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the  Commission  would  like  to  know  how 
exactly  you  expressed  yourselves  when 

confronted  with  that  situation. 1 

think.  Sir,  the  answer  is  that  we  expressed 
ourselves  in  no  uncertain  terms.  We 
pointed  out  to  the  Department  that  this 
was  a quite  exceptional  condition — as 
was  later  on  recognised  in  various 
debates  that  took  place.  Mr.  Bevan, 
when  he  was  no  longer  the  Minister  of 
Health,  talked  about  taking  in  the  hump 
of  the  dental  population  and  working  the 
hump  off.  We  did  not  exactly  put  it  in 
those  terms  but  that  was  in  effect  what 
we  said  to  the  Department.  We  said  in 
effect  that  it  was  grossly  unfair  to  judge 
anything  by  what  happens  in  just  five 
months  of  the  Health  Service.  The  same 
applies  to  the  introduction  of  any  service 
of  any  description  particularly  when  it 
is  going  to  be  for  the  first  time  in  history 
a free  service ; there  is  bound  to  be  a 
tremendous  initial  rush.  We  said  that  we 
thought  that  to  introduce  what  we 
described  then  and  there  as  a panic 
measure  to  deal  with  it  was  grossly  unfair 
to  the  profession  which  was  doing  its 
best  to  meet  a demand  that  had  been 
thrust  upon  it  willy-nilly.  We  could  not 
do  anything  about  it  at  all.  There  was 
nothing  we  could  do  about  the  regulation 
either. 

3277.  You  took  the  only  constitutional 
action  open  to  you,  you  put  in  a Prayer 

to  annul  it? A Prayer  was  put  in  by 

a Member  of  Parliament  who  happened 
to  be  a member  of  the  dental  profession. 

3278.  Which  was  the  only  constitu- 
tional step  open  to  you? Exactly,  yes. 

3279.  I am  sorry  to  have  interrupted 

you. 1 am  sorry  I did  not  make  it 

clear. 

3280.  Mr.  Gunlake : Could  I go  back 
to  scales  of  fees?  In  1948  you  were 
consulted  and  you  negotiated  with  the 
Ministry  under  duress  and  with  in- 
adequate time  and  you  did  your  best; 
there  were  some  points  on  which  there 
was  disagreement  _ but  the  Minister 
promulgated  his  decision  notwithstanding. 

■ Yes. 

3281.  In  1949,  because  the  Penman 
Committee  had  not  reported  you  refused 
to  co-operate  and  negotiate  with  the 
Minister  and  he  promulgated  a scale  of 
fees  notwithstanding.  It  does  not  very 

much  matter  what  you  do,  does  it? 

No,  Sir.  The  Penman  Report  was  pub- 
lished, I think,  in  August,  1949 ; it  is 


before  you  and  you  can  judge  how  far 
it  does  ;or  does  not  support  the  timings 
we  originally  worked  out. 


Discussions  for  a new  scale  of  fees 
based  on  Penman,  were  started.  On  the 
we  had  discussions 
at  the  Department.  The  political 
situation  just  at  that  time  caused  us  to 
ask  whether  there  was  any  suggestion 
that  a further  alteration  in  dental 
remuneration  would  take  place  before 
those  current  discussions  were  finished 
The  Department  said  not  as  far  as  they 
knew.  Unfortunately,  the  next  time  we 
went  down  there  on  1st  April,  1950,  we 
were  told  that  there  had,  as  we  knew 
been  a general  election  at  the  beginning 
of  March,  that  there  was  a new  Govern- 
ment in  office,  that  it  was  reviewing  all 
the  Health  Service— not  only  the  dental 
service — and  it  proposed  to  put  on  a 
15  per  cent.  cut.  So  once  again  right  in 
the  middle  of  these  negotiations  we  were 
told  that  the  Minister  proposed  a 15  per 
cent,  cut,  although  to  be  quite  fair  I 
think  the  Department  were  as 
embarrassed  about  it  as  we  were. 


3282.  Chairman'.  Was  that  on  the 

gross  earnings? Yes,  on  the  gross 

earnings.  We  refused  to  negotiate  on 
those  terms  at  all  with  the  result  that 
we  actually  had  a 10  per  cent,  cut 
imposed  on  1st  May,  of  that  year. 

The  next  thing  came  the  following 
year,  1951,  when  the  new  Act  was  intro- 
duced which  brought  in  charges  for 
dentures,  and  in  1952  the  charge  for 
treatment  was  also  put  on.  Naturally, 
to  were  not  consulted.  Those  were 
major  political  decisions  and  we  were 
not  consulted  about  those  until  the  Bills 
were  published.  We  were  consulted 
about  the  regulations  governing  them,  and 
as  regards  the  1952  Bill  we  did  secure 
several  amendments  in  the  House,  but 
that  had  nothing  to  do  with  the  end 
effect  that  it  had  on  the  income  of  the 
dental  profession. 


The  result  of  this  was,  as  is  set  down 
in  the  Ministries’  factual  memorandum, 
that  by  the  end  of  1952-53,  dental 
remuneration  was  down  to  £3,000  gross 
average,  a singlehamded  practitioner,  of 
course,  being  considerably  less  than 
that.  It  did  appear  to  us  that  there  was 
an  immediate  prima  facie  case  for  the 
restoration  of  the  10  per  cent.  cut. 
Quite  clearly,  £3,000  gross  with  a 52  per 
cent,  expense  ratio  is  somewhere  about 
£1,450  net  in  terms  of  1953  money ; and 
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how  that  was  supposed  to  have  repre- 
sented the  Spens  terms  of  £1,600  in  1939 
money  we  could  not  follow.  We  felt 
that  an  immediate  restoration  of  the  cut 
would  not  have  been  out  of  place. 
Unfortunately,  Sir,  and  I think  this  must 
be  said,  we  were  kept  waiting  five  years 
for  that  cut  to  be  restored  and  we  have 
little  doubt,  and  I think  I can  produce 
evidence  to  show,  that  it  was  deliberate 
policy  to  hold  down  dental  remuneration 
during  this  time  so  that  the  school  dental 
service  administered  by  the  local  authori- 
ties could  be  built  up.  That  sounds  a 
somewhat  extraordinary  statement  to 
make  and  I would  not  make  it  if  I could 
not  support  it  amply  from  the  various 
debates  that  took  place  in  Parliament. 

In  introducing  the  1952  Act,  which 
introduced  the  charges  for  treatment,  the 
then  Minister  of  Health,  Mr.  Crook- 
shank,  said: 

“It  is  a sad  result  of  the  recent 
system  that  the  schooi  dental  service 
has  gone  rather  into  a decline.  We 
hope  that  these  changes  may  encourage 
more  dentists  to  enter  into  contracts 
with  local  authorities  to  work  in  that 
service,  possibly  on  a part-time  salaried 
basis.” 

Later  in  the  debate.  Sir,  a member  of 
the  Opposition,  Dr.  Summerskill,  said : 

“I  suppose  it  is  very  attractive  to 
some  people  when  they  are  told  that 
if  this  Bill  is  introduced  the  number 
of  patients  will  decline,  as,  of  course, 
they  will,  and  the  dentists  will  be  f orced 
into  the  school  dental  service.” 

Also  later  in  the  debate,  Sir,  and  this 
perhaps  is  most  important  of  all,  Mr. 
Macleod,  who  was  then  a back  bench 
Member  said: 

“ Of  this  question  of  the  school 
dental  service,  and  whether  these  pro- 
posals will  be  effective,  which  is  in  my 
view  the  main  justification  for  these 
proposals,  if  there  is  one,  I will  speak 
later.”  • 

and  later  in  the  debate  Mr.  Macleod  said 
when  referring  to'  the  effects  of  the  1951 
Act: 

“We  are  told  that  the  salaries  of 
many  dentists  have  dropped  by  one- 
third.  If  dentures  accounted  for 
61  per  cent,  of  their  income  it  follows 
that  the  deterrent  effect  was  well  over 
50  per  cent.,  as  I am  sure  it  was.  What- 
ever our  views  are  on  charges,  and 
mine  are  well  known  to  the  House, 


and  whether  they  will  be  effective  in 
reinforcing  the  school  dental  service  or 
not  it  is  really  essential  that  we  should 
stop  this  patching.” 

We  submit  that  those  remarks  by  Mr. 
Macleod  when  he  was  a backbencher 
indicate  quite  clearly  that  he  was  deter- 
mined to  build  up  the  school  dental 
service  and  that  he  realised  that  the 
effect  of  the  charges  would  be  a 
deterrent  to  patients  and  would,  there- 
fore, lower  the  income  of  the  dental 
profession. 

A debate  took  place  in  July  of  that 
same  year  on  the  regulations  to  imple- 
ment the  charges  and  there  was  a motion 
to  annul  the  regulations.  By  that  time 
Mr.  Macleod  had  become  Minister  of 
Health  and  he  had  this  to  say:  — 

“There  has  been  a substantial  fall 
in  the  demand  for  dental  treatment 
during  the  past  month.  It  is  also 
unquestionably  true  that  a substantial 
proportion  of  the  estimates  submitted 
have  been  for  those  who  can  claim 
exemption.  It  follows,  therefore,  that 
the  policy  of  Her  Majesty’s  Govern- 
ment, that  where  we  have  not  enough 
resources  and  enough  dentists  those 
most  in  need  shall  not  go  without,  is 
being  implemented. 

That  figure  has  to  be  taken  also 
together  with  the  increase  in  the 
number  of  dentists  in  the  school 
dental  service  which  on  the  full  time 
basis  has  gone  up  in  the  last  six 
months  from  716  to  793.” 

Finally,  a year  later,  in  a debate  on 
Supply,  Mr.  Macleod  still  Minister  of 
Health,  said:  — 

“Here  I justify  what  I said  a year 
ago  that  what  we  needed  was  a switch 
in  resources  and  that  there  were  social 
and  medical  reasons  for  charges  in  the 
health  scheme.” 

He  then  goes  on  to  relate  the  figures  of 
the  school  dental  service  and  to  say  that 
they  had  now  gone  back  from  1,000  in 
1948  to  1,000  in  May,  1953,  they  had 
gone  back  to  where  they  started,  and 
he  finished  by  saying:  — 

“ I tell  hon.  Members  opposite  that 
if  they  remove  .the  charges  on  the  den- 
tal scheme  before  there  is  an  adequate 
number  of  dentists  they  will  destroy 
all  the  progress  that  has  been  made 
towards  securing  that  priority  for  the 
children.” 
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That  was  1953  during  which  year  the 
average  dental  income  was  reduced  to 
£3,000  gross,  clearly  far  below  Spens.  The 
Minister  of  Health  was  justifying  charges 
because  they  kept  the  dental  inoome 
down  and  drove  men  into  the  school 
dental  service,  and  we  had  to  apply  to 
that  Minister  for  the  restoration  of  the 
10  per  cent.  cut.  Obviously,  if  he  was 
going  to  put  charges  on  to  keep  dental 
income  down,  we  had  not  very  much 
hope  of  getting  the  10  per  cent,  cut 
back  and  yet,  clearly,  I submit  that  the 
reduction  to  £3,000  gross  made  out  a 
clear  case  for  its  immediate  restoration; 

The  history  of  the  restoration  is  much 
in  line  with  that.  We  had  applied  to 
the  Minister  in  1953  and  he  rejected 
our  application  on  the  grounds  set  out  in 
the  factual  memorandum  that  he  did  not 
know  what  the  expense  ratio  was  and 
he  did  not  know  how  much  private 
practice  was  being  done.  Those  were 
the  grounds  that  were  given  to  us  but 
I do  suggest  that  purely  on  the  figure 
alone  of  £3,000  gross,  whatever  the 
expense  ratio  was,  and  there  is  no  reason 
to  think  it  had  gone  down,  we  were 
entitled  to  something  more  substantial 
in  the  way  of  a reason  for  rejecting  our 
claim.  However,  once  again,  we  had 
to  cooperate  with  the  Ministry. 

We  did  co-operate  and  with  the  Inland 
Revenue  we  went  into  an  inquiry  and 
we  sent  to  the  Minister  the  results  of 
the  inquiry  in  July,  1954,  and  it  was 
eight  months  later  before  we  got  the 
Ministry’s  offer  which  ‘constituted  the 
1955  agreement. 

That  was  the  history  of  those  five  years 
and  I submit  that  the  whole  time  the 
dental  profession  was  not  being  treated 
on  an  equity  basis,  that  there  were  very 
convenient  political  reasons  not  based 
on  Spens  or  anything  else,  why  that  10 
per  cent,  cut  was  not  restored. 

3283.  Sir  Hugh  Watson:  On  page  53 
of  the  factual  memorandum  there  is 
this  statement : — 

“The  10  per  cent,  reduction  was 
intended  as  an  emergency  measure 
pending  a review  and  possible  revision 
of  the  scale  of  fees  in  the  light  of  the 
Working  Party’s  findings  and  after 
discussion  with  representatives  of  the 
profession.”' 

In  the  light  of  what  you  have  told  us, 
do  you  wish  to  comment  on  that 

version  of  it? 1 think  the  comment 

is  contained  in  the  next  sentence  where 


even  in  the  Ministry  factual  memoran- 
dum they  do  say,  “In  May,  1951, 
however,  charges  for  dentures  were 
introduced.”  That  surely  is  the  answer. 
We  had  no  opportunity  of  negotiating 
anything  during  that  time  because  there 
were  throughout  continual  changes  going 
on  and  on  and  on.  When  the  final 
1952  Bill  was  through  and  there  was  this 
clear  case  on  the  face  of  it  for  an 
immediate  restoration,  in  the  same  way 
that  the  Minister  of  that  day  would 
possibly  argue  that  in  1948  there  was 
a clear  case  for  him  doing  something, 
we  submit  there  was  a clear  case  on  the 
figures  which  he  must  have  had  for  him 
to  say  immediately:  “I  will  give  you 
the  10  per  cent,  back  and  negotiate  a 
scale  of  fees  based  on  Penman.”  Instead 
of  Which,  for  two  years  things  dragged 
on.  It  was  July  before  the  final  figures 
he  had  asked  for  were  submitted  to  him 
and  the  following  March  before  we  got 
this  offer.  And  that  was  the  condition 
under  which  the  profession  had  to  accept 
the  1955  agreement.  We  had  five  years 
of  this  sort  of  thing  behind  us  and  it 
was  the  first  time  we  had  been  offered 
an  increase  in  remuneration  since  the 
Health  Service  had  started.  It  is  not 
really  too  much  to  say  that  no  matter 
what  conditions  had  been  attached  to 
it  we  were  bound  to  accept  it  for  our 
members. 

3284.  You . were  in  fact  accepting  a 

restoration  of  a reduction? Yes,  and 

tied  up  with  it  was  the  fact  that  a ceiling 
was  to  be  put  on  our  earnings  for  the 
same  amount  of  work  in  future.  Those 
were  the  negotiations  that  took  two  years. 

3285  Mr.  Gunlake : Could  I ask  a 
question  about  the  effect  on  the  indi- 
vidual dentist  of  the  three  cuts  in  1949 
and  1950?  For  instance,  item  ( d)  in 
paragraph  74  of  your  document ; there 
was  a 20  per  cent,  cut  in  gross  fees, 
which  means  something  like  a 40  per 
cent,  cut  in  net  taxable  remuneration, 
does  it  not?  Are  you  taxed  under  the 
P.A.Y.E.  procedure? No,  Sir. 

3286.  So  that  if  a cut  of  that  kind 
takes  place,  during  the  first  twelve 
months  after  the  cut  has  taken  place 
you  are  still  paying  on  the  previous  year’s 

income  at  a higher  level,  are  you? 

Yes.  I would  like  to  add  one  thing.  I 
have  said,  and  said  quite  definitely,  and 
I hope  shown  to  the  satisfaction  of  the 
Commission,  that  it  was  deliberate  policy, 
as  was  stated,  of  the  Government  to 
hold  down  dental  remuneration  to  build 
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up  the  school  dental  service.  Now,  Sir, 
nothing  I have  said  could  possibly  be 
construed  as  suggesting  that  the  British 
Dental  Association  in  any  way  deplored 
the  building  up  of  the  school  dental  ser- 
vice. Obviously  that  was  not  so  at  all, 
but  we  do  say  that  that  is  the  wrong  way 
to  do  it.  You  do  not  build  up  one  par- 
ticular service  by  depressing  the  remun- 
eration of  people  in  another  service.  The 
normal  way  is  to  raise  the  salary  you 
are  offering  in  the  school  dental  service 
but  that,  of  course,  was  beyond  the  Minis- 
ter’s power.  We  were  not  averse  at  all 
to  the  school  dental  service  being  built 
up  but  we  were  averse  to  the  methods 
employed  in  doing  it. 

3287.  Sir  Hugh  Watson:  You  men- 

tioned a ceiling;  what  ceiling  are  you 
referring  to  now? That  was  the  ceil- 

ing that  was  part  of  the  1955  agreement. 

I .think  it  is  stated  in  paragraph  89  of 
our  memorandum. 

3288.  You  mean  where  it  says : “ The 
aim  should  be  to  produce  net  incomes 

comparable  . . . ”? Yes.  In  other 

words,  that  the  condition  of  the  restora- 
tion of  the  10  per  cent,  cut  was  that  a 
new  scale  of  fees  should  be  worked  out, 
not  based  on  Spens,  not  based  on  Pen- 
man, not  based  on  anything  like  that 
but  based  on  the  1949  scale  which  was 
being  restored.  In  fact  in  toto  the  10 
per  cent,  put  it  back  to  the  1949  level 
but  the  Ministry  and  ourselves  had  agreed 
that  there  were  various  adjustments  that 
wanted  making  in  the  scale,  particularly 
in  the  fees  that  were  offered  for  the  treat- 
ment of  children  which  had  been  dis- 
gracefully low  during  the  time  of  the 
1949  scale.  Therefore,  the  effect  of  that 
agreement  meant  that  anything  that  was 
put  on  one  fee  had  to  be  taken,  off 
another  fee  in  order  to  keep  the  dentist 
under  the  ceiling.  And  that  was  one 
reason  why  those  negotiations  took  two 
years. 

3289.  Chairman:  When  you  say 

“ under  the  ceiling  ” you  mean  these  were 
comparable  to  what  would  have  been 
earned  in  the  period  had  the  10  per  cent. 

not  been  in  force?- Yes,  for  the  same 

volume  of  work. 

3290.  Sir  Hugh  Watson:  That  does 
not  necessarily  impose  a ceiling  and,  in 

fact,  it  did  not. It  imposes  a ceiling 

unless  the  dentist  is  going  to  work  still 
harder. 

3291.  I thought  you  would  say  that! 
This  is  another  large  subject  on  which 


we  had  better  not  embark  at  this  mo- 
ment, the  question  of  hours  of  work 
and  so  on.  In  fact,  the  figures  which 
have  been  earned  by  dentists  since  then 
are  very  much  in  excess  of  the  £3,000  in 
1953  to  which  you  referred? Yes. 

3292.  Chairman:  In  fact,  if  you  say 
ceiling  you  might  just  as  well  have  said 
floor,  might  you  not?  It  did  not  say 

not  to  exceed? No,  Sir,  it  did  not  say 

not  to  exceed,  but  I would  not  describe 
it  as  floor  because  it  is  awfully  easy 
to  get  underneath  it! 

3293.  But  the  aim  was  to  produce  net 

incomes  comparable  to  those  which 
would  have  been  earned  had  the  10  per 
cent,  cut  not  then  been  in  force — com- 
parable, not  more  and  not  less? Mr. 

Thomas  handled  those  negotiations  and 
I am  sure  he  can  elucidate  that,  whether 
it  was  a floor  or  a ceiling. 

3294.  I do  not  mind ; elucidate  by  all 
means,  if  you  like,  but  1 thought  you 
would  probably  agree  that  the  aim  was 

to  produce  comparable  net  incomes. 

It  meant  it  was  a redistribution  of  the 
scale,  the  point  being  that  if  sixpence 
was  to  go  on  one  operation  that  was 
done  a certain  number  of  times  then 
sixpence  had  .to  come  off  another  opera- 
tion that  was  done  an'  equal  number 
of  times. 

3295.  Or  vice  versa? Or  the  other 

way  round,  yes.  It  took  a tremendous 
amount  of  research  into  the  exact  num- 
ber of  operations  that  had  been  carried 
out  and  exactly  what  they  cost,  and  then 
to  estimate  how  many  were  going  to  be 
done  of  that  particular  standard  in  the 
next  year  and  adjust  the  fees  accordingly. 
But  we  had  to  ensure  that  for  the  same 
volume  of  work  no  more  money  was 
earned  above  the  ceiling. 

3296.  I was  going  to  ask  one  of  your 
colleagues  this ; we  did  have  some  sug- 
gestion made  on  an  earlier  occasion  that 
Mr.  Balding  had  not  been  a very  good 
fighter  for  the  Association.  I take  it 
that  to  most  of  you,  as  it  would  seem  to 
me,  that  was  not  exactly  right.  Would 

you  care  to  express  a view  on  that? 

Mr.  Swiss:  Yes,  Sir,  I think  I would. 
I think  .that  particular  statement  deserves 
as  much  attention  as  many  other  state- 
ments made  oil  the  same  occasion.  Those 
of  us  who  have  the  pleasure  and  honour 
of  working  with  Mr.  Balding  know  that 
he  is  not  prepared  to  give  an  inch  when 
he  knows  that  he  is  right.  He  is  also 
prepared  to  concede  that  there  may  be  a 
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soon  as  it  was  suggested,  I do  not  think 
that  the  suggestion  that  the  scale  of 
fees  was  thereby  falsified  or  proved 
wrong  is  quite  correct.  Is  it  not  rather 
like  suggesting  that  for  the  rest  of  the 
w.ar  all  the  time  rates  and  piece  rates  and 
everything  in  industry  should  have  been 
fixed  on  the  amount  of  work  that  was 
done  immediately  after  Dunkirk  where 
you  had  everyone  going  at  it  24  hours 
a day?  It  might  have  been  said:  “All 
right,  people  are  earning  far  too  much, 
we  will  cut  their  piece  rates,  and 
so  on,  and  those  will  apply  for  the  rest 
of  the  war”.  That  was  an  exceptional 
time  and  so  was  this  an  exceptional  time. 
The  scale  of  fees,  the  rates  that  were 
fixed,  we  suggest  had  not  in  fact  been 
falsified  by  showing  they  were  wrong 
under  normal  conditions.  But  as  long  as 
a dentist  was  working  16  or  18  hours  a 
day,  obviously,  .there  would  be  this  terri- 
fic bulge.  As  I say,  we  would  have 
preferred  not  to  have  had  the  bulge. 

3307.  Sir  Hugh  Watson : Did  your 
Association  suggest  to  the  Minister  any 
other  way  of  running  this  service  than 
the  way  in  which  it  was  proposed,  on  an 

items  of  service  basis? Our  suggestion 

was,  I think,  as  I have  just  said,  that 
there  should  be  this  gradual  introduction 
with  certain  priorities  for  certain  classes 
of  persons,  age  groups,  and  so  on. 

3308.  Did  you  ever  suggest  to  the 

Minister  that  apart  from  that  it  was  un- 
wise and  not  sufficiently  far-seeing  on 
his  part  to  go  all  out  and  introduce  a 
100  per  cent,  dental  service  from  the 
beginning? Yes. 

3309.  You  did?  How  did  you  suggest 
it  should  be  done  apart  from  what  you 

have  just  told  us? Mr.  Swiss : We 

made  no  other  suggestion  apart  from  this 
one  of  the  priority  classes,  no.  Our  sug- 
gestion was  that  the  introduction  of  the 
Service  should  be  confined,  first  of  all, 
to  the  priority  classes — young  children, 
lexpectant  mothers — and  then  for  the 
Government  to  extend  this  Service  and 
make  it  available  to  other  age  groups 
after  the  profession  had  dealt  with  the 
back-log  of  work  for  the  priority  classes. 

3310.  Professor  Jewkes:  There  was 

never  at  any  time  any  suggestion  that 
the  general  method  of  remuneration 
should  differ  from  the  one  that  we  have 
now,  that  is,  your  payment  per  opera- 
tion? No  one  suggested  paying  dentists 
a capitation  fee,  or  anything  of  that 
kind? -Mr.  Balding : No,  Sir.  I think 


it  would  be  quite  impossible  to  pay  den- 
tists a capitation  fee  as  long  as  there  is 
a shortage  of  dentists. 

3311.  Chairman  : What  about  a whole- 
time or  part-time  salaried  service,  for 

instance? That  also  would  be  almost 

impossible  as  long  as  dentists  were  work- 
ing in  their  own  surgeries.  Naturally, 
dentists,  being  individualists,  -like  to  run 
their  own  surgeries  in  their  own  way. 
Unless  you  are  going  to  put  the  whole 
lot  into  clinics  of  some  description  it  is 
difficult  to  see  how  you  could  supervise 
a salaried  service  run  all  over  the  country 
in  individual  surgeries.  How  are  you 
going  to  make  sure  that  in  fact  the  den- 
tist is  in  his  surgery  at  all? 

3312.  Of  course,  there  will  always  be 
some  dentists  who  are  salaried  and  who 
must  be  at  the  same  time  on  more  or  less 
a similar  footing  to  their  colleagues  in 
their  own  profession  elsewhere,  and  to 
their  colleagues  in  other  professions  in 

their  own  sphere  of  life. Yes.  There 

are  certain  types  of  dental  practice  that 
I would  almost  say  could  only  be  done 
under  a salaried  service,  but  the  general 
dental  service  is  not  one  of  them  because 
the  practitioners  in  the  general  dental  ser- 
vice like  to  work  in  their  own  surgeries 
and  I do  not  think  you  would  ever  get 
them  into  clinics  or  health  centres  or 
anything  else. 

3313.  There  have  been  suggestions, 

have  there  not— I believe  it  was  in  the 
McNair  Committee — that  perhaps 

another  method  ought  to  be  sought? 

We  are  always  looking  for  another 
method  of  remuneration.  There  are  any 
number  of  disadvantages  that  one  could 
pick  in  the  present  method  of  remunera- 
tion but  there  are  disadvantages  in  every 
method  and  there  are  advantages  in  every 
method.  We  have  had  a committee  in- 
vestigating this  in  actual  fact  for  most 
of  last  year  and  having  gone  into  it 
thoroughly  they  have  come  to  the  con- 
clusion that  for  the  time  being,  until 
they  find  something  with  less  disadvan- 
tages than  the  present  method,  the  present 
method  is  the  proper  one. 

3314.  And  this  method  by  its  nature 

would  always  mean  that  as  efficiency  and 
productivity  improve  there  will  always 
have  to  be  reductions  in  the  amount 
allowed  for  particular  items  if  you  are  to 
arrive  at  a uniform  total  at  the  end  of 
the  year.  There  will  have  to  be  continu- 
ing negotiations  and  discussions  on  indi- 
vidual things. 1 think  so,  from  time 
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■to  time,  yes.  As  I agreed  this  morning 
the  Penman  times  may  be  out  of  date 
now,  I just  do  not  know. 

3315.  Whenever  that  happens  it  will 
be  catching  up  with  efficiency,  iwith  im- 
provements that  have  already  taken  place 
in  efficiency.  It  will  always  cause  a cer- 
tain amount  of  resentment  amongst  some 
members  of  the  profession  if  they  find 
they  are  getting  less  for  a particular  item 

of  service  than  they  have  had  before. 

If  the  scale  of  fees  is  based  primarily  on 
the  time  factor  then  if  they  are  taking 
less  time  on  an  average  on  a particular 
item,  then  the  fee  for  that  item  has  to 
be  reduced.  But  the  method  of  increased 
efficiency  has  got  to  be  a method,  shall  I 
say,  that  is  in  general  use,  not  just  one 
that  has  only  been  introduced  a short 
time  ago,  or  one  of  these  high  speed 
instruments  with  a quarter  of  a million 
revolutions  a minute  that  are  not  yet  in 
public  use.  If  the  profession  accepts 
a time  basis  it  has  to  stick  to  a time  basis. 

3316.  Professor  Jewkes : And  the 

Association  would  not  have  any  objec- 
tion, say,  to  another  Penman  Report 

forthwith?. 1 would  say  that  the 

Association  has  nothing  to  hide.  It  is 
not  trying  to  put  in  any  false  claims  at 
all ; and  if  Penman  is  thought  to  be  out 
of  date  then  it  is  time  we  had  another 
Penman— as  long  as  we  can  get  down 
for  the  first  time  to  negotiating  a proper 
scale  of  fees  on  a proper  basis  without 
some  sort  of  duress  hanging  about  in  the 
background. 

3317.  Sir  Hugh  Watson:  I started  this. 
I am  not  suggesting  Penman  is  out  of 
date,  but  you  agreed  with  me  it  could 

be. It  is  ten  years  since  Penman 

reported. 

3318.  Chairman : It  would  be  dis- 
appointing if  there  had  not  been  progress 

in  ten  years. Quite.  I am  bound  to 

point  out  that  the  other  angle  might  be 
that  Penman  was  taken  during  the  rush 
hour,  1948,  and  it  is  just  conceivable 
that  time  could  not  be  spent  on  certain 
operations  then  ns  much  as  it  should 
be.  It  might  work  both  ways.  If  there 
is  any  dubiety  about  it,  then  let  us  have 
another  Penman. 

3319.  Sir  Hugh  Watson : Could  I ask 
you  a question?  There  are  certain 
operations  which  are  performed  by 
dentists  which  have  to  be  referred  to 
the  Dental  Estimates  Board.  On  another 
occasion  very  violent  criticism  was  made 
of  that  Board.  Could  you  tell  the  Com- 


mission what  your  opinion  is  of  the  way 
the  Dental  Estimates  Board  works  with 

the  profession? May  I ask  Mr.  Swiss 

to  speak  on  that? — Mr.  Swiss : I think 
in  the  first  place  it  must  be  realised  that 
the  dental  profession  tends  to  be  a pro- 
fession of  individualists.  The  figures 
show  that  60  per  cent,  of  our  profession 
work  single  handed.  That  figure  was 
greater  years  ago,  and  when  the  Health 
Service  came  in  the  practitioners  tended 
to  find  that  their  individuality  was  not 
always  appreciated  by  the  Board.  They 
had  to  submit — where  they  had  never 
done  before — their  clinical  opinions  to 
somebody  else.  Dentistry  is  not  an  exact 
science.  There  is  room  for  quite  honest 
differences  of  opinion  on  clinical 
matters,  and  therefore,  recognising  that 
there  had  to  be  a body  controlling  the 
moneys  expended  on  dental  treatment, 
one  of  the  things  that  we  always  asked 
for  and  the  thing  that  we  got  was  a 
Dental  Estimates  Board  that  was 
operated  by  and  controlled  by  members 
of  our  own  profession.  But  there  was 
this  natural  human  instinct  that  an 
individual  was  having  his  estimates 
queried  by  someone  else,  and  he  tended 
to  resent  that.  But  I am  quite  sure  in 
my  own  mind  that  as  time  is  going  on 
the  Board  are  becoming  more  under- 
standing ; the  members  of  the  profession 
are  realising  the  Board’s  duties.  Another 
great  advantage  that  was  given  to  us  was 
the  system  of  appealing  against  the 
Board’s  decision  where  that  appeal  was 
heard  by  two  of  your  colleagues,  and 
above  all  that  the  assessment  arrived  at 
by  those  colleagues  was  binding  both 
upon  yourself  and  upon  the  Estimates 
Board.  There  will  always  be  individuals 
who  will  resent  any  disagreement  with 
their  own  ideas,  and  the  Board  in  the 
early  days  had  to  learn  by  experience. 
But  I am  quite  confident  in  saying  that 
these  things  are  beginning  to  smooth 
themselves  out.  With  regard  to  the  other 
point  you  raised.  Sir  Hugh,  about  the 
other  items  for  which  we  have  to  get  the 
Board’s  approval,  we  have,  following  the 
recommendations  of  the  McNair  Com- 
mittee, had  a discussion — a tripartite 
discussion— with  the  Ministry  with  the 
members  of  the  Board  present.  Indeed 
we  set  about  it  by  having  a meeting  with 
the  Board  first  so  that  we  would  perhaps 
get  some  measure  of  agreement  with  the 
Board  before  we  went  to  the  Ministry, 
and  that  proved  most  helpful.  The  only 
thing  is  that  it  does  seem  to  be  taking 
rather  a long  time.  The  Ministry  had 
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3330.  Chairman:  But  without  increas- 
ing the  demand  to  the  point  of  full 

employment? -Exactly. — Mr.  Balding : 

You  appreciate,  Sir,  bow  the  fees  were 
negotiated  in  those  days?  It  was  not  a 
statutory  benefit,  dental  benefit  under  the 
old  National  Health  Insurance.  It  was  an 
additional  benefit  covered  only  by  the 
surplus  ‘ funds  of  approved  societies. 
Naturally,  I suppose,  there  was  a certain 
amount  of  competition  between  approved 
societies  to  give  these  additional  benefits, 
and  they  liked  to  make  the  money  they 
had  go  as  far  as  possible  and  cover  as 
many  members  as  possible.  That  is  only 
quite  natural,  and  so  consequently  this 
setting  up  a scale  of  fees  with  the 
approved  society  was  done  with  the  fact 
in  mind  that — there  was  only  a very 
limited  amount  of  money  available  from 
the  societies.  That  was  the  situation 
economically. 

3331.  At  any  rate  the  result  of  Spens 
was  to  propose  a considerable  increase? 
Yes. 

3332.  But  it  was  not  in  any  case  to 
increase  the  social  and  economic  status 
of  dentists  beyond  that  of  certain  other 
professions,  but  to  bring  it  to  within  the 
same  sort  of  broad  band— is  that  right? 

I think  so.  It  was  to  put  it  in  its 

right  place  which  they  felt,  for  the 
reasons  given  in  paragraph  15,  it  was  not. 

3333.  And  it  would  appear  in  the  years 
immediately  after  the  commencement  of 
the  service — for  reasons  of  the  bulge — 
that  in  fact  for  a time  at  least  the  actual 
earnings  went  beyond  what  had  been  con- 
templated, possibly  because  the  hours 
were  long,  possibly  because  the  timings 
and  method  produced  more  than  had 

been  intended.  Is  that  right? Yes.  I 

think  it  is  fair  to  say  that  Spens  naturally 
did  not  in  his  report  mention  or  antici- 
pate the  bulge  that  took  place.  He  was 
referring  to  normal  times  when  the  health 
service  had  settled  down.  It  is  perfectly 
true  that  in  those  early  days  of  course 
earnings  went  beyond  what  Spens  said, 
but  that  was  only  as  a result  of  the  tre- 
mendous efforts  made  by  the  profession 
to  cope  with  the  bulge. 

3334.  Sir  Hugh  Watson : Have  you 
any  figures  for  the  incomes  of  dentists 
in  1948-49?  There  are  none  in  the 
Ministry’s  Factual  Memorandum  for  that 

period. Mr.  Balding : I think,  Sir, 

the  only  figures  we  have  were  contained 
in  the  claim  we  put  to  the  Ministry,  and 


that  starts  in  1949 — in  April,  1949.  We 
have  not  got,  I think,  any  figures  for  the 
original  nine  months. 

3335.  I see.  What  I was  getting  at, 
as  you  will  appreciate,  was  the  Commis- 
sion would  like  to  know  precisely  to  what 
figure  the  incomes  of  dentists  had  risen 
which  forced  the  Government  to  take 
action  on  the  1st  December — or  to  tell 
you  on  the  1st  December  that  they  were 
going  to  take  that  action.  You  remem- 
ber? The  Commission  have  no  idea 
what  in  fact  the  incomes  of  dentists  were. 

Mr.  Swiss : You  see,  the  position  was 

influenced  by  the  fact  that  in  1948  and 
1949  it  was  not  as  though  the  whole 
numbers  of  the  dental  profession  came 
into  the  Health  Service  on  the  appointed 
day.  It  was  rather  a sort  of  dribble  in, 
the  numbers  increasing  as  the  months 
went  by.  Statistics  would  not  be  very 
reliable  on  that  matter,  because  you  had 
men  going  in  ready  to  cope  with  the 
demand  on  the  appointed  day  and  the 
others  coming  in  months  afterwards. 

3336.  What  sort  of  proportion  went  in 

on  the  appointed  day? 1 would  like 

to  give  you  accurate  figures,  Sir,  which  I 
do  not  know. — Mr.  Thomas : The  only 
figure  I can  give  is  the  approximate  figure 
for  London.  The  approximate  figure  for 
London  was  out  of  a potential  of  1,200 
practitioners.  On  the  appointed  day  480, 

I think  it  was,  went  in.  They  are  the 
approximate  figures  for  London,  but  I 
have  no  others. — Mr.  Swiss : I can  give 
the  approximate  figures  for  Middlesex, 
with  a potential  of  450/500,  as  being 
round  about  100. 

3337.  If  the  Government  had  no  better 
inf  ormation  than  that  about  the  number 
of  dentists  going  into  the  health  service, 
it  was  very  difficult  for  them  to  forecast 
what  the  state  of  matters  was  going  to 
be.  You  have  criticised  them  severely 
because  they  estimated  £7  million, 
whereas  the  cost  of  the  first  nine  months 
was  £18  million.  If  they  did  not  know 
the  number  who  were  going  to  join  the 
National  Health  Service— if  in  fact  the 
numbers  which  Mr.  Thomas  and  Mr. 
Swiss  have  given  were  typical,  then  the 
Government  were  in  a hopeless  position. 

Mr.  Balding : I am  not  saying  I 

would  have  liked  to  forecast  how  many 
dentists  were  going  in  or  how  much  it 
was  going  to  cost. 

3338.  You  are  pretty  savage  about 
it ; you  say  they  blandly  informed  you 
that  they  would  have  to  reduce  the  fees. 
Yes.  We  felt  they  were  not  making 
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aay  allowance  for  the  actual  facts  as  they 
turned  out.  There  was  this  tremendous 
demand  for  dentistry  and,  within  a few 
months,  the  Ministry  had  to  say  that 
this  thing  was  quite  hopeless,  that  some- 
thing quite  desperate  had  to  be  done 
about  it.  We  felt  there  was  no  sug- 
gestion on  the  part  of  the  Government 
that  these  fees  were  not  properly  earned. 
There  was  no  suggestion  that  they  were 
earned  by  bad  work  or  anything  like 
that,  and  we  immediately  offered  to  help 
— in  fact  I think  the  Penman  Report 
says  that  preliminary  discussions  went  on 
in  January  of  1949  ; although  the  com- 
mittee was  not  appointed  until  February 
there  had  been  preliminary  discussions  in 
January.  In  other  words  we  said  to  the 
Government  that  if  there  was  any  abuse 
we  were  prepared  to  investigate  imme- 
diately with  them  ; and  they  simply  said 
they  could  not  wait  for  that  and  that 
they  had  to  act  at  once.  We  felt  that 
in  those  circumstances  they  were  being 
unreasonable  in  not  accepting  our  offer 
to  investigate  any  abuses  that  were  going 
on.  Otherwise  we  felt  that  the  thing 
would  straighten  itself  out  unless  there 
was  definite  evidence  of  bad  woTk  being 
done — of  which  they  could  not  produce 
any.  We  also  suggested  that  they  should 
investigate  some  of  these  alleged  high 
earnings.  Subsequently  they  did  investi- 
gate them.  There  were  some  very  high 
figures  in  connection  with  one  or  two 
practices  which  the  Ministry  investigated 
and  found  that  they  were  perfectly  satis- 
fied that  those  figures  were— shall  1 say 
legitimate  figures.  In  other  words  they 
were  practices  employing  perhaps  up  to 
a dozen  assistants.  But  all  the  cheques 
were  made  out  in  the  one  name  and  it 
appeared  that  these  particular  individuals 
were  earning  quite  fantastic  sums, 
whereas  those  figures,  when  they  were 
investigated,  represented  the  earnings  ot 
anything  up  to  a dozen  men.  That  was 
the  sort  of  thing  the  Government  should 
have  investigated  straight  away.  They 
said  no,  the  thing  was  becoming  a public 
scandal— I think  were  the  words  they 
used — and  they  must  act  at  once. 

3339.  Chairman : We  shall  know  after 

our  enquiry  with  which  you  have  been 
helping  what  dentists  really  'are  earning 
now  There  is  not  otherwise  any  good 
information  as  to  what  they  are  earning 
is  there? Now? 

3340.  Now. Not  until  you  get  . . . 

3341  . . the  results  of  that  ques- 

tionnaire. That  will  give  some  informa- 


tion.— — Professor  Allen : Could  I say  a 
word?  There  is  now  available  the  result 
of  the  Inland  Revenue  enquiry  which 
covers  the  year  1955-56,  and  that  is  much 
more  recent  information  than  anything 
else  we  have  had  before.  Previous  in- 
formation related  to  1952-53.  In  fact 
1955-56  is  almost  a complete  year 
following  the  restoration  of  the  10  per 
cent,  cut  and  1 have,  overnight,  analysed 
the  figures  that  have  become  available  to 
you  and  to  me ; a little  later  on  if  you 
wish  I can  give  you  my  analysis  of  the 
results  very  briefly.  This  is  only  up  to 
1955-56. 

3342.  We  have  figures  of  the  gross 
payments  made  to  dentists  for  general 
dental  services  for  all  the  years  from 
1951-52  up  to  1957-58.  1955-56  showed 
a big  increase  over  1952-53  and  1957-58 
is  about  as  much  of  an  increase  again 
as  that.  That  may  or  may  not  have  a 
bearing.  Are  your  figures  somewhat  on 
the  lines  of  those  on  page  614  in  your 

memorandum? Yes,  they  also  include 

not  only  net  income  but  expenses  and 
expense  ratios.  The  point  is  of  course 
that  the  earlier  information  is  for  gross 
payments ; there  are  no  figures  of 
expenses  or  net  incomes.  I would  con- 
tend and  can  illustrate  that  net  incomes 
are  very  variable,  peculiarly  sensitive  to 
the  factors  at  work,  and  that  changes  in 
gross  earnings  are  most  misleading  when 
considering  net  income.  The  figures  for 
1955-56  do  throw  light  on  that  aspect 
as  well  as  on  gross  payments. 

3343.  Sir  Hugh  Watson : I do  not 
know  if  Professor  Allen  knows  the 
Ministry  have  now  said  these  figures  are 
inaccurate? 1 have  seen  the  correc- 

tions which  are  very  small,  and  the  figures 
that  I have  got  are  subject  to  two  small 
amendments — one  the  amendments  the 
Inland  Revenue  are  making,  and  the 
other  the  particular  way  diflerent  groups 
are  put  together,  the  weighting  which 
inevitably  arises  in  a sample  but  I am 
quite  satisfied  that  the  amendments  that 
will  ultimately  arise  change  the  picture 
very  little  indeed. 

3344.  Chairman : Are  these  figures 
based  on  a larger  sample  than  the  figures 

given  on  page  614? Yes,  the  sample 

now  consists  of  1,266  dentists  whose 
accounts  ended  in  a particular  quarter— 
between  the  31st  December,  1955.  and 
5th  April,  1956. 

3345.  I think  there  were  only  about 

700  in  the  earlier  sample. There  were 

a further  800  dentists  who  were  not  used 
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there  is  a double  reason  for  setting  on 
one  side  or  considering  separately  the 
figures  for  the  under  35s  and  the  65s 
and  over,  but  they  do  amount  .to  about 
a third  of  the  total.  Another  third  are 
in  the  main  age  category,  35-54 — 20 
years  in  the  middle,  and  the  final  third 
are  in  the  ten  year  group  55  to  64.  So 
that  you  get  a very  odd  age  structure, 
a third  of  them  being  at  each  end,  a 
third  .in  the  main  20  years  of  the  work- 
ing life,  and  another  third  in  the  last 
ten  years  up  to  the  normal  age  of  retire- 
ment of  65.  If  you  look  at  the  figures 
I have  been  giving  you  in  the  two  groups 
— the  20  years  from  35  to  54  and  the  ten 
years  from  55  to  64 — you  get  a com- 
pletely different  picture  of  earnings.  In 
the  35  to  54  group  the  average  net 
income  is  just  over  £2,400.  In  the  55 
to  64  group  it  is  just  over  £1,300.  That 
is  a very  big  difference  and  I think  that 
is  a point  that . must  be  taken  into 
account  in  analysing  the  figures,  and  in 
particular  in  comparing  them  with  the 
figure  given  in  paragraph  101  of  £1.778, 
which  is  shown  there  to  be  the  figure 
used  as  a target  for  single-handed  practi- 
tioners, without  assistants,  in  setting  up 
the  ^ 1948  scales.  This  figure  was 
obtained  by  taking  the  Spens  £1,600 
figure  and  adding  a betterment  of  only 
20  per  cent,  and  then  taking  off  the  8 
per  cent,  superannuation.  To  the  extent 
that  that  £1,778  figure  is  a measuring 
rod  the  conclusion  is,  on  the  basis  of 
the  1955-56  figures,  that  the  dentists  in 
the  age  group  55-64  were  far  below  it, 
and  the  dentists  in  the  age  group  35-54 
were  quite  a good  deal  above  it.  And 
that  brings  me  to  what  were  the  hours 
worked?  We  do  not  know  until  you 
have  the  result  of  your  enquiry.  It 
seems  to  me  that  this  is  a thing  in  which 
the  overall  averages  are  peculiarly  diffi- 
cu!t  to  work  with  to  the  extent  it  means 
that  the  net  income  of  a single-handed 
dentist  is  £1.669. 

j353.  I think  you  said.  Professor 
Allen,  taking  the  two  separate  thirds— 
the  35-54  . and  the  55-64— that  the 
expense  ratio  is  not  very  different’ 

«tth^,35- to  54  il  is  48i  and  f°r  the 
55.  to  64  it  is  51  per  cent— earnings 
being  lower  the  expense  ratio  is  higher. 

,3J3S4-  And  this  Particular  comparison 
with  19o2-3  shows  that  the  increase  in 
net  earnings  is  fairly  general  but  is 
sharpest  of  all,  certainly  as  a percentage, 
in  the  oldest  age  group? It  is  £775 


for  the  oldest  age  group  which  is  not 
so  much. 

3355.  Yes.  it  was  about  £500  before 

was  it? 1 think  it  is  fairly  uniform] 

but  the  general  impression  I have  is  that 
the  increase  is  perhaps  larger  in  the 
middle  age  groups,  which  may  be  con- 
nected with  hours.  In  1952-3  hours 
were  known  to  be  lower  because  of  the 
charges ; they  are  now  known  to  be 
higher  but  there  is  no  measure. 

3356.  But  it  is  an  increase  of  about 

a third  compared  with  three  years 
before? In  the  average,  yes. 

3357.  And  during  that  time  the  only 
change  in  actual  remuneration  made  was 
-the  cancellation  of  the  10  per  cent 
reduction  in  gross  fees  imposed  in  May’ 

1950? Which  would,  other  things 

being  equal,  with  a 50  per  cent,  expense 
ratio,  increase  net  income  by  20  per  cent. 

Chairman'.  Yes,  unless  the  expenses 
had  correspondingly  gone  up. 

3358.  Professor  Jewkes : These  figures 
presumably  include  earnings  in  respect 

of  private  patients? Yes,  they  are 

Inland  Revenue  gross  earnings,  Inland 
Revenue  expenses,  and  therefore  a net 
income  figure  which  is  the  difference 
between  the  two. 

3359.  So  that  they  are  not  in  any  case 
comparable  with  the  figures  that  we  have 
in  the  Ministry  of  Health  Factual 
Memorandum  on  page  55  which  are 
simply  the  gross  earnings  under  the 

general  dental  services? Yes,  but  I 

think  they  are  consistent  with  those 
figures. 

3360.  The  movements  seem  to  be  very 

close  indeed,  do  they  not? Yes. 

Additional  earnings,  as  far  as  I can  esti- 
mate them  from  these  two  sets  of  figures, 
are  quite  small. 

3361.  It  is  consistent  with  the  figure 

of  8 per  cent,  which  is  often  quoted,  is 
it? Yes. 

3362.  Chairman:  Do  we  know,  Pro- 

fessor Allen,  whether  all  the  returns  of 
the  dentists  in  these  samples  are  of  those 
working  full-time? 1 do  not  know. 

3363.  There  was  for  instance  in  the 

McNair  Report  a reference  to  dentistry 
being  particularly  suitable  for  women, 
many  of  whom  worked  part-time  after 
marriage. We  do  have  some  informa- 

tion but  I have  not  been  able  to  analyse 
it  because  all  .these  figures  are  given  in 
categories  of  gross  professional  income. 
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Taking  the  England  and  Wales  figures 
there  were  807  single-handed  dentists 
without  assistants  altogether,  20  of  them 
returned  a gross  income  of  under  £500 
which  would  indicate,  since  it  was  an 
account  for  a full  year,  either  part-time 
working,  illness,  or  some  other  circum- 
stance of  that  kind.  I can  give  it  to  you 
by  age  too.  Of  those  twenty,  three  of 
them  were  55  to  64  and  seventeen  were 
65  and  over. 

3364.  Chairman : These  figures,  Mr. 
Balding,  indicate  that  there  is  a some- 
what constant  graph  of  earnings  of 
dentists  -by  age  group.  It  indicates  there 
has  been  a pretty  substantial  increase 
during  those  three  years  in  the  net 
earnings  of  dentists,  just  as  I think;  it 
is  clear  that  there  was  a pretty  sub- 
stantial fall  in  the  net  earnings  of  dentists 
between  the  boom  year  before  adjust- 
ments had  been  made  and  1952-53,  which 
was  rather  near  the  bottom  judged  bv 

the  gross  figures.  Is  that  correct? 

Mr.  Balding : Yes,  Sir.  The  two  points 
are,  -of  course,  one,  the  hours  of  work, 
and  the  other  the  restoration  of  the  10 
per  cent,  cut  which  should  increase  the 
net  income  by  20  per  cent. 

3365.  If  expenses  had  not  gone  up  at 

all? If  expenses  had  not  gone  up  as 

well. — Professor  Allen:  I think,  Sir,  it 
would  be  useful  to  underline  the 
influence  of  the  restoration  of  the  10 
per  cent.  cut.  The  1952-53  Inquiry  for 
single-handed  practitioners  only,  showed 
that  their  net  income  would  have  been 
£1,600  if  the  cut  had  not  been  there  and 
if  expenses  had  remained  the  same.  And 
that  figure  is  almost  exactly  the  same 
as  the  average  for  single-handed  practi- 
tioners in  1955-56,  the  10  per  cent, 
having  been  restored. 

3366.  Yes. So  that  the  difference 

between  1952-53  and  1955-56  for  single- 
handed  dentists — -both  Inland  Revenue 
inquiries — it  can  be  argued  would  be 
almost  entirely  a matter  of  the  restora- 
tion of  the  cut  of  10  per  cent.  However, 
there  are  -other  factors  at  work.  The 
dentists  meanwhile  have  aged  more  and 
the  age  distribution  will  be  different  and 
the  hours  worked  will  be  different,  so 
that  further  analysis  will  be  necessary. 
But  the  first  impression  one  gets  is  that 
for  single-handed  dentists  the  earnings 
in  1955-56  were  .almost  exactly  the  same 
as  they  were  in  1952-53  if  there  had  not 
been  a 10  per  cent.  cut. 


3367.  Sir  Hugh  Watson : But,  of 

course,  the  Inland  Revenue  figures  do 
not  tell  anything  about  hours  of  work? 
No. 

3368.  Professor  Jewkes : So  far  all 
these  statistics  have  been  related  to 

single-handed  dentists. The  others 

are  in  the  Inland  Revenue  returns,  but 
would  need  a good  deal  of  arithmetical 
work  to  combine  them  or  show  them 
up. 

3369.  Chairman : I think  we  will  stick 
to  the  single-handed  dentists  for  this 
purpose  because  we  have  not  got  the 
comparable  figures  at  an  earlier  date 
and  you  have  a much  smaller  sample. 

You  get  much  smaller  numbers  in 

the  sample  when  you  get  beyond  the 
majority  of  -the  dentists  who  are  single- 
handed  without  assistants.  That  was  the 
point  of  my  initial  remark — to  keep 
some  kind  of  comparability. 

3370.  Chairman:  I was  going  to  ask 
Mr.  Balding  about  the  numbers  on  the 
whole.  Would  dentists  tend  to  stop  being 
single-handed  later  on,  take  partners  or 
assistants  later  on  in  life?  He  would  not 
be  likely  to  have  an  assistant  before  the 
age  of  35  or  not  so  likely  as  he  would 

later  on — is  that  right? Mr.  Balding: 

1 do  not  think  there  is  any  particular 
pattern.  Dentists  either  are  individual 
and  feel  they  want  to  be  on  their  own 
probably  all  their  life  or,  if  they  are  the 
sort  of  person  who  feels  that  he  can 
combine  with  somebody  and  run  quite 
happily  in  double  harness,  then  he  will 
take  an  assistant  at  possibly  quite  an 
early  age ; and  after  a few  years  they 
will  become  partners.  Or  you  will  get 
two  youngish  individuals  joining  up  as 
partners,  joining  their  practices  together  ; 
but  I do  not  think  there  is  any  pattern. 
It  is  so  much  a matter  of  the  individual 
and  whether  he  wants  to  be  on  his  own 
or  whether  he  feels  that  he  can  run  in 
double  harness  with  somebody  else. 

3371.  Professor  Jewkes:  The  point  I 

was  trying  to  get  at  when  I mentioned 
this  matter  of  single-handed  practitioners 
was  that  the  figure  that  has  now  been 
given  to  us  for  the  existing  single-handed 
practitioner  was  £1,669 — I think.  Pro- 
fessor Allen?! Professor  Allen:  Yes. 

3372.  In  the  claim  the  Association 
made  to  the  Minister  in  1956,  the  figure 
for  1955-56  for  all  practitioners  is  £2,123. 
Now,  we  have  a chance  of  going  into 
detail  about  this  later,  but  it  does  suggest 
that  there  are  some  very  high  earnings 
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weight  for  the  increased  skill  of  the  age- 
ing practitioner,  a scheme  which  we  have 
not  at  the  moment.  It  is  not  an  easy 
matter  to  do  it.  It  has  fallen  to  my  lot 
to  try  to  devise  something  and,  although 
one  feels  that  one  is  nearing  some  solu- 
tion, there  are  still  holes  that  can  be 
picked  in  it. 

3387.  Chairman : That  brings  us  to  an 

important  point,  Mr.  Balding.  Is  there 
any  way  of  ensuring  that  the  dentist  who 
really  is  above  the  average  in  skill  within 
the  National  Health  Service  will  receive 
rather  more  than  the  one  who  is  below 
the  average  in  skill?  There  are  presum- 
ably considerable  differences  in  ability, 
and  in  a time  of  full  employment  that 
becomes  particularly  important,  does  it 
not?  For  instance,  as  Mr.  Thomas  is 
perhaps  suggesting,  can  the  weighting  of 
different  types  of  work  be  used  to  in- 
fluence that? Mr.  Balding:  Yes,  I 

think  it  could  be,  Sir  and,  as  I did  men- 
tion briefly  yesterday,  in  the  original  scale 
of  fees  there  was  in  fact  a skill  factor 
put  on  to  certain  items  in  the  scale, 
which  were  not  therefore  based  purely  on 
time.  I think  that  is  a possibility  that 
could  be  explored,  the  question  of 
weighting  certain  operations.  But  the 
difficulty  we  were  up  against  in  the  early 
days  when  we  tried  to  do  that  was  that 
there  was  this  insistence  that  something 
had  to  come  off  somewhere  else. 

3388.  Yes,  this  is  of  course  something 
which  we  would  not  attempt  to  cover  in 
our  report,  the  actual  weighting.  That 
would  have  to  be  something  that  would 
be  worked  out  between  the  profession 
and.  the  Ministry,  and  it  would  be  on  the 
basis  of  more  for  more  skill  and  less 
for  less  skill.  You  would  not  expect 

it  both  ways? No,  Sir,  but  you  are 

now  suggesting,  or  I think  the  under- 
lying suggestion  is  some  method  of 
grading  the  profession.  Is  that  what  you 
have  in  mind? 

3389.  I was  really  asking  you  whether 
there  ought  to  be  a method,  and  I was 
taking  up  Mr.  Thomas’s  point,  which 
ensured  by  some  means  that  the  more 
skilled  dentist,  which  includes  in  his  view 
the  older  and  more  experienced  dentist 
very  often,  should  be  able  to  earn  rather 

more? 1 think  it  is  fair  to  say,  Sir, 

we  have  not  yet  found  the  method  by 
which  that  can  be  done,  but  we  are  con- 
stantly looking  for  the  solution,  and  I 
would  say  discussing  it  with  the  Ministry 
in  various  ways.  It  is  easy  enough  to 


put  up  suggestions  that  would  appeal  to 
us  as  a profession,  but  they  do  not  always 
appeal  to  the  people  who  have  to  pay 
the  bill  for  the  suggestions  we  put  up. 
We  did  of  course  put  up  a suggestion 
quite  recently  to  the  Minister  on  the 
question  of  the  possible  retirement  of 
quite  a number  of  dentists  this  year  who 
are  entitled  to  draw  a pension,  when  the 
Health  Service  has  been  in  operation  ten 
years.  We  did  suggest  to  the  Minister 
that  as  an  immediate  sort  of  interim 
measure  there  should  be  a percentage  in- 
crease added  in  the  same  way  that  the 
ten  per  cent,  was  deducted  from  every- 
body. We  suggested  that  a fifteen  per 
cent,  increase  should  be  put  on  auto- 
matically to  the  fees  of  men  over  a 
certain  age  to  induce  them  to  remain  in 
practice  instead  of  retiring  at  the  end  of 
this  year  or  the  middle  of  this  year. 
That  was  just  I would  say  a suggestion 
we  put  forward  because  we  feel  that  the 
matter  may  be  urgent.  We  realise  that 
even  after  this  Commission  has  reported 
there  will  be  possibly  a year,  possibly 
two  years,  of  negotiation  on  the  scale 
of  fees,  and  this  problem  may  come  up 
very  seriously  if  a large  number— it  is 
estimated  at  something  between  1,000 
and  2,000 — retire  this  year.  It  may  upset 
the  whole  pattern  of  the  Health  Service 
even  as  far  as  it  is  now  as  regards  full 
employment  for  the  rest  of  the  profes- 
sion, so  we  did  put  that  suggestion  up 
to  the  Minister.  We  have  not  had  an 
official  reply  to  that. — Mr.  Swiss:  We 
also  had  in  mind  as  being  an  interim 
measure  until  we  reached  the  pattern  to 
which  you  referred  just  now,  the  younger 
practitioner  earning  more  and  being  able 
to  provide  for  his  own  old  age.  Our 
suggestion  about  the  elderly  practitioner 
had  nothing  to  do  with  merit  at  all ; it 
was  just  purely  on  age,  and  it  was  purely 
a suggestion  both  for  the  point  Mr. 
Balding  referred  to,  namely,  to  encour- 
age the  anticipated  number  who  will  be 
retiring,  to  carry  on,  and  also  as  a 
measure-  to  help  the  older  practitioner 
who  has  not  benefited  by  being  in  the 
Health  Service  as  a young  man. 

3390.  Sir  Hugh  Watson:  The  two 
points  that  were  mentioned  earlier ; he 
cannot  sell  the  goodwill  of  his  practice, 
and  he  cannot  put  up  his  fees — for  what 

there  may  be  in  these  two  points. 

Yes. — Mr.  Balding  : On  the  question  of 
selling  the  goodwill  of  his  practice,  you 
will  appreciate  that  a large  number  of 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  BRITISH  DENTAL  ASSOCIATION 


681 


men  who  are  reaching  retiring  age  now 
have  paid  a considerable  sum  of  money 
as  young  men  for  those  practices.  They 
bought  the  goodwill  before  the  Health 
Service  started  many  years  before  the 
war,  and  they  naturally  expected  when 
they  started  that  they  would  be  able  to 
sell  it.  But  they  will  not  be  able  to. 
So  they  feel  particularly  badly  about  this 
particular  matter,  that  they  have  put  this 
capital  into  the  practice  and  they  will 
never  get  it  out. 

3391.  Chairman : It  is  quite  true,  is  it 

not,  Mr.  Balding,  that  the  average  den- 
tist who  paid  his  goodwill  before  the  war 
has  in  fact  since  the  National  Health 
Service  earned  a great  deal  more  than 
he  earned  before  the  war  on  the  aver- 
age?  Yes,  he  has  shall  I say  had  a 

freer  public,  more  patients  coming  to 
him  undoubtedly.  He  has  worked  con- 
siderably harder  and  he  is  entitled  to 
earn  more,  but  that  still  does  not  alter 
the  fact  that  the  capital  he  put  in  he 
will  never  get  out. 

3392.  Professor  Jewkes : But  is  it  not 
true,  Mr.  Balding,  that  in  a way  the 
decline  in  the  value  of  this  capital  is 
due  to  the  fact  that  there  has  been  a 
big  increase  in  the  demand  for  dentists? 
So  much  so  that,,  any  dentist  can  set  up 
his  plate  and  probably  find  plenty  of 
work.  In  a sense  you  have  had  a 
quid  pro  quo  for  the  fall  in  the  capital 
value,  since  of  course  it  has  been  easier 
to  increase  your  week-to-week  and 

month-to-month  income. Yes,  but 

the  men  who  are  going  to  retire  within 
the  near  future,  although  their  incomes 
have  gone  up  because  they  have  had 
more  work  they  still  have  not  been  able 
to  do  the  amount  of  work,  because  of 
their  age,  that  the  younger  men  are  able 
to  do,  the  younger  men  who  have  come 
into  the  Health  Service  and  have  in  fact 
started  in  practice  since  the  Health  Ser- 
vice started.  They  have  never  had  the 
benefit  of  their  earnings  on  that  pattern 
when  it  comes  to  their  pension,  you  see. 
Their  pension  has  been  related  to  their 
final  years,  whereas  a young  man  coming 
in  on  this  pattern  of  earnings  will  have 
a pension  which  is  related  to  his  whole 
service. 

3393.  Chairman : It  is  perfectly  clear 
that  those  people  who  have  served  the 
whole  of  their  fife  in  the  National  Health 
Service  will  come  off  better  on  pension 
than  those  who  only  came  in  towards  the 
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end,  but  you  are  not  proposing  that  the 
Health  Service  should  cover  the  back 
years  of  dentists  before  the  Health  Service 

was  established,  are  you? No,  Sir.  I 

do  not  see  how  we  can  ask  for  that. 

3394.  Mr.  Gunlake : What  happened 
to  the  dentists  who  retired  on  age  grounds 
very  soon  after  the  Health  Service  came 
into  operation?  Was  the  value  of  their 
goodwill  destroyed  completely  as  soon 
as  the  Health  Service  came  in,  or  was 

there  a gradual  erosion? 1 think  it 

was  destroyed  very  rapidly. 

3395.  And  they  had  no  pension  at  all 

under  the  Health  Service  scheme? 

No. 

3396.  Mr.  Watson : Is  there  no  pro- 
vision for  him  to  receive  a payment  based 
on  his  three  years  previous  earnings? 

Not  unless  he  has  been  in  for  ten 

years. 

3397.  After  he  has  served  ten  years  in 
the  Health  Service,  what  would  be  a fair 
figure  as  an  average  to  show  what  a 

dentist  will  get  on  pension? Mr. 

Barry:  If  he  had  been  earning  £4,000  a 
year  gross  for  ten  years  he  would  then 
get  a pension  of  £300  a year,  a lump  sum 
of  £300  a year  and  a widow’s  pension  of 
£100  a year.  That  is  if  he  was  over  60. 

3398.  If  he  died  before  ten  years 

service  what  would  his  widow  get? 

One  year’s  net  income,  which  in  that  case 
would  be  round  about  a £2,000  lump 
sum. 

3399.  So  that  even  if  goodwill  has 
been  lost  there  is  a shield  under  the  Act 
to  make  some  recompense  in  the  form 

of  pension  and  grants? The  only 

point  is  that  these  superannuation  benefits 
are  obtained  by  contributions  made  by 
the  dentist,  because  the  net  income  level 
fixed  in  1948  had  deducted  from  it,  as  the 
Spens  Committee  recommended,  the 
employers’  superannuation  contribution. 
So  it  is  a form  of  compulsory  saving 
to  which  the  State  does  not  contribute  at 
all. 

3400.  Chairman:  Coming  back  to  this 
question  of  reward  for  merit  which  has 
some  relation  to  this,  it  has  been  put  to 
us  by  another  body  whom  we  have  not 
yet  heard  in  public  that  the  need  and 
effective  demand  for  dentures  tends  to 
increase  and  to  divert  dentists  from  con- 
servation work,  and  that  the  conservation 
work  is  really  one  of  the  more  skilled 
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jobs  that  ought  to  be  more  highly  re- 
munerative for  dentists.  Is  that  broadly 

true? Mr.  Swiss:  Figures  show  that 

the  trend  is  indeed  in  the  opposite  direc- 
tion, that  on  the  one  hand  with  the 
appreciation  by  the  public  of  the  care  of 
the  teeth  the  figures  for  the  number  of 
conservative  treatments  are  steadily  rising 
and  the  number  of  treatments  for  the  pro- 
vision of  artificial  dentures  is  slowly 
declining.  We  consider  that  that  is  a 
pattern  that  will  continue  and  as  more 
care  and  more  education  is  given  there 
will  be  even  greater  emphasis  on  con- 
servative treatment  than  on  the  other  side 
of  dentistry.  And  the  profession  them- 
selves are  doing  everything  to  encourage 
that. — Mr.  Balding:  I have  just  been 
looking  at  some  figures  from  the  report 
of  the  Ministry  of  Health,  31st  Decem- 
ber, 1956,  which  I think  is  the  latest  one 
that  is  available.  In  the  general  dental 
services  the  courses  of  treatment  for 
which  payment  was  claimed  in  1953  were 
64  million ; the  courses  of  treatment 
requiring  prior  approval  of  the  Board  were 
14  million.  Now,  Sir,  this  is  only  to  give 
you  a very  rough  figure  because  all 
dentures  require  prior  approval ; so  that 
the  figure  then  in  1953  was  61  million  to 
14  million.  In  1956  the  total  number 
of  courses  for  which  payment  was 
claimed  had  risen  to  84  million  of  which 
1-7  million  were  for  dentures.  So  that 
the  proportion  which  required  approval, 
which  largely  means  dentures,  had  gone 
down  in  proportion  to  the  total  number 
of  courses.  That  is  a very  rough  answer 
taken  from  those  Ministry  figures,  but  I 
think  it  is  a fair  statement  as  regards 
the  trend  of  dentistry  in  the  Health 
Service. — Mr.  Swiss : I think  Mr.  Balding 
is  being  more  than  fair  because  in  the 
number  that  required  prior  approval, 
although  the  denture  item  is  the  largest 
item,  there  are  all  the  questions  of  ortho- 
dontic treatment,  and  there  are  all  the 
questions  of  more  elaborate  conservative 
treatment.  So  that,  although  those  pro- 
portions are  there  and  show  the  trend, 
they  might  be  even  more  when  actual 
figures  are  found,  probably  when  the 
Dental  Estimates  Board  give  their 
evidence. 

3401.  Would  you  say,  Mr.  Balding, 
that  there  are  some  dentists  who  would 
not  be  quite  good  enough  to  do  some 
conservative  work  but  would  be  able  to 
do  the  dentures  and  the  extractions?  Is 
there  a degree  of  skill  and  merit  there. 


or  not? Mr.  Thomas:  Trying  to 

answer  that,  Sir  Harry,  I would  say  that 
there  would  be  a very  very  small  num- 
ber now.  That  might  have  been  true  at 
the  beginning  of  the  Health  Service,  but 
now  there  will  be  a very  small  number, 
and  I would  say  after  this  year  the 
number  would  be  almost  nil.— Mr. 
Hindle:  What  I would  like  to  suggest— 
you  might  have  some  other  ideas — is  that 
there  is  no  less  skill  required  from  the 
dentist  who  provides  dentures  than  from 
the  dentist  who  is  doing  conservative 
work.  The  amount  of  skill  required  for 
the  provision  of  dentures  is  certainly 
comparatively  as  high  as  that  of  con- 
servative work. 

3402.  Sir  Hugh  Watson : Can  you  tell 
us,  Mr.  Balding,  or  perhaps  Mr. 
Buchanan,  why  the  remuneration  of 
dentists  in  Scotland  is  so  much  lower 

than  in  England? Mr.  Balding:  If 

you  look  at  the  table  in  the  Ministry 
factual  memorandum  on  page  55  you 
will  find  that  in  the  first  figure,  1949-50, 
the  gross  income  in  Scotland  was  higher 
than  it  was  in  England.  In  1950-51  it 
was  higher.  It  was  only  in  1951-52  and 
in  1952-53,  when  the  awful  impact  of  the 
charges  had  really  sunk  into  the  Scottish 
nation,  that  the  fees  became  lower  in 
Scotland  than  in  England,  but  I have 
no  explanation  to  offer. 

3403.  Mr.  McIntosh:  May  it  not  be 
true  that  practically  all  the  Scottish 
dentists  came  straight  into  the  National 
Health  Service,  whereas  there  was  a 

delay  factor  in  England? Yes,  I think 

that  might  be  true.  In  answer  to  a 
■previous  enquiry  you  were  making  about 
the  number  of  dentists  who  came  in,  I 
have  had  a chance  to  look  up  the 
Ministry  of  Health  report  for  31st  March, 
1949,  which  relates  to  the  period  iat  the 
beginning  of  the  Health  Service.  The 
report  says  that  on  10th  luly,  1948,  there 
were  5,386  dentists  out  of  an  estimated 
total  of  10,000  who  were  in  the  Health 
Service ; that  is  within  a week  of  the 
start  of  the  service,  according  to  these 
figures,  half  the  profession  was  actually 
in.  By  the  end  of  July  there  were  6,000  ; 
at  the  end  of  August  there  were  7,000  ; at 
the  end  of  October  8,000;  and  by  the 
end  of  January,  1949,  there  were  9,000 ; 
so  that  it  went  up  almost  1,000  a month. 
Then  it  goes  on  to  say  that  the  popularity 
of  the  new  service  soon  became  evident. 
It  had  been  expected  that  the  demand 
for  dental  treatment  under  the  service 
would  run  at  the  rate  of  4 million  cases 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  BRITISH  DENTAL  ASSOCIATION 


683 


per  year,  but  in  fact  the  demand  in  the 
period  under  review  was  at  the  rate  of 
7 million  cases  per  year,  and  there  was 
a peak  demand  during  that  time  running 
at  the  rate  of  84-  million  cases  per  year ; 
that  I think,  Sir,  is  the  bulge.  There  is 
no  question  about  that,  the  demand  from 
the  public  was  double  what  the  Ministry 
had  anticipated. 

3404.  Sir  Hugh  Watson:  It  has  been 
suggested  to  us  on  another  occasion  that 
the  question  of  dilution  was  troubling 
your  profession,  the  question  of  dilution 
or  the  employment  of  ancillaries.  Is  that 

causing  you  anxiety? The  Dentists 

Acts  have  gone  through ; they  are  now 
law,  providing  for  an  experiment  in  the 
training  of  ancillary  workers.  We  can  but 
await  the  outcome  of  that  experiment. 

3405.  It  was  put  to  us  on  another 
occasion  that  probably  the  biggest  fear 
of  the  profession  is  that  insecurity  is 
being  created  by  the  fact  of  dilution. 
You  do  not  share  that  fear?— — No  Sir, 
it  is  not  the  biggest  fear  of  the  pro- 
fession at  all.  Insecurity  yes,  but  not 
arising  from  that ; arising  from  the 
matters  we  were  discussing  yesterday. 

3406.  Not  from  this  specific  point? 

Not  from  that.  The  profession,  Sir, 

has  almost  at  the  moment  forgotten  that 
the  Dentists  Act  has  gone  through.  The 
experiment  has  not  started  yet,  and  I 
could  not  possibly  say  that  dentists  are 
kept  awake  at  night  by  the  thought  of 
the  experiment. 

3407.  There  was  another  matter  raised 
on  that  occasion  which  puzzled  the 
Commission  a little.  It  was  alleged,  as 
indeed  we  know,  that  the  profession  had 
a very  unfair  Press  and  a very  unsatis- 
factory Press.  Did  the  profession  ever 
take  any  steps  to  counter  the  articles  and 
so  on  that  appeared  by  correcting  in  the 
Press  the  false  impression  formed  in  the 

mind  of  the  public? We  are  getting 

on  to  a very  tricky  subject. 

3408.  Do  not  pursue  it  if  you  do  not 

want  to  ; I do  not  mind. 1 would  only 

say  the  answer  is  yes  we  did  put  out 
various  facts  from  a different  angle  of 
course,  presenting  true  facts  as  we  saw 
them,  but  they  did  not  always  receive 
the  publicity  that  various  other  facts — 
which  were  not  altogether  always  facts 
—received.  But  it  was  beyond  our 

- control. 

3409.  You  have  no  information,  have 

you  Mr.  Balding,  about  the  volume  of 
private  practice  of  dentists? Mr. 


Marshall:  From  our  inquiry  in  1952-53 
it  was  then  shown  that  approximately 
8 per  cent,  of  the  total  volume  of 
dentists’  work  was  attributable  to  private 
practice.  What  the  percentage  is  now  of 
course  we  cannot  tell,  but  it  may  be 
revealed  by  your  inquiries. 


3410.  Professor  Jewkes:  It  will 

apparently  be  revealed  by  the  recent 

expense  ratio  inquiry,  will  it  not? 

Professor  Allen : Yes,  I would  think  so 
in  part. 


3411.  Since  the  results  of  the  expense 
ratio  inquiry  include  private  practice, 
and  since  we  know  what  the  dentists  were 
paid  from  the  public  purse,  it  should 
be  the  difference  between  the  two.— Mr. 
Thomas:  I think  that  is  true.  Professor 
Jewkes,  but  speaking  as  a practitioner 
who  had  a large  private  practice  prior 
to  the  inception  of  the  Health  Service, 
private  practice  has  virtually  ceased  to 
exist. 


3412.  I had  been  thinking  of  this  in 
connection  with  the  problem  of  the  older 
dentist,  but  the  point  I think  you  made, 
or  Mr  Buchanan  made,  was  that  the 
older  dentists  do  less  work  but  in  some 
ways  their  work  is  of  a higher  quality. 

I would  have  thought  this  might  have 
provided  one  outlet  for  the  older  dentist 
in  that,  providing  higher  quality  service, 
people  might  be  more  attracted  towards 
him  for  the  purpose  of  private  practice. 
Does  nothing  of  that  kind  occur  . 

Of  course  the  attitude  of  puhhc  ts- 
“ I pay  so  much  a year  and  I do  not  see 
why  you  should  not  treat  me  under  the 
Health  Service”,  and  it  is  very  very 
difficult  to  say  otherwise  than  yes  toa 
patient  who  has  been  your  patient  tor 
the  past  forty  years. 

3413.  Chairman:  Is  it  not  sometimes 
difficult  for  the  patient  who  has  been  your 
patient  for  the  past  forty  years to  come 
to  you  and  say—  I would  like  to  he 
treated  under  the  National  Health  Ser- 

vice”? 1 should  ‘like  to  think  it  was 

difficult,  but  I have  not  found  in  practice 
that  it  is  so. 

3414.  But  when  you  treat  a private 

patient,  even  the  few  who  are  left,  there 
is  an  element  of  time  payment  as  well  as 
item  of  service  payment  as  a rule,  is 
there? Yes. 

3415.  That  is  one  way  in  which  the 
slower,  older  and  more  experienced  per- 
son can  cover  himself  in  comparison  with 
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the  younger,  more  rapid  one,  if  there  is 
a time  element? It  could  be  so.  Sir. 

3416.  In  general,  for  the  general  dental 
services  under  the  National  Health  Ser- 
vice you  do  not  want  a time  element 
introduced,  Mr.  Balding,  do  you?  You 

prefer  the  item  of  service  method? 

Mr.  Balding:  Yes,  but  that  is  based  on 
time.  Sir. 

3417.  But  it  is  an  item  of  service  that 
does  not  vary  according  to  whether  the 
man  who  is  thirty  can  do  twice  as  much 
as  the  man  who  is  sixty.  But  you  are 
not  suggesting  any  variation ; you  want 
an  item  of  service  payment  throughout? 
1 think  so. 

3418.  Sir  Hugh  Watson : I was  going 
to  ask  about  the  remuneration  of  the  hos- 
pital dentist.  Up  to  now  that  has  been 
a matter  of  direct  consultation  with  the 

Ministry? Are  you  referring  to  the 

general  practitioner  dentist  in  the 
hospital? 

3419.  No,  I am  referring  to  the  people 
you  deal  with  in  your  paragraph  111. 
They  are  hospital  dental  consultants — I 
misdescribed  them.  It  is  all  under  the 
general  heading  of  Part  VIH.  There  are 
other  grades ; they  are  not  all  consul- 
tants of  course.  These  are  the  people  I 
am  referring  to.  You  suggest  they 
should  come  under  the  Whitley  Council? 

Yes,  Sir,  that  is  at  their  wish.  They 

are  at  the  moment  taking  part  in  the 
consultations  with  the  Joint  Committee 
of  Specialists,  and  I do  not  think  yet  they 
have  actually  been  taken  into  the  Whit- 
ley Council  but  they  are  trying  to  get  into 
the  Whitley  Council.  It  is  not  our  sugges- 
tion ; it  is  what  they  are  actually  trying  to 
do.  They  are  actually  trying  to  do  that, 
and  it  is  a matter  of  discussion  between 
the  management  side  and  the  consultants 
as  to  whether  they  are  going  into,  the 
Whitley  Council  or  not. 

3420.  Chairman : But  that  is  separate 
from  the  ordinary  dentist.  The  general 
dental  surgeon  who  deals  with  an  ordin- 
ary medical  or  surgical  case,  including  I 
think  you  mentioned  also  the  accident 
case — he  is  just  in  the  ordinary  way  of 
3.  dental  practitioner  who  visits  the  hos- 
pital for  that  purpose? That  is  in 

Section  II,  paragraph  114.  He  of  course 
has  nothing  whatsoever  to  do  with  the 
Joint  Consultants  body  or  with 
the  Whitley  Council.  We  do  his  nego- 
tiations for  him;  the  Whitley  Council 
or  the  Joint  Consultants  body  do  the 


first  category.  This  second  particular 
category  is  one  that  we  feel  has  been 
treated  perhaps  more  harshly  than  any 
category  of  dental  surgeon  under  the 
Health  Service  inasmuch  as  he  is  still 
offered  this  rate  of  £150  per  annum  for 
weekly  sessions.  He  has  just  received 
an  increase  of  £7  10s.  under  the  interim 
award  but,  as  we  point  out  in  this  memo- 
randum, Sir,  he  is  offered  £150  per 
annum  for  every  session  of  hours, 
which  works  out  at  something  under  £1 
an  hour.  At  the  same  time  of  course 
this  is  a part-time  post,  and  his  overhead 
expenses  are  just  running  on  at  his  own 
practice.  His  staff  is  .there,  everything  is 
there,  and  he  just  goes  away  for  three 
hours  to  a hospital  and  receives  this 
£150  a year. 

3421.  You  say  it  is  under  £1  an  hour. 
That  is  on  the  basis  of  a 46  week  year, 
because  I notice  that  some  other  calcula- 
tions were  made  on  the  basis  of  having 
a six  weeks’  holiday?— — Mr.  Thomas : 
For  a . time,  Mr.  Chairman,  I was  en- 
gaged in  that  service,  and  it  was  a ques- 
tion of  a session  every  week. 

3422.  Fifty-two  weeks  a year? Mr. 

Cocker : A holiday  period  is  allowed  ; 
forty-six  weeks  is  the  time. 

3423.  It  is  in  fact  a six  weeks’  holiday 

allowance? -1  do  not  think  they  ail 

take  advantage  of  it. 

3425.  Why  do  they  go  in  for  this  ser- 
vice if  it  is  so  unsatisfactory?— Mr.  Bald- 
ing: I think  it  is  fair  to  say  a good 
percentage  of  them  were  in  it  before  the 
Health  Service  started.  In  the  old  days 
before  the  State  took  over  the  hospitals 
of  course  they  took  appointment  as  an 
honorary,  and  those  appointments  were 
very  sought  after.  It  was  considered  a 
great  honour  to  get  an  .appointment  to 
a hospital  as  an  honorary  dental  surgeon. 
Then  in  due  course  after  you  had  been 
there  a good  many  years  higher  appoint- 
ments became  vacant ; they  again  were 
honorary,  and  it  led  up  possibly  to  your 
becoming  a consultant  on  hospital  work, 
jaw  work  for  example,  and  that  is  how 
the  consultant  service  in  the  old  days  was 
built  up.  Under  the  National  Health  Ser- 
vice there  is  no  connection  whatsoever 
between  the  general  dental  surgeon  and 
the  surgical  specialist,  and  you  can  re- 
main a general  dental  surgeon  after  forty 
years  on  that  hospital  staff.  When  the 
Health  Service  started.  Sir,  that  was  the 
position,  and  there  were  men  all  over 
the  country  who  took  great  pride  in  the 
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fact  that  they  did  a session  or  two  sessions 
a week  at  their  local  hospital,  but  the 
position  now  is  quite  changed.  When, 
however,  they  have  done  it  for  perhaps 
twenty  years  they  just  do  not  want  to 
give  it  up ; they  keep  it  on.  But  that 
does  not  alter  the  fact.  Sir,  that  although 
they  still  do  it  because  they  have  always 
wanted  to  do  it  and  they  do  not  like  to 
sever  it,  that  they  are  getting  grossly 
under-paid. 

3425.  But  there  has  been  an  increase 
in  the  amount  done,  has  there  not,  or  has 

this  fallen  off? 1 do  not  know,  Sir. 

Quite  frankly  I cannot  answer  that.  You 
mean  have  there  been  more  people 
appointed? 

3426.  I thought  there  was  more 
general  dental  work  going  on.  in  ordinary 

hospitals  than  there  used  to  be. Mr. 

Cocker:  The  general  dental  surgeons 
who  are  in  hospital  today  number  less 
than  they  dad.  The  man  who  is  estab- 
lished there  sticks,  he  has  a loyalty  to  the 
place.  When  you  seek  to  replace  him  by 
a younger  man  when  there  is  a vacancy 
the  young  men  do  not  want  it ; they  just 
cannot  afford  it.  That  is  the  answer  you 
get.  I have  spoken  to  many  young  men 
time  and  time  again  when  we  have  had 
vacancies  to  fill,  and  that  has  generally 
been  the  reply  I have  got.  There  are  a 
few  who  come  in  of  course.  At  that 
time  they  have  got  to  get  on  with  making 
their  career  for  their  later  lives  if  they 
are  ever  going  to  make  them. 

3427.  Is  this  ithe  part  of  the  service 
that  could  use  the  older  dentist  who  may 
find  difficulty  in  earning  as  much  as  that 
in  practice,  compared  with  the  younger 
dentist  who  will  find  it  easy  to  earn  a 

great  deal  more? Mr.  Balding : I 

think  that  is  a possibility,  Sir,  yes.  I do 
not  think  we  have  ever  looked  at  it  in 
that  light,  but  if  this  was  made  suffi- 
ciently attractive.  . . . 

3428.  But  I gather  it  is  considerably 
more  attractive,  from  the  figures  Profes- 
sor Allen,  gave  us,  than  being  a dentist 
in  general  practice  over  the  age  of  55? 

Yes,  Sir,  except  .that  the  point  here 

is  that  the  overhead  expenses  and  so  on 
in  a man’s  practice  are  still  going  on,  and 
he  is  just  getting  this  sessional  rate.  It 
becomes  a question  of  whether  he  thinks 
he  could  earn  more  in  his  own  surgery  or 
whether  the  sessional  rate  is  such  that  he 
will  earn  more  if  he  goes  to  the  hospital 
to  do  the  work. 


3429.  Is  there  a bit  of  a parallel  with 
'the  school  dental  service?  Is  tha..t  also 

on  a sessional  rate? Some  of  it,  Sir, 

but  that  is  rather  a different  story  I think. 

I .think  it  would  be  unfortunate  if  the 
school  dental  service  had  to  recruit  its 
members  entirely  from  elderly  practi- 
tioners. There  are  certain  things  in  treat- 
ing children  that  some  elderly  men  will 
like,  especially  if  they  have  done  it  all 
their  lives,  but  for  a man  who  has  not 
been  very  keen  shall  we  say  to  treat 
children  in  'his  own  practice  it  would  be 
disastrous  if  he  were  suddenly  introduced 
into  the  school  dental  service  at  perhaps 
•the  age  of  55-60  just  to  give  him  a 
living.  I think  the  effect  on  the 

children  would  be  rather  disastrous.  A 
man  either  likes  treating  children  or  he 
does  not,.  Sir,  and  I do  not  think  you  can 
get  away  from  that 

3430.  You  say  the  number  of  full-time 
general  dental  surgeons  is  very  small? 
—Yes. 

3431.  How  small? About  seven 

men. 

3432.  Sir  Hugh  Watson : Mr.  Balding, 

in  order  to  determine  'the  future  level  of 
remuneration  you  suggest  compulsory 
arbitration.  I do  not  know  if  you  know 
that  various  bodies  who  have  given  evi- 
dence to  this  Commission  have  suggested 
various  other  methods.  As  far  as  I can 
remember  no-one  else  has  suggested 
compulsory  arbitration.  You  know  what 
the  set-up  of  the  Coleraine  Committee 
is? Yes,  I have  an  idea. 

3433.  The  Coleraine  Committee  is 
purely  advisory,  its  functions  are  purely 
advisory.  Would  you  think  that  such  a 
body  would  not  be  appropriate  for  this 

purpose? 1 would  not  like.  Sir,  to 

give  a specific  answer  on  .that.  I (think 
I am  right  in  saying  the  British  Medical 
Association  published  their  ideas  on  this 
particular  term  of  your  remit  in  the  last 
British  Medical  Journal. 

3434.  T have  not  seen  that. 1 have 

here  a memorandum  that  was  sent  to 
you,  Sir,  last  week.  We  saw  it  on  Mon- 
day, so  that  I would  not  like  to  comment 
on  it  from  our  angle  as  .to  whether  that 
particular  thing  would-  suit  us.  When 
we  were  arriving  at  this  paragraph  here 
we  did  consider  the  Coleraine  Commit- 
tee’s functions,  but  we  felt  that  in  our 
particular  case  arbitration  was  probably 
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a better  solution  to  it.  I would  say  that 
if  we  have  any  second  .thoughts  after 
having  gone  into-  .the  B.M.A.  suggestions 
and  if  we  feel  that  they  would  be 
applicable  to  the  dental  profession  and 
that  they  would  be  better,  we  will 
undoubtedly,  when  we  come  back  as  I 
imagine  we  shall  have  to  later  Sir,  let 
you  know  about  it.  But  at  the  moment, 
Sir,  we  would  be  reasonably  happy  with 
a system  of  arbitration  such  as  this,  a 
special  arbitration  tribunal.  We  are  not 
suggesting  that  this  should  be  dealt  with 
by  >the  Industrial  Tribunal ; it  has 
obviously  got  to  be  somebody  who 
knows  something  about  not  only  Health 
Service  matters  but  in  particular  about 
dentistry. 

3435.  Chairman : Suppose  we  arrived 
at  a recommendation  as  to  what  the 
proper  levels  of  remuneration  should  be 
within  the  profession  and  then  there  is 
a system  devised  to  produce  that  but 
which  in  fact  does  not  produce  it  but 
produces  something  quite  different.  Such 
a thing  can  easily  happen  on  these  very 
complicated  questions  of  timings,  items 
of  service  and  changes  in  the  kind  of 
machinery  available — it  can  happen 
either  way.  Are  you  wanting  arbitration 
to  be  used  to  come  to  the  figure  that 
has  been  intended,  or  are  you  wanting 
arbitration  on  changes,  for  instance  in 
the  value  of  the  pound  or  on  remunera- 
tion of  other  people,  to  decide  what  the 
appropriate  level  should  then  become,  or 

both? 1 think  it  might  be  either,  Sir. 

The  thought  behind  this  is  the  funda- 
mental thought  that  I think  is  in  the 
dental  mind,  the  question  of  insecurity ; 
that  up  till  now  we  have  been  entirely 
at  the  mercy  of  the  Minister  who  can 
change  our  remuneration  overnight.  We 
have  no  appeal  to  any  independent 
party.  That  is  really  why  we  feel  we 
must  have  an  independent  person, 
acceptable  both  to  the  Minister  and  to 
the  profession,  to  whom  an  appeal  can 
be  made.  It  is  this  business  of  the 
Minister  being  able,  literally  overnight, 
to  alter  things,  and  not  only  to  alter 
things  drastically,  Fut  really  in  some 
cases  to  undermine  or  take  away  a 
tremendous  amount  of  work  that  a man 
has  put  in.  I am  thinking  that  in  the 
early  days  of  the  Health  Service,  in 
order  to  meet  this  demand,  dentists  did 
expand  their  premises  ; they  put  in  extra 
surgeries,  put  in  extra  workshops,  laid 
out  a tremendous  amount  of  capital. 
And  overnight  that  Was  just  cut  away ; 


they  'had  to  cut  down  their  staffs  and 
they  had  all  this  useless  capital  expendi- 
ture on  their  hands.  That  is  the  sort 
of  thing  that  has  made  the  profession 
so  dissatisfied,  and  the  sooner  the  final 
word  does  not  rest  with  the  Minister  of 
Health  who  is  subject  to  political  and 
parliamentary  pressure  and  everything 
else,  the  better  we  shall  be  pleased. 

3436.  But  there  really  are  two  quite 
different  questions,  are  there  not?  There 
is  -the  establishment  of  a proper  level  of 
remuneration,  whatever  that  may  be,  and 
there  is  the  devising  of  a method  to 
achieve  that  level  through  items  of 
service  in  most  cases.  And  that  method 
may  go  wrong,  in  either  direction.  Are 
you  wanting  arbitration  for  both? — - 
I think  so,  Sir.  I think  that  the  arbitra- 
tion machinery  would  be  Used  whenever 
there  was  some  quite  impossible  dead 
stone-wall  dispute  between  ourselves  and 
the  Department  or  the  Minister.  It  might 
very  well  be  a question  of  Whether  the 
particular  scale  of  fees  -is  or  is  not  in 
fact  producing  this  result  or  that  result, 
or  whether  it  is  due  to  other  circum- 
stances such  as  the  bulge  or  the  cuts. 
We  want  somebody  .to  settle  our 
differences  with  the  Minister,  somebody 
to  whom  we  can  appeal,  somebody  we 
know  is  impartial  and  is  going  to  give 
us  a fair  judgment  on  it.  But  at  the 
moment  if  ever  a dispute  like  this  arises, 
as  it  has  in  fact  arisen,  the  Minister  says 
— “ This  is  producing  this  result ; I am 
going  to  do  so-and-so”,  and  there  is 
nothing  we  can  do  about  it. 

3437.  One  of  the  most  important 
things  to  do  is  to  have  as  many  facts 
as  possible  available  so  that  at  least 
you  are  arguing  about  the  same  thing. 
True. 

3438.  Is  there  anything  more  that  can 
be  done  to  make  sure  the  facts  are  up 
to  date?  We  have  just  got  the  results  of 
this  1955-56  inquiry  in  the  middle  of 
1958,  and  I would  not  think  anything 
could  be  very  much  quicker  than  that 
on  that  subject.  Is  there  any  other  way 
of  being  quite  sure  what  the  facts  are? 

-No,  Sir,  as  far  as  we  are  concerned 

we  have  never  been  afraid  to  face  the 
facts,  but  what  has  happened,  as  I did 
explain  yesterday,  is  that  in  the  past 
while  we  have  agreed  to  help  to  find 
those  facts  something  has  happened  in 
between  right  in  the  middle  of  those 
negotiations.  The  Minister  has  said— 
“ I am  going  to  act  now,  I cannot  wait 
to  get  those  facts  ”.  That  is  where  the 
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arbitration,  machine  might  be  used  quite 
well,  to  stop  these  sudden  cuts  in  the 
middle  of  a fact-finding  investigation, 
such  as  with  the  Penman  Report ; and 
when  the  Penman  Report  is  produced 
and  the  Minister  has  the  facts,  without 
waiting  for  the  negotiations,  he  cuts 
again.  We  have  never  been  afraid  of 
facts  ; we  have  always  offered  to  co- 
operate with  the  Minister  in  finding 
facts,  'but  we  have  twice  had  these  cuts 
produced  in  the  middle  of  negotiations, 
Sir,  and  that  is  why  we  feel  this  arbitra- 
tion machine  is  the  thing.  As  regards 
the  Inland  Revenue  inquiry,  I think  we 
have  now  come  to  an  agreement  with 
them  to  produce  some  inquiry  every 
year  based  on  25  per  cent,  of  the  sample 
in  the  four-yearly  inquiry. 

5439.  Inevitably  that  is  bound  to  be 
rather  late  in  producing  any  actual 
figures.  You  cannot  have  them  within 
a year  of  the  time  the  expenses  were 

incurred. No,  they  will  always  be 

behind,  of  course. 

3440.  Mr.  Watson : I wonder  if  the 

Association  has  thought  out  this  question 
of  arbitration.  Assume  the  value  of 
money  rises  10  per  cent,  in  the  next  five 
years.  The  Minister  then  comes  to  the 
Association  and  says  that  means  a 10 
per  cent,  reduction  in  these  items  of 
service  ; would  the  Association  then  pro- 
ceed to  arbitration? 1 should  think 

it  might  be  the  Minister  who  might  have 
to  go  to  arbitration. 

3441.  That  is  what  I am  saying;  it 
takes  two  to  go  to  arbitration.  Has 
the  Association  thought  it  out  that  there 
could  also  be  not  a difference  between 
you  but  a difference  in  ideas  as  to  what 
the  items  of  service  should  be  and  the 

cost? If  I am  following  you  as  to 

what  the  items  of  service  would  be,  it 
would  hardly  be  appropriate  if  the 
Minister  said,  for  instance,  “I  propose 
to  take  dentures  out  of  the  Health 
Service” — that  is  a political  decision,  it 
is . not  a matter  for  arbitration.  It  is  a 
question  of  Government  policy  if  he  is 
going  to  do  that.  Even  though  we  had 
arbitration  machinery  we  should,  of 
course,  not  use  it  if  the  Minister  decided 
as  a matter  of  politics  to  put  the  charges 
up  or  cut  the  charges  down  ; that  is.  a 
political  issue  which  we  are  still  subject 
to,  and  the  political  issue  is  an  uncer- 
tainty which  we  as  a profession  will 
always  have  to  face  in  this  Health  Ser- 
vice. But  on  financial  matters — if  the 
cost  of  living,  goes  down  very  markedly 


— then  I would  agree  with  you,  Sir,  we 
cannot  have  it  both  ways;  we  should 
have  to  be  prepared  for  the  Minister  to 
go  to  arbitration.  We  cannot  ask  just 
to  have  arbitration  machinery  when  it 
suits  us. 

3442.  Chairman : Are  you  suggesting 

that  the  decision  of  the  arbitrator  should 
be  binding? 1 think  so,  Sir. 

3443.  It  is  a compulsory  arbitration, 
with  compulsory  binding  results  over  a 
very  broad  and  quite  undefined  front, 

is  it? Yes,  Sir.  This  is  a general 

picture  I have  put  before  you,  the  general 
picture  that  is  in  our  minds  of  what  we 
want,  to  avoid  the  happenings  of  the 
past.  But  we  have  not  laid  down  here 
exactly  the  terms  of  remit  and  just  how 
wide  the  scope  of  the  arbitration 
machinery  should  be.  That  I think  would 
clearly  be  a matter  for  discussion  if  it 
ever  got  to  the  stage  of  an  arbitration 
machine  being  set  up ; this  is  the  broad 
picture  of  the  arbitration  machine  we  see. 
After  examining  the  British  Medical 
Association’s  suggestions,  if  we  have  any 
second  thoughts  on  it.  Sir,  then,  as  I 
assume  that  we  shall  possibly  have  to 
have  another  meeting  with  you  when 
your  questionnaire  results  and  so  on  are 
out,  if  we  have  any  comments  we  wish 
to  make  on  that  we  could  do  so. 

3444.  I think  that  is  certain. And 

we  have  promised  to  let  you  have  some 
comments  on  the  first  recommendations 
of  Spens. 

3445.  You  have  excluded  from  the 
scope  of  this  arbitration  suggestion  for 
instance  whether  the  Government  should 
increase  charges  for  dentures  or  reduce 
charges  for  dentures.  You  include 
within  the  scope  of  arbitration  the  effects 

on  you,  is  that  right? 1 do  not  see 

what  Government  would  ever  put  its 
political  plans  to  arbitration  ; I only  wish 
they  would  sometimes. 

3446.  I am  only  trying  to  get  at  what 
you  are  suggesting. — -We  are  not  sug- 
gesting that  these  political  matters  can 
go  to  arbitration. 

3447.  This  particular  paragraph  about 

arbitration  does  not,  naturally,  go  into 
very  great  detail.  I would  still  like  to 
see  how  some  of  it  is  going  to  work. 
You  are  suggesting  really  that  in  ques- 
tions of  remuneration  the  profession 
should  be  bound  by  the  decision  of  a 
third  party  on  what  it  should  do  in 
general  and  in  detail? Yes,  we  do 
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say  here  in  paragraph  130 — “ . . . arbi- 
tration machinery  to  which  the  pro- 
fession may  resort  as  of  right  in 
the  event  of  a breakdown  in  nego- 
tiations on  terms  and  conditions  of 
service  . . That  is  a broad 
picture  of  what  we  are  suggesting.  Of 
course  at  the  moment  it  is  possible  for 
us  to  go  to  arbitration  if  the  Minister 
will  agree  to  it,  but  we  do  not  think  the 
machinery  is  altogether  suitable  even 
then,  Sir,  because  it  does  not  come  before 
an  arbitration  court  that  has  some  special 
knowledge  of  dental  problems,  Health 
Service  problems  and  things  like  that. 
But  we  do  feel  that  we  should  have  the 
right  to  arbitration  if  there  is  a break- 
down, and  that  it  should  not  be  depen- 
dent upon  the  other  side  saying — “Yes, 
all  right,  we  will  agree  to  your  going  to 
arbitration.” 

3448.  Arbitration  would  have  to  be  on 
some  sort  of  definition  of  the  point  being 
arbitrated,  would  it  not?  That  would 
presumably  have  to  be  an  agreed  one? 
Yes.  You  mean  the  point  of  dis- 
pute would  have  to  be  agreed? 

3449.  Yes. Yes,  I think  so. 

3450.  At  the  present  time  any  dentist 
in  Che  service  can  withdraw  from  the 
service  at  any  time  he  wishes,  can  he? 

Under  certain  circumstances,  Sir, 

yes.  He  cannot  just  walk  out  and  leave 
his  patients  in  the  air.  He  has  to  make 
arrangements  for  the  completion  of 
treatment,  and  he  of  course  has  to  give 
three  months’  notice. 

3451.  Sir  Hugh  Watson : You  know, 

Mr.  Balding,  there  is  no  other  form  of 
government  employment  where  people 
are  paid  salaries  or  remuneration  of  the 
level  here  in  question  where  matters  are 
settled  by  arbitration? 1 did  not. 

3452.  I am  told  that  is  so. 1 see, 

yes. 

3453.  You  ^are  going  to  consider  this 
matter  and  consider  the  B.M.A.  proposal 
which  . is  something  very  like  the 

Coleraine  Committee? As  far  as  we 

could  see  from  a quick  glance  it  was. 

3454.  Chairman : I do  not  think  we 
have  got  anything  more  we  want  to  say 
at  the  moment.  We  have  got  a general 
impression  of  your  'point  of  view,  Mr. 
Balding,  and  we  understand  in  particular 
the  conditions  affecting  the  dental  pro- 
fession relating  to  the  falling  off  on  the 
whole  in  latter  years.  I gather  that 
broadly  your  feeling  is  that  your  remu- 
neration for  normal  effort  in  times  of  full 


employment  ought  to  be  comparable  with 
that  in  -other  professions  of  similar  stand- 
ing, and  should  take  account  of  the 
recruitment  and  of  the  need  to  keep  the 
profession  manned.  Are  those  the  main 

points? Yes,  Sir,  and  the  problem 

peculiar  to  the  actual  physical  practice  of 
dentistry,  the  hours  that  a dentist  can 
physically  work. — Mr.  Swiss:  There  is 
one  request  I would  make  to  you,  Sir. 
When  comparing  the  remuneration  of  the 
dental  profession  vis-a-vis  the  medical 
profession,  would  you  bear  in  mind  the 
tremendous  amount  of  work  that  is  done 
by  dental  practitioners  in  the  smooth 
(running  of  the  dental  services  under 
the  National  Health  Service.  In  every 
locality  in  the  country  there  is  a Local 
Dental.  Committee,  there  is  a local 
Executive  Council,  there  is  the  Dental 
Services  Committee,  on  all  of  which 
there  is  dental  representation.  We  are 
delighted  to  have  it,  but  those  dentists  in 
attending  to  those  functions  that  enable 
the  service  to  work  smoothly  are  away 
from . their  practices,  losing  remunera- 
tive time.  The  medicals  also  are  mem- 
bers of  these  various  committees,  but, 
their  method  of  remuneration  being 
different  from  ours,  they  are  not  losing 
any  of  their  remuneration  by  attending 
all  these  meetings  and  doing  this  work ; 
whereas  the  dental  practitioner  when  he 
is  out  of  his  surgery  is  ceasing  to  earn 
but  his  expenses  are  continuing.  It  is 
a point,.  Sir,  that  we  would  ask  you 
to  'bear  -in  mind.  The  same  comparison 
is  also  applicable  to  the  pharmacists. 
Their  rpethod  of  remuneration  is  such 
that  they  do  not  entirely  lose  their  re- 
munerative time  in  doing  this  additional 
work.  It  -is  a peculiarity  of  the  dental 
profession. 

3455.  But  that  will  be  thrown  up  by 
these  figures  of  average  earnings  overall? 

Yes,  Sir,  bearing  in  mind  the  hours 

of  work. 

3456.  Mr.  Watson : Is  there  no  pro- 

vision made  for  loss  of  remuneration  for 
men  attending  Dental  Services  Commit- 
tees?  The  dental  man  gets  the  same 

as  the  lay  member  and  other  members, 
merely  a token  payment  for  loss  of 
remunerative  time. — {Mr.  Balding ):  I 
think  it  is  £1  up  to  four  hours. — (Mr. 
Swiss) : £2  I understand,  Sir,  for  the 
whole  day. 

3457.  Chairman.:.  That  is  a common 
practice  throughout  industry,  commerce 
and  all  walks  of  life,  is  it  not,  that  people 
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who  are  engaged  in  public  service  on 
behalf  of  their  colleagues  through  trade 
associations  or  whatever  it  may  be 
usually  do  it  largely  at  their  own  ex- 
pense?  Yes,  Sir,  but  their  pay  goes 

on.  If  they  are  paid  on  a salary  basis 
their  salary  is  continuing  ; they  are  not 
losing  actual  remunerative  time.  We 
make  all  our  money  with  our  hands 
and  if  our  hands  are  not  engaged  in 
work,  if  we  are  away  from  our  surgery, 
our  income  is  immediately  affected. 

3458.  Are  you  asking  us,  Mr.  Swiss, 
to  try  and  make  some  arrangement 
whereby  those  who  spend  all  their  time 
working  should  get  less  and  those  who 
do  not  spend  all  their  time  working 
should  get  a little  more  to  compensate? 

1 am  only  asking  you  to  bear  this 

in  mind  when  you  are  making  compari- 
sons, which  I believe  are  always  odious. 
—(Mr.  Balding) : It  is  a point,  Sir,  that 
we  have  found  the  greatest  difficulty  in 
getting  people  to  realise,  but  when  they 
do  realise  it  they  do  appreciate  it,  that 
in  this  work  on  the  Health  Service 
machinery  side  we  are  the  only  profes- 
sion whose  income  ceases  entirely  while 
we  are  doing  that  work.  That  is  all, 
Sir.  We  are  not  asking  for  any  special 
treatment  or  special  payment  for  it  or 
anything,  but  it  is  just  a fact,  that  of 
the  three  professions  largely  engaged,  the 


medical,  pharmaceutical  and  ourselves, 
we  have  a direct  loss  of  income  which 
we  can  never  make  up.  We  cannot  go 
back  to  our  surgeries  after  an  afternoon’s 
meeting  and  work  there  from  six  to  ten 
in  the  evening. 

3459.  And  that  is  the  result  of  the 
item  of  service  method  of  remuneration? 
—Yes. 

3460.  By  which  you  stand? Yes,  it 

is  one  of  the  disadvantages,  it  is  true, 
but  it  is  there,  and  if  we  do  not  bring 
it  to  your  attention  nobody  else  will. 

3461.  Mr.  Watson:  You  could  come 
on  to  a salaried  service  and  be  treated 

the  same  as  the  others. (Mr.  Swiss) : 

That  would  deal  with  that  particular 
difficulty  but  would  probably  raise 
others. — (Mr.  Balding):  It  is  dealt  with, 
Sir,  in  paragraph  44  of  our  memo- 
randum. 

3462.  Chairman:  Have  you  anything 
more  you  wish  to  mention  at  this  stage, 
Mr.  Balding,  or  any  of  your  colleagues? 
1 do  not  think  so,  Sir,  thank  you. 

Chairman : All  right,  thank  you  very 
much.  We  will,  as  you  say,  probably 
be  seeing  you  again  later,  and  if  you 
have  any  more  thoughts  arising  out  of 
anything  that  has  been  said  and  if  you 
wish  to  send  in  any  memorandum  no 
doubt  you  will  do  so. 


(The  witnesses  withdrew .) 
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EXPLANATORY  NOTE  BY  THE  ROYAL  COMMISSION 

Following  the  publication  of  the  Factual  Memorandum  by  the  Ministry  of  Health 
and  the  Department  of  Health  for  Scotland  (Written  Evidence  Volume  I,  H.M.S.O. 
1957)  the  Royal  Commission,  at  .an  early  stage  in  their  labours,  gave  consideration  to 
the  broad  questions  affecting  medical  and  dental  remuneration  on  which  they  wished 
■to  have  the  views  of  the  Government. 

A list  of  22  questions  was  drawn  up  by  the  Commission  and  .the  memorandum 
reproduced  in  the  following  pages  contains  -the  answers  to  these  questions,  prepared 
on  behalf  of  the  Government  iby  H.M.  Treasury,  the  Ministry  of  Health  and  the 
Department  of  Health  for  .Scotland. 

After  dealing  wath  the  Commission’s  questions  the  memorandum  concludes  with 
some  observations  -on  ithe  statistical  evidence  presented  to  the  Commission  by  the 
British  Medical  Association.* 1 

This  volume  also  contains  two  earlier  memoranda — “ Civil  Service  Salaries  ” and 
“Machinery  for  Reviewing  Pay  in  the  Higher  Civil  Service ’’—submitted  to  the 
Royal  Commission  iby  the  Treasury. 


* Fifteenth  day  only. 

1 Royal  Commission  on  Doctors’  and  Dentists’  Remuneration.  Minutes  of  Evidence.  Days 
5-6.  H.M.S.O.  1958,,  a 

Remuneration  of  General  Practitioners  and  Hospital  Medical  Staff.  Case  submitted  to  the 
Ministers  by  the  Profession.  (B.M.J.  Supplement,  28th  July,  1956.)  “ Changes  in  the  Distribu- 
tion of  Higher  Incomes  ” by  Professor  R.  G..D.  Allen.  (“  Economica  ”,  May,  1957.) 
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JOINT  MEMORANDUM  SUBMITTED  BY  HM.  TREASURY, ^'HB^MIl^KTRY 

OF  HEALTH  AND  THE  DEPARTMENT  OF  HEALTH  FOR  SLUILATNU 

(1)  The  Government’s  view  of  the  nature  and  extent  of  the  obligations  to  the  medical 
(1>  ^^rZ^ons  undertaken  by  thT^nment  of  1945-50  ,n  accept 
the  SpeiLS  Reports. 

1.  The  statements  made  on  behalf  of  the  Government  at  the  time  of  their  ^tance 
of  the  reports  are  reproduced  verbatim  in  Appendix  I.  The  terms  ot  the  acceptance 
are  important  The  announcements  were  that  the  recommendations  were  accepted 

S suTsrnce  to  the  case  of  toe  General  Medical  Ttoe 

in  the  case  of  the  Consultant  and  Specialist  and  .the  Dental  Reports,  in  au  three 
cases  the  Government  intimated  that  .they  were  ready  to  discuss  with  the  professions 
the  translation  of  the  acceptance  to  substance  or  m principle  into  substantive  systems 
of  remuneration. 

o Tt  Was  of  course,  the  Government’s  intention,  that  in  these  discussions  due 
account  would  be  had  to  the  fact  that  the  recommendations  on  remuneration  were 
expressed  in  terms  of  1939  values  ; to  the  observation  made  by  each  Committee  that 
the  necessary  adjustment  to  conditions  at  the  time  of  their  report  should  have  direct 
regard  not  only  to  estimates  of  the  change  in  the  value  of  money  .but  to  the  increases 
which  have  in 'fact  taken  place  since  1939  in  incomes  in  other  professions  ; and  to 
the  view  expressed  by  each  that  only  if  corresponding  changes  were  made  m the 
remuneration  of  doctors  and  dentists  would  recruitment  and  status  of  their  professions 
be  maintained  against  other  professions. 

3.  The  view  taken  by  the  Government  was  that,  when  remuneration  in  the  new 
service  was  settled,  the  purpose  of  the  Spens  Reports  would  be  fulfilled.  Evidence 
of  this  view  is  contained  in  the  Departmental  record  of  a meeting  on  the  22nd 
December,  1949,  when  representatives  of  the  General  Medical  Services  Committee 
sought  an  assurance  from  officials  of  the  Ministry  of  Health 


“ that  the  Central  Pool  will  be  continuously  adjusted  so  as  to  maintain  in  the 
future — whatever  the  changes  necessitated  by  the  heavy  burden  of  work  falling 
on  general  practitioners  and  whatever  the  increase  dn  the  number  of  doctors 
the  levels  of  remuneration  recommended  in  the  Spens  Report  and  which  were 
accepted  by  the  Government.” 

The  representatives  were  informed  .that  the  Government’s  acceptance  of  'the  Report 
was  a settlement  at  a particular  -time  and  the  British  Medical  Association  could  not 
properly  claim  that  whatever  changes  'Occurred  in  the  volume  of  work  'to  he  done  or 
in  the  economic  state  of  the  country  or  other  factors  the  profession  would  for  an 
indefinite  time  receive  remuneration  based  on  the  Spens  Report.  There  was  no 
intention  at  present  of  lowering  the  remuneration  of  general  practitioners.  If  the 
number  of  general  practitioners  changed  there  would  he  a prima  facie  case  for 
review  but  no  assurance  could  be  given. 


4.  Some  months  later  the  Minister  of  Health  informed  representatives  of  the  British 
Medical  Association  at  a meeting  on  ithe  3rd  April,  1950,  that  the  Spens  Report 
could  not  be  regarded  as  a continuous  basis  for  remuneration  (of.  supplement  to 
British  Medical  Journal,  22nd  April,  1950,  page  164). 


5.  When  those  statements  were  made  the  actual  remuneration  required  for  general 
practitioners  in  the  service  to  give  effect  to  the  Spens  recommendations  was  still  in 
dispute  but  the  dispute  was  resolved  iby  'the  Danckfwerts  Award.  The  remuneration 
of  consultants  and  other  hospital  medical  staff  in  the  new  service  was  settled  in 
July,  1949,  as  from  the  inception  of  the  service  on  5th  July,  1948,  when  the  J-oint 
Consultants  Committee  accepted  'the  Terms  and  Conditions  of  Service  of  Hospital 
Medical  Staff  in  which  the  rates  of  pay  were  embodied  and  advised  hospital  medical 
staff  .to  sign  substantive  contracts.  While  the  British  Dental  Association  expressed 
dissatisfaction  with  certain  points  in  .the  Terms  and  Conditions  of  Service  of  Hospital 
Dental  Staff,  especially  the  remuneration  of  general  dental  practitioner  appointments, 
later  in  1949  'they  advised  members  who  were  offered  contracts  as  consultants  or 
senior  hospital  dental  officers  to  accept  them.  As  in  .the  case  of  medical  staff, 
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the  remuneration  for  these  appointments,  which  was  the  same  as  that  provided  for 
consultants  in  medicine  and  senior  hospital  medical  officers,  had  effect  from  the 
5th  July,  1948. 

6.  Statements  made  on  behalf  of  the  Government  on  the  status  of  the  Reports  since 
the  original  settlements  of  remuneration,  are  set  out  on  Appendix  II.  It  has  always 
been  the  Government’s  view  that,  after  settlements  related  to  the  Spans’  recom- 
mendations  had  been  reached,  any  subsequent  revision  of  the  remuneration  of  doctors 
and  dentists  in  the  National  (Health  Service  should  be  determined  in  the  light  of  all 
relevant  circumstances.  The  Spens  Reports  remain  on  record  but  the  Government 
consider  that,  while  they  are  still  a relevant  circumstance,  their  rdevanace  has 
necessarily  diminished  with  the  years  and  they  are  no  longer  the  sole  factor  to  be 
taken  into  account. 

7.  The  Government  consider  that  the  primary  consideration  to  be  taken  into 
account  in  determining  the  remuneration  of  doctors  and  dentists  in  the  National 
Health  Service  in  contemporary  circumstances  is  the  level  of  remuneration  now 
received  by  members  of  comparable  professions. 

(2)  The  significance  of  the  Danckwerts  Award— whether  it  relates  only  to  the  years  for 
which  Mr.  Justice  Danckwerts  decided  the  size  of  the  Central  Pool ; or  whether 
the  Award  has  any  bearing  on  what  should  be  the  remuneration  of  general 
medical  practitioners  now  and  in  the  future. 

8.  The  terms  of  reference  for  the  adjudicator  were : — 

To  determine  the  size  of  the  Central  Pool,  after  taking  account  of  remunera- 
tion from  all  other  sources  received  by  general  practitioners,  an  order  to  give 
effect  to  the  recommendations  of  the  Spens  Committee,  having  regard  to  the 
change  in  the  value  of  money  which  has  -taken  place  since  1939,  to  the  increases 
which  have  taken  place  in  the  income  in  other  professions  and  to  all  other 
relevant  factors.” 

9.  The  adjudicator  determined  the  size  of  the  Central  Pool  for  the  year  ending 
the  31st  March,  1951.  Everything  else  in  his  award — the  full  text  of  which  is  given 
in  paragraph  125  of  the  Health  Departments’  Factual  .Memorandum— is  explanation 
added  in  order  that  ithe  determination  might  be  applied  to  other  years. 

10.  The  adjudicator  explained  inter  alia  that  he  had  applied  a betterment  factor  of 
100  per  cent  to  the  figure  agreed  between  the  Ministers  and  the  General  Medical 
Services  Committee  for  1939  and  that,  in  his  view,  the  corresponding  factor  in  1948 
would  be  85  per  cent. 

11.  On  the  25-th  'March,  1952,  the  then  Minister  of  Health  (Mr.  Crookshank) 
informed  the  House  of  Commons  of  the  award  in  the  foil-owing  terms : — 

“.  . . as  the  House  is  aware  the  late  Government  agreed  to  refer  the  doctors’ 
claim  to  an  adjudicator  on  the  understanding  that  his  award  would  be  binding 
on  -both  parties,  subject  to  agreement  -being  reached  on  an  improved  method  of 
distributing  doctors’  -incomes.  The  present  Government  continued  these 
arrangements  . . 

Mr.  Crookshank  went  on  to  say — 

“ As  I understand  it,  the  -late  Government  .accepted  the  principles  of  the  Spens 
Report  and  what  the  adjudicator  has  now  to  decide  is  the  sum  of  money  which 
he  considers  necessary  to  give  retrospective  effect  to  the  Report,  as  accepted  by 
the  Labour  -Government.” 

12.  On  13th  May,  1952,  the  then  Minister  of  Health  (Mr.  Macle-od)  explained  at 
an  interview  With  the  Chairman  and  Secretary  of  the  General  Medical  Services 
Committee  that  .the  Government  could  not  accept  the  contention  advanced  by  the 
Committee  that  the  Award  irnplied  the  use  -of  a betterment  -factor  higher  than  100  per 
cent  in  .the  calculation  -of  the  Central  Pool  for  1951—52.  The  Departmental  records 
shew  that  the  Minister  explained  that  acceptance  of  the  Committee’s  interpretation 
of  the  Award  would  mean  automatically  insulating  the  medical  profession,  alone 
among  professions,  from  the  ill  effect  of  any  rise  in  the  cost  of  living  and  neither 
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the  then  Government  nor  any  Government  could  contemplate  such  a course.  Nor 
did  he  .think  that  the  Spens  Committee’s  recommendations  necessarily  implied  such 
a conclusion. 

13.  The  General  Medical  Services  Committee  published  the  following  in  a leaflet 
which  was  circulated  in  1952  to  general  practitioners  in  the  National  Health  Service : 

“ The  award  also  lays  down  a .betterment  increase  of  85  per  cent  for  the  year 
1948-49  and  100  per  cent  for  the  year  1950-51.  In  the  course  of  discussions 
with  the  Ministry  it  became  clear,  however,  that  not  only  was  the  Government 
unwilling,  as  they  put  it,  to  ‘ insulate  ’ the  profession  for  all  time  against  fluctua- 
tions in  the  cost  of  living,  but  they  also  held  the  view  that  a varying  betterment 
factor  to  be  applied  each  year  was  not  part  of,  nor  could  be  inferred  from,  the 
terms  of  the  Danckwerts  Award.  On  learning  the  Government’s  view  on  this 
aspect  of  the  award,  the  Chairman  and  Secretary  of  the  Committee  sought  an 
interview  with  .the  new  Minister  of  Health,  the  Rt.  Hon.  Iain  Macleod,  M.P. 

At  this  interview,  the  Minister  stated  -that,  whilst  accepting  the  Danckwerts 
Award  and  emphasising  that  it  was  his  Government’s  policy  to  present  the  neces- 
sary Supplementary  Estimate  for  additional  moneys  to  Parliament,  he  could  not 
accept  the  Committee’s  contention  that  this  involved  the  principle  of  a varying 
betterment  factor  to  be  applied  to  future  years. 

Subsequently,  the  following  letter  was  received  from  the  Minister, 

* I am  writing  to  confirm  iwhat  I told  you  when  I saw  you,  Dr.  Stevenson 
and  Mr.  Taylor  on  Tuesday  last.  The  Government  have  decided  that  in 
pursuance  of  the  Danckwerts  Award  the  Central  Pool  should  be  calculated  on 
a betterment  factor  of  85  per  cent  for  1948-49  and  1949—50  and  of  100  per 
cent  for  1950-51  and  subsequent  years. 

I do  not,  on  reflection,  think  it  necessary  to  make  any  special  public 
announcement  in  the  House  or  elsewhere  at  this  stage ; the  decision  will,  of 
course,  emerge  in  any  statement  presented  to  Parliament  when  approval 
is  sought  to  the  supplementary  estimate  needed  .to  meet  the  additional  expendi- 
ture arising  from  -the  award.’ 

In  reporting  the  Government’s  firm  decision  on  the  betterment  question,  the 
Committee  wishes  to  make  it  plain  to  the  profession,  as  it  has  done  to  the 
Minister,  that  in  their  view  the  award  is  capable  of  'the  interpretation  that  a 
varying  betterment  factor  should  be  applied  to  future  years.” 

14.  This  correspondence  expresses  the  difference  between  the  views  held  by  the 
British  Medical  Association  and  the  'Government  as  to  the  nature  of  the  Spens  Report 
and  the  Danckwerts  Award.  In  the  view  of  the  Government  the  Report  and  the 
Award  were  the  means  of  settling  the  remuneration  of  general  practitioners  in  the 
National  Health  Service  at  its  introduction  and  for  a substantial  period  thereafter, 
but  they  should  not  be  regarded  as  setting  up  permanent  principles.  They  consider 
that  as  ten  years  have  now  elapsed  since  the  Service  was  inaugurated,  the  time  has 
come  for  a new  and  fundamental  review  of  the  proper  levels  of  remuneration  for 
doctors  and  dentists  in  the  Service ; that  this  review  should  pay  regard  primarily  to 
the  levels  of  remuneration  now  being  received  by  other  professions  and  connected 
occupations,  and  also  take  account  of  changing  conditions  both  in  the  National 
Health  Service  itself  and  in  society  as  a whole.  While  the  Spens  Report  and  the 
Danckwerts  Award  are  a relevant  part  of  the  history  of  the  matter,  they  should  not 
be  regarded  as  determining  factors  for  the  future. 

(3)  The  reasons  for  the  Government’s  decision  not  to  consider  on  its  merits  the  claim 
for  increased  remuneration  submitted  by  the  medical  profession  in  1956. 

15.  The  medical  profession  were  informed  of  the  Government’s  decision  in  the 
following  words : 

tc  They  (Ministers)  do  not  accept  the  premises  on  which  the  memorandum  is 
based.  In  their  view,  the  remuneration  of  the  medical  .profession,  like  that  of 
others,  must  be  determined  from  time  to  time  in  the  light  of  all  relevant  circum- 
stances. The  Ministers  have  asked  us  to  say  that  in  present  circumstances  they 
would  not  feel  justified  in  giving  consideration  to  any  claim  for  a general 
increase  in  medical  remuneration.” 
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It  was  subsequently  made  clear  that  no  opinion  one  way  or  another  had  heen 
toPcmsWe™tSetSTtLe£  ^ bUt  economic  circumstances  made  it  impossible 

had  for  some  time^been* SceptiSJty  difficulf6 Thf gold  ^MafrMer^had 

interna*]0 inflation^^n^the* latt^6  “f  i95«  3nd  there  were  marked  symptoms  of 

f u -latter  ,part  ^ 1136  &anciai  year  1955-56  the  Government 
announced  a number  of  important  measures  for  dealing  with  this  situation  The 

and  borrow33  T"?*  ,to  5\^  cent  -“eMires  were  fata  to  rLStvestm^t 
and  borrowing  iby  local  authorities.  Reductions  were  made  in  the  lives  meat 
programmes  of  nationalised  industries,  and  the  .budget  of  1956  gave  no  net  relief 
to  taxpayers  .but  maintained  the  increases  in  taxation  which  had  been  imposed  in 
the  emergency  autumn  budget  of  1955.  It  was  a primary  object  of  these  SmS 

wasmad^to^fh  S??blUt?  of  Pmces  md  of  wages,  and  to  this  end  a special  appeal 
,t0  sldes  of  mdustry  to  exercise  restraint,  and  industry  was  askedto 
avoid  mcreases  tn  prices  and,  .wherever  possible,  to  make  reductions.  ^ 

at  iwhiSfri11686  f?3®™8  tbe  middle  of  1956  was  an  exceptionally  inappropriate  time 

as  a whnli  is°°Stv,erv  uaun  f°r  ™ mcrea5e  of  24  Per  cent  from  a profession  which, 
a the  “ range  01  remuneration.  In  a number  of  other  cases  where 

a good  claim  on  merits  had  been  established  for  an  increase  of  remuneration  for  other 
?i^Fr!r  M-  fos^ef  salaried  classes  (Minor  Judiciary,  Members  of  Parliament 
Junior  Ministers)  the  Government  decided  that  increases  must  be  deferred.  Even 

withtff^ffi^nVb57  iq?s  felt  ™?b!e  to  accord  an  increase  to  university  staffs 
with  effect  from  October,  1956,  and  this  increase  m fact  took  effect  from  1st  August, 


IS.  The  considerations  which  made  it  necessary  to  defer  these  other  claims  applied 
with  ever  .greater  force  to  the  doctors’  claim  because  .the  Government  were  quite 
unable  to  accept  the  premises  on  .which  the  claim  was  based.  The  cost  of  conceding 
toe  claim  m full  would  have  .been  about  £20  million  a year  in  respect  of  the  National 
Health  .Service  and  as  members  of  the  medical  (profession  are  employed  in  a number 
of  public  services  the  repercussions  on  other  salary  earners  of  an  award  to  doctors 
would  have  been  widespread.  To  have  entertained  this  claim  at  the  time  it  was 
made  would  have  been  inconsistent  with  the  Government’s  .general  economic  policy 
and  with  their  attitude  towards  other  claimants  in  the  higher  salaried  groups. 

(4)  Information  and  views  on  the  adequacy,  in  terms  both  of  numbers  and  quality 
of  recruitment ; " 


(a)  to  the  medical  profession.  The  Commission  understand  that  this  subject 

has  been  dealt  with  by  the  Willink  Committee.  It  would  be  helpful  if 
the  Government  could  give  the  Commission  an  indication  of  the  contents 
of  that  Report  and,  if  possible,  their  views  upon  it. 

(b)  to  the  dental  profession.  The  Commission  would  be  glad  to  have  in- 
formation about  the  extent  to  which  recruitment  may  have  altered  since 
the  publication  of  the  McNair  Report;  and  an  indication  of  any  action 
which  the  Government  propose  to  take  to  implement  the  recommenda- 
tions in  that  Report. 


The  Medical  Profession 

19.  The  report  of  (the  Willink  Committee  has  been  supplied  to  the  Royal  Com- 
mission. From  the  Committee’s  terms  of  reference  it  will  he  seen  .that  they  were 
required  to  make  an  estimate  of  the  future  number  of  doctors  and  medical  students 
required ; they  were  not  concerned  with  the  quality  of  entrants  to  the  profession 
and  did  not  consider  it.  The  report  shows  .that,  on  the  basis  of  their  estimates  of  the 
future  needs  for  doctors  in  Great  Britain  to  provide  the  likely  expansion  in  medical 
employment  .and  to  meet  losses  by  death  .and  retirement,  the  Committee  have 
concluded  that,  whilst  .the  medical  schools  in  Great  Britain  have  not  produced 
too  many  doctors  up  to  the  present,  a reduced  output  would  suffice  in  future  and 
have  suggested  that,  as  soon  as  practicable,  a cut  of  about  one-tenth  should  be  made 
in  ‘the  number  of  students  admitted  to  medical  schools.  This  suggests  that  present 
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recruitment  is  more  than  adequate  in  The  j^s^d^tha^b^about  1980 

present  cut  in  output  would  have  to  be  restored  r n1  jevei  They  suggested, 

would  have  to  he  raised  by  about  200  the mltter  should 

however,  that  since  their  forecasts  were  unavoidably  speculativ 

be  reviewed  again  in  about  10  years’ time.  rr„t. 

20.  The  Government  have  drawn  the  attention  of  the  Umversi  y 
mission  to  the  Committee's  conclusions. 

21.  The  Wilfink  Committee  record  (paragraph  103  of  & dr  mpmO  ^e"ho 

tion  obtained  from  Deans  of  Medical  Schools  shows  of  students  who 

embarked  on  the  medical  course  P™P®r  ( . g ' failed  to  complete  the 

stage  of  training)  m ftelSt flSTto  had  been  ma£y  more 

course  and  qua  7-  ’ Mecj Schools  -than  vacancies  would  not  lead  one  to 

is  " s,ss'-.s»“ £ci,s« ... — *» — •—* 

the  views  of  the  medical  teaching  and  examining  bodies. 

The  Dental  Profession  . 

12  Before  the  appointment  of  the  McNair  Committee  in  March  1955,  universities 

^-demic  years 

1950-51  to  1957-58 


Academic  Year 

1950- 51 

1951- 52 

1952- 53 

1953- 54 

1954- 55 

1955- 56 

1956- 57 

1957- 58 


Number  of  Students 
545 
551 
519 
451 
456 
558 
582 
632 


The  total  capacity  of  -the  schools  is  just  under  650  which  means  in  effect  that  most 
are  now  full.  , 

13.  The  tMcNair  Report  recommended  that  the  intake  of  dental  students  should 
be*increased  as  soon  as  possible  to  1,000  each  year  if  -the  .acute  shortage  of  dentists 
is  to  be  overcome  and,  in  order  to  achieve  .this  expansion  recommended  that  uni- 
versities should  at  once  consider  -how  best  they  could  provide  additional  places  either 
by  making  better  use  of  existing  accommodation  and  facilities  or  by  way  of  new 
building  Plans  for  such  expansion  are  at  present  under  discussion  between  the 
Health  Departments,  the  University  Grants  Committee  and  the  Universities  but 
physical  possibilities  (have  to  be  settled  -and  the  problems  considered  in -the  light  of 
K.p  .total  cost.  In  the  meantime,  most  universities  are  -making  such  adjustments  as 
are  possible  within  -their  existing  accommodation  to  enable  the  maximum  number 
of  students  to  be  admitted. 

14  At  the  -moment  it  is  understood  -that  candidates  of  first-class  quality  are  coming 
forward  and  competition  foT  dental  places  is  very  keen.  The  McNair  Committee 
concluded  -that  there  were  two  causes  of  particular  significance  f-ot  a shortage  of 
recruits  -to  -the  dental  profession: 

(a)  public  ignorance  of  the  importance  of  dental  health ; and 
(i)  the  attitude  of  denitist-s  towards  -their  conditions  of  practice. 

25  In  regard  to  (a)  the  main  recommendation  in  the  Report  was  that  the  Minister 
and  Secretary  of  State  should  -take  the  initiative  in  setting  up  Committees  to  co- 
ordinate publicity  concerning  dentistry  in  general  -and  dental  health  education  in 
particular.  The  Committee  for  England  and  Wales  has  been  set  up  and  has  met 
twice  A corresponding  Committee  is  being  established  in  Scotland. 
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26.  In  regard  to  (b)  the  Committee  concluded  that  the  root  of  the  trouble  might 
lie  in  the  present  method  of  remuneration  and  its  consequences  and  recommended  a 
■thorough  review  of  the  whole  system.  The  British  Dental  Association  have  indicated 
to  the  Departments  that  -they  do  not  wish  the  present  method  to  be  altered,  and  the 
general  question  has  been  left  in  abeyance  pending  the  report  of  the  Royal  Com- 
mission. A further  recommendation  of  the  McNair  Committee  was  that  the  Ministers, 
in  consultation  with  the  British  Dental  Association  and  the  Dental  Estimates  Boards, 
should  review  'the  'list  of  treatments  set  out  in  the  National  Health  Service  (General 
Dental  Services)  Regulations  as  requiring  prior  approval.  The  British  Dental  Associa- 
tion have  since  submitted  some  suggestions  for  relaxing  the  prior  approval  arrange- 
ments. These  are  under  consideration  in  consultation  with  the  Association  and  the 
Dental  Estimates  Boards. 

(5)  Any  information  which  may  be  available  to  the  Government  about  the 
alteration  in  the  load  of  work  carried  out  (i)  since  1939,  (ii)  since  1948,  by 

(a)  general  medical  practitioners  ; 

(h)  general  dental  practitioners; 

(c)  hospital  doctors  and  dentists  in  the  various  grades. 

The  Commission  recognise  that  there  may  be  a lack  of  objective  data  on  parts  of 
this  question ; but  would  welcome  as  much  information  as  possible. 

General  Medical  Practitioners 

27.  The  load  of  work  of  general  medical  practitioners  depends  partly  on ‘the 
number  of  patients,  partly  on  the  number  of  consultations  per  head,  and  partly 
on  the  time  per  consultation.  As  regards  the  first,  there  has  been  a steady  reduction 
in  the  average  number  of  patients  per  doctor  in  recent  years,  as  shown  in  the 
following  table: 

TABLE  1 
Average  size  of  List 


ENGLAND  AND  WALES 


1952 

1953 

1954 

1955 

1956 

Average 

annual 

decrease 

2,436 

2,324 

2,293 

2,283 

2,272 

Per  cent 
1-7 

| 

I 

1 

Per  cent 

2,078 

1,995 

1,981 

1,975 

j 1,967 

1-4 

These  figures  are  sfigfitiy  mgner  man  me  dvcmgc  ^ 

whom  the  doctor  is  responsible,  owing  to  the  inflation  of  doctors  lists. 

28  Evidence  about  the  number  of  consultations  and  time  taken  per  consultation 
was  submitted  to  Lord  Cohen’s  Committee  on  General  Practice  m the  National 
Health  Service  (see  Section  V of  their  Report  published  by  H.M.S.O.  m 1954). 
More  recently  the  Willink  Committee  has  considered  the  information  available  on 
these  matters. 

29  The  evidence  submitted  to  the  Committee  on  General  Practice  and  published 
in  -their  Report  suggested  that  patients  -have,  on  average,  about  five  consultations 
a -year,  three  of  them  at  the  surgery  and  two  at  home.  There  was  no  sipihcant 
change  between  1939  and  1948  but  a slight  .increase  between  1948  and  19M  to  about 
five  and  a half.  According  to  this  particular  piece  of  evidence,  time  taken  for  a 
consultation  was,  on  average,  about  ten  minutes. 
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30  The  Wilfink  Committee  considered  what  allowances  they  should  make  in 
thedr’estimates  of  .the  future  number  of  doctors  to  meet 

(a)  the  forecast  increase  in  the  size  of  the  total  population ; 

(b)  the  forecast  rise  in  the  proportion  of  elderly  people,  who  make  greater 
demands  on  medical  services  .than  younger  people ; 

M changes  in  the  average  consultation  rate  for  reasons  other  than  (»,  t.e. 

( ) Sy  Sndency  for  the  ‘average’  patient  to  make  more,  or  less,  calls  on 

medical  services. 

For  fa)  and  (b)  the  estimates  in  the  Committee’s  Report  included  an  annual 
• nf  V doctors  in  general  practice  (i.e.  about  04  per  cent  per  annum). 

Sfcfthly  Sd  that  the  evidence  was  meagre  and  conflicting  with  no  discernible 
trend  and  made  no  allowance  either  way. 

31  It  is  relevant  here  to  note  that  the  Committee’s  estimates  for  the  medical 
nrofessiorf  as  a whole  provide  for  a 13  per  cent  increase  m the  number  of  doctors 
fn  cSS  Britain  over  the  period  1955  to  1971  during  which  time  the  population 
is  expected  to  grow  by  only  about  41  per  cent. 

,,  The  Government’s  view  generally  has  been  that  while  there  may  have  been 
a slight  increase  in  the  consultation  rate  m recent  years,  this  increase  has  been 
offset  by  the  decrease  in  the  average  number  of  patients  and  has  not  been  such 
as  to  constitute  a significant  factor. 

General  Dental  Practitioners 

33  There  are  no  figures  available  to  indicate  the  alteration  in  the  load  of 
work  carried  out  by  dentists  since  1939.  There  are  however  figures  for  the  period 
since  1948  and  Tables  3 and  4,  give  for  England,  Wales  and  Scotland,  details  of  the 
total  number  of  full  courses  of  treatment  and  the  total  number  of  emergency 
cases  treated  to  show  the  two  main  categories . 

(a)  treatment  for  which  the  prior  approval  of  .the  Dental  Estimates  Board  is 
' required— this  consists  mainly  of  extractions  and  the  provision  of  dentures  , 
(i)  treatment  for  which  no  prior  approval  is  required — this  consists  mainly 
of  conservative  treatment. 

The  tables  also  show  the  total  number  of  dentists  in  the  ; Service  in  England  Wales 
and  Scotland  at  the  end  of  each  year.  The  figures  m Table  3 show  that  m England 
and  Wales  there  has  been  a further  steady  rise  in  the  number  of  dentists  providing 
services  and,  apart  from  .the  periods  immediately  following,  the  introduction  of 
charges  in  1951  and  1952,  there  has  also  been  a steady  increase  in  the  total  number 
of  courses  of  treatment  provided  and  in  the  number  .of  courses  per  dentist.  (General 
dental  practitioners,  unlike  general  medical  practitioners,  are  paid  on  a feeder-item 
basis  and  in  consequence,  an  increased  load  of  work  borne  by  a dentist  brings 
a corresponding  increase  in  remuneration.)  Table  4 shows  that  m Scotland,  despite 
a decline  in  the  number  of  dentists,  the  trend  in  terms  of  total  courses  of  treatment 
and  number  of  courses  per  dentist  is  similar. 


Hospital  Doctors  and  Dentists 

34.  The  points  to  be  considered  when  assessing  any  alteration  to  the  load  of 
work  of  hospital  medical  and  dental  staff  are : 

(a)  Changes  in  the  volume  of  work  compared  with  changes  in  the  number 

of  medical  staff. 

( b ) Changes  in  methods  of  treatment. 

Changes  in  the  volume  of  work 

35.  No  comparable  statistical  information  is  available  for  the  period  between 
1939  and  1949. 
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The  general  trend  from  1949 
The  number  of  in-patients 

Tables  5 and  6 show  that  between  1949  and  1954  there  was  an  increase  of 
6 '4  per  cent  in  the  number  of  available  staffed  beds,  and  that  the  number  of 
beds  has  since  remained  the  same.  The  daily  average  of  occupied  beds  which 
rose  by  7-6  per  cent  between  1949  and  the  end  of  1954  has  since  fallen  back 
to  a level  of  6-6  per  cent  above  1949,  but  the  total  number  of  patients  treated 
(as  measured  by  discharges  and  deaths),  has  continued  to  rise,  having  increased 
by  27-3  per  cent  since  1949.  The  latter  figure  is  perhaps  the  best  measure 
of  the  load  of  in-patient  care  on  hospital  medical  staff. 

The  number  of  out-patients 

There  has  been  a continuing  rise  in  the  total  number  of  out-patient  attendances 
at  consultative  clinics  _ since  1949,  (the  percentage  increase  being  7-3.  The 
number  of  new  out-patients  seen  at  consultative  clinics  has  increased  by  12  per 
cent,  and  this  again  is  probably  the  best  measure  of  the  load  on  hospital  medical 
staff.  In  addition  casualty  department  attendances  have  .increased  by  14  per  cent. 

Changes  in  hospital  medical  and  dental  staffing 

Since  1949  there  has  been  an  increase  .of  30  per  cent  in  the  number  of  doctors 
and  dentists  of  all  (grades  employed  in  the  hospital  service,  the  increase  in  the 
number  of  consultants  and  senior  hospital  medical  {and  dental)  officers  being 
30  per  cent  and  26  per  cent  respectively.  Over  the  same  .period  there  was  a decrease 
of  25  per  cent  in  the  number  of  senior  registrars,  but  .at  the  same  time  the  number 
of  registrars  and  .others  greatly  increased  so  .that  there  was  nevertheless  a total 
increase  of  32  per  cent  in  staff  of  below  consultant  and  senior  hospital  medical 
(and  dental)  officer  level. 

It  would  appear  therefore  that  since  1949  the  increase  in  the  total  numbers  of 
hospital  staff  has  more  than  kept  pace  with  increases  in  the  volume  of  work ; but 
it  must  .be  borne  in  mind  that  the  volume  of  work  has  to  .be  measured  not  only 
by  increased  turnover  of  in-patients  and  out-patients  but  also  by  the  increasing 
complexity  and  number  of  modem  diagnostic  and  therapeutic  procedures  and  their 
more  frequent  application  to  older  patients  who  would  formerly  have  not  been 
considered  fit,  for  instance,  for  surgical  treatment. 

The  position  in  selected  specialties 

36.  The  changes  in  the  volume  of  work  are  not,  however,  evenly  spread  between 
specialties  as  can  be  seen  from  the  table  below  showing,  for  England  and  Wales, 
the  increase  since  1949  as  measured  by  deaths  and  discharges  in  selected  specialties, 
compared  with  increases  in  the  number  of  consultant  staff. 


TABLE  2 


Specialty 

Discharges  and  deaths 

Consultants 

1949 

1956 

Percentage 

Increase 

1949 

1956 

Percentage 

Increase 

General  medicine 

401,745 

498,836 

4-  24 

642 

813 

+27 

General  surgery 

663,708 

806,620 

+ 21-5 

792 

853 

+ 8 

Gynaecology 

178,471 

272,894 

+ 53  1 

Obstetrics  

392,925 

429,043 

+ 9 / 

Orthopaedics 

132,984 

225,812 

+ 70 

227 

316 

+39 

Paediatrics  

91,205 

96,297 

+ 6 

150 

200 

+33 

Radiotherapy 

21,686 

26,042 

+ 20 

78 

115 

+47 

Thoracic  Surgery 

9,860 

22,962 

+ 133 

44 

85 

+93 
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Position  in  Scotland 

37.  Precisely  comparable  statistics  cannot  be  provided  for  Scotland  and  the  figures 
quoted  in  the  tables  axe  [therefore  for  England  and  Wales,  'but  the  trend  shown  by 
Scottish  figures  is  broadly  similar. 

Changes  in  the  type  of  work  required  of  Hospital  Medical  Staff 

38  There  are  certain  other  .factors  in  addition  to  the  measurable  changes  in  the 
volume  of  hospital  work  and  numbers  of  hospital  staff  .which  also  have  to  be  taken 
into  account  in  assessing  changes  in  the  load  of  work  on  hospital  medical  staff. 

(a)  A change  in  the  function  of  hospitals  has  been  taking  place  during  this  century 
and  especially  during  the  last  twenty  or  thirty  years.  From  being  primarily  resi- 
dential institutions  to  which  the  sick  were  admitted  for  medical  and  nursing  care 
in  the  wards,  they  have  become  much  more  consultative  centres  with  facilities  for 
specialist  investigations  and  treatment  largely  outside  the  wards.  Out-patient 
consultation  has  come  to  take  a very  large  place  in  hospital  practice. 

(b)  Changes  in  the  method  of  treatment 

The  development  of  more  powerful  modem  drugs  and  of  more  radical  surgical 
procedures  has  made  possible  greater  precision  and  effectiveness  of  treatment,  and 
because  of  this  it  is  now  possible  to  give  some  patients  in  the  wards  therapy 
specifically  directed  at  their  disease  when  formerly  .they  might  only  have  received 
symptomatic  medical  treatment  and  nursing  care.  The  use  of  these  modem  thera- 
peutic weapons  calls  for  continual  and  careful  medical  control  by  personal 
observation  of  the  patient  and  by  laboratory  observation  of  specimens  collected  from 
him  The  new  measures,  however,  require  more  concentrated  attention,  particularly  of 
junior  medical  staff,  both  in  carrying  out  the  actual  procedures  and  in  ensuring  that 
the  right  steps  are  being  taken. 

On  the  other  hand  some  modern  methods  have  greatly  shortened  the  period  of 
stay  in  hospital  and  in  some  cases  simplified  the  treatment  of  serious  illnesses  even  to 
the  point  of  making  admission  unnecessary. 

The  use  of  modem  anti-bacterial  drugs  has  probably  had  a bearing  on  the  length 
of  time  that  some  patients  stay  .in  hospital.  Illnesses  which  would  normally  have 
involved  a long  period  of  stay  in  hospital  can  be  treated  iwiith  [these  drugs,  and  the 
proportion  of  time  the  acute  stage  bears  to  the  length  of  the  stay  in  hospital  has 
been  increased. 

During  the  last  ten  or  twenty  years  it  has  'therefore  become  increasingly  important 
that  complicated  technical  procedures  shal  be  carried  out  at  precisely  the  right 
moment.  On  the  other  hand,  the  development  of  modem  drugs,  and  of,  for  example, 
modem  anaesthesia  have  resulted  in  the  possibility  of  cure  or  treatment  when 
previously  this  was  impossible.  The  consultant’s  task  may  now  require  greater 
precision  'and  refinement  of  diagnosis  and  treatment  and  the  junior  staff  whom  he 
supervises  may  have  ,to  undertake  many  more  technical  procedures  in  respect  of 
individual  patients ; and  the  penalties  of  omission  and  commission  have  become 
more  serious  for  the  patient.  But  this  has  to  be  balanced  by  the  fact  that  the  treat- 
ment of  the  patient  is  assisted  by  the  use  of  well  developed  technical  procedures. 
It  is  hard  to  say  whether  .the  strain  on  the  hospital  medical  staff  today  of  using  the 
more  complicated  procedures  which  are  available,  is  in  general  greater  than  the 
strain  on  the  medical  staff  twenty  years  ago  who  carried  the  .burden  of  treating 
patients  without  having  these  procedures  available  to  them.  More  can  be  done 
and  what  can  be  done  requires  more  precise  assessment,  but  there  are  more  aids  to 
that  assessment  and  more  medical  oolleagues  to  share  the  burden  of  decision. 

Hospital  dental  staff 

Changes  in  the  volume  of  work 

39.  Paragraphs  34  and  35  above  and  the  figures  in  Table  5 relate  to  the  total 
volume  of  work  of  hospital  medical  and  dental  staff.  The  Table  7 provides  separate 
information  about  changes  in  the  volume  of  hospital  dental  work  which  can  be  read 
in  conjunction  with  the  changes  in  the  number  of  hospital  dental  staff  shown  in 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  H.M.  TREASURY,  MINISTRY  OF  HEALTH 
AND  DEPARTMENT  OF  HEALTH  FOR  SCOTLAND 


705 


Table  6.  In  the  absence  of  comparable  figures  for  staffed . and  occupied  beds  for 
the  early  years,  it  is  not  possible  to  draw  firm  conclusions  from  the  large  increase 
over  the  years  in  discharges  and  deaths,  but  the  available  figures  indicate  an  increase 
in  the  rate  of  turnover. 

Changes  in  hospital  dental  staffing 

39a.  Since  1949  there  has  been  an  increase  of  37  per  cent  in  the  number  of  all 
grades  employed  in  the  hospital  service.  The  increase  in  the  number  of  consultants 
and  senior  hospital  dental  officers  is  7 per  cent  and  47  per  cent  respectively. 

Changes  in  the  type  of  work  required  of  hospital  dental  staff 

40.  Before  1948  consultant  dental  advice  and  treatment  in  hospitals  was,  generally, 
with  a few  notable  exceptions,  confined  to  dental  teaching  hospitals  and  the  dental 
departments  of  medical  teaching  hospitals.  There  is  no  information  available  prior 
to  1948  with  which  to  compare  .the  development  of  the  hospital  dental  service  which 
has  taken  place  during  the  last  five  years  following  a somewhat  slow  start.  Table  8 
which  relates  to  information  obtained  from  hospitals  other  than  Dental  teaching 
hospitals,  shows  a satisfactory  increase  both  in  .the  total  number  of  sessions  devoted 
each  week  to  consultant  and  to  general  dental  care.  The  increase  in  the  number  of 
fully  equipped  dental  surgeries  in  hospitals  is  equally  satisfactory. 

41.  Consultant  dental  advice  has  increasingly  been  sought  by  general  dental 
practitioners  in  connection  with  oral  conditions.  Typical  examples  which  may  be 
quoted  include  the  surgical  removal  of  impacted  teeth,  the  diagnosis  and  treatment 
of  cysts  and  tumours  of  dental  origin,  and  the  provision  of  dental  protheses.  The 
treatment  of  fractures  of  the  jaws  and  facial  bones,  increasingly  a common  feature 
of  road  accidents,  has  been  canalised  through  maxillofacial  centres. 

42.  A recent  important  development  still  largely  in  its  early  stages  has  been  the 
setting  up  in  a number  of  regions  of  a consultant  orthodontic  service.  By  this 
means  facilities  .are  afforded  to  the  school  dental  service  as  well  as  general  dental 
service  for  the  diagnosis  of  irregularities  in  the  positioning  of  the  teeth  and  jaws, 
advice  as  to  treatment  and,  where  necessary,  the  treatment  of  the  more  complicated 
cases. 

43.  Table  8 indicates  the  extent  to  which  (the  general  dental  care  of  long-stay 
patients  in,  for  example,  mental,  chest  or  orthopaedic  hospitals,  has  been  extended. 

44.  In  connection  with  these  developments  it  was  necessary  to  make  provision  for 
the  supply  of  artificial  dentures,  special  protheses  and  splints.  To  this  end  central 
laboratories  have  been  established,  .usually  in  conjunction  with  an  existing  maxillo- 
facial 'laboratory. 

45.  Mention  may  be  made  of  .post-graduate  training  at  the  Institute  of  Dental 
Surgery  which  came  into  operation  in  1948  and  which,  in  conjunction  with  the 
Eastman  Dental  Hospital,  has  furnished  many  of  the  recruits  to  the  hospital  dental 
service.  Refresher  courses  for  general  dental  practitioners  under  section  48  of  the 
National  Health  Service  Act,  1946,  are  almost  entirely  manned  by  members  of  the 
consultant  staffs  of  the  dental  departments  of  teaching  and  general  hospitals. 

46.  In  all  the  foregoing  directions  there  has  been  a marked  change  in  the  nature 
of  the.  provision  of  hospital  dental  care. 
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TABLE  3 


Numbers  of  dentists  and  dental  treatments— England  and  Wales 


Number 

Number  of  Courses  of  Treatment 
(1000’s) 

Number 
of  cases  of 
emergency 
treatment 
(1000’s) 

Total 
Col.  5 plus 
Col.  6 
(1000’s) 

Cases  per 
dentist 
Col.  7 
divided 
by  Col.  2 

Year 

of  dentists 
(including 
assistants) 
in  Service 
at  end  of 
year 

Which 

included 

treatment 

requiring 

prior 

approvalf2) 

Others 

Total 

Number 

i 

2 

3 

4 

5 

6 

7 

8 

5th  July  to 
31st  Decem- 
ber, 1948  ... 

1949 

1950 

1951 

1952 

1953 

1954 

1955 

1956 

8,9000 

9,5000 

9,6600 

9,6900 

9,490 

9,470 

9,600 

9,790 

9,920 

744 

2,812 

3,324 

2,566 

1,647 

1,431 

1,537 

1,592 

1,707 

1,402 

3,956 

4,281 

4,667 

5,157 

5,241 

5,904 

6,343 

6,912 

2,146 

6,768 

7,605 

7,233 

6,804 

6,672 

7,441 

7,935 

8,619 

1,041 

1,981 

2,732 

2,196 

1,703 

1,895 

1,989 

2,121 

7,809 

9,586 

9,965 

9,000 

8,375 

9,336 

9,924 

10,740 

820 

995 

1,025 

950 

885 

970 

1,010 

1,080 

Notes: — 

C1)  These  figures  included  some  duplication  which  was  avoided  in  later  returns  from  Executive 
Councils. 

(2)  The  majority  of  these  are  for  the  supply  of  dentures. 


TABLE  4 

Numbers  of  dentists  and  dental  treatments — Scotland 


Number 

Number  of  Courses  of  Treatment 
(1000’s) 

Year 

1 

of  dentists 
(including 
assistants) 
in  Service 
at  end  of 
year 

2 

Which 

included 

treatment 

requiring 

prior 

approval(f) 

3 

Others 

4 

Total 

Number 

5 

Number 
of  cases  of 
emergency 
treatment 
(1000’s) 

6 

Total 
Col.  5 plus 
Col.  6 
(1000’s) 

7 

Cases  per 
dentist 
Col.  7 
divided 
by  Col.  2 

8 

5th  July  to 
31st  Decem- 
ber, 1948  ... 

1,180 

* 

* 

* 

* 

600 

509 

1949 

1,212 

* 

* 

* 

* 

1,187 

979 

1950 

1,251 

393 

538 

931 

268 

1,199 

959 

1951 

1,254 

319 

545 

863 

350 

1,213 

967 

1952 

1,207 

189 

609 

798 

296 

1,094 

907 

1953 

1,175 

158 

638 

796 

262 

1,058 

900 

1954 

1,163 

180 

678 

858 

280 

1,138 

978 

1955 

1,152 

193 

735 

928 

306 

1,234 

1,071 

1956 

1,142 

208 

763 

971 

320 

1,291 

1,130 

* Information  not  available. 


t The  majority  of  these  are  for  the  supply  of  dentures. 
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Notes: 

(1)  The  figures  for  registrars  downwards  exclude  a few  part-time  and  honorary  staff  whose  number  is  unknown. 

(2)  The  figures  do  not  include  general  practitioners  working  part-time  in  the  hospital  service  under  paragraphs  10  (a)  and  10  (b)  of  the  Terms  and 
Conditions  of  Service,  nor  general  dental  practitioners  occupying  similar  posts. 


EVIDENCE  OF  H.M.  TREASURY,  MINISTRY  OF  HEATLH 
AND  DEPARTMENT  OF  HEALTH  FOR  SCOTLAND 


709 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


710 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


TABLE  8 


Dentistry  in  Hospitals  other  than  Dental  Teaching  Hospitals  (England  and  Wales) 


1953 

1954 

1955 

1956 

Number  of  sessions  a week: 

Consultant  

S.H.D.O 

Senior  Registrar  

Registrar  

f.H.D.O 

General  Practitioner 

569 

588 

115 

88 

161 

660 

635 

679 

154 

167 

197 

726 

723 

742 

152 

352 

252 

852 

772 

800 

129 

381 

211 

885 

Total  sessions  of  all  grades  

2,181 

2,558  ' 

3,073 

3,178 

Number  of  fully  equipped  surgeries 

358 

381 

397 

416 

♦Number  of  hospitals  with  no  dentist  of  their 
own  who  call,  as  required,  on  a dentist  holding 
an  appointment  at  another  hospital  in  the 
Group 

252 

509 

573 

727 

* The  number  of  sessions  undertaken  for  these  hospitals  is  unknown  but  is  included  in  the 


figures  of  total  sessions  shown  above. 

(6)  The  Government’s  views  on  whether  there  is  any  case  for  considering  the 
establishment  of  some  permanent  hospital  grade  above  senior  registrar  and 
below  consultant  in  all  specialties  ; or  whether  on  the  other  hand  the  Com- 
mission should  base  its  salary  recommendations  for  consultants  on  the  assump- 
tion that  in  the  three  main  specialties  consultants  are  responsible  not  only 
for  work  requiring  the  highest  type  of  skill  and  responsibility,  but  all  other 
roHtine  specialist  work  not  within  the  scope  of  the  training  grades. 

(14)  Distinction  awards — whether  the  value  of  awards  and  the  percentage  of  con- 
snltants  receiving  awards  are  about  right  in  present  circumstances ; and 
whether  this  additional  remuneration  should  continue  to  be  given  to  individuals 
on  the  basis  of  personal  distinction  rather  than  the  responsibilities  they  under- 
take. 

47.  Points  (6)  (hospital  staffing  structure)  and  (14)  (distinction  awards)  are  con- 
sidered together  here,  because  (a)  levels  of  remuneration  must  be  determined  by 
reference  to  work,  the  nature  and  responsibilities  of  which  are  clearly  defined,  and  (Z>) 
the  present  system  of  distinction  awards  is  an  integral  part  of  the  general  arrange- 
ments for  remunerating  consultants  as  a body. 

Staffing  Structure 

48.  Before  considering  the  grades  of  hospital  medical  staff  and  the  system 
of  remuneration  envisaged  in  the  Spens  Report  on  Consultants  and  Specialists, 
it  is  necessary  particularly,  in  relation  to  point  (6),  to  examine  the  grade  of  senior 
hospital  medical  officer,  not  envisaged  by  the  Spens  Committee  but  introduced  into 
the  staffing  structure  in  the  course  of  the  discussions  on  remuneration  between 
the  profession  and  the  Health  Departments  in  1948-9.  (A  parallel  grade  of  junior 
hospital  medical  officer  was  also  introduced,  but  this  is  not  relevant  to  the  present 
question.) 

49.  Briefly  it  may  be  said  that  the  grade  of  senior  hospital  medical  officer  was 
inserted  in  the  staffing  structure  between  the  grades  of  consultant  and  senior 
registrar  because  there  was  general  agreement  at  that  time  that  the  staffing  of  the 
hospital  service  required  an  established  specialist  (but  not  consultant)  grade  with 
unlimited  tenure.  The  need  arose  for  two  main  reasons.  The  first  was  a purely 
temporary  one — that  at  the  outset  of  the  new  service,  inheriting  a variety  of  staffing 
patterns,  the  proper  place  in  the  new  staffing  stmcure  had  to  be  found  for  a 
number  of  established  and  experienced  specialists  who  were  not  trainees  but  who 
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had  not  the  training  and  standing  necessary  to  justify  grading  them  as  consultants. 
The  second  reason  was  more  permanent  in  character— that  the  needs  of  the 
hospital  service  made  it  essential — at  least  in  some  specialties  and  in  some  hos- 
pitals—that  there  should  he  specialists  below  the  consultant  grade  who  should  per- 
form work  of  limited  scope,  of  lower  responsibility  and  requiring  less  skill  than  that 
of  the  consultant  but  who  should  not  fee  holders  of  merely  temporary  and  short- 
term appointments  like  senior  registrars. 

50.  The  need  for  the  senior  hospital  medical  officer  grade  was  confirmed  and  its  nature 
and  scope  more  precisely  defined  in  the  discussions  between  the  profession  and  the 
Ministry  of  'Health  which  resulted  in  the  memorandum  of  October,  1950,  attached 
as  Appendix  K of  the  Factual  Memorandum  of  the  Health  Departments  to  the 
Commission.  This  agreement  makes  it  clear  that  what  was  envisaged  was  the 
employment  in  certain  specialties  of  senior  specialists  assisting  consultants  (reference 
was  made  to  “ Assistant  Anaesthetist  ”,  “ Assistant  'Pathologist  ”,  “ Assistant  Radiolo- 
gist” etc.)  for  the  purpose  of  carrying  out  the  more  routine  and  less  responsible 
work.  In  certain  specialties,  however,  no  place  was  seen  for  assistants  of  this 
kind,  viz.  general  medicine,  general  surgery  (including  urology  and  proctology), 
obstetrics  and  gynaecology  (practised  together),  cardiology,  dermatology,  otolaryngo- 
logy, neurology,  neuro-surgery,  plastic  surgery, _ thoracic  surgery.  Table  10  shows 
the  number  of  senior  hospital  medical  officers  in  each  specialty  at  30th  September, 
1957,  and  at  30th  June  (31st  December  for  Scotland)  in  each  of  the  previous  four 


years. 

51.  Since  1950,  in  the  course  of  the  discussions  on  hospital  staffing  between  the 
profession  and  the  Health  Departments,  the  view  has  been  advanced  from  more 
than  one  'quarter  that  certain  of  the  considerations  which  led  to  the  agreement  ot 
1950  in  relation  to  some  specialties  apply  more  widely,  and  that  there  is  in 
the  three  main  specialties  also  a place  for  an  assistant  grade  with  unlimited  tenure. 
For  example,  in  1955  the  Joint  Consultants  Committee  submitted  to  the  Health 
Departments  (without  any  commitment  on  the  part  of  the  Committee)  a report  on 
hospital  medical  staffing  which  stated  that  the  introductmn  of  new  and  improved 
techniques  has  increased  the  demand  for  experienced  medical  staff  below  consultant 
level  and  which  proposed  the  introduction  of  an  intermediate  grade  to  perform 
highly  responsible  work  under  the  final  responsibility  of  the  consultant.  Posts 
in  the  highest  range  of  this  grade,  falling  between  the  consultant  and  senior 
registrar  levels,  would  have  been  unlimited  in  tenure.  _ This  proposal  was,  however, 
not  pursued  by  the  profession  in  subsequent  discussions ; but  more  recently,  tor 
example,  in  the  LancetC1),  a similar  proposal  has  received  support  in  some  medical 
quarters.  The  principal  argument  appears  to  fee  that  with  the  growing  complexity 
of  all  branches  of  medicine  and  surgery  there  is  a greater  need  for  the  consultant 
to  have  the  assistance  of  someone  at  an  advanced  level  of  specialist  training, 
and  therefore  a greater  need  for  posts  with  unlimited  tenure  for  fully  trained 
assistants.  It  is  also  claimed  that  the  holding  of  a post  of  this  kind  confers  maturity 
and  consolidates  the  experience  desirable  in  the  holder  of  a consultant  appointment. 

52.  From  the  foregoing  it  would  appear  that  consideration  of  the  staffing  needs 
of  the  hospital  service  has  provided  some  evidence  of  a place  for  a permanent 
hospital  grade  above  senior  registrar  and  below  consultant.  The  numbers  in  any 
such  grade  would  no  doubt  be  limited,  since  the  consultant  would  remain  the 
essential  specialist  grade. 

53.  The  following  paragraphs  examine  the  grades  contemplated  in  the  Spens 
Report  (which  do  not  include  the  S.H.M.O.)  and  the  experience  derived  from  the  use 
of  them  in  'the  hospital  service  since  1948. 


(x)  Lancet.  1st  June,  1957  (p.  1127  and  1133) 
22nd  June  (p.  1299) 

29th  June  (p.  1352) 

13th  July  (p.  92) 

20th  July  (p.  144) 

27th  July  (p.  187) 

3rd  August  (p.  240) 


10th  August,  1957  (p.  291) 
7th  September  (p.  486) 
14th  September 
21st  September 
28th  September 
5th  October 
30th  November 
14th  December 


(p.  541) 

(p.  595) 

(p.  641) 

(p.  693) 

(p.  1099) 

(p.  1227/30) 
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54.  The  Spens  Committee  for  Consultants  and  Specialists  regarded  the  consultant 
as  the  basic  grade  in  the  hospital  medical  staffing  structure,  and  this  is  an  fact  the  case. 
It  is  .the  only  grade  in  which  the  appointments  are  of  unlimited  tenure  (subject  of 
course  to  a specified  retiring  age),  and  all  other  hospital  medical  staff  are  assistants 
of  the  consultant.  In  all  other  grades  also  the  appointments  are  held  on  a year  to 
year  basis  (except  dn  the  most  junior — the  house  officer— where  they  are  held  on  a 
six  monthly  basis) ; and  the  Terms  and  Conditions  of  Service  of  Hospital  Medical 
Staff  postulate  that  total  service  in  the  grades  above  house  officer  will  normally  be 

one  year  for  senior  house  officer  ; 


two  years  for  registrar ; 
four  years  for  senior  registrar. 

55.  In  size,  ithe  consultant  grade  not  only  far  outnumbers  any  other  grade  but 
outnumbers  the  senior  house  officer,  registrar  and  senior  registrar  grades  taken 
together.  The  latest  available  figures  for  hospital  medical  staff  (excluding  S.H.M.Os) 
relate  to  31st  December,  1956,  and  are:  — 


TABLE  9 


Per  cent  of  total 

Consultants 

1,299" 

2,725 

7,363 

43-9 

Senior  registrars  

Registrars  

- 6,154 

36-6 

Senior  house  officers 

House  Officers  (mostly  provisionally  registered  doctors  but 
includes  a small  number  of  dental  house  officers) 

3,270 

19-5 

Total 

16,787 

100-0 

Though  most  consultants  axe  under  contract  for  part-time  service  only,  it  is  estimated 
that  allowing  for  this  the  amount  of  time  covered  by  the  contracts  of  all  consultants 
would  be  approximately  5,700  whole-itime  equivalents.  The  real  difference  between 
the  number  of  consultants  and  the  amount  of  time  in  whole-time  equivalents  which 
is  actually  given  to  hospital  work  may  he  less  than  ithe  foregoing  figures  suggest ; for 
evidence  was  given  to  the  Committee  of  Enquiry  into  the  Cost  of  the  National  Health 
Service  that  the  majority  of  part-time  consultants  in  fact  work  longer  hours  than 
they  have  contracted  to  do  (see  paragraph  401  (vi)  of  the  Committee’s  report  repro- 
duced in  Appendix  J to  the  Factual  Memorandum  submitted  to  the  Commission 
by  the  Health  Departments)  though  on  .the  other  hand  part-time  consultants  are  also 
involved  in  considerably  more  traveMing  time  (for  which  they  are  paid)  than  are 
whole-time  consultants. 

56.  Though  the  Spens  Committee  for  Consultants  and  Specialists  visualised  the 
grades  between  house  officer  and  consultant  as  a training  ladder  which  would 
normally  lead  within  six  years  or  so  to  consultant  posts — 'indeed  the  Committee 
placed  all  those  intermediate  grades  into  the  specialist  category — experience  since 
1948  has  shown: — • 

(a)  that  dn  order  to  provide  an  adequate  staff  for  the  performance  of  the  work 

of  the  hospital  service,  more  doctors  are  required  in  these  intermediate 
grades  -than  would  be  needed  simply  for  filling  consultant  vacancies  expected 
to  occur  a few  years  ahead. 

(b)  that  it  is  impracticable  to  gauge  consultant  requirements  in  each  specialty 

four  years  ahead  and  wastage  of  senior  registrars  during  training  so  pre- 
cisely as  to  secure  a perfect  balance  between  the  number  of  senior  registrars 
completing  the  recognised  term  of  four  years  training  in  ithe  grade  and  the 
number  of  consultant  vacancies  becoming  immediately  available  for  them. 

In  consequence  various  measures  have  been  adopted  in  attempting  to  reconcile  the 
needs  of  .the  service  with  the  concept  of  a training  ladder.  First,  the  junior  registrar 
of  the  Spens  Report  ceased  to  be  regarded  primarily  as  a training  grade  (and  was 
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renamed  senior  liouse  officer).  Later,  in  1951,  the  registrar  grade  also  ceased  to  be 
regarded  primarily  as  a training  grade.  Both  these  steps  were  necessary  in  order  to 
make  it  dear  that  the  numbers  in  these  grades  bore  no  relation  to  future  consultant 
vacancies  and  that  the  holders  of  these  posts  could  not  all  expect  to  continue  up  the 
training  ladder.  By  this  time  also  it  had  become  apparent  that  the  ready  availability 
of  assistance  for  young  specialists  to  undertake  further  training  on  demobilisation 
from  the  Forces,  combined  with  the  steadily  increasing  staffing  needs  of  the  hospital 
service,  had  resulted  in  the  number  of  senior  registrars  increasing  to  a figure  far 
higher  than  that  required  to  fill  potential  consultant  vacancies,  in  spite  of  the  sub- 
stantial increase  in  ithe  consultant  establishment.  Whereas  the  total  number  of  senior 
registrars  at  the  end  of  1951  was  over  1,500,  it  was  estimated  that  a sufficient  supply 
of  candidates  to  provide  reasonable  competition  for  the  anticipated  consultant 
vacancies  in  'the  coming  years  could  have  been  secured  by  maintaining  a senior 
registrar  complement  of  1,080.  From  that  time  the  number  of  training  posts  for 
senior  registrars  has  been  fixed  by  the  Health  Departments  after  consultation  with 
the  profession ; but  the  number  of  senior  registrars  has  continued  to  exceed  the 
number  of  training  posts.  Where  senior  registrars  have  completed  their  four  year 
term  of  training  but  have  not  so  far  succeeded  in  obtaining  higher  posts,  hospital 
authorities  have  been  authorised,  with  the  profession’s  agreement,  -to  retain  them  as 
senior  registrars,  provided  the  authorities  are  satisfied  that  they  have  consultant 
potentialities.  This  excess  of  senior  registrars  over  the  approved  number  of  training 
posts  does  not  exist  in  all  specialties : it  is  present  mainly  in  general  medicine,  general 
surgery  and  obstetrics  and  gynaecology  but  similar  problems  occur  also  in  some  of 
the  smaller  specialties.  In  some  other  specialties  (the  number  of  consultant  vacancies 
has  been  bigger  than  could  have  been  foreseen  when  the  control  of  the  number  of 
senior  registrar  (training  posts  was  introduced,  and  senior  registrars  in  these 
specialties  (among  which  anaesthetics  and  radiology  are  notable)  have  commonly 
been  able  to  obtain  consultant  posts  well  before  completing  four  years  as  senior 
registrars. 


57.  Altogether  some  200  senior  registrars  have  been  in  this  grade  for  five  years 
or  more  and  are  being  retained  on  a year  to  year  basis  while  they  continue  to 
compete  for  consultant  vacancies.  It  must  be  wholly  exceptional  in  a public  service 
and  perhaps  outside  it  to  regard  persons  who  began  their  professional  education 
fourteen  years  or  more  before,  who  have  been  continuously  employed  in  the  practice 
of  their  profession  for  nine  years  or  more  and  are  of  proved  ability,  as  being  still  in 
training;  to  employ  them  in  a temporary  capacity  only;  and  to  postulate  at  this 
stage  that  they  may  not  obtain  permanent  employment.  In  practice  it  is  peculiarly 
difficult  for  an  employing  authority,  particularly  one  with  a near  monopoly  of  the 
available  employment,  to  (terminate  -the  services  of  an  officer  at  'this  age  and  at  'this 
level  of  qualification  and  responsibility.  His  age  and  the  very  fact  of  his  having 
specialised  may  make  it  difficult  if  not  impossible  for  him  to  commence  again  in 
another  specialty  even  if  he  had  'the  aptitude,  or  to  change  from  hospital  work  to 
another  branch  of  medicine.  At  the  same  time  the  fact  that  appointment  as  i 
consultant  is  competitive — which  the  Health  Ministers  believe  to  be  essential  to  the 
well-being  of  the  service — inevitably  means  that  some  competitors  will  fail  to  obtain 
appointment,  which  in  its  turn  means  that  in  present  circumstances  a permanent 
hospital  career  is  closed  to  them. 


58.  A -further  relevant  point  to  be  -borne  in  mind  is  the  longstanding  difficulty  in 
recruiting  into  the  existing  assistant  grades  enough  staff  to  meet  the  needs  of  the 
hospital  service.  This  problem  of  junior  hospital  medical  staffing  between  the 
consultant  and  house-offker  grades  has  -become  and  continues  to  be  acute,  particularly 
.in  the  non-teaching  hospitals,  and  discussions  with  the  profession  extending  over 
several  years  have  found  no  solution. 


59  The  conclusions  to  be  drawn  from  the  points  made  in  the  three  preceding 
paragraphs— the  difficulty  of  reconciling  the  staff  .reqmreinents  of  the  service  with 
the  “training  ladder ” of  the  Spens  Report ; the  absence  of  permanent  employment 
for  the  trained  specialist  who  fails  to  obtain  a consultant  appointment , and  the 
continuing  shortage  of  medical  staff  below  consultant  level  m the  hospita^would 
appear  to  be  that  experience  of  the  operation  of  the  structure  contemplated  m the 
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Spens  Reort  lias  revealed  that  it  is  defective ; and  that  one  requirement  not  met  is 
that  of  a senior  assistant  grade  without  limit  of  tenure,  in  which  'the  fully  trained 
specialist  could  serve  until  he  obtains  a consultant  appointment,  or  could  find  a 
permanent  career  if  he  fails  to  obtain  one. 

The  system  of  distinction  awards 

60.  The  system  of  distinction  awards  is  not  merely  a method  of  .payment.  It  aims 
at  securing  a wide  spread  of  incomes  in  the  specialist  service — in  the  Spens  Com- 
mittee’s words  “a  proper  distribution  of  incomes  throughout  the  entire  range  of 
remuneration  ” — so  that  more  than  normal  ability  may  receive  adequate  reward.  It 
is  therefore  an  important  aspect  of  remuneration,  and  the  question  whether  the 
present  amounts  and  proportions  are  about  right  can  be  dealt  with  only  as  part  of 
the  wider  question  of  what  is  the  right  level  of  consultant  remuneration.  And  since 
it  differentiates  between  consultants,  it  has  to  be  considered  along  with  ithe  problem 
of  grading.  The  system  involves  additional  payments  beyond  the  basic  scale  to  just 
over  one-third  (34  per  cent)  of  the  consultants — some  2,600  in  all.  The  total  amount 
of  these  payments  on  a full-time  basis  would  exceed  £24  millions  per  annum,  but  is 
in  fact  less  to  the  extent  that  many  of  the  recipients  are  employed  on  a part-time 
basis  and  are  entitled  only  to  part  of  the  full-time  value  of  their  award. 

61.  The  Commission  may  find  it  helpful  to  have  set  out  in  Appendix  HI  a 
summary  of  the  case  adduced  in  the  Spens  Report  for  the  award  system  and  of  views 
which  have  since  been  expressed  on  it. 

62.  This  system,  under  which  the  highest  levels  of  remuneration  are  payable  by 
reference  not  to  the  recognised  responsibilities  of  the  posts  which  the  recipients  occupy 
but  to  the  assessed  abilities  of  the  individuals,  is  very  exceptional,  certainly  in  a public 
service  involving  public  funds.  It  is  even  more  exceptional  in  that  the  fact  of  the 
payment  is  not  disclosed. 

63.  The  Spens  Committee  considered  that  no  alternative  method  would  achieve 
a satisfactory  spread  of  consultants’  incomes. 

64.  The  main  advantages  of  the  awards  system  appear  to  be  : — 

(a)  Higher  remuneration  for  consultants  can  be  based  on  individual  professional 
distinction,  and  does  not  have  to  be  dependent  on  mere  age,  length  of 
service,  tenure  of  particular  posts,  practice  of  a particular  specialty,  etc. 

(b)  The  system  does  in  general  seem  to  have  achieved  the  object  of  giving 
higher  rewards  for  “ more  'than  ordinary  ability  and  effort  ” and  to  have 
worked,  in  a most  difficult  field,  with  a considerable  degree  of  acceptance. 

65.  The  system  is  however  open  to  criticism  in  certain  respects : — 

(a)  The  method  of  remuneration  by  confidential  awards  obscures  the  amount  of 

it.-  For  example,  the  differential  between  consultants  and  general  practi- 
tioners tends  to  be  measured  against  the  consultant’s  basic  scale,  whereas  the 
average  consultant  remuneration  (on  a full-time  basis)  is  £300  a year  higher 
than  the  basic  scale. 

(b)  The  hospital  authorities  who  appoint  and  pay  consultants  have  no  voice  in 
determining  their  ultimate  remuneration. 

(c)  As  the  number  of  consultants  increases,  it  seems  open  to  question  whether 

the  proportion  meriting  distinction  awards  remains  constant  at  34  per  cent. 
Numbers  have  risen  from  5,600  in  1949  (already  many  more  than  at  the  time 
•of  the  Spens  Committee’s  work)  to  7,829  at  the  end  of  1957,  or  by  about 
40  per  cent,  and  the  Willirik  Committee  expects  a further  increase. 

Possibility  of  some  other  means  of  differentiation 

66.  As  already  indicated,  the  Spens  Committee  concluded  that  there  was  no  other 
means  of  differentiating  in  remuneration  between  specialists  to  take  account  of 
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variations  in  professional  distinction ; it  did  not  comment  on  the  desirability  of 
differentiating  according  ito  the  measure  of  responsibility  carried.  Although  the 
Report  did  not  discuss  the  point  the  Committee  evidently  assumed  that  once 
specialists  had  attained  “ staff  status  ” their  responsibilities  did  not  significantly  vary, 
either  within  or  between  specialties.  The  Committee  recognised  (paragraph  4 of  the 
Report)  that  there  were,  e.g.  physicians  and  “ assistant  ” physicians  but  said  “ when 
the  .term  ‘ assistant  ’ is  used  it  does  not  necessarily  imply  that  the  holder  of  such  an 
appointment  is  subordinate  to  the  physician  or  surgeon  ”. 

67.  The  system  was  intended  to  recognise  diversity  of  ability  and  effort  among 
consultants,  to  take  account  of  special  contributions  to  research,  or  ito  medicine  in 
other  respects,  and  to  take  account  also  of  other  outstanding  professional  work.  The 
question  whether  this  remains  the  proper  basis  for  higher  remuneration  should 
perhaps  be  considered  in  the  light  of  the  foregoing  paragraphs. 

68.  It  has  been  proposed  that  responsibility  would  provide  a better  measure  of 
remuneration,  and  Scottish  tradition  may  be  of  interest  in  this  context  In  the  larger 
hospitals  in  Scotland  it  has  been  customary  to  organise  the  work,  in  at  any  rate 
the  major  specialties,  in  units  which  are  responsible  for  one  or  more  wards.  Within 
each  unit  there  is  a physician  or  surgeon  “ in  charge  ” and  one  or  mose  assistants. 
The  senior  exercises  a general  supervision  over  the  work  of  the  unit  as  a whole ; 
the  assistants  are  fully  qualified  and  experienced  and  of  “ staff  status  ” but  they  do 
not  have  sole  charge  of  beds.  The  senior  posts  are  recognised  as  .posts  “ in  charge  of 
wards  ” and  they  continue  to  be  filled  as  such,  often  but  not  always  after  advertise- 
ment. The  tradition  has  been — and  experience  since  1948  has  only  confirmed  it — 
that,  other  things  being  equal,  the  specialists  of  distinction  will  gravitate  to  these 
posts,  with  the  higher  status  and  responsibility  they  carry.  There  has  been  keen 
discussion  as  to  whether  these  posts  should  always  .be  open  to  competition,  but  debate 
on  the  method  by  which  the  winners  should  .be  chosen  merely  serves  to  demonstrate 
the  reality  of  the  prizes. 

69.  The  Scottish  system  does  not  obtain  in  England  and  Wales ; and  there  is  in 
those  countries  no  easily  discernible  hierarchy  of  responsibility  among  consultants 
which  might  provide  a basis  for  higher  remuneration.  For  example,  in  a professorial 
unit  (consisting  of  a professor,  one  or  more  other  consultants,  and  junior  medical 
staff)  the  professor  organises  the  work  and  teaching  of  the  unit  but  does  not  in  any 
sense  supervise  or  assume  responsibility  for  the  clinical  work  of  his  consultant 
colleagues.  In  the  same  way,  although  in  certain  departments  such  as  pathology  or 
radiology — both  in  non-teaching  as  well  as  in  teaching  hospitals — where  several 
consultants  are  employed,  one  of  their  number  (not  necessarily  the  senior)  may  be 
designated  as  director  ; he  also  is  not  in  any  sense  responsible  for  the  clinical  work 
of  his  colleagues,  but  is  responsible  for  co-ordinating  .the  staff  and  work  of  the 
department.  It  does  not  appear  possible  to  point  in  England  and  Wales  to  any  basis 
on  which  remuneration  between  different . consultants  could  be  differentiated  by 
responsibility. 

70.  Having  regard  to  the  abo-ve  considerations,  the  Government’s  view  is  that 
the  balance  of  advantage  is  in  favour  of  a continuation  of  the  present  system, 
though  not  necessarily  with  the  same  number  or  size  of  awards  ; alternative  methods 
hitherto  considered  for  achieving  an  appropriate  spread  of  incomes  are  either 
unsuitable  to  the  circumstances  of  consultants’  remuneration  or  create  more  problems 
than  they  solve. 

Conclusion 

71.  This  consideration  of  staffing  structure,  and  the  examination  of  the  present 
system  of  distinction,  awards,  seem  to  the  Health  Departments  to  point  in  the 
same  direction : towards  the  establishment  of  a more  realistic  staffing  structure 
which  would  offer  a satisfactory  career  to  all  trained  specialists,  and  a modification 
of  the  awards  system  to  take  account  of  .the  increased  numbers  of  consultants  and 
of  any  changes  in  the  staffing  structure. 
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72  It  would  appear,  therefore,  that  in  considering  their  recommendations  for 
the  remuneration  of  hospital  medical  staff  the  Commission  will  need  to  take  into, 
account  two  alternatives. 

(a)  It  may  be  thought  desirable  that  the  present  staffing  structure  should 
continue  unchanged,  with  the  consultant  as  the  basic  grade ; with  no 
permanent  assistant  grade  apart  from  the  senior  hospital  medical  officer 
in  some  specialties ; with  a senior  registrar  grade  whose  size  is  determined 
by  anticipated  consultant  vacancies ; and  with  'the  present  junior  grades. 
On  this  basis  the  Commission  would  no  doubt  evaluate  the  different 
trades,  including  a basic  remuneration  for  the  consultant ; would  then 
proceed  to  consider  the  alternative  methods  of  arriving  at  the  number  of 
consultants  who  should  receive  remuneration  higher  than  the  basic,  of 
differentiating  between  them,  and  of  selecting  the  recipients;  and  would 
recommend  a maximum  level  of  remuneration  together  with  any  inter- 
mediate points  between  the  basic  and  the  maximum. 

(b)  It  also  seems  desirable  to  take  into  account  the  possibility  of  changes  in 
the  staffing  structure,  in  particular  the  introduction  of  a permanent  hospital 
grade  above  senior  registrar  and  below  consultant  in  all  specialties.  On 
this  basis  the  Commission  would  need  in  addition  to  evaluate  the  new 
grade,  to  consider  its  size,  and  to  take  into  account  the  relationship  between 
the  remuneration  of  this  grade  and  the  basic  consultant  scale. 


TABLE  10 
(Part  1) 


Senior  Hospital  Medical  and  Dental  Officers : England  and  Wales 


Specialty 

June, 

1953 

June, 

1954 

June, 

1955 

June, 

1956 

September, 

1957 

General  Medicine*  

210 

209 

221 

211 

210 

Diseases  of  the  Chest 

334 

358 

369 

381 

370 

Mental  Health  

350 

357 

365 

381 

393 

Neurology  

5 

6 

6 

5 

5 

Paediatrics  

20 

18 

20 

19 

16 

Radiology  

64 

68 

64 

55 

52 

Radiotherapy 

32 

34 

37 

37 

36 

Physical  Medicine  

22 

21 

25 

26 

25 

Pathology 

142 

156 

159 

170 

171 

Infectious  Diseases  

66 

67 

68 

71 

65 

Dermatology 

43 

41 

36 

32 

31 

Venereology 

72 

72 

75 

72 

70 

Ophthamology  

222 

245 

227 

230 

239 

General  Surgery  

200 

188 

197 

188 

183 

Anaesthetics  ... 

274 

264 

274 

269 

265 

Neuro-Surgery  

1 

1 

1 

1 

1 

Plastic  Surgery 

1 

1 

1 

1 

1 

Thoracic  Surgery 

1 

1 

Orthopaedic  Surgery 

42 

46 

55 

59 

56 

Dentistry 

223 

226 

228 

230 

239 

Ear,  Nose  and  Throat 

34 

34 

31 

33 

32 

Obstetrics  and  Gynaecology... 

90 

87 

87 

83 

78 

Totals 

2,448 

2,500 

2,546 

2,554 

2,538 

♦Includes  appointments  in  geriatrics. 
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TABLE  10 
(Part  2) 

Senior  Hospital  Medical  and  Dental  Officers:  Scotland 


Specialty 


General  Medicine*  . . . 
Diseases  of  the  Chest 
Mental  Health 

Neurology  

Paediatrics  

Radiology  

Radiotherapy 

Physical  Medicine 

Pathology  

Infectious  Diseases  . . . 

Dermatology 

Venereology 

Ophthalmology 
General  Surgery 

Anaesthetics 

Neuro-Surgery 
Plastic  Surgery 
Thoracic  Surgery 
Orthopaedic  Surgery 

Dentistry  

Ear,  Nose  and  Throat 
Obstetrics  and  Gynaecology 


Totals 


December, 

1953 


13 
54 
41 

1 

3 

14 

4 

17 


8 

19 

17 

44 


1 

13 

33 

3 

15 


December, 

1954 


316 


16 

58 

44 

1 

5 

14 

3 

21 

9 


19 

17 

47 


1 

14 

33 

5 

14 


December,  December, 
1955  1956 


337 


23 

62 

43 

1 

5 

14 

3 

1 

23 

9 

8 

8 

23 

16 

47 


15 

34 

5 

13 


353 


23 

67 

42 

1 

5 

10 

4 

1 

22 

9 


23 

16 

45 


1 

15 

33 

5 

13 


September, 
1957 


22 

67 

44 
1 
5 
9 
5 
1 

26 

9 

7 

8 

25 

15 

45 


1 

17 

35 

6 

13 


351 


361 


(7) 


* Includes  appointments  in  geriatrics. 

The  weight  which  in  the  Government’s  opinion  should  be  given  in  considering 

8 1 ' " * - ■ * g 1 Tin  cn  tnr  nc  Tfiox; 


remuneration  to  the  following  and  any  other  special  features  (in  so  far  asthey 
may  in  fact  be  special  features)  of  the  medical  profession  : 

(a)  The  need  to  maintain  a good  social  position 

(b)  The  need  to  avoid  financial  anxiety 

(c)  The  length  and  cost  of  training 

(d)  Responsibility  for  human  life 

(e)  Long  and  irregular  hours  of  work 

(f)  Being  on  call  at  night 

(g)  Special  risks  to  health 

(8)  Views  on  the  extent  to  which  the  same  or  other  features  may  apply  to  the 
dental  profession. 

The  Medical  Profession 

73.  In  general,  the  Government  takes  the  view  that  all  the  factors  enumerated 
in  this  question  should  be  considered  in  comparison  with  conditions  in  other 
professions,  with  the  object  of  ensuring  that  the  medical  profession  attracts  a 
proper  share  of  recruits  of  the  right  calibre  m competition,  with  other  careers. 
Assuming  that  the  level  of  professional  remuneration  of  doctors  is  fixed  as  con- 
templated in  the  Commission’s  terms  of  reference  on  the  basis  of  fair  comparison 
with  the  remuneration  of  other  professions  and  connected  occupations,  the  factors 
in  (af  and  (b)  of  this  question,  which  are  in  no  way  peculiar  to  the  medical 
profession,  will  take  care  of  themselves.  While  the  Spens  Committee  on  Remunera- 
tion of  General  Practitioners  specially  mentioned  the  effect  which  financial  anxiety 
might  have  on  a doctor’s  work,  this  arose  from  the  Committee’s  conclusion  that,  at 
the  time  covered  by  their  inquiry,  the  percentage  of  low  incomes  among  general 
practitioners  was  too  high. 
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74.  The  length  and  cost  of  training  and  the  age  when  doctors  in  consequence 
start  earning  are  factors  which  should  certainly  'be  taken  into  account  in  assessing 
remuneration ; but  here  again  the  basis  should  be  that  of  comparison  with  other 
professions.  Medical  training,  while  long,  is  not  unique  in  its  length  and,  below 
the  income  level  fixed  for  the  purpose,  the  State  Scholarships  and  Local  Education 
Authority  Awards  now  available  for  higher  education  and  for  professional  training 
have  considerably  reduced  or  eliminated  the  cost  falling  on  the  student  or  his 
parents  (see  Appendix  IV  paragraph  7 for  illustration).  The  factor  therefore  needs 
to  be  considered  in  the  light  of  similar  information  about  other  professions.  Some 
examples  are  cited  in  Appendix  IV  and  no  doubt  the  Royal  Commission  will  be 
in  possession  of  more  detailed  information  about  these  and  other  professions. 
Some  information  on  cost  and  length  of  training  and  financial  assistance  during 
training  is  also  given  in  Appendix  IV. 

75.  The  weight  of  responsibility  for  human  life  varies  in  the  several  branches  of 
the  profession  and  from  one  day  to  another.  Doctors  concerned  with  medical  ad- 
ministration carry  a general,  somewhat  impersonal,  responsibility  for  the  community 
which  at  times  of  epidemics  may  admittedly  be  heavy.  The  difference  in  this  type 
of  responsibility  and  that  borne  by  the  clinician  is  reflected  in  their  remuneration. 
But  the  responsibility  for  individual  lives  falls  more  particularly  on  general  prac- 
titioners and  specialists.  It  is  a responsibility  from  which  the  general  practitioner 
is  never  wholly  free,  though  it  may  differ  greatly  in  intensity  and  frequency.  There 
are  a few  specialties  in  whiah  this  responsibility  arises  only  infrequently.  There  are 
others  in  which  it  is  constantly  present,  and  of  these  surgery  and  particularly  its 
advanced  forms — neuro-surgery  and  thoracic  surgery — are  the  outstanding  examples, 
though  obviously  the  physician  can  and  does  carry  in  many  cases  just  as  great  a 
burden.  But  responsibility  for  human  life  is  not  carried  only  by  the  medical  pro- 
fession. Captains  and  masters  of  ships  at  sea,  the  pilots  of  aircraft,  officers  of  the 
Armed  Forces  are  examples  of  professions  where  responsibility  is  heavy,  varying  in 
degree  according  to  circumstances,  but  at  moments  of  crisis  very  onerous  indeed. 

76.  The  features  of  long  and  irregular  hours  and  of  being  on  call  ait  night  should 
clearly  be  given  weight  in  considering  remuneration.  Here  again,  they  are  not 
exclusive  to  the  medical  profession  and  their  incidence  within  the  profession  varies 
widely.  The  pressure  on  the  general  practitioner  is  far  heavier  in  winter  than  in 
summer : it  is  to  some  extent  diminishing  with  the  growth  of  partnerships,  group 
practice,  rotas  and  other  arrangements  of  this  kind:  senior  hospital  doctors  have 
fairly  regular  hours  for  National  Health  Service  work,  and  in  some  specialties  at  any 
rate  are  exposed  to  little  risk  of  night  calls. 

77.  The  Government  is  unaware  of  any  conclusive  evidence  that  the  profession 
suffers  from  special  occupational  risks  to  health.  In  the  matter  of  mortality  the 
Government  Actuary  recently  stated,  in  a memorandum  printed  as  Appendix  3 to 
the  Willink  Report: — 

“ a study  of  occupational  mortality  statistics  . . . shews  that  in  some  years 
and  . . . age  groups  the  death  rates  experienced  by  . . . the  medical  profession 
have  been  somewhat  less  than  those  of  the  .population  in  general,  while  in 
other  years  or  in  other  age  groups  they  have  been  somewhat  greater.  The 
differences  are  fairly  small  in  all  cases  . . .” 

The  Registrar-General  for  England  and  Wales  has  informed  the  Health  Departments 
that  the  Government  Actuary’s  findings  will  be  confirmed  (for  dentists  as  well  as  for 
doctors)  by  the  analysis  of  occupational  mortality  for  1949-1953  which  will  be  pub- 
lished shortly.  The  Registrar-General  is  willing  to  prepare  a special  note  on  doctors’ 
(and  dentists’)  mortality  if  toe  Commission  so  desire.  Some  statistics  of  mortality 
among  male  doctors,  dentists  and  veterinary  surgeons  as  compared  with  all  males  in 
Scotland  are  given  in  toe  Annual  Report  of  the  Registrar-General  for  Scotland,  1955, 
and  the  Registrar-General  for  Scotland  will  consider  whether  he  can  provide  further 
information  on  the  subject  if  the  Commission  wish. 

78.  In  regard  to  morbidity,  the  British  iMedical  Association  contend  in  their 
Preliminary  Memorandum  of  Evidence  that  doctors,  especially  general  practitioners, 
suffer  more  than  average  from  heart  disease.  Neither  the  Registrar-General  for 
England  and  Wales  nor  toe  Minister  of  Pensions  and  National  Insurance  has  any 
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reliable  figures  throwing  light  on  this  question.  Contentions  about  one  disease  are, 
however,  inconclusive  in  this  connection  unless  account  is  also  taken  of  other  diseases 
in  which  the  opposite  might  be  the  oase. 

79.  The  Medical  Research  Council  research  report  (No.  276)  on  “ Occupational 
Factors  in  the  Aetiology  of  Gastric  and  Duodenal  Ulcers  ” shows  that  of  127  doctors 
interviewed  the  number  of  ulcers  was  more  than  twice  the  number  expected.  But 
after  discussing  the  criteria  of  diagnosis  the  report  suggests  that  greater  refinement 
of  diagnosis  wlas  the  explanation  of  the  excess  and  that  there  was  no  justification  for 
concluding  .that  doctors  are  more  likely  to  get  ulcers  than  the  general  population 
(pages  46-49  of  the  Report). 

80.  It  is  possible  that  this  explanation  might  account  for  the  apparent  higher  rate 
of  heart  disease  to  which  the  British  Medical  Association  draw  attention. 

81.  The  only  certainty  about  this  question  of  relative  morbidity  in  relation  to 
disease  generally  is  that  definite  conclusions  cannot  be  drawn  on  present  evidence. 
In  so  far,  however,  as  mortality  may  be  an  index  to  morbidity,  the  indications  are 
that  doctors’  morbidity  for  all  diseases  taken  together  is  little,  if  any,  greater  than 
that  of  the  population  as  a whole. 

82.  The  Government  is  not  aware  of  any  other  features  to  which  attention  should 
be  drawn. 

The  Dental  Profession 

83.  Much  of  what  is  said  above  about  doctors  applies  in  substance  to  dentists  also. 
A dentist,  however,  does  not  carry  responsibility  for  human  life  in  the  same  sense 
as  a doctor : he  does  not  have  such  irregular  hours  of  work  as  a doctor  in  general 
practice  and  is  not  exposed  to  the  same  risk  of  emergency  calls  at  night  and  at  the 
weekend. 

(9)  The  Government’s  views  on  what  factors  should  be  taken  into  account  in 
determining  the  relativities  in  remuneration  between — 

(a)  general  medical  practitioners  and  general  dental  practitioners; 

(b)  general  medical  practitioners  and  specialists  in  hospitals;  particularly 

whole-time  specialists ; 

(c)  general  dental  practitioners  and  dental  specialists  ; 

(d)  part-time  and  whole-time  specialists. 


84.  In  the  Government’s  view  the  fundamental  relativity  is  that  between  the  whole- 
time medical  specialist  and  the  general  medical  practitioner.  Once  this  has  been 
established  the  other  forms  of  medical  and  dental  practice  in  the  National  Health 
Service  can  be  related  to  one  or  other  of  these  two.  This  paper  therefore  considers 
relativities  in  the  following  order : — 

(a)  whole-time  medical  specialist  in  hospital  and  general  medical  practitioner ; 

■(b)  general  medical  practitioner  and  general  dental  practitioner ; 

(c)  whole-time  medical  specialist  and  whole-time  dental  specialist ; 

(d)  whole-time  specialist  and  part-time  specialist. 

Specialist  and  general  practitioner 

85.  The  factors  to  be  taken  into  account  are : — 

(a)  the  age  at  which  the  status  of  a specialist  in  the  hospital  service  or  a principal 
in  general  practice  is  achieved  ; 

(b)  the  pattern  of  earning  over  the  period  of  professional  activity  as  a specialist 
or  principal ; 

(c)  differences  in  demands  on  professional  skill  and  experience  ; 

(d)  other  differences  in  the  conditions  of  employment. 
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86.  Age  at  which  status  of  a specialist  or  of  a principal  in  general  practice  is 
achieved.  Up  to  full  registration  the  training  of  future  specialists  and  general 
practitioners  is  the  same.  After  full  registration  the  aspiring  specialist  must  undergo 
a period  of  post-graduate  training — -which  may  be  long — before  he  is  likely  to  have 
much  chance  of  obtaining  a permanent  senior  post  in  hospital.  This  training  is 
acquired  in  several  short-term  posts,  filled  on  a competitive  basis,  which  normally 
occupy  as  much  as  seven  years  and  often  more.  During  this  period  he  will  usually 
obtain  a higher  qualification  or  specialist  diploma  in  his  chosen  specialty  by  passing 
a difficult  examination  and  in  many  cases  will  also  obtain  a higher  degree  by 
submitting  a thesis  and/or  by  examination.  The  doctor  who  intends  to  become  a 
general  practitioner  can,  in  theory,  enter  general  practice  immediately  after  full 
registration.  In  practice,  however,  he  sometimes  spends  a further  period,  of  one 
or  more  years,  in  junior  hospital  posts,  followed  as  a rule  by  two  or  more  years 
as  assistant  to  a principal.  Information  about  the  age  at  which  doctors  in  England 
and  Wales  become  specialists  in  hospital  or  principals  in  general  practice  is  given 
in  the  Health  Departments’  Factual  Memorandum  at  page  28  (for  specialists)  and 
Appendix  T (for  general  practitioners).  On  the  basis  of  these  figures  the  mean  age 
of  appointment  to  a consultant  or  S.H.M.O.  post  is  between  36  and  37  and  the 
normal  age  of  entry  to  general  practice  as  a principal  is  between  30  and  35.  (The 
figures  for  general  practice  relate  only  to  doctors  who  became  principals  after 
a period  as  assistants ; for  doctors  who  became  principals  without  a preliminary 
assistantship  the  age  of  entry  might  have  been  lower.) 

87.  The  termination  of  National  Service  may  in  due  course  reduce  the  age  at 
which  doctors  take  up  their  permanent  places  in  practice  of  different  kinds  but  not 
to  affect  the  relativity  between  hospital  doctors  and  general  practitioners. 

88.  Pattern  of  earning.  The  series  of  short-term  posts  in  which  the  potential 
specialist  will  normally  spend  his  training  years  carry  salaries  ranging  from  £467  10s. 
a year  for  the  provisionally  registered  practitioner  entering  upon  his  first  house  post 
to  £1,540  a year  for  the  senior  registrar  in  his  fourth  or  later  year.  When  appointed 
to  a consultant  post  he  proceeds  by  regular  increments  over  eight  years  to  his 
maximum.^1)  During  this  period,  or  at  any  time  after  he  has  reached  his  maximum, 
he  may  also  receive  a distinction  award  (or  having  received  one  award  may  be 
promoted  to  . a higher  category).  The  general  practitioner  will  begin  as  a house 
officer  and  may  stay  in  the  hospital  service  until  he  reaches  an  appointment  in  one 
of  the  registrar  grades  and  then  generally  takes  a post  as  an  assistant  in  general 
practice.  When  he  becomes  a principal  his  income  will  depend  on  the  size  of 
the  practice.  If  he  becomes  a single-handed  principal  in  an  established  practice, 
his  income  may  well  be  substantial  from  the  outset.  If  he  enters  a partnership 
he  will  receive  a lower  proportion  of  the  partnership  profits  during  his  early  years, 
but  should  normally  reach  parity  or  near  parity  with  his  partners  after  between 
five  and  ten  years.  Although  the  number  and  geographical  distribution  of  general 
practitioners  is  changing,  the  consequent  changes  in  the  size  of  list  and,  hence, 
income  of  individual  practitioners  are  likely  to  be  slight  and  gradual.  At  present 
most  newly  qualified  doctors  suffer  a break  of  tiwo  years  in  their  civil  employment, 
after  becoming  fully  registered,  while  they  do  their  National  Service. 

89.  Skill  and  experience.  Where  the  kind  of  work  differs  so  widely  as  it  does 
between  specialist  and  general  practitioner  it  is  difficult  to  establish  relative  levels 
of  skill  and  responsibility.  On  the  one  hand  the  specialist  may  be  said  to  have 
a higher  degree  of  knowledge  and  skill  in  'his  particular  (field,  and  in  some  cases 
may  use  more  advanced  and  delicate  techniques.;  but  his  skill  is  exercised  in  a 
narrower  field  than  that  of  the  general  practitioner.  The  specialist  has  to  keep 
himself  _ fully  informed  of  all  advances  in  his  own  specialty  and  many  in  related 
specialties;,  but  a good  general  practitioner— with  fewer  facilities  and  more 
distractions  than  the  specialist — must  keep  in  general  touch  with  progress  over 
the  whole  range  of  medicine,  so  that  he  can  not  only  give  his  patients  the  best 
possible  service  within  -his  own  competence  but  knows  when  to  refer  them  for 

. (*)  He  may  reach  his  maximum  in  less  than  eight  years  if  appointed  after  the  age  of  32  and 
given  a starting  salary  above  the  minimum  of  the  main  scale  on  the  grounds  of  age,  qualifications 
and  experience. 
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specialist  advice  or  treatment- — a decision  -which  will  often  be  finely  balanced  and 
may  well  -be  critical.  Because  the  more  dangerously  ill  patients  are  admitted^  to 
hospital,  the  daily  work  of  the  specialist  is  likely  to  include  a higher  proportion 
of  cases  where  life  may  be  in  the  balance  and  a wrong  decision  could  prove 
fatal.  On  the  other  hand,  the  specialist  is  supported  by  junior  medical  staff, 
has  specialists  in  other  specialties  readily  available  for  consultation,  and  is  able 
to  call  for  special  methods  of  investigation  as  well  as  having  the  constant  assistance 
of  a team  of  nurses  and  medical  auxiliaries. 

90.  Other  conditions  of  employment.  The  consultant’s  hours  are  in  general 
more  regular  than  the  general  practitioner’s  and  he  is  exposed  to  less  risk  for 
emergency  calls  -(though  this  last  risk  undoubtedly  depends  on  the  specialty  in 
which  he  is  practising,  -being  greater  for,  say,  surgery  and  anaesthetics  and  less 
for,  say,  dermatology).  Moreover  t-he  general  practitioner  has  a continuing  respon- 
sibility for  the  health  and  welfare  of  his  patients  and  their  families ; he  is  the 
“ front  line  ” of  the  medical  services  -and  has  usually  to  cope  with  the  first  impact 
of  accident  or  disease ; and  on  his  judgment  will  depend  access  to  the  right  method 
of  treatment  and  often  the  future  prospects  of  recovery. 

91.  Although  the  general  practitioner  no  longer  has  to  buy  his  practice  the 
initial  expenses  of  establishing  himself  are  likely  to  -be  higher  than  for  a whole- 
time hospital  doctor.  'Not  only  must  the  general  practitioner  supply  his  own 
professional  equipment  but  he  must  provide  -himself  with  a house  and  with 
consulting  premises  suitable  for  the  needs  of  his  practice,  either  in  his  own  house 
or  separately.  For  the  purposes  of  his  employment  in  the  National  _ Health 
Service  the  hospital  doctor  has  to  -provide  neither  surgery  accommodation  nor 
professional  equipment.  Further  he  is  able  to  conduct  some  of  his  private  practice 
in  hospital  premises,  the  maintenance  costs  of  which  are  borne  in  the  charges 
paid  by  the  private  patients.  A consultant  who  uses  his  own  electrocardiograph 
or  portable  X-ray  apparatus  in  the  cause  of  a domiciliary  visit  under  the  National 
.Health  Service  receives  a fee  of  2 guineas  in  addition  to  a fee  of  4 guineas  for 
the  consultation  itself. 

92.  It  is,  of  course,  difficult  to  evaluate  such  imponderable  considerations  as 
these.  On  balance  -it  seems  to  the  Departments  that  on  the  present  career  structure 
in  both  fields  the  longer  training  of  t-he  specialist,  the  later  age  at  which  he  attains 
full  professional  status,  and  the  fact  that  in  his  own  specialty  he  is  a “ consultant  ” 
in  the  proper  sense,  to  whom  the  general  .practitioner  applies  when  in  doubt  or 
difficulty,  justify  some  differential  over  the  general  practitioner,  as  is  in  fact  at 
present  given  by  the  .present  system  of  remuneration. 

93.  It  is  not  easy  to  find  a satisfactory  basis  -for  comparing  the  present  levels 
because  of  the  different  systems  of  remuneration.  The  average  earnings  of  a 
whole- time  consultant  over  the  last  25  years  of  his  professional  life,  from  41  to  65, 
are  estimated  at  approximately  £3,200  a year  on  the  assumption  that  he  reaches 
consultant  status  at  36  ; if  to  this  is  added  £370,  representing  the  average  valued) 
(on  a whole-time  basis)  of  the  number  of  distinction  awards  held  by  consultants 
over  40,  the  total  average  income  becomes  £3,570.  The  average  net  income^  from 
all  sources  of  general  practitioners  over  the  same  period  of  their  career  is  not 
known,  -but  it  is  likely  to  be  greater  than  the  £2,333  average  for  all  general 
-practitioners  of  all  ages.  The  average  -gross  income  from  all  public  sources  in 
1955-56  was  £3,476  for  general  practitioners  between  40  and  64,  compared  with 
£3,246  for  general  practitioners  of  all  ages,  -(excluding  in  each  case  partners  whose 
partnership  share  is  not  kn-own((i) 2)).  For  all  ages  the  current  average  net  income 
is  £2,333  ^including  the  Exchequer  superannuation  contribution)  and  this,  together 
with’the  foregoing  information  on  [gross  incomes  suggests  that  for  the  40-64  age 

(i)  Average  value  here  means  the  total  whole-time  value  of  awards  held  by  consultants  over  40 
divided  by  the  total  number  of  consultants  over  40. 

0 The  income/age  distribution  is  unknown  for  doctors  in  partnerships  where  the  shares  are 
unknown.  Assuming  that  this  distribution  is  similar  to  that  for  partnerships  where  the  shares 
are  known  it  is  likely  that  inclusion  of  these  doctors  in  the  calculation  in  para.  93  would  have  the 
effect  of  raising  slightly  the  current  average  net  income  above  £2,500. 
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group  the  current  average  net  income  is  about  £2,500.  After  deducting  the 
Exchequer  superannuation  contribution  in  order  to  produce  a figure  comparable 
with  that  given  above  for  the  consultant,  the  general  practitioner’s  net  income 
becomes  about  £2,320  or  £1,250  less  than  that  of  the  consultant.  On  this  basis, 
the  differential  in  the  consultant’s  favour  amounts  to  more  than  50  per  cent  of  the 
general  practitioner’s  net  remuneration. 

General  medical  practitioner  and  general  dental  practitioner 

94.  The  entrance  qualifications  to  a dental  school  are  the  same  as  for  a medical 
school.  The  .period  of  professional  study  is,  however,  usually  a year  shorter 
for  dentists  than  for  doctors.  Evidence  from  the  .Ministry  of  Labour  and 
National  Service — see  Appendix  L to  the  Tactual  Memorandum — -indicates  that 
the  age  of  qualification  varies  mainly  between  23  and  25  for  medical  students  and 
between  22  and  24  for  dental  students  (disregarding  those  who  did  National  Service 
before  going  to  their  medical  or  dental  school). 

95.  The  holding  of  house  appointments  in  hospital  before  entering  general 
practice  is  not  general  or  usual  in  dentistry  as  it  is  in  medicine  (see  paragraphs 
86  and  87  above),  but  many  newly  qualified  dentists  work  for  a time  as  assistants 
before  setting  up  in  practice  on  their  own.  The  information  set  out  in  Appendices 
T and  U to  the  Factual  Memorandum  shows  that  the  average  age  at  which  a dentist 
becomes  a principal  is  much  lower  than  for  general  medical  practitioners. 

96.  As  regards  conditions  of  work  and  responsibility  there  are  important  differences 
between  medical  and  dental  practice.  From  the  very  nature  of  has  work  a medical 
practitioner’s  responsibilities  are  potentially  heavier  and  more  onerous  than  'those 
of  a dental  practitioner.  Moreover,  although  his  chaimde  work  involves  a more 
intensive  strain,  the  conditions  of  work  of  the  general  dental  practitioner  are  more 
regular  in  that  he  can  work  to  fixed  hours  and  at  his  own  surgery,  whereas  more  of  a 
general  medical  practitioner’s  time  is  spent  in  visiting  patients  in  their  homes  than 
at  his  surgery  and  he  is  always  liable  to  be  called  out  at  any  hour  of  the  day  or  night. 
The  general  medical  practitioner  has  a continuous  responsibility  towards  every 
person  on  -his  list,  to  which  there  is  no  counterpart  in  the  case  of  a general  dental 
practitioner. 

97.  Some  allowance,  on  'the  other  hand,  should  be  made  for  the  necessary  capital 
outlay  which  has  to  be  borne  by  a dentist  starting  practice.  Equipment  for  a 
modem  surgery  and  workshop  will  run  into  four  figures  and  with  properly  furnished 
rooms  and  office  might  amount  to  £2,000. 

98.  Moreover,  the  McNair  Committee  on  Recruitment  to  the  Dental  Profession 
quote  figures  suggesting  that  after  the  age  of  45  incomes  decline  sharply.  The 
Committee  pointed  out  that  they  knew  of  no  other  profession  in  which  such  a 
pattern  of  earnings  obtained. 

99.  Since  the  commencement  of  the  National  Health  Service  the  value  of  a 
dental  practice  on  transfer  has  fallen  considerably.  Indeed  it  is  said  to  be  difficult 
to  sell  a dental  practice. 

100.  Although  'these  factors  cannot  be  precisely  evaluated,  it  is  the  Government’s 
view  that  there  is  an  undoubted  difference  between  the  responsibilities  of  the 
general  practitioners  of  the  two  professions  and  that,  as  the  Spens  Committee  on 
the  Remuneration  of  General  Dental  Practitioners  concluded,  a differential  in 
favour  of  the  general  medical  practitioner  is  clearly  justified.  Appendix  V indicates 
the  degree  of  difference  which  has  prevailed  at  different  times  since  the  establishment 
of  the  National  Health  Service. 

Medical  Specialist  and  Dental  Specialist 

101.  It  does  not  seem  necessary  to  compare  in  detail  the  work  and  responsibilities 
of  medical  and  dental  specialists,  since  in  the  Departments’  view  the  difference 
between  the  work  of  a dental  specialist  and  that  of  a medical  specialist  is  no  more 
significant  than  the  difference  between  'the  work  of  different  medical  specialists. 
Since  the  establishment  of  the  National  Health  Service  dental  consultants  and  senior 
hospital  dental  officers  have  ranked  equal  with  their  medical  colleagues. 
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Whole-time  and  part-time  specialist 

102.  Considerable  criticism  has  been  voiced  about  the  disparity  between  the  bases 
of  payment  to  whole-time  and  part-time  Consultants  in  the  Hospital  Service.  These 
issues  were  considered  by  the  Guillebaud  Committee  in  paragraphs  398  to  404  of 
their  Report,  and  the  Committee  expressed  the  opinion  “ that  it  is  undesirable  that 
the  financial  arrangements  relating  to  the  Consultant  service  should  be  such  as  to 
provide  a financial  inducement  to  a Consultant  to  apply  for  a part-time  rather  than 
a whole-time  appointment 

103.  The  main  causes  of  this  disparity  at  the  time  of  the  Guillebaud  Committee’s 
deliberations  were:  — 

(a)  The  inclusion  of  travelling  time  (up  to  a maximum  of  half  an  hour  each 
way  to  and  from  his  main  hospital)  in  the  paid  sessions  of  the  part-timer, 
and  the  payment  of  his  travelling  expenses  to  and  from  home  (up  to  a 
maximum  of  ten  miles  each  way). 

. (b)  The  payment  to  part-time  Consultants,  but  not  to  whole-time  Consultants, 
for  domiciliary  visits  and 

(c)  The  adjustments  made  in  favour  of  the  part-time  Consultant  when  computing 

the  number  of  notional  half-days  on  which  his  salary  is  reckoned.  After 
the  average  number  of  hours  required  by  the  average  practitioner  to 
perform  the  duties  attaching  to  the  paTt-time  post  have  been  assessed,  that 
number  of  hours  is  then  converted  into  notional  “ half-days  ” per  week  by 
dividing  by  3£.  If  the  resulting  figure  is  fractional  it  is  adjusted  to  the 
next  highest  whole  number. 

e.g.  15  hours  divided  by  = 4 2/7.  Counted  as  5 notional  “half- 
days 

(See  paragraph  39  of  the  Health  Departments’  Factual  Memorandum.) 

[d)  The  weighting  in  favour  of  part-time  Consultants,  as  compared  with  the 
whole-time  basic  rate,  in  'the  calculation  of  the  salary  to  be  paid  for  these 
notional  half  days.  (See  paragraph  40  of  the  Health  Departments’  Factual 
Memorandum.) 

These  questions  are  discussed  separately  in  the  succeeding  paragraphs. 

104.  The  previously  existing  disparity  between  part-time  and  whole-time  Consul- 
tants in  respect  of  domiciliary  visits  has  been  reduced  as  the  result  of  agreement 
reached  in  1955,  whereby  broadly  speaking  the  same  payments  may  be  made  to 
part-time  Consultants  as  to  whole-time  Consultants  subject,  however,  to  no  pay- 
ment being  made  to  the  former  in  respect  of  the  first  eight  domiciliary  visits  made  in 
any  quarter. 

105.  The  weighting  adopted  in  the  calculation  of  remuneration  of  part-time 
Consultants  is  described  in  paragraphs  39  and  40  of  the  Factual  Memorandum.  It 
applies  to  Senior  Hospital  Medical  Officers  and  Senior  Hospital  Dental  Officers  as 
well  as  to  Consultants.  The  arrangements  for  weighting  stem  from  the  recommenda- 
tion of  the  Spens  Committee  for  Consultants  and  Specialists  that  the  part-time 
Specialist  should  be  paid  rather  more  than  the  appropriate  proportion  of  the  whole- 
time rate.  The  Committee’s  view  was  that : — 

“ . . . 'the  responsibilities  and  commitments  of  a part-time  appointment  can- 
not be  measured  in  relation  to  those  of  a whole-time  appointment  simply  by 
comparing  the  total  working  hours  of  the  part-time  officer  with  the  total  working 
hours  of  his  whole-time  colleague.  The  specialist  who  holds  a part-time  hospital 
appointment  has  a continuous  responsibility  for  the  patients  in  his  charge,  which 
must  extend  beyond  the  limits  of  the  time  he  contracts  to  serve:  further,  he  will 
be  expected  to  take  his  share  in  the  committee  work  of  the  hospital,  and  this 
must  encroach  upon  time  which  would  otherwise  be  spent  in  private  practice. 
In  assessing  the  remuneration  which  shall  attach  to  part-time  appointments  such 
factors  must  be  taken  into  account.”  (Seotion  15  of  the  Report.) 

106.  The  Government  consider  that  there  is  no  longer  justification  for  this  more 
favourable  basis  of  payment  for  part-time  Specialists.  The  Consultant  who  wishes 
to  continue  with  private  practice  should  not  be  more  favourably  treated  than  one 
who  devotes  his  whole  time  to  the  National  Health  Service.  The  continuous 
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responsibility  for  patients  applies  just  as  much  to  the  whole-time  Consultant  as  to 
the  part-time  Consultant ; so  also  participation  in  Committee  work  is  expected  of 
the  whole-time  Consultant  as  of  the  part-timer.  In  any  event  Specialists  who  spend 
their  own  time  in  Hospital  Committee  work,  whether  at  the  expense  of  remunerative 
practice  or  of  leisure,  should  not  be  in  any  more  favourable  position  on  this  respect 
than  lay  members  of  Committees. 

(10)  Any  information  which  the  Government  may  have  about  private  earnings  of : — 

(a)  general  medical  practitioners 

(b)  general  dental  practitioners 

(c)  part-time  hospital  specialists 

In  particular,  die  Commission  would  be  glad  to  know  whether  the  Government 
consider  the  estimate  of  £2  million  for  private  earnings  of  general  medical 
practitioners  used  in  the  calculation  of  the  Central  Pool  is  reasonable. 

107.  The  Government  has  no  information  about  these  earnings  to  place  before 
the  Royal  Commission  and  subject  to  what  is  said  in  paragraphs  109  and  112 
below  it  knows  of  no  source,  other  than  the  practitioners  themselves,  from  which 
direct  information  of  the  actual  amount  of  such  earnings  might  be  obtained. 


General  Medical  Practitioners 

108.  The  figure  of  £2  millions  has  been  used  in  the  calculation  of  the  Central 
Pool  with  effect  from  5th  July,  1948,  because  Mr.  Justice  Danckwerts  adopted 
it  in  his  award  relating  to  the  Pool  for  1950-51.  The  same  figure  was  used  for 
the  Pool  for  1951-52  but  in  subsequent  years  it  has  been  used  on  a provisional 
basis  only  and  on  the  strength  of  an  understanding  with  the  profession  that  should 
it  be  found  by  enquiry  that  as  a result  of  its  use  doctors  have  been  underpaid 
or  overpaid  an  appropriate  adjustment  would  be  made  later,  either  in  favour  of 
the  doctors  or  of  the  Exchequer  as  the  case  might  be.  Its  use  in  the  calculation 
of  the  Pool  for  the  years  in  question  must  not  therefore  be  taken  as  implying 
that  the  Government  considers  d it  to  be  a correct  figure  for  those  years.  Without 
access  to  later  data  the  Government  is  not  in  a position  to  form  an  opinion  on 
is  continued  reasonableness. 


109.  The  Board  of  Inland  Revenue  extracted  data  from  the  Income  Tax  returns 
for  19:>2-53  of  a stratified  sample  of  doctors  to  ascertain  practice  expenses  for 
that  year.  (A  summary  of  this  data,  which  is  all  on  an  anonymous  basis,  has 
already  been  supplied  to  the  Commission  at  .their  request  with  the  agreement  of 
the  Board  of  Inland  Revenue  and  the  British  Medical  Association.)  The  Govern- 
ment understand  that  an  estimate  of  private  practice  earnings  '(Including  fees  for 
life  insurance  examinations,  for  giving  anaesthesia  for  dental  operations  for  factory 
and  industrial  medical  services  not  remunerated  from  public  funds,  etc)  could 
be  made  with  the  aid  of  this  data.  Tie  method  the  Government  had  in  mind 
ls  outlined  m Appendix  VI.  The  British  Medical  Association  however  dissent 
on  the  grounds  that  it  is  Statistically  unsound  to  use  data  from  a stratified  sample 
taken  tor  one  purpose  as  a basis  for  an  estimate  for  a different  purpose. 

110.  When  the  British  Medical  Association  agreed  to  Income  Tax  figures  being 
used  for  ascertaining  practice  expenses  they  informed  the  Inland  Revenue  and 
the  Ministry  of  Health  that  they  could  not  agree  to  the  figures  being  used  for 

pVri50se-  The  Association  as  at  present  advised  feel  unable  to  consent 
to  this  data  being  used  to  estimate  earnings  from  .private  practice,  and  the  Govem- 
ment  therefore  suggests  that  the  Commission  may  wish  to  explore  the  matter 
further  with  the  Association  to  see  whether  .there  is  any  way  round  these  objections. 

Vb  A si™flar  inquiry  to  ascertain  practice  expenses  is  being  made  for  1955-56 
and  the  results  will  be  available  shortly. 


General  Dental  Practitioners 

1 12.  Data  on  professional  income  which  is  available  for  1952-53  for  a statistical 
^ Seueial  dental  services  un“ 

National  Health  Service  might  enable  an  estimate  to  he  made  of  the  total  income 
of  all  such  dentists  from  private  fees.  The  Health  Departments  have  had  no 
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occasion  to  examine  this  'question  in  detail  since  earnings  from  private  practice 
are  not  a separate  element  in  the  arrangements  for  the  remuneration  of  dentists 
as  they  are  in  the  arrangements  for  the  remuneration  of  general  medical  practitioners. 
If  the  Commission  desire  'the  question  to  be  examined,  the  Departments  will  open 
discussions  on  it  with  the  British  Dental  Association,  whose  agreement  to  the 
figures  being  used  for  'the  purpose  would  be  necessary. 

113.  Similar  data  is  not  available  for  a more  recent  period. 

Part-time  Hospital  Specialists 

114.  There  has  been  no  similar  enquiry  which  would  enable  an  estimate  to  be 
made  for  part-time  hospital  specialists. 

(11)  The  effect  on  the  standards  of  professional  work  and  service  of  the  present 
method  of  remunerating  general  medical  practitioners ; and  how  far  it  succeeds 
in  rewarding  diligence  and  efficiency.  ” “ 

115.  It  is  assumed  that  the  Royal  Commission  have  chiefly  in  mind  here  the 
system  of  capitation  fees.  General  'practitioners  as  a body  have  accepted  collective 
responsibility  for  treating  aM  members  of  the  public  and  the  capitation  system, 
i.e.  the  payment  to  each  doctor  'of  an  agreed  amount  dn  respect  of  each  patient 
accepted  on  his  list,  has  been  adopted  as  the  simplest  means  of  measuring  each 
doctor’s  volume  of  work  and  hence  his  entitlement  to  remuneration.  The  acceptance 
of  a patient  is  the  acceptance  of  a responsibility  and  it  is  for  accepting  this 
responsibility  that  the  doctor  is  paid.  The  system  also  has  the  fundamental  advan- 
tage that  it  pays  the  doctor  to  keep  his  patient  weld  and  that  it  does  not  give 
him  any  incentive  to  multiply  his  items  of  treatment  for  the  sake  of  increasing  his 
income. 

116.  There  are  no  objective  tests  (whereby  one  can  judge  the  effect  of  the 
system  on  standards  of  professional  work  and  service  or  its  success  in  rewarding 
diligence  and  efficiency,  but  it  may  help  the  Commission  to  have  the  following 
comments  on  some  of  the  criticisms  which  have  been  made  of  the  system : 

(a)  That  at  encourages  doctors  to  take  on  too  many  patients.  This  danger 

is  very  largely  safeguarded  Iby  limiting  the  size  of  lists,  by  making  a 
medium-sized  list  relatively  more  rewarding  than  a maximum  list  (by 
loading  payment  on  the  range  of  patients  between  500  and  1,500)  and 
by  special  mileage  (and  inducement)  payments  tin  areas  which  are  par- 
ticularly (sparsely  populated.  The  volume  of  the  complaints  reaching 
■Executive  Councils  and  the  Health  Departments  gives  no  indication  that 
patients  on  large  lists  an  particular  are  dissatisfied  with  the  standard  of 
service  they  receive. 

( b ) That  it  encourages  doctors  to  refer  patients  to  hospital  instead  of  providing 

treatment  themselves.  This  possibility  as  inherent  in  any  system  which 
does  not  relate  remuneration  directly  to  actual  work  done ; and  an  alterna- 
tive system  would  have  its  own  disadvantages,  e.g.  if  based  on  items  of 
treatment,  it  would  give  a financial  incentive  for  their  unnecessary 
multiplication. 

(c)  That  it  does  not  take  sufficiently  into  account  differences  in  practice 

conditions  and  expenses,  e.g.  topography  of  the  practice  area,  density  of 
population,  rates  of  morbidity,  age  distribution  of  the  patients,  availability 
of  hospital  facilities,  etc.  In  the  present  method  of  distribution  some  account 
is  already  taken  of  topography  and  density  of  population  by  arrangements 
for  mileage  payments  and  inducement  payments  in  areas  which  are 
particularly  sparsely  populated.  The  practical  difficulties  of  trying  to  reflect 
in  the  distribution  of  remuneration  a great  many  more  variables  are 
obvious  and  have  been  discussed  in  Section  XII  of  the  Report  of  Lord 
Cohen’s  Committee  on  General  Practice.  But  further  modifications  of  the 
present  method  of  distribution  could  no  doubt  be  worked  out.  It  is  a 
matter  of  striking  the  proper  balance  between  modifications  to  reflect 
special  circumstances  on  the  one  hand,  and  speed  and  simplicity  of  the 
procedure  for  paying  out  remuneration  on  the  other. 
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(d)  That  it  does  not  take  into  account  the  doctor’s  age,  experience  and  efficiency, 
It  is  true  that  no  direct  account  is  taken  of  these  factors  but  broadly 
speaking  they  can  be  presumed  to  be  reflected  at  least  to  some  extent 
in  the  doctor’s  success  in  attracting  and  retaining  patients.  (Age  and 
experience  are  of  course  not  necessarily  an  index  of  efficiency.)  The 
position  is  also  affected  by  partnership  agreements,  which  provide  for  the 
distribution  among  the  partners  of  the  income  of  the  partnership,  and  have 
tended  up  to  the  present  to  increase  the  rewards  of  the  senior,  more 
experienced  partners  in  relation  to  the  rest. 

117.  In  brief,  payment  by  capitation  fee  rewards  diligence  and  efficiency  in  so 
far  as  it  is  by  these  qualities  that  a doctor  may  expect  to  increase  his  list  and 
thus  his  remuneration.  The  system  is  not  without  its  disadvantages  but  these 
are  thought  to  be  less  than  those  of  other  alternative  methods  of  remuneration  so 
far  considered. 

(12)  The  Government’s  views  on  the  advantages  of  partnerships  between  general 

medical  practitioners,  and  how  far  membership  of  a partnership  ought  to 

affect  a practitioner’s  remuneration. 

118.  The  advantages  of  partnership  (and  group  practice)  among  general  medical 
practitioners  may  be  summarised  as  follows : — 

(a)  Partnerships  are  one  remedy  for  professional  isolation  which  was  said  to  be 

one  of  the  special  difficulties  of  general  practice  at  the  outset  of  the  National 
Health  Service.  The  advantage  derives  from  the  regular  interchange  between 
the  partners  of  new  information  from  reading,  other  professional  contacts, 
and  the  introduction  at  long  intervals  of  a new  partner  from  post-graduate 
hospital  work.  Consultation  between  partners  makes  it  possible  for  them 
to  provide  a better  service  to  the  patient. 

(b)  Partnership  facilitates  minor  specialisation  which  again  may  be  of  direct 

benefit  to  the  patient. 

(c)  Better  premises  and  equipment  and  ancillary  staff  may  be  provided  for  the 

patient  at  relatively  less  expense  to  the  doctors  concerned. 

(d)  Doctors  in  partnership  find  it  easier  to  hold  additional  appointments,  e.g., 
in  hospitals,  and  this  again  may  benefit  the  patient  by  improving  the  general 
quality  of  the  practice. 

(e)  Conditions  of  practice  are  less  onerous  for  the  doctor  owing  to  the  better 

opportunities  for  collaboration  in  arranging  off-duty  time,  holidays,  etc., 
and  for  the  allocation  of  work  to  meet  special  circumstances  which  may 
arise  from  temporary  disability  or  reduced  physical  capacity. 

119.  On  account  of  these  advantages,  it  has  been  the  policy  of  successive  Govern- 
ments to  encourage  partnerships  and  group  practice.  Financial  inducements  have 
been  provided  in  the  following  ways : — 

(a)  Entry  into  partnership  is  the  usual  method  of  entry  into  general  practice 
as  a principal.  The  provision  for  partners  to  be  paid  loadings  on  the  most 
profitable  division  of  their  patients  between  them  (notional  lists)  was  in  fact 
introduced  in  order  to  give  an  incentive  to  a practice  to  admit  a new 
partner.  The  financial  advantage  of  this  provision  is  illustrated  in  the 
following  table:  — 

TABLE  11 


Number  of  loadings  on  basis  of  “ notional  lists  ” 


Number  of 
Patients 

Single- 

handed 

Loadings 

Partners 

Loadings 

Partners 

Loadings 

2,000  

1 

1,000 

2 

1,000 

— 

— 

2,500  

1 

1,000 

2 

1,500 

— 

— 

3,000  

1 

1,000 

2 

2,000 

— 

— 

3,500  

1 

1,000 

2 

2,000 

3 

2,000 

4'000  

1 

1,000 

2 

2,000 

3 

2,500 

4,500  

1 

1,000 

2 

2,000 

3 

3,000 
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Thus  a partnership  of  two  with  3,000  patients  gets  1,000  loadings  (£575  a year) 
more  than  the  single-handed  doctor  with  the  same  number  of  patients,  and  the 
partnership  of  three  with  4,500  gets  1,000  loadings  (£575  a year)  more  than  the 
partnership  of  two  with  the  same  number  of  patients.  Put  in  another  way,  a 
partnership  of  two  with  a list  of  4,500  have  an  income  from  capitation  fees  and 

0d'  tlley  take  on  anotiler  partner  their  income  rises  to 
£5  662  10s.  Od.  for  the  same  number  of  patients— an  increase  of  £575  divided 
between  the  three  doctors.  These  increases  are,  of  course,  in  the  partnership’s  share 
or  the  central  pool  and  not  in  the  total  remuneration  of  general  practitioners. 

This  system  of  loadings  and  notional  lists  was  introduced  in  April,  1953.  The 
increase  since  that  date  in  the  number  of  doctors  in  partnerships  in  England  and 
Wales  and  Scotland  is  shown  below : — 


1952 

1953 

1954 

1955 

1956 


Total  number  of  Principals  in  Partnership 


England  and  Wales  Scotland 

9,745  1,269 

10,863  1,404 

11,583  1,479 

12,068  1,544 

12,514  1,614 


This  represents  a rise  in  the  percentage  of  principals  in  partnership  from  56-6  per 
cent  to  65-6  per  cent  in  England  and  Wales  and  from  53-8  per  cent  to  63-3  per  cent 
in  Scotland. 


(i>)  The  terms  of  reference  of  the  Working  Party  on  the  Distribution  of 
Remuneration  among  General  Practitioners  set  up  in  1952  included  the 
stimulation  of  group  practice  (this  has  been  taken  normally  to  mean  the 
collaboration  of  three  or  more  general  medical  practitioners  with  appropriate 
ancillary  help  at  common  surgery  premises).  Following  the  Working  Party’s 
recommendation  a sum  of  £100,000  has  been  set  aside  annually  from  the 
Central  Pool  to  provide  interest-free  loans  for  the  improvement  of  premises 
for  group  practice.  By  the  end  of  1957  loans  had  been  approved  to  the 
totals  of  £528,396  for  116  group  practices  in  England  and  Wales  and  £66,300 
for  37  group  practices  in  Scotland. 

120.  The  Government  desire  to  continue  to  encourage  the  formation  of  partnerships 
(or  poup  practice)  and  no  objection  is  seen  to  membership  of  a partnership  con- 
tinuing to  affect  remuneration  as  it  has  done  hitherto. 


(13)  Views  on  the  desirability  of  maintaining  the  existing  arrangements  for  the 
employment  of  assistants ; and  on  possible  alternatives  such  as  some  kind  of 
fixed  salary  range  or  scale. 

Assistants  in  general  medical  practice 

121.  Assistants  to  general  medical  practitioners  are  appointed  by  their  principals 
and  the  relationship  between  the  two  is  personal  and  professional.  The  principal 
remains  responsible,  under  the  Regulations  governing  the  Service,  for  the  acts 
and  omissions  of  his  assistant.  This  is  a traditional  arrangement  which  it  would 
not  seem  desirable  or  practicable  to  try  to  alter. 

122.  The  main  possibilities  of  abuse  of  the  present  arrangements  are  alleged  to 
be : 

(a)  that  some  principals  may  employ  a succession  of  assistants  with  a view 
to  partnership  which  never  materialises ; 

( b ) that  harsh  conditions  are  sometimes  offered  to  assistants  ; 

lc)  that  some  assistants  are  asked  to  undertake  an  undue  share  of  the  work, 
for  which  the  Principal  has  undertaken  responsibility. 

123.  The  Government  has  no  conclusive  evidence  of  these  alleged  abuses. 
There  are,  however,  already  in  existence  some  quite  considerable  safeguards  for  the 
assistant,  quite  apart  from  the  fact  that  no  assistant  is  obliged  to  accept  unfavourable 
terms  or  conditions.  Any  general  practitioner  wishing  to  employ  an  assistant  for 
more  than  three  months  must  obtain  the  consent  of  his  local  Executive  Council 
who,  in  consultation  with  the  Local  Medical  Committee,  have  power  to  review 
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and,  if  necessary,  to  withdraw  their  consent.  The  number  of  additional  patients 
allowed  to  the  principal  in  respect  of  his  employment  of  an  assistant  may  also 
be  reduced  by  the  Executive  Council,  in  consultation  with  the  Local  Medical  Com- 
mittee, if  they  think  fit. 

124.  It  has  been  suggested  in  some  quarters  that  as  a further  safeguard  a principal 
should  not  be  allowed  to  employ  an  assistant  for  more  than,  say,  two  years  and 
that  after  that  period  he  should  have  to  take  a partner  or  work  single-handed.  This 
would,  however,  seem  to  be  an  arbitrary  interference  in  a professional  relationship. 
Moreover,  it  would  not  take  into  account  the  fact  that  some  doctors  prefer  to 
remain  assistants,  so  as  to  be  paid  a salary  and  to  have  rather  less  responsibility. 

125.  Conditions  vary  greatly  between  one  doctor  and  another,  and  it  would 
be  difficult  to  impose  upon  principals  in  general  practice  a fixed  salary  range 
for  assistants  that  would  suit  all  circumstances.  The  difficulties  could  no  doubt 
be  overcome  but  care  would  have  to  be  taken  not  to  introduce  undue  rigidity 
and  a considerable  margin  would  have  to  be  left  for  variable  factors.  The  most 
satisfactory  arrangement  might  be  an  agreement  within  the  profession  to  observe 
certain  conditions  of  employment  of  assistants  which  would  avoid  the  necessity 
for  writing  them  into  the  regulations  laying  down  the  terms  of  service  for  principals. 

Assistants  in  general  dental  practice 

126.  Assistants  to  general  dental  practitioners  are  also  appointed  by  their  principals 
and  their  terms  and  conditions  of  appointment  are  settled  by  mutual  agreement.  If 
a particular  assistant  is  employed  for  more  than  three  months  the  principal  is 
required  to  notify  the  local  Executive  Council  but  there  is  no  official  control  over 
his  employment.  As  with  general  medical  practitioners  the  acts  and  omissions 
of  a dental  assistant  are  the  responsibility  of  his  principal. 

127.  Owing  to  the  general  shortage  of  dentists,  newly  qualified  dentists  who  in 
other  circumstances  might  be  expected  to  take  an  appointment  as  an  assistant  in 
their  early  years  of  practice  find  it  relatively  easy  to  sat  up  on  their  own.  Because 
of  this  not  only  is  it  known  to  be  difficult  for  a principal  in  dental  practice  to 
obtain  the  services  of  an  assistant  but  many  such  engagements  are  very  short-lived. 
In  these  circumstances  it  is  also  not  surprising  to  find  that  various  forms  of  induce- 
ment are  being  offered  to  practitioners  willing  to  serve  as  assistants  and  it  is 
known  that  these  often  take  the  form  of  a bonus  or  payment  of  commission  on 
work  done.  Both  these  forms  of  payment  put  a premium  on  speed  and  to  this 
extent  they  are  undesirable.  Nevertheless,  under  present  circumstances  with  a 
serious  shortage  of  dentists  it  would  scarcely  be  possible  to  prevent  such 
arrangements. 

128.  As  with  doctors  the  most  satisfactory  way  of  regulating  the  conditions  of 
employment  of  assistants  might  be  by  way  of  agreement  within  the  profession. 
(15)  The  Government’s  view  of 

(a)  what  should  be  the  number  of  patients  which  should  be  taken  as  a norm 
in  practices  of  different  kinds  for  general  medical  practitioners  ( i ) in 
partnership,  (ii)  in  single-handed  practice;  and  which  should  be  the  basis 
of  the  earnings  of  the  average  practitioner ; 

(b)  the  number  of  chairside  hours  which  in  the  light  of  experience  since  1948 
cari  reasonably  be  expected  of  the  average  general  dental  practitioner  at 
different  ages. 

General  Medical  Practitioners 

129.  It  -is  not  thought  to  be  practicable  to  try  to  lay  down  theoretical  norms  for 
various  different  types  of  practice  which  could  form  the  basis  of  the  earnings  of 
the  average  practitioner  in  each.  It  would  be  exceedingly  difficult  to  determine 
the  number  of  patients  which  should  be  taken  as  a norm  in  each  type  of  practice  ; 
even  when  the  practices  which  are  very  small,  or  otherwise  very  exceptional,  are 
excluded  both  practices  and  practitioners  vary  significantly  in  ways  that  affect 
•the  number  of  patients  that  the  practitioner  is  able  or  willing  to  handle.  While 
some  practitioners  look  after  a maximum  list  of  3,500  patients,  others  are  fully 
employed  in  looking  after  considerably  smaller  lists.  There  are  variations,  for 
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example,  in  the  geography  of  the  practices,  in  the  age  distribution  and  morbidity 
of  patients,  and  possibly  in  the  calls  they  make  on  practitioners.  On  the  other 
hand,  practitioners  themselves  vary  not  only  in  age  and  state  of  health  but  in  their 
methods  of  practice  and  in  their  practice  organisation. 

130.  It  is,  however,  possible  to  work  out  from  the  statistics  published  in  the 
Annual  Reports  of  the  Health  Departments  the  actual  average  sizes  of  lists  in 
practices  _ of  different  types  distinguishing  between  single-handed  practices  and 
partnerships  of  various  sizes,  between  rural,  semi-urban  and  urban  areas,  and  between 
areas  classified  by  the  Medical  Practices  Committee  as  designated,  intermediate  and 
restricted.  The  distinction  between  semi-urban  and  urban  is  not  very  significant 
though  it  is  used  as  part  of  the  classification  for  the  making  of  mileage  payments ; 
in  fact  the  average  number  of  patients  is  higher  in  the  lists  of  doctors  in*  semi- 
urban  than  in  urban  areas.  The  classification  of  areas  by  the  Medical  Practices 
Committee  changes  from  time  to  time  and  does  not  reflect  a permanent  state  of 
affairs.  The  difference  in  types  of  practice  area  is,  however,  already  taken  into 
account  to  a very  considerable  extent  by  .special  mileage  (and  inducement)  payments. 
In  the  following  analysis  a distinction  is,  therefore,  made  only  between  single-handed 
practice  and  partnerships  of  various  sizes. 


TABLE  12 


Type  of  Practitioner 

Average  size  of  list 
(to  nearest  50)  in  1955-56 

England  and 
Wales 

Scotland 

Single-handed  

1,950 

1,600 

Single-handed  with  assistant  

3,600 

3,100 

In  partnership  of  2 

2,250 

1,950 

In  partnership  of  3 

2,350 

2,100 

In  partnership  of  4 

2,550 

2,300 

In  partnership  of  5 

2,550 

1,900 

In  partnership  of  6 or  more  

2,400 

2,550 

The  overall  average  for  principals  is  2,250  in  England  and  Wales  and  2,000  in 
Scotland  (this  includes  patients  who  are  on  their  lists  but  looked  after  by  their 
assistants). 


General  Dental  Practitioners 

131.  The  scale  of  fees  in  force  at  the  introduction  of  the  National  Health  Service 
in  1948  was  based  on  the  33  chairside  hours  per  week  assumed  by  the  Spens  Com- 
mittee on  the  Remuneration  of  General  Dental  Practitioners  to  represent  “ full  but 
not  excessive”  employment.  The  incomes  earned  on  this  scale  greatly  exceeded 
the  level  contemplated  by  the  Committee  and  led  to  the  conclusion  that  the  number 
of  chairside  hours,  or  the  timings  of  dental  operations,  on  which  the  scale  was  based, 
or  both,  differed  considerably  from  what  was  happening  in  practice  under  the  National 
Health  Service. 

132.  The  Penman  Working  Party  was  accordingly  set  up  in  1949  to  establish  the 
facts.  Their  enquiry  showed  that  the  average  number  of  chairside  hours  per  week 
worked  at  that  date  by  all  dentists  in  the  sample  covered  by  the  inquiry  was  36-1. 
Excluding  the  three  groups  of  dentists  with  the  lowest  time  (who  were  presumed 
not  to  be  in  whole-time  practice)  and  the  two  groups  with  the  highest  time  (who 
seemed  to  be  working  considerably  longer  hours  than  they  were  likely  to  continue), 
the  average  was  37y  hours.  (Report  of  the  Working  Party  on  Chairside  Times,  p.  15, 
Table  5.) 

133.  The  scale  of  fees  now  in  operation  is  not  based  on  any  fixed  figure  of 
chairside  hours  per  week. 

134.  The  information  in  possession  of  the  Departments  is  insufficient  to  enable  a 
view  to  be  expressed  as  to  the  number  of  chairside  hours  which  can  reasonably  be 
expected  of  the  average  dentist  at  different  ages. 
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(16)  The  extent  of  emigration  from  Great  Britain  of  doctors  and  dentists  since  1948. 
and  some  indication  of  the  countries  to  which  they  have  gone.  The  extent  to 
which  on  the  other  hand  doctors  and  dentists  from  other  countries  (and  which 
countries)  have  come  to  Great  Britain  since  the  same  year.  The  Commission 
would  welcome  some  indication  of  the  importance  which  the  Government 
attaches  to  these  movements. 

135.  Complete  statistical  information  about  migration  in  general  and  for  doctors 
and  dentists  in  particular  is  not  available.  Figures  obtained  from  the  Board  of  Trade 
are  set  out  in  Table  14  but  in  studying  them  it  is  necessary  to  bear  in  mind : 

(a)  Doctors  and  dentists  are  not  separately  recorded  and  the  figures  are 
combined  figures. 

(£0  A migrant  is  defined  in  these  statistics  as  a person  who  intends  to  change 
his  country  of  residence  for  more  than  a year.  Emigrants  from  the  United 
Kingdom  include,  therefore : — 

(i)  persons  intending  a permanent  change  of  residence  ; 

(ii)  persons  going  abroad  for  some  years  only,  e.g.  for  study  or  a tour 

of  duty ; 

and  (iii)  persons  leaving  the  United  Kingdom  after  staying  for  a period 
of  years  for  study,  etc. 

A similar  description,  mutatis  mutandis,  applies  to  immigrants. 

(c)  The  Board  of  Trade's  statistics  refer  to  the  migration  of  Commonwealth 
citizens  direct  by  sea  between  the  United  Kingdom  and  countries  outside 
Europe.  An  increasing  volume  of  migration  of  Commonwealth  citizens  also 
takes  place  by  air  and  by  the  short  sea  routes  between  the  United  Kingdom 
and  the  Continent,  but  comparable  information  is  not  available  about  it. 
(rf)  Persons  coming  to  the  U.K.  for  undergraduate  training  as  doctors  or  dentists 
are  counted  as  immigrant  students  and  not  as  immigrant  doctors  or  dentists. 
The  same  persons  later  leaving  the  U.K.  after  qualification  are,  however, 
counted  as  emigrant  doctors  or  dentists. 

136.  The  Board  of  Trade  comment  that,  in  trying  to  interpret  these  statistics,  it  is 
necessary  to  consider  the  net  balance  of  migrants  over  the  years  to  and  from  the 
United  Kingdom.  Assuming  that  information,  if  available,  on  air  traffic  would  not 
produce  a contradictory  picture,  the  figures  suggest  that  there  have,  over  the  period 
which  they  cover,  been  net  inward  movements  of  doctors  and  dentists  from  India, 
Pakistan  and  South  Africa,  and  net  outward  movements  to  the  United  States,  Canada 
and  some  other  Commonwealth  countries.  The  net  loss  of  doctors  and  dentists 
in  the  earlier  years  (1951-52)  was  greater  than  more  recently  (1953-56).  The  Board 
also  say  that  the  rise  in  the  rate  of  net  loss  in  the  first  three  quarters  of  1957 
is  to  be  associated  mainly  with  the  Suez  crisis. 

137.  Subject  to  the  reservations  connected  with  the  interpretation  of  the  Board 
of  Trade’s  statistics,  the  figures  in  Table  13  suggest  that  there  has  been  no  significant 
change  in  recent  years  in  the  proportionate  relationship  between  emigrant  doctors 
and  dentists  on  the  one  hand  and  all  emigrants  on  the  other  except  that  the 
increase  in  emigration  in  1957  (first  three-quarters)  was  less  for  doctors  and  dentists 
than  for  other  classes  of  emigrants.  The  bracketted  figures  indicate  the  relative 
annual  changes  taking  1951  as  100  (for  1957  the  yearly  figures  have  been  taken 
as  four-thirds  those  for  the  first  three-quarters). 

138.  H.M.  Government  has  accepted  the  recommendation  of  the  Overseas  Migra- 
tion Board  that  emigration  to  the  Commonwealth  be  encouraged  so  long  as  there 
is  no  radical  change  in  the  age/sex/occupation  composition  of  emigrants  or  in 
the  economic  position  of  the  home  country.  It  is  of  course  no  new  thing  for 
some  doctors  and  dentists  from  Great  Britain  to  take  appointments  overseas 
or  for  some  doctors  and  dentists  from  Commonwealth  countries  to  take  up  practice 
here. 
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TABLE  13 

Emigration  direct  by  sea  from  the  United  Kingdom  to  countries  outside  Europe 

Commonwealth  Citizens 


1951 

1952 

1953 

1954 

1955 

1956 

1957 

(First 

nine 

months) 

(a)  Doctors  and 
dentists 
(5)  All  Common- 
wealth citizens 
( a ) as  proportion 
of  (b). 

Number 
Number 
Per  cent 

1,064 

(100-0) 

150,774 

(100-0) 

0-71 

1,262 

(118-7) 

165,948 

(110-1) 

0-76 

984 

(92-5) 

144,122 

(95-5) 

0-68 

972 

(91-7) 

135,712 

(90-0) 

0-72 

876 

(82-3) 

116,400 

(77-0) 

0-75 

928 

(87-3) 

129,796 

(86-1) 

0-72 

762 

(95-5) 

123,038 

(108-8) 

0-62 

139.  Willink  Report.  In  their  report  the  Committee  to  consider  *the  numbers 
of  Medical  Practitioners  and  appropriate  intake  of  Medical  Students  (the  Willink 
Committee)  speculatively  estimated  that  in  the  recent  past  the  number  of  doctors 
of  Great  Britain  origin  making  their  permanent  careers  overseas  was  about  400 
per  annum,  whilst  the  number  of  doctors  from  overseas  settling  and  practising  in 
Great  Britain,  was  about  200  per  annum  ; together  these  figures  gave  a net  “ export  ’* 
of  about  200  per  annum.  It  was  the  Committee’s  view  that  opportunities  overseas 
for  doctors  from  Great  Britain  and  opportunities  in  Great  Britain  for  doctors  from 
overseas  would  both  decline  in  the  future  and  in  their  estimates  they  allowed  for 
average  annual  net  “ exports  ” of  doctors  as  follows : — 

1955-60 — 160  per  annum. 

1960-65 — 110  per  annum. 

1965-70 — 70  per  annum. 

1970-71 — 50  per  annum. 

General  Considerations 

140.  While  statistics  for  earlier  years  are  not  available  it  is  known  that  the 
United  Kingdom  has  for  many  years  “ exported  ” doctors  and  that  this  has 
contributed  to  the  international  standing  of  medicine  in  Britain  and  has  led  to 
other  advantages.  In  so  far  as  the  trend  has  been  to  less  developed  countries 
it  has  helped  to  raise  the  level  of  medical  practice  there. 

141.  The  reputation  of  British  medicine  and  medical  training  is  attracting  from 
abroad  both  medical  students  for  basic  medical  training,  and  large  numbers  of 
qualified  doctors  who  are  attracted  here  by  the  high  standard  of  postgraduate 
instruction  which  is  available.  Furthermore  more  than  1,000  qualified  doctors  from 
abroad  are  employed  in  our  hospitals,  thereby  contributing  greatly  to  the 
alleviation  of  our  medical  staffing  problem. 

142.  The  interchange  of  thought  and  experience  represented  by  these  movements 
is  believed  to  be  an  important  factor  in  the  development  of  British  medicine. 

143.  The  traffic  of  doctors  between  India,  Pakistan,  Malaya  and  the  United 
Kingdom  is  in  the  main  a to  and  fro  movement  which  has  served  greatly  to 
strengthen  the  health  services  of  these  countries.  The  excess  of  emigrants  from 
this  country  to  East  and  West  Africa  is  due  to'  recruitment  of  British  doctors  to 
the  local  medical  services.  It  will  be  counterbalanced  in  years  to  come  by  the 
return  to  the  United  Kingdom  of  some  proportion  of  these  emigrants  on  completion 
of  service.  The  excess  of  emigrants  to  Australia,  Canada,  New  Zealand  and  U.S.A. 
is  due  to  different  causes,  and  has  some  relation  to  the  general  emigration  of 
population  to  those  countries  from  these  islands. 

144.  The  position  with  regard  to  dental  students  and  qualified  dentists  is  rather 
different.  A number  of  foreign  dental  students  and  qualified  dentists  come  here 
for  instruction  but  almost  invariably  return  to  their  own  countries.  There  is 
however  a small  annual  addition  of  foreign  dentists  who  come  here,  not  for 
instruction,  but  to  settle.  There  is  virtually  no  export  of  British  dentists  overseas. 
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(17)  Any  information  which  may  be  available  about  the  earnings  of  doctors  and 
dentists  in  other  countries  in  relation  to  : — 

(a)  the  earnings  of  other  professions 

(b)  the  size  of  the  gross  national  product  in  these  countries. 

145.  The  information  known  to  exist  is  given  in  studies  made  in  several  countries, 
the  United  States  in  particular,  and  in  articles  in  the  medical  and  dental  journals. 
The  studies  and  articles  that  have  been  traced  are: — 


Doctors 

United  States 

(i)  Survey  of  Current  Business  for  July,  1951,  p.  9,  “ Income  of  Physicians, 
1929-49  ” by  William  Weinfield,  Office  of  Business  Economies.  Bureau  of 
Foreign  and  Domestic  Commerce,  U.S.  Department  of  Commerce.  This 
compares  physicians  (a  term  which  apparently  covers  all  kinds  of  medical 
practitioners,  surgeons  as  well  as  those  who  would  be  called  physicians  in 
•this  country  and  general  practitioners  as  well  as  specialists)  with  lawyers 
and  dentists. 

(di)  Income  from  Independent  Professional  Practice,  Friedman  and  Kuznets, 
National  Bureau  of  Economic  Research,  New  York,  1945.  This  is  a study 
of  professional  incomes  in  medicine,  dentistry,  law,  public  accountancy 
and  consulting  engineering — but  the  data  about  incomes  is  more  than 
20  years  old. 

(iii)  Trends  in  Employment  in  the  Service  Industries,  George  J.  Stigler.  A 
study  by  the  National  Bureau  of  Economic  Research,  New  York : Princeton 
University  Press,  1956.  (Chapter  6 makes  a comparison  of  the  professional 
lincomes  of  physicians,  lawyers,  college  teachers  and  commissioned  officers.) 

(iv)  “ Medical  and  Associated  Services  in  the  United  States  ” by  N.  G.  Jacoby 
— British  Medical  Journal,  September  8th,  1956. 

(v)  “An  analytical  study  of  North  Carolina  general  practice  1953/4”  pub- 
lished by  the  Division  of  Health  Affairs,  University  of  North  Carolina. 
This  covers  all  aspects  of  general  practice  in  North  Carolina,  including  hours 
of  work  and  pay  of  practitioners. 


Russia 

The  Medical  Press,  December  26th,  1956,  p.  606. 

New  Zealand  c , 

“ a visit  to  New  Zealand  ” by  Ian  D.  Grant— British  Medical  Journal,  Supple- 
ment, October  24th,  1953. 


“ Die  Arztfrage  in  der  deutschen  Sozialversicherung  : Author— Julius  Hadr.ch 
—Berlin  1955.  This  book  gives  information  about  ranges  of  medical  income*  in 
Germany,  both  before  the  war  and  since,  together  with  corresponding  figure*  o 
the  general  income  structure. 

Dentists 

U til  Survey  of  Current  Business  for  July,  1950,  contains  a -brief  comparison  of 
the  average  net  and  gross  incomes  of  lawyers  and  dentists  (independent  and 
salaried)  in  1948  with  those  in  1949. 

“Facts  about  States  for  the  dentist  seeking  a location,  _19o7  This  was 
published  by  the  American  Dental  Association  and  gives  details  of  die 
geographical  distribution  of  dentists  and  their  earnings. 

^ “^Social  Dentistry  in  Germany”.  This  is  a paper  in  the  International  Dental 
Journal,  1956,  volume  6,  and  gives  the  total  earnings  of  panel  dentists. 

146  The  Australian  Newsletter,  dated  19th  December,  1957,  issued  by  News  and 
Inform^™  Bureau,  Australia  House,  contains  the  following  statement  under  the 
heading  “What  professions  earned  : 


(ii) 
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“ More  than  46  per  cent  of  doctors  questioned  by  the  Melbourne  University 
Appointments  Board  earn  over  £A3,000  a year,  but  other  professions  do  not 
do  so  well. 

This  was  shown  by  a survey  made  by  the  Board  which  brought  in  9,540 
answers  from  professional  men.  The  number  of  physicists  whose  earnings 
reached  £A3,000  a year  was  only  4 per  cent. 

According  to  the  Board’s  report,  average  professional  incomes  were: 
medicine,  £A3,255  ; law,  £A2,604 ; dentistry,  £A2,490  ; architecture,  £A2,211; 
engineering,  £A2,159 ; chemistry,  £A1,994 ; accountancy,  £A1,832 ; agricul- 
tural science,  £A1,814 ; physics,  £A1,814.” 

It  is  assumed  that  these  figures  represent  gross  professional  incomes  in  so  far  as 
they  may  relate  to  earnings  in  independent  practice. 

147.  Estimates  of  the  gross  national  product  for  most  countries  can  be  found 
in  the  Monthly  Bulletin  of  Statistics  published  by  the  United  Nations,  which  also 
gives  the  exchange  rates.  But  no  publication  is  known  which  will  give  doctors’  total 
earnings  to  which  the  gross  national  product  might  be  related. 

148.  If  the  Commission  decide  to  seek  further  information  it  is  suggested  that 
they  might  discuss  their  requirements  with  the  Ministry  of  Labour  with  a view  to  the 
question  being  considered  whether  the  Labour  Attaches  might  be  asked  to  endeavour 
to  secure  information  for  the  countries  which  they  cover.  These  countries  are  listed 
at  the  foot  of  this  note.  Should  information  be  desired  for  other  foreign  countries, 
the  possibility  of  obtaining  it  through  H.M.  representatives  might  usefully  be 
discussed  with  the  Foreign  Office.  In  the  case  of  the  Dominions,  enquiry  might  be 
made  of  the  High  Commissioners. 

149.  The  Commission  may  wish  to  consider  approaching  the  International  Labour 
Office. 

150.  In  the  case  of  dentists  it  is  understood  that  the  Federation  Dentare  Inter- 
nationale (35,  Devonshire  Place,  W.l)  would  be  willing  to  send  a small  questionnaire 
on  the  income  of  dental  .practitioners  to  some  of  the  bigger  Dental  Associations. 

151.  The  Commission  will  be  aware  of  the  difficulties  and  dangers  of  making 
comparisons  of  the  sort  they  appear  to  have  in  mind  in  relation  to  the  gross  National 
product,  given  the  great  difference  between  the  social  systems  and  standards  of 
the  different  countries.  It  is  suggested  that  if  'they  decide  to  proceed  with  any 
inquiry  on  the  lines  indicated  in  paragraphs  148-150  it  would  be  advisable  to  put 
it  into  the  hands  of  a statistician  with  a view  e.g.  to  arranging  that  the  questions 
to  which  Labour  Attaches  are  to  be  asked  to  get  the  answers  are  strictly  defined, 
■that  the  material  collected  from  each  country  is  on  a comparable  basis  and  the 
results  are  processed  statistically. 

Countries  covered  by  Labour  Attaches 
Attache’s  station  Countries  covered 


Buenos  Aires 

Argentine,  Chile,  Paraguay,  Uruguay 

Vienna 

Austria,  Jugoslavia 

Brussels 

Holland,  Belgium,  Luxembourg 

Rio-de- Janeiro 

Brazil 

Helsinki 

Finland,  Norway,  Iceland 

Paris 

France 

Bonn 

Federal  Republic  of  Germany 

New  Delhi  . . . 

India,  Pakistan,  Ceylon 

Tehran 

Iran 

Tel  Aviv 

Israel 

Rome 

Italy 

Tokyo 

Japan 

Beirut 

Lebanon  and  Middle  Eastern  countries 

Mexico 

Mexico  and  Central  American  countries 

Singapore 

South  East  Asian  countries 

Madrid 

Spain 

Stockholm 

Sweden,  Denmark 

Washington  ... 

U.S.A. 
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(18)  The  general  principles  governing  the  remuneration  of  persons  whose  salaries 
are  met  out  of  public  funds.  Some  indication  of  changes  in  earnings  in  these 
groups  (including  the  nationalised  industries)  since  1948. 

General 

152.  There  are  two  main  categories  of  persons  to  be  considered  in  this  context. 
The  first  category  contains  employees  whose  remuneration  is  wholly,  and  the 
second  category  those  whose  salaries  are  partly,  financed  out  of  public  funds. 

153.  In  the  first  category  a further  distinction  is  to  be  drawn  between  on  the 
one  hand  the  Civil  Service  and  the  Armed  Forces  who  are  directly  employed  by 
the  State,  and  on  the  other  the  employees  of  the  Health  Service  who  are  engaged 
by  authorities  which  were  set  up  to  act  as  agents  of  the  Minister  of  Health  and 
Secretary  of  State  for  Scotland  and  which  derive  the  whole  of  their  revenue  from 
the  Exchequer. 

154.  The  second  category  covers,  for  example,  some  groups  of  local  authority 
employees,  school  teachers,  and  university  teaching  staff. 

155.  The  remuneration  of  the  Boards  and  employees  of  the  nationalised  industries 
does  not  in  general  fall  to  be  met  out  of  public  funds. 

Employees  of  the  State 

(a)  Civil  Servants 

156.  In  the  factual  memorandum  supplied  to  the  Commission  by  the  Treasury 
(dated  31st  July,  1957),  is  a summary  of  the  report  of  the  Royal  Commission 
on  the  Civil  Service  (the  Priestley  Commission)  which  laid  down  the  principle  of 
“ fair  comparisons  ” as  the  primary  principle  for  fixing  civil  service  pay.  Chapter  IV 
of  the  Priestley  Commission’s  report  discusses  this  principle  as  well  as  the  degree 
of  importance  to  be  attached  to  internal  relativities  in  the  Civil  Service,  i.e.,  to 
adequate  differentials  between  the  pay  of  different  grades  in  the  same  hierarchy. 

157.  The  Priestley  Commission  recommended  that,  where  practicable,  the  principle 
of  fair  comparison  should-  override  other  considerations  affecting  pay ; in  particular 
it  emphasised  that  if  the  outside  evidence  pointed  to  an  adjustment  in  the  pay  of 
a particular  grade,  which  involved  some  disturbance  of  internal  relativities,  then  that 
disturbance  must  be  accepted.  The  Government  will  wherever  possible  apply  this 
principle  in  future  pay  negotiations. 

158.  The  Priestley  Commission  pointed  out  that  the  principle  of  fair  comparison 
had  five  advantages: — 

(a)  It  should  enable  the  Government  to  secure  staff  of  the  necessary  degree 
of  competence  for  civil  service  work. 

(fc)  It  was  fair  to  the  taxpayer,  who  had  to  foot  the  bill,  since  it  would  ensure 
that  excessive  rates  were  not  paid. 

(c)  It  was  fair  to  the  individual  civil  servant,  who  would  be  assured  of  the 

appropriate  rate  of  pay  for  his  work. 

(d)  It  would  safeguard  the  Civil  Service  from  political  pressure. 

( e ) It  would  avoid  any  risk  of  the  Civil  Service  leading  the  way  in  pay 
revisions. 

159.  The  Priestley  Commission  realised  that  the  precision  with  which  the  principle 
of  fair  comparison  could  be  applied  would  vary  a good  deal  from  case  to  case. 
Sometimes  .(as  for  example  in  the  case  of  typists)  identical  work  can  be  found  in 
outside  employment ; and  fair  comparison  will  then  give  a very  clear  pointer  to 
the  appropriate  rate  of  pay.  In  other  cases  it  will  only  be  possible  to  find  similar 
work,  and  the  appropriate  rate  of  pay  will  be  indicated  rather  less  precisely.  In 
still  other  cases,  it  will  only  be  possible  to  find  broadly  comparable  work,  and  the 
range  within  which  the  appropriate  rate  of  pay  is  shown  to  fall  might  then  be 
fairly  wide. 
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160.  The  Priestley  Commission  further  recognised  that,  on  occasion,  fair  com- 
parisons  with  other  comparable  employment  would  have  to  be  adjusted  to  take 
account  not  only  of  the  need  for  adequate  differentials  between  the  different  grades 
in  a hierarchy  (“  vertical  relativities  ”),  but  also  of  “ horizontal  ” relativities.  This 
latter  term  refers  to  the  need  to  maintain  a proper  relationship  between  grades  or 
classes  in  different  hierarchies  whose  work  is  held,  or  has  in  the  past  been  held, 
to  be  broadly  comparable  in  responsibility  or  content.  Of  these  two  types  of 
relativity,  the  Priestley  Commission  regarded  the  vertical  as  the  more  important. 

161.  Figures  of  the  pay  of  civil  servants  during  the  relevant  period  are  set  out 
in  Table  A appended  to  the  Memorandum  of  31st  July,  1957,  supplied  to  the 
Commission  by  the  Treasury.  (Reproduced  later  on  in  this  volume.) 

(b)  Armed  Forces 

162.  The  general  principles  governing  the  pay  of  Officers  of  the  Armed  Forces 
are  that  the  pay  code  should  bear  comparison  with  the  general  prospects  ottered  m 
other  professions,  that  allowance  should  be  made  for  the  fact  that  by  the  nature 
of  his  appointment  an  Officer  is  put  to  certain  inescapable  expenditure  that  regard 
should  be  had  to  special  factors  such  as  the  age  of  promotion  and  the  system  ot 
allowances  which  operates  alongside  the  pay  code,  and  that  proper  relationships 
must  be  maintained  between  the  various  branches  of  the  three  Services. 

1 67.  Completely  revised  post-war  codes  of  pay  and  allowances  were  introduced 
for  Officers  (as  well  as  for  Other  Ranks)  in  July,  1946.  The  rates  of  pay  were 
generally  increased  in  1950  and  selective  improvements  were  made  m 1954  tor 
the  middle  rank  Officers.  Further  general  revisions  took  place  m 1956  and  1958 
and  the  1958  rates  of  pay  shown  in  Table  15  are  those  which  will  come  into 
operation  on  5th  April,  1958. 

164.  Table  15  gives  details  of  pay  rates  (which  are  essentially  provincial  Tates 
because  Officers  serving  in  London  receive  a London  allowance).  An  Officer  s 
pay  depends  on  his  rank,  the  scale  of  pay  of  his  rank  and  on  the  number  of 
years  he  has  served  in  that  rank.  Additionally,  a married  Officer  receives  a 
marriage  allowance  and  a non-taxable  ration  allowance  while  a single  Officer 
receives  rations  and  accommodation  in  kind  (or  cash  allowances  in  their  stead). 

165.  The  rates  of  pay  for  Medical  and  Dental  Officers  were  considered  by  the 
Waverley  Committee,  appointed  in  1953  by  the  Minister  of  Defence  “to  review 
the  arrangements  for  providing  Medical  and  Dental  Services  for  the  Armed  Forces 
at  Home  and  abroad  in  peace  and  war ; and  to  make  recommendations  ”.  The 
Committee’s  report  was  published  in  two  parts  in  1956.  The  1956  rates  of  pay 
for  Medical  and  Dental  Officers  were  assessed  in  the  light  of  their  recommendations 
except  that  the  small  differential  in  favour  of  the  Medical  Officer  has  in  general 
been  maintained. 

National  Health  Service 

166.  The  wage  structure  of  the  Health  Service  is  highly  complex  reflecting  both 
the  fact  that  at  its  inception  the  Service  took  over  a large  number  of  employees 
who  were  paid  by  individual  hospital  authorities  at  many  different  rates  and  the 
fact  that  individual  units  within  the  Health  Service  vary  greatly  in  size. 

167.  The  Health  Service  must  pay  salaries  and  wages  which  will  give  it  the 
staff  it  needs.  Regard  therefore  must  he  had  to  the  remuneration  paid  by  outside 
employers  to  staff  of  the  types  for  which  the  N.H.S.  offers  a possible  career.  It 
has  to  be  accepted,  as  in  many  other  services,  that  in  a period  of  full  employment 
the  need  of  the  N.H.S.  for  certain  types  of  staff  cannot  always  be  fully  met,  though 
it  can  and  should  be  adequately  met. 

168.  Section  VI  and  Appendix  V of  the  factual  memorandum  submitted  to  the 
Commission  by  the  Ministry  of  Health  and  Department  of  Health  for  Scotland  set 
out  trends  in  the  pay  of  National  Health  Service  Classes  up  to  1957. 
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Other  Bodies 

(a)  Local  Authorities 

169.  An  important  category  in  this  field  is  those  forms  of  local  government 
employment  which  come  within  the  field  of  specific  government  grants,  e.g.  Educa- 
tion, Fire,  Police,  and  Probation  services.  It  has  not  been  ithe  practice  in  dealing 
with  local  authorities  for  the  Government  to  impose  principles  which  must  be 
complied  with  in  negotiating  pay  settlements,  though  in  many  cases  the  Govern- 
ment has  statutory  power  to  approve  or  disallow  negotiated  pay  settlements. 

170.  It  is  assumed  the  Royal  Commission  will  obtain  direct  from  the  bodies 
concerned  any  further  information  they  require  in  regard  to  the  principles  adopted 
by  employers  in  dealing  with  salary  claims  in  these  various  classes  of  employment. 

(b)  Universities 

171.  Another  major  example  is  the  Universities.  About  70  per  cent  of  their 
current  expenditure  is  met  from  the  recurrent  grants  made  to  Universities  on  the 
recommendation  of  the  University  Grants  Committee.  It  is  the  Universities  who 
employ  these  staff,  not  the  Government.  But  as  the  Universities  are,  in  practice, 
unable  to  finance  higher  salaries  without  an  increase  in  Government  grant,  special 
arrangements  have  been  agreed,  under  which  the  University  Grants  Committee  in 
the  light  of  discussions  between  representatives  of  the  Universities,  as  employers, 
and  representatives  of  the  teaching  staff,  make  recommendations  to  the  Chancellor 
of  the  Exchequer  who  decides  whether  he  is  prepared  to  increase  the  recurrent 
grant  to  cover  proposed  increases. 

172.  Table  16  shows  .the  changes  in  University  salaries  from  1948-57. 


(e)  Teachers 

173.  Teachers’  salaries  are  reviewed  in  England  and  .Wales  by  the  two  Burnham 
Committees  set  up  under  Section  89  of  the  1944  Education  Act.  Each  consists  of  a 
local  authority  panel  and  a teachers’  panel. 

174.  The  main  Committee  deals  with  the  scales  of  teachers  in  primary  and  second- 
ary schools  and  county  colleges.  The  Burnham  Technical  Committee  deals  with  the 
scales  of  teachers  in  technical  colleges  and  schools  including  commercial  and  art 
colleges  and  schools.  In  practice  the  scales  for  technical  and  training  college  teachers 
have  always  been  built  up  from  those  for  primary  and  secondary  schools. 

175  The  Committees  review  salaries  every  3 years,  although  after  the  1951  revision 
the  teachers  reserved  the  right  to  put  forward  a further  claim  within  the  3-year  period 
should  there  be  a really  steep  rise  in  the  cost  of  living.  The  Minister  of  Education 
cannot  partly  approve  or  partly  reject  any  scales  of  remuneration  recommended 
in  the  Burnham  Report,  nor  can  he  approve  them  subject  to  modification:  the 
Reports  must  either  .be  accepted  or  rejected  in  their  entirety.  The  main  principle 
guiding  the  Committee  is  the  need  to  attract  recruits.  This  means  paying  to 
teachers  salaries  comparable  with  those  of  roughly  analogous  professional  grades, 
ie  Civil  Service  grades  from  Executive  Officer  to  Principal,  the  administrative, 
professional  and  technical  grades  of  local  government  staffs  and  the  National  Hea  1th 
Service  general  grades.  Details  of  the  salaries  paid  to  teachers  are  shown  in  Table  17. 

176  In  Scotland  teachers’  salaries  are  broadly  comparable  in  amounts  with  those 
in  England  and  Wales,  but  there  are  some  differences  in  negotiating  machinery.  The 
National  Joint  Council,  which  corresponds  to  the  Burnham  Committees,  makes  its 
recommendations  to  the  Secretary  of  State  for  Scotland.  There  is  provision,  m the 
eventrf  a deadlock  within  the  Council,  for  reference  to  a tribunal  of  three  arbiters 
whose  deliverance  then  becomes  the  recommendation  of  the  C°iim;il.  The  Secre- 
Sf  of  State  makes  statutory  regulations  prescribing  salaries^  but  before  doing  so 
temust  take  in  account  the  Council’s  recommendations.  He  may  accept  reject, 
“ modify  the  recommendations,  although  in  practice  he  has  never  departed  from 
them  on  what  seemed  to  him  a major  matter. 
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TABLE  15 


Pay  of  Officers  of  the  Armed  Forces — 1946-58 

General  List  Officers 


1948  (1946  Code) 
Per  day 

1958  Code 
Per  day 

Navy 

Army 

Air 

Force 

Navy 

Army 

Air 

Force 

s. 

d. 

s. 

d. 

s. 

d. 

s. 

d. 

s. 

d. 

s. 

d. 

Lieut.  R.N.,  Capt.,  F/Lt.  on  promo- 

17 

0 

23 

0 

23 

0 

34 

0 

42 

0 

40 

0 

L/Cdr.,  Major,  S/Ldr.  on  promotion 

32 

0 

35 

0 

35 

0 

61 

0 

63 

0 

63 

0 

Comdr.,  Lt.Col.,  W/Cdr.  on  promo- 

47 

6 

47 

6 

47 

6 

85 

0 

84 

0 

84 

0 

Capt.,  Col.,  G/C apt.  on  promotion... 

65 

0 

65 

0 

65 

0 

106 

0 

106 

0 

106 

0 

R.Adml.,  M.Gen.,  A.V.M.  on  pro- 

motion  

110 

0 

110 

0 

110 

0 

166 

0 

166 

0 

166 

0 

V.Adml.,  Lt.Gen.,  A.M.  on  promo- 

tion 

135 

0 

135 

0 

135 

0 

206 

0 

206 

0 

206 

0 

Adml.,  General,  A.C.M.  on  promo- 

tion 

160 

0 

160 

0 

160 

0 

246 

0 

246 

0 

246 

0 

Medical  Officers 


1948  (1946  Code) 

1958  Code 

Per  day 

Per  day 

s.  d. 

s. 

d. 

Surg.  Lieut.,  Capt.,  F/Lt.  on  confirmation 

28  0 

42 

0 

Surg.  L/Cdr.,  Major.,  S/Ldr.  on  promotion  ... 

43  0 

71 

0 

Surg.  Comdr.,  Lt.Col.,  W/Cdr.  on  promotion  ... 

58  0 

91 

0 

Surg.  Capt.,  Col.,  G/Capt.  on  promotion 

75  0 

114 

0 

Surg.  R.Adml.,  M.Gen.,  A.V.M.  on  promotion 

110  0 

166 

0 

Surg.  V.Adml.,  Lt.Gen.,  A.M.  on  promotion  ... 

135  0 

206 

0 

Notes: 

1 . Specialists'  allowance  for  Medical  Officers  of  Lieutenant  Colonel  rank  or  below  graded  as 
Specialists  was  paid  at  4s.  per  day  in  1948.  In  1950  a higher  grade  of  Senior  Specialist  was 
introduced  for  which  an  allowance  of  8s.  per  day  was  paid.  The  Senior  Specialist  allowance  is 
now  12s.  per  day  and  is  payable  to  all  qualified  officers  up  to  Colonel  rank,  and  to  more  Senior 
Officers  if  they  are  filling  a Specialist  appointment.  Broadly  similar  arrangements  exist  in  the 
other  two  Services  for  allowances  for  Specialists. 

2.  Marriage  allowances  which  formerly  ranged  from  12s.  6d.  to  20s.  a day  were  increased  in 
1948  to  from  18s.  6d.  to  26s.  per  day,  and  from  April  1958  to  from  22s.  6d.  to  36s.  6d.  per  day. 

3.  Ration  allowance  is  reviewed  twice  yearly  against  the  cost  of  rations  and  is  currently  about 
£106  a year;  it  is  not  taxable. 

4.  Permanent  Commission  Grant  of  £1,500  (taxable)  is  payable  to  regular  Officers  on  completion 
of  one  year’s  satisfactory  service  as  a Medical  Officer;  the  grant  for  Dental  Officers  is  £1,250. 

5.  Women  Medical  and  Dental  Officers  receive  the  same  rates  of  pay  as  men. 

6.  National  Service  Officers  are  on  rates  of  pay  below  those  of  regular  officers. 
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Percentage 
increase 
of  Col.  (e) 
over  Col.  (a) 

min.  max. 

58  71 

74  75 

84  83 

90 

106 

109 

59 

(e) 

1956 

Burnham 
P.  & S.  Report 

min.  max. 
475x25—900 

600  x 25—1,025 
650  x 25—1,075 

1,200 

1,350 

1,475 

2,190 

(d) 

1954 

Burnham 
P.  & S.  Report 

min.  max. 

450x18—725 

546x18—821 

576x18—851 

951 

1,101 

1,251 

(c) 

1951 

Burnham 
P.  & S.  Report 

min.  max. 

375x18—630 

471  X 18—726 
471x18—726 

826 

876 

976 

(6) 

1948 

Burnham 
P.  & S.  Report 

min.  max. 

300x15—555 

360x15—615 

375x15—645 

745 

770 

820 

1,545 

(a) 

1945 

Burnham 
P.  & S.  Report 

min.  max. 

300x15—525 

345x15—585 

345x15—585 

630 

655 

705 

1,380 
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(19)  The  repercussions  (i)  in  the  general  field  of  professional  salaries; 

and  (ii) 

on 

people  whose  earnings  are  met  ont  of  public  funds  which  would 

result  from 

(a)  any  general  increase  in  doctors’  or  dentists’  remuneration 

5 

(b)  any  increase  affecting  particular  types  of  doctors  or  dentists ; and 

(c)  the  permanent  linking  of  medical  and  dental  salaries  to 

the  cost 

of 

living, 

and  the  importance  attached  by  the  Government  to  these  repercussions. 
General 

177.  Apart  from  the  National  Health  Service  and  private  practice  doctors  are 
employed  in  the  Civil  Service,  the  Armed  Forces,  Local  Government,  the  Universities 
and  under  the  Medical  Research  Council.  A reasonable  relationship  between  the 
pay  of  doctors  in  the  latter  spheres  and  the  salaries  of  their  lay  colleagues  has 
therefore  to  be  maintained.  At  the  same  time  the  pay  of  doctors  in  these  spheres 
must  necessarily  be  influenced  by  the  remuneration  received  by  doctors  outside 
them,  and  in  practice  that  means  in  the  National  Health  Service.  Thus  an  increase 
in  the  pay  of  National  Health  Service  doctors  will  not  only  directly  affect  the  pay 
of  doctors  in  these  spheres,  but  is  likely  to  have  widespread  indirect  repercussions 
throughout  the  salaried  classes  in  government  and  public  service.  Indeed  the  effects 
could  be  felt  throughout  the  whole  field  of  graduate  employment. 

178.  The  supply  of  people  who  are  capable  of  acquiring  the  higher  qualifications 
and  skills  demanded  by  the  professions,  the  arts  and  sciences,  senior  management 
and  administration  is  not  unlimited.  A marked  rise  in  the  remuneration  of  doctors 
and  dentists  which  had  the  effect  of  attracting  too  large  a proportion  of  the  available 
talent  to  the  medical  and  dental  professions  would  tend  to  provoke  competitive 
salary  increases  by  employers  of  other  professions  and  callings  anxious  to  secure 
their  share  of  the  relatively  scarce  commodity.  The  Willink  Committee  Report  made 
it  clear  that  there  is  already  an  excess  of  candidates  for  entry  to  the  medical 
profession  in  relation  to  the  need  for  doctors,  and  recommended  a 10  per  cent 
reduction  in  the  output  of  trained  doctors  between  1961-1975.  There  is  therefore 
no  case  for  increased  remuneration  on  recruitment  grounds,  but  rather  an  indication 
that  the  medical  profession  is,  on  current  standards  of  remuneration,  attracting  high 
quality  students  with  scientific  aptitudes  who,  from  the  overall  national  point  of 
view,  would  be  more  usefully  diverted  to  a different  profession.  They  are  less  likely 
to  be  so  diverted  if  the  pay  of  the  medical  profession  is  markedly  above  that  of 
comparable  professions.  It  is  important  therefore  to  ensure  that  the  level  of 
remuneration  of  doctors  is  not  raised  so  that  it  provokes  competitive  increases  in 
the  level  of  salaries  in  broadly  comparable  fields  of  employment  recruited  from 
people  with  similar  educational  and  professional  qualifications,  -or  distorts  the  broad 
initial  distribution  of  that  relatively  limited  number  of  people  over  the  different 
professions  and  callings. 

The  Civil  Service 

179.  In  reviewing  the  salaries  of  the  Medical  Officer  class  in  the  Civil  Service, 
the  Priestley  Commission  said : — 

“While  it  is  reasonable  in  our  view  to  have  some  regard  to  the  standards 
of  remuneration  of  general  practitioners  and  consultants  in  the  National  Health 
Service,  we  think  that  the  type  of  work  and  conditions  of  employment  of  the 
practising  doctor  differ  materially  from  those  of  most  civil  service  medical 
officers.” 

The  Priestley  Commission  also  referred  specifically  to  the  relevance  of  the  remunera- 
tion of  consultants  to  the  salary  of  the  highest  medical  post  in  the  Civil  Service. 

180.  It  is  therefore  evident  that  any  increases  in  the  pay  of  doctors  in  the  National 
Health  Service  would  be  likely  to  have  repercussions  on  the  pay  of  those  in  the  Civil 
Service. 

The  Armed  Forces 

181.  The  pay  of  Service  doctors  would  have  to  be  reconsidered  if  there  were 
marked  increases  in  the  pay  of  their  civilian  counterparts,  and  this  might  mean  that 
the  pay  of  Service  officers  in  other  branches  would  also  have  to  be  looked  at. 
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Local  Government 

182.  It  is  assumed  that  the  Royal  Commission  will  seek  evidence  from  local 
authority  sources  on  this  aspect  of  the  matter. 

Universities 

183.  Doctors  are  employed  in  the  universities  on  clinical  teaching  and  research. 
The  studies  in  university  medical  schools  cover  both  pre-clinical  and  clinical  subjects 
(the  latter  involving  the  treatment  of  patients).  Those  engaged  on  clinical  teaching 
also  engage  in  consultant  medical  practice  in  hospitals.  In  this  capacity  they  are 
eligible  for  distinction  awards  in  addition  to  their  teaching  salaries.  The  maximum 
salary  of  a professor  of  medicine  who  either  has  no  award  or  a ‘C’  award,  is 
£3,250  ; that  of  a professor  holding  either  an  ‘ A ’ or  ‘ B ’ award  is  £3,000.  The 
amount  of  the  award  in  each  case  depends  on  the  number  of  hours  of  consultant 
work  per  week. 

184.  This  creates  a difficult  situation.  There  is  strong  feeling  in  university  institu- 
tions that  remuneration  should  be  broadly  the  same  in  all  faculties  for  teaching 
staff  of  the  same  grade,  and  this  principle  has  in  general  been  followed  in  all 
eases  ' except  medicine.  Because  of  the  necessity  to  pay  regard  to  the 
remuneration  received  by  doctors  in  the  National  Health  Service,  it  has  been 
necessary  in  the  past  to  establish  special  scales  of  pay  for  medical  teaching  staff 
in  both  clinical  and  pre-clinical  departments.  As  a result  of  the  increase  in  academic 
salaries  which  took  effect  on  1st  August,  1957  the  differential  between  clinical 
teaching  staff  and  others  was  diminished  but  in  part  retained.  The  University  Grants 
Committee  considered  that  some  differential  was  justified  by  reason  of  the  special 
responsibilities  and  obligations  of  clinical  teachers.  However,  the  University  Grants 
Committee  and  the  Committee  of  Principals  and  Vice-Chancellors  considered  the 
differential  between  pre-clinical  and  non-medical  salaries  to  be  anomalous,  and  it 
did  in  fact  disappear  altogether  as  a result  of  the  August  increase,  with  one  entirely 
minor  exception. 

185.  The  Association  of  University  Teachers  were  in  accord  with  this  decision, 
but  the  British  Medical  Association  stressed  the  difficulty  of  recruiting  medically- 
qualified  staff  to  the  pre-clinical  departments  if  salaries  compared  unfavourably 
with  those  obtainable  in  consultant  practice. 

186.  Because  of  this  situation,  the  Universities  would  be  particularly  affected  by 
any  increase  in  the  remuneration  of  Consultants,  the  National  Health  Service  grade 
with  which  they  are  most  closely  linked.  Such  an  increase  would  lead  immediately 
to  pressure  for  an  increase  in  the  pay  of  clinical  professors  which  would,  in  its  turn, 
create  further  pressure  for  comparable  increases  for  the  pre-clinical  and  non-medical 
University  staff.  There  might  well  be  considerable  resistance  in  the  Universities 
to  any  widening  of  the  remaining  differentials  now  in  force. 

187.  For  this  reason  the  Universities  would  also  be  affected  by  any  change  in  the 
system  of  distinction  awards  to  Consultants. 

188.  The  conditions  of  employment  and  the  special  attraction  of  the  work  in 
Universities  are  such  that  direct  comparisons  between  university  remuneration  and 
that  in  other  employments  are  somewhat  difficult  to  make.  Nevertheless,  an  increase 
in  university  salaries  brought  about  in  the  manner  just  described  would  give  support 
to  a claim  for  an  increase  by  the  administrative  grades  of  the  Civil  Service  and  for 
other  salaried  occupations  in  which  graduates  are  predominantly  employed. 

189.  Thus,  in  brief,  an  increase  in  medical  remuneration  could  have  considerable 
repercussions  in  the  Universities,  whence  they  will  be  liable  to  spread  more  widely. 
Experience  at  the  time  of  the  Danckwerts  Award  bears  out  this  point. 

190.  We  understand  that  the  Vice-Chancellor’s  Committee  have  already  been 
asked  for  and  given  written  evidence  to  the  Royal  Commission  on  the  remuneration 
of  University  Teachers  as  one  of  the  professions  with  whom  Doctors  and  Dentists 
are  to  be  compared. 

The  Medical  Research  Council 

191.  The  Council  is  constituted  by  Royal  Charter.  The  salaries  of  its  employees 
are  paid  from  Government  funds.  The  Council  employs  some  180  medical  staff. 
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The  salaries  of  these  doctors  are  necessarily  directly  affected  by  the  salaries  paid 
in  the  universities  since  the  work  which  they  do  is  closely  comparable  with  that  of 
doctors  engaged  on  medical  teaching  and  research  in  the  universities. 

Repercussions  from  changes  in  dentists’  pay 

192.  The  considerations  outlined  above  apply  to  changes  in  the  pay  of  National 
Health  Service  doctors.  The  repercussions  to  be  expected  from  a change  in  the  pay 
of  dentists  are  of  a similar  nature,  but  more  restricted  in  scope.  In  particular,  there 
would  be  no  appreciable  repercussions  in  the  universities.  Dentists  are  employed  in 
the  Civil  Service,  by  Local  Authorities  and  in  the  Armed  Services. 

Repercussions  of  the  permanent  linking  of  medical  and  dental  salaries  to  the 
cost  of  living 

193.  It  would  be  very  difficult  to  defend  giving  automatic  protection  from  the 
effects  of  inflation  to  a particular  class  of  persons  remunerated  from  public  funds. 
Thei  e is  no  more  reason  why  doctors  and  dentists  should  have  this  form  of  protection 
than  any  other  persons  in  public  or  private  employment.  While  in  industry  there 
are  some  wage  agreements  which  are  adjustable  with  the  cost  of  living  these  are 
by  no  means  general.  In  the  Government’s  view  an  extension  of  this  system  would 
add  greatly  to  .the  difficulties  of  ohecking  inflation,  and  there  is  no  justification 
at  all  for  it  an  occupations  in  which  remuneration  is  above  the  average  of  the 
community  as  a whole. 

194.  The  introduction  of  this  system  for  doctors  and  dentists  in  the  Health  Service 
would"  have  serious  repercussions  throughout  the  public  service  as  all  other  public 
employees  would  naturally  claim  comparable  treatment.  To  give  such  treatment 
would  mean  guaranteeing  to  public  employees  a particular  standard  of  living 
without  regard  to  the  economic  condition  of  the  country  or  to  what  was  happening 
in  other  comparable  occupations.  The  effect  of  granting  it  would  be  to  aggravate 
further  the  inflationary  pressure  in  the  economy  at  the  expense  of  those  members 
of  the  community  who  were  not  similarly  guaranteed  against  the  effect  of  a rise 
in  the  cost  of  living. 

(20)  The  Government’s  views  on  the  adequacy  of  the  present  arrangements  for 
settling  the  remuneration  of  donors  and  dentists  in  the  National  Health  Service 

19J.  In  1949  when  the  general  organisation  of  the  Whitley  Councils  for  the  Health 
Services  was  being  worked  ont,  the  Health  Departments  proposed  to  the  medical 
and  dental  professions  that  a "Whitley  Council  should  be  established  for  each  to 
provide  machinery  for  consideration  of  the  remuneration  and  conditions  of  service 
of  practitioners  working  in  the  National  Health  Service.  The  proposals  envisaged 
that  the  medical  and  dental  councils  would  each  appoint  committees  which  would 
severally  deal  with : 

(i)  the  remuneration  of  praotitioners  providing  general  medical  and  general 
dental  services ; 

(ii)  the  remuneration  and  conditions  of  service  of  practitioners  working  in 
the  Hospital  and  Specialist  Services  ; 

'(iii)  the  remuneration  and  conditions  of  service  of  practitioners  working  for 
local  authorities. 

General  arrangements  for  doctors 

196.  The  medical  profession  agreed  to  the  establishment  of  a Whitley  Council  on 
the  lines  proposed.  The  agreed  constitution  is  set  out  in  Appendix  C to  the  Factual 
Memorandum  submitted  by  the  Health  Departments. 

197.  This  constitution  made  provision  for  the  establishment  of  three  Committees. 
Of  these.  Committee  A would  have  dealt  with  the  remuneration  of  medical  prac- 
titioners providing  general  medical  services;  it  has,  however,  never  functioned  and 
matters  concerning  the  remuneration  of  these  practitioners  have  been  dealt  with, 
as  in  the  past,  by  direct  discussion  between  officers  of  the  two  Health  Departments 
and  representatives  of  the  General  Medical  Services  Committee. 
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198.  The  other  two  Committees  provided  for  by  the  constitution  of  the  Medical 
Council  have  functioned  since  the  Council’s  establishment  in  1950.  Most  of  the 
practitioners  within  their  scope  are  paid  by  salary,  though  some  are  primarily 
engaged  in  another  branch  of  medicine  (commonly  general  practice)  and  are  paid 
on  the  basis  of  a sessional  fee  or  a fee  per  case.  The  Ministers  are  not  in  a 
position  to  offer  comments  on  the  functioning  of  Committee  C since  it  is  concerned 
only  with  local  authority  doctors,  for  whose  pay  and  conditions  of  service  they 
are  not  responsible.  Though  the  Management  Side  of  this  Committee  includes 
two  representatives  of  the  Health  Departments,  these  representatives  attend  as 
observers  only.  Should  the  Commission  desire  to  be  furnished  with  an  expression 
of  view  by  the  employing  authorities  of  the  adequacy  of  the  arrangements  provided 
by  Committee  C for  settling  the  salaries  of  local  authority  doctors,  they  will 
doubtless  invite  the  Associations  of  Local  Authorities  to  supply  it. 

General  arrangements  for  dentists 

199.  The  dental  profession  were  unwilling  to  participate  in  Whitley  machinery 
for  dentists  employed  in  the  Hospital  and  Specialist  Services  or  in  the  general 
dental  services.  The  Health  Departments  understand,  however,  that  with  the  agree- 
ment of  the  British  Dental  Association,  the  Staff  Side  of  Committee  B of  the 
Medical  Whitley  Council  are  now  proposing  that  the  constitution  of  the  Medical 
Council  and  the  scope  of  Committee  B should  be  amended  so  that  dentists  as 
well  as  doctors  working  in  the  Hospital  and  Specialist  Services  will  come  within 
the  scope,  of  Committee  B.  So  far,  matters  concerning  the  remuneration  of  dentists 
working  in  the  Hospital  and  Specialist  Services  or  working  in  the  general  dental 
services, . including  dentists  employed  at  health  centres,  have  been  dealt  with  in 
direct  discussion  between  officers  of  the  Departments  and  representatives  of  the 
profession.  The  decision  whether  any  change  in  remuneration  should  be  made 
and,  if  so,  what  it  should  be  rests  with  the  Health  Departments.  As  the  scale  of 
fees  (and  in  the  case  of  dentists  working  at  health  centres,  the  salaries)  for  dentists 
working  in  the  general  dental  services  are  embodied  in  statutory  regulations,  amend- 
ing regulations  have  to  be  made  whenever  the  remuneration  of  these  dentists  is 
varied ; this  procedure  secures  that  the  changes  in  remuneration  come  within  the 
purview  of  Parliament ; for  by  virtue  of  Section  75  (2)  of  the  National  Health 
Service  Act,  1946,  and  Section  73  (1)  of  the  National  Health  Service  (Scotland) 
Act,  1947,  the  regulations  must  be  laid  before  Parliament  immediately  after  they 
are  made  and  if  either  House  within  40  days  resolves  that  the  regulations  be 
annulled  they  cease  to  have  effect.  Changes  in  the  remuneration  of  dentists 
working  in  the  Hospital  and  Specialist  Services  are  brought  about  by  a direction 
given  by  the  Ministers  under  Regulation  4 of  the  National  Health  Service  (Remunera- 
tion and  Conditions  of  Service)  Regulations,  1951,  and  the  corresponding  provision 
in  the  National  Health  Service  (Scotland)  (Remuneration  and  Conditions  of  Service) 
Regulations,  1951. 

200.  For  the  remuneration  and  conditions  of  service  of  dental  practitioners 
working  for  local  authorities  the  dental  profession  agreed  to  the  establishment  of  a 
Dental  Whitley  Council.  On  this  Council,  as  with  Committee  C of  the  Medical 
Council,  the  [Ministers’  representatives  on  the  Management  Side  sit  merely  as 
observers  and  should  the  Commission  desire  to  have  information  about  the  effective- 
ness of  these  arrangements  for  dealing  with  the  remuneration  of  local  authority 
dentists  they  will  doubtless  approach  the  Associations  of  Local  Authorities. 

Arbitration 

201.  Under  Section  13  of  the  National  Health  Service  (Amendment)  Act,  1949, 
any  difference  or  dispute  arising  with  respect  to  the  remuneration  or  conditions 
of  service  of  persons  working  in  the  National  Health  Service  is  within  the  scope 
of  the  Conciliation  Act,  1896  and  the  Industrial  Courts  Act,  1919.  When  a dispute 
occurs,  the  services  of  the  Minister  of  Labour  are  available  and  the  two  parties 
may  agree  to  the  dispute  being  referred  to  the  Industrial  Court  or,  if  that  is 
preferred,  to  some  other  form  of  arbitration  such  as  a single  arbitrator. 
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202.  In  the  case  of  doctors  working  in  the  Hospital  and  Specialist  Services 
(i.e.,  those  within  the  ambit  of  Committee  B of  the  Medical  Whitley  Council) 
assurances  were  given  in  July,  1949,  on  behalf  of  the  Government  that : 

(1)  no  changes  would  be  made  in  the  Terms  and  Conditions  of  Service 
without  discussion  in  the  appropriate  part  of  the  Whitley  machinery ; 

(2)  remuneration  was  regarded  as  a subject  suitable  for  arbitration ; 

(3)  save  in  exceptional  circumstances  and  if  the  conciliation  machinery  of 
Whitley  had  been  exhausted,  issues  of  remuneration  remaining  in  dispute 
would  go  either  to  arbitration  or  for  enquiry  and  report  by  a committee. 

The  Government’s  views  .about  arbitration  in  relation  to  medical  and  dental 
remuneration  are  set  out  more  fully  in  the  answer  to  question  22. 

Working  of  the  arrangements  in  relation  to  practitioners 

203.  Summarised,  the  arrangements  for  practitioners  with  which  the  Health 
Departments  are  directly  concerned  are:  — 

( a ) Committee  B of  the  Medical  Whitley  Council  (for  doctors  working  in 
the  Hospital  and  Specialist  Services) ; 

(A)  the  direct  discussions  whioh  take  place  on  the  salaries  of  dentists  working 
in  the  Hospital  and  Specialist  Services  ; 

(c)  the  direct  discussions  which  take  place  on  the  remuneration  of  medical 
practitioners  providing  general  medical  services ; 

(J)  the  direct  discussions  which  take  place  on  the  fees  of  dentists  providing 
general  dental  services  (and  on  the  salaries  of  dentists  providing  such 
services  at  Health  Centres). 

204.  Since  Committee  B was  formed  in  1950,  it  has  met  on  32  occasions.  In 
conjunction  with  the  work  of  the  main  Committee,  sub-committees  have  been 
set  up  to  consider  particular  matters.  38  agreements  have  been  reached  and 
embodied  in  circulars  issued  to  hospital  authorities  by  the  Committee.  Other 
agreements  have  been  reached  and  given  effect  to  by  circulars  issued  to  hospital 
authorities  by  the  Health  Departments. 

205.  Three  agreements  were  reached  after  disputes  between  the  two  Sides  had 
been  referred  to  the  Industrial  Court.  These  agreements  related  to:  — 

(1)  The  salary  scales  for  senior  administrative  medical  officers  and  their  deputies 

and  "for  regional  psychiatrists  (Industrial  Court  Award  No.  2322 — National 
Health  Service). 

(2)  The  remuneration  of  Medical  Superintendents  in  England  and  Wales 

(Industrial  Court  Award  No.  2357 — National  Health  Service). 

(3)  The  salary  scales  for  Senior  Hospital  Medical  Officers  (Industrial  Court 
Award  No.  2606 — National  Health  Service). 

206.  The  most  important  agreement  reached  by  Committee  B was  that  concluded 
in  1954  for  the  introduction  of  new  increased  salary  rates  for  all  grades  from 
house  officer  up  to  and  including  consultant.  Though  for  a time  no  progress  was 
made  in  the  discussions  .between  the  two  Sides  on  the  salary  claim  itself,  a basis 
of  agreement  emerged  from  informal  discussions  which  took  place  outside 
Committee  B and  was  adopted  by  the  Committee. 

207.  The  arrangements  outlined  in  the  preceding  paragraphs  follow  the  line  of 
widely  established  machinery  for  joint  discussion  on  remuneration  and  conditions 
of  service.  Committee  B has  a considerable  number  of  agreements  to  its  credit 
and  in  general  can  be  said  to  have  functioned  satisfactorily.  Like  many  Whitley 
arrangements  in  the  National  Health  Service  however  it  suffers  from  ithe  difficulty 
that  the  representatives  of  the  Government,  which  has  to  provide  the  money, 
are  in  a minority  on  a Management  Side  composed  largely  of  representatives  of 
the  hospital  authorities  anxious  to  do  their  best  for  the  medical  staff  whose  employers 
they  are.  This  aspect  of  the  general  arrangements  in  the  National  Health  Service 
is  under  review  by  the  Government. 
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208.  For  dentists  working  in  the  Hospital  and  Specialist  Services,  it  is  the  usual 
practice  of  the  British  Dental  Association,  acting  for  the  .profession,  whenever 
an  increase  in  the  pay  of  hospital  medical  staff  is  agreed  by  Committee  B of  the 
Medical  Whitley  Council  to  seek  a similar  increase  for  the  corresponding  dental 
staff— in  view  of  the  recommendations  of  the  Dental  Spens  Committee  that  dental 
specialists  should  be  remunerated  within  the  same  range  as  medical  specialists. 
The  Ministers,  while  prepared  to  consider  such  claims  on  merits,  have  not  felt 
able  to  accept  the  view  that  dental  staff  should  automatically  receive  increases 
agreed  by  Committee  B for  medical  staff,  but  so  far  the  discussions  have  resulted 
in  corresponding  increases  being  given.  The  (Ministers  consider  that  it  would 
make  for  convenience  if  questions  relating  to  the  salaries  of  hospital  dentists 
were  dealt  with  by  a Whitley  Council. 

209.  As  stated  in  paragraph  197,  the  remuneration  of  doctors  providing  general 
medical  services  has  been  the  subject  of  direct  negotiation.  This  does  not  in 
itself  create  any  problems.  The  difficulties  which  have  arisen  in  relation  to  the 
remuneration  of  these  practitioners  have  been  the  result  not  of  any  inadequacy 
in  the  negotiating  arrangements  but  of  a fundamental  disagreement  on  the  basis 
of  the  remuneration — a disagreement  of  a nature  that  no  change  in  the  negotiating 
machinery  could  hope  to  resolve. 

210.  By  contrast,  it  was  possible  to  reach  agreement  in  direct  negotiations  with 
the  Dental  Profession  in  1955  on  the  basis  of  remuneration  for  dentists  providing 
general  dental  services  and  in  1957  on  the  fees  to  be  paid  for  the  different  items 
of  service. 

Scottish  Advisory  Committee  of  the  Whitley  Councils 

211.  The  main  Constitution  of  the  Whitley  Councils  for  the  Health  Services 
provides  that  in  certain  circumstances  a matter  may  be  referred  for  advice  to 
the  Scottish  Advisory  Committee  of  the  Councils.  Such  references  are  confined 
to  cases  where  some  special  Scottish  condition  emerges  prima  facie.  The  Scottish 
Advisory  Committee  then  sets  up  an  appropriate  Sub-Committee  to  deal  with 
the  particular  matter  and  reports  back  to  the  main  Council  or  Committee  on 
which  the  question  arose.  It  is  constitutionally  open  to  the  main  Whitley  Council 
or  Committee  to  reject  the  conclusions  reached  on  the  Scottish  Advisory  Committee, 
but  in  practice  this  does  not  occur. 

Summary 

212.  The  arrangements  for  settling  the  remuneration  of  doctors  and  dentists  in 
the  National  Health  Service  have  not  proved  inadequate  in  themselves.  There 
have  been  disagreements  (between  the  parties  but  disagreements  are  bound  to  arise 
from  time  to  time  in  any  process  of  negotiation.  The  fundamental  disagreement 
which  has  arisen  between  the  Government  and  the  medical  profession  on  a major 
premise  is  not  the  result  of  inadequate  negotiating  machinery.  Special  considerations 
arise  in  relation  to  the  machinery  for  settling  disputes ; these  are  dealt  with  in  the 
answer  to  question  22. 

(21)  Information  about  the  arrangements  for  keeping  under  review  the  salaries  of 
senior  Civil  Servants  which  have  been  introduced  following  the  Report  of  the 
Royal  Commission  on  the  Civil  Service  ; and  views  on  whether  some  arrange- 
ments of  this  kind  would  be  appropriate  for  advising  on  the  salaries  of  doctors 
and  dentists. 

213.  The  arrangements  for  keeping  under  review  the  salaries  of  senior  Civil 
Servants  are  set  out  in  the  Treasury  Memorandum  which  begins  on  page  769.  As 
that  Memorandum  explains,  the  considerations  which  led  the  Royal  Commission 
on  the  Civil  Service  ito  recommend  the  setting  up  of  the  Advisory  Committee  on  the 
Higher  Civil  Service  are  described  in  full  in  paragraphs  377-391  of  their  Report. 
The  Commission  may  wish  to  refer  to  this  passage. 

214.  The  second  part  of  question  21  can  be  most  conveniently  answered  in  con- 
junction with  the  answer  to  question  22. 
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(22)  Information  about  the  various  systems  of  arbitration  used  in  settling  disagree- 
ments about  wages  and  salaries.  Views  on  how  far  any  of  these  methods  might 
be  appropriate  for  the  settlement  of  disputes  about  the  remuneration  ot  doctors 
and  dentists, 

I.  Arrangements  for  arbitration  generally 

215.  The  Industrial  Court,  set  up  under  the  Industrial  Courts  Act  of  1919,  and  the 
Industrial  Disputes  Tribunal,  governed  by  the  Industrial  Disputes  Order  of  1951, 
are  the  two  principal  bodies  which  arbitrate  on  disputes  about  wages  in  the  field 
of  private  and  public  enterprise. 

216.  A number  of  industries  and  services  use  their  own  arbitration  machinery, 
designed  to  meet  their  particular  needs.  Typical  examples  are  given  from  the  field 
of  public  enterprise.  The  Ministry  of  Labour’s  Industrial  Relations  Handbook 
contains  further  material. 

The  Industrial  Court 

217.  When  a trade  dispute  arises,  and  the  two  parities  agree  to  arbitration  under 
the  Industrial  Courts  Act,  it  is  referred  to  the  Minister  of  Labour  who  can,  with 
both  parties’  consent,  refer  it  to  the  Industrial  Count  or  to  ad  hoc  arbitration  before 
one  or  more  persons  appointed  by  him,  or  refer  it  to  a special  Board  of  Arbitration 
consisting  of  nominees  from  each  side  plus  an  independent  Chairman.  Section  2 (4> 
of  the  1919  Act  provides  that  the  Minister  is  not  to  refer  a trade  dispute  in  a 
particular  industry  to  any  of  these  methods  of  arbitration  until  the  industry’s  own 
machinery  has  been  exhausted.  Arbitration  under  the  Industrial  Courts  Act  is  not 
available  to  persons  in  the  armed  forces  of  the  Crown  but  is  available  to  workmen 
employed  by  or  under  the  Crown. 

218.  Arbitration  awards  under  the  Industrial  Courts  Act  are  not  legally  binding 
but  since  they  are  the  result  of  joint  application  by  the  parties  they  are  almost 
invariably  accepted. 

219.  The  Industrial  Court  can  arbitrate  on  any  trade  dispute  within  the  meaning 
of  the  Industrial  Courts  Act,  1919,  only  if  both  sides  give  their  consent.  The  Court 
is  a standing,  independent  tribunal  consisting  of  persons  appointed  by  the  Minister 
of  Labour  and  National  Service  of  whom  some  are  independent  persons,  some  are 
persons  representing  employers  and  some  persons  representing  workpeople.  The 
President  of  the  Court  is  usually  a barrister  of  high  standing  who  has  a wide  know- 
ledge and  understanding  of  industrial  relations.  He  is  entirely  independent  of  either 
side  of  industry.  The  present  holder  of  this  office  is  Sir  John  Forster,  who  has 
been  President  since  1st  January,  1946.  Usually  the  Court  consists  of  the  President 
sitting  with  two  whole-time  members,  one  representing  employers  and  the  other 
representing  workpeople.  The  Court  has  the  power  to  call  in  the  aid  of  assessors 
although  this  is  very  seldom  exercised. 

220.  The  National  Health  Service  (Amendment)  Act,  1949,  provided  that  any 
difference  or  dispute  arising  in  respect  of  the  remuneration  or  conditions  of  service 
of  persons  employed  or  engaged  in  the  provision  of  services  under  the  National 
Health  Service  Acts  shall  be  deemed  to  be  a dispute  within  the  meaning  of  the 
Industrial  Courts  Act,  1919. 

The  Industrial  Disputes  Tribunal 

221.  Reference  to  the  Industrial  Disputes  Tribunal  is  governed  by  the  Industrial 
Disputes  Order  of  1951  (S.I.  No.  1376).  The  type  of  dispute  covered  is  limited  to 
those  which  concern  the  terms  of  employment  or  conditions  of  labour  of  members 
of  a trade  union  (but  not,  as  the  law  stands  at  present,  members  of  a professional 
association).  Either  side  can  compel  the  other  to  go  to  arbitration  before  the 
Tribunal,  provided  that  ail  practicable  means  of  reaching  a settlement  through  the 
existing  machinery  of  negotiation  or  arbitration  in  the  industry,  or  section  of 
industry  or  undertaking,  have  been  exhausted.  The  decision  of  the  Tribunal  is 
binding ; any  award  becomes  an  implied  term  of  the  contract  between  the  employer 
and  workers  to  whom  the  award  applies.  The  Industrial  Disputes  Order  is  not 
binding  on  the  Crown. 
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222.  For  any  particular  case  the  Tribunal  consists  of  five  members,  three  of  whom 
are  drawn  from  a panel  of  independent  members  appointed  by  the  Minister  and 
one  each  from  panels  of  employers’  and  workers’  representatives  appointed  by  the 
Minister  after  consultation  with  the  British  Employers’  Confederation  and  the 
Trades  Union  Congress  respectively.  One  of  the  independent  members  acts  as 
standing  Chairman  of  ithe  Tribunal  and  at  present  this  office  is  held  by  Lord 
Terrington.  The  field  of  appointment  of  the  independent  members  is  in  general 
•the  Universities  and  the  legal  profession. 

The  Civil  Service  Arbitration  Tribunal 

223.  This  Tribunal  was  set  up  in  its  present  form  in  1936.  It  deals  with  ques- 
tions affecting  the  emoluments,  hours  of  work  and  leave  of  non-industrial  Civil 
Servants  on  which  the  Government  and  representatives  of  recognised  Staff  Associa- 
tions have  failed  to  reach  agreement.  It  consists  of  three  members  ; an  independent 
Chairman  appointed  by  the  Minister  of  Labour,  one  member  from  a panel 
appointed  by  the  Minister  as  representing  the  Chancellor  of  the  Exchequer  and  one 
member  from  a similarly  appointed  panel  representing  the  Staff  Side  of  the  National 
Whitley  Council. 

224.  Either  the  Staff  Side  or  the  Official  Side  can  apply  for  a dispute  to  be 
referred  to  the  Civil  Service  Arbitration  Tribunal,  but  generally  speaking  this  right 
to  go  to  arbitration  only  applies  to  those  whose  salary  scale  does  not  at  the  minimum 
and  maximum  exceed  certain  limits  or  whose  fixed  rate  does  not  exceed  a certain 
maximum,  the  limits  in  both  cases  being  broadly  related  to  the  scale  of  the  Principal, 
the  minimum  and  maximum  of  which  are  at  present  £1,450  and  £2,050.  The  Royal 
Commission  on  the  Civil  Service  upheld  the  provision  that  the  right  of  “ compulsory  ” 
arbitration  should  be  restricted.  It  said  “ Successive  Governments  have  always 
taken  the  view  that  posts  at  managerial  level  should  not  be  subject  to  compulsory 
arbitration.  Senior  civil  servants  occupy  a delicate  position  as  advisers  to  Ministers 
on  all  questions  of  Government  policy,  and  it  would  not  be  right  or  appropriate 
that  persons  who  'occupy  this  position  and  are  engaged  on  these  duties  should 
have  the  right  to  take  ithe  Government  to  compulsory  arbitration.” 

225.  The  Police  Service  has  a special  arrangement  for  arbitration  in  the  form 
of  an  Arbitration  Tribunal  of  three  arbitrators  appointed  by  the  Prime  Minister. 
Either  the  employers’  or  the  employees’  side  of  the  Police  Council  for  Great 
Britain,  which  is  the  negotiating  body  for  police  pay,  have  the  right  to  refer  a 
dispute  on  police  pay  to  the  arbitrators,  whose  decision,  like  those  of  the  Council 
apply,  subject  to  the  formal  approval  of  the  Home  Secretary,  to  all  members  of 
the  police  without  any  upper  limit  of  salary.  The  only  exemption  is  the  Com- 
missioner of  Police  in  the  Metropolitan  Police  (present  salary  £5,500  per  annum). 

The  Railway  Staff  National  Tribunal 

226.  This  Tribunal  functions  to  decide  issues  as_  to  standard  salaries,  wages, 
hours  and  other  standard  conditions  of  service  which  have  not  been  settled  by 
the  Railway  Staff  National  Council.  Submission  to  the  Tribunal  may  be  at  the 
instance  of  one  side  but  the  issues  it  deals  with  must  have  been  agreed  or  decided 
in  a prescribed  manner  to  be  “issues  of  major  importance”.  The  Tribunal  can 
deal  with  issues  affecting  “conciliation  grades”  and  salaried  staff,  exclusive  of 
salaried  staff  above  the  “ special  class  ” categories.  It  does  not  deal  with  railway 
shopmen,  employees  in  electricity  generating  stations  or  police.  In  general  effect 
these  arrangements  leave  salaried  staff  on  more  than  £956  per  annum  outside  the 

. scope  of  the  Tribunal  and  there  are  no  arbitration  arrangements  for  such  staff. 

227.  The  Tribunal  consists  of  only  three  members,  one  selected  by  the  British 
Transport  Commission,  one  by  the  Railway  Trade  Unions,  and  the  Chairman 
appointed  either  'by  agreement  between  the  Railway  Staff  Conference  and  the 
Railway  Trades  Unions  or  by  -the  Minister  of  Labour  after  consultation  with  the 
parties.  The  present  Chairman  is  Sir  John  Forster,  who  was  appointed  by  the 
Minister  of  Labour  on  the  agreed  nominations  of  the  two  sides.  A fresh  selection 
of  each  of  the  members,  except  the  Chairman,  is  made  for  each  case  coming 
before  the  Tribunal.  The  members  are  selected  from  two  previously  nominated 
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panels  consisting  of  persons  not  connected  with  the  railways.  Each  Trade  Union 
party  to  an  issue  may  if  it  desires  nominate  one  Assessor,  and  the  British  Transport 
Commission  may  nominate  an  equivalent  number,  to  assist  the  Tribunal. 

228.  Issues  involving  interpretation  of  a National  Agreement,  or  certain  other 
issues  may  he  referred  for  decision  to  the  Chairman  of  the  Tribunal  acting  by 
himself  provided  they  have  not  been  settled  at  the  appropriate  .previous  stage  of 
the  machinery. 

229.  Decisions  of  the  whole  Tribunal  are  not  binding,  but  decisions  on  issues 
referred  to  the  Chairman  are. 

Nationalised  Industries  Generally 

230.  Most  of  the  Nationalised  Industries  have  arrangements  for  the  settlement 
of  disputes  which  include  provisions  for  disputes  about  wages  and  conditions  _ of 
service  ito  he  settled  by  arbitration  either  by  one  of  the  standing  Arbitration 
Tribunals  or  by  specially  constituted  arbitration  tribunals  on  the  lines  of  those 
described  above.  In  these  agreements  each  side  binds  itself  not  to  withhold  consent 
to  go  to  arbitration  if  the  other  side  requests  it. 

231.  In  the  coal  industry,  managerial  grades  with  a salary  range  above  £2,250 
are  not  covered  by  negotiating  agreements  and  there  are  no  arbitration  arrange- 
ments for  such  grades.  The  National  Coal  Board  think  -it  is  inappropriate  (that 
the  salaries  of  these  senior  officials  should  be  settled  by  collective  bargaining  and 
the  question  of  arbitration  arrangements  does  -not  therefore  arise.  In  the  Electricity 
Supply  and  Gas  Industries  agreements  to  refer  disputes  to  arbitration  co-ver  all 
grades  but  in  Transport,  Civil  Air  Transport  and  Road  Haulage  there  are  no 
agreements  to  refer  claims  in  respect  of  administrative  and  top  managerial  grades 
to  arbitration  nor  are  such  arrangements  made  in  practice.  The  agreement  for 
non-manual  workers  employed  by  the  Atomic  Energy  Authority  has  a clause 
precluding  reference  to  arbitration  on  claims  in  respect  of  grades  whose  salary 
is  above  £1,700  per  year  without  the  consent  of  both  parties  concerned  in  the 
claim.  In  the  absence  of  such  consent  there  are  no  other  arrangements  for 
these  grades. 

Industry  Generally 

232.  It  is  understood  that  in  industry  generally  outside  the  “public  sector” 
salaries  and  conditions  of  service  of  managerial  grades  are  not  subject  to  collective 
bargaining,  and  the  question  of  arbitration  does  not  therefore  arise. 

Local  Government  Service 

233.  The  negotiating  machinery  applies  to  all  grades.  On  the  administrative  side 
there  is  in  general  no  provision  for  arbitration  but  in  the  case  of  even  the 
most  senior  officers  (some  on  salaries  in  excess  of  £2,500  per  annum)  there  is 
no  obstacle  to  access  to  the  Industrial  Disputes  Tribunal.  Medical  and  Dental 
officers  come  within  the  scope  of  the  Whitley  Councils  for  the  Health  Services, 
medical  officers  being  covered  by  Committee  C of  the  Medical  Whitley  Council 
and  dental  officers  being  covered  by  the  Dental  -Whitley  Council  (Local  Authorities). 
Disputes  on  the  remuneration  of  doctors  and  dentists  can  be  referred  to  the 
Industrial  Court  and  references  have  in  fact  been  made  on  a number  of  occasions. 

National  Health  Service 

234.  By  virtue  of  the  provisions  relating  to  disputes  contained  in  the  National 
Health  Service  (Amendment)  Act,  1949,  to  which  reference  has  already  been  made 
in  paragraph  220,  arrangements  could  be  made  for  disputes  to  be  .referred  to  a 
Board  of  Arbitration  set  up  by  the  Minister  of  Labour  and  National  Service  under 
section  2 (2)  (c)  of  the  Industrial  Counts  Act,  1919,  and  it  was  hoped  to  set  up  a 
National  Health  Service  Arbitration  Tribunal,  which  would  specialise  in  National 
Health  Service  questions  of  wages  and  conditions,  'as  the  Civil  Service  Arbitration 
Tribunal  specialises  in  civil  service  questions. 

235.  The  two  sides  of  the  General  Whitley  Council,  after  negotiations  over  the 
period  1949-1953  were  unable  to  conclude  an  arbitration  agreement.  The  Manage- 
ment Side  maintained,  first,  that  as  the  whole  basis  of  arbitration  in  the  National 
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Health.  Service  rested  on  (the  National  Health  Service  (Amendment)  Act,  1949, 
which  brought  disputes  in  the  Service  within  the  scope  of  the  Industrial  Courts 
Act,  1919,  this  made  reference  to  arbitration  subject  to  the  consent  of  both  parties 
in  accordance  with  Section  4 (2)  of  the  1919  Act — and  that,  second,  because  of 
■their  overriding  responsibility  for  the  National  Health  Service  the  Health  Ministers 
should  be  able  to  intervene  in  exceptional  circumstances  to  prevent  a particular 
dispute  from  being  referred  to  arbitration.  The  Staff  Side  contended  that  the 
agreement  should  provide  a right  to  compulsory  arbitration  and  that  the  Ministers 
should  only  be  able  to  intervene  at  the  stage  when  their  approval  was  sought  to 
the  implementation  of  the  award.  These  differences  could  not  be  resolved. 

H.  Extent  to  which  the  preceding  methods  would  be  appropriate  for  settling  disputes 
about  the  remuneration  of  Doctors  and  Dentists  in  the  National  Health 
Service. 

236.  The  description  in  Part  I of  the  arbitration  arrangements  in  this  country 
brings  out: 

(a)  that  for  large  sections  of  the  community,  the  normal  system  (excluding 
references  to  the  Industrial  Disputes  Tribunal)  involves  the  consent  of 
both  parties  as  a condition  of  arbitration ; 

(b)  that  in  a number  of  occupations  arbitration  is  not  considered  suitable  for 
the  more  senior  and  highly  paid  categories. 

237.  Arbitration  has  in  fact  played  little  part  since  the  setting  up  of  the  National 
Health  Service  in  determining  the  pay  of  doctors  and  dentists.  The  reference  to 
Mr.  Justice  Danckwerts  in  1952,  made  with  the  consent  of  both  parties,  was  ad  hoc 
on  a special  issue.  The  Industrial  Court  is  indeed  empowered  to  hear  such  references 
if  they  are  made  with  the  consent  of  both  parties,  and  they  have  made  awards 
on  the  pay  of  Administrative  Medical  Officers  of  Regional  Boards,  on  Medical 
Superintendents’  pay  and  on  the  pay  of  S.H.M.Os.  They  have  also  heard  a number 
of  references  from  other  categories  in  the  National  Health  Service.  No  references, 
however,  have  been  made  to  this  Court  in  regard  to  the  general  body  of  doctors 
and  dentists. 

238.  The  Government  for  their  part  consider  that  it  would  be  inappropriate  to 
settle  the  remuneration  of  doctors  and  dentists  in  the  National  Health  Service  under 
the  existing  arbitration  machinery.  They  take  this  view  for  a number  of  reasons. 

239.  First,  a claim  like  the  present  claim  inevitably  involves  the  whole  of  a large 
profession  and  such  questions  as  the  proper  economic  and  social  status  of  that 
profession  in  the  community  as  a whole.  It  seems  hardly  suitable,  to  refer  such 
issues  to  bodies  concerned  normally  with  references  far  less  complicated  and  far 
narrower  in  their  implications. 

240.  Secondly,  the  normal  arbitration  tribunal  has,  of  necessity,  to  adopt  an  ad 
hoc  approach  to  the  problems  that  come  before  it,  and  it  arrives  at  its  decisions  on  the 
basis  of  material  provided  by  the  two  parties  to  the  dispute.  It  is  submitted  that 
there  would  be  considerable  advantage  if  the  remuneration  for  managerial  and 
professional  posts  was  considered  : 

(a)  by  a body  whose  members  familiarised  themselves  with  the  special  problems 

involved  in  such  references  and  who  brought  to  bear  the  experience  gained 
over  a period  of  years  ; . 

(b)  by  persons  who,  of  their  own  knowledge,  were  aware  of  the  remuneration 
and  standards  in  relevant  private  and  public  employment. 

241.  Third,  and  most  important  of  all,  the  normal  type  of  arbitration  involves  the 
consent  of  both  parities  with  the  implication  that  the  award  will  be  accepted  by 
both  sides.  As  Part  I of  this  section  shows,  a number  of  important  employments 
make  it  a fundamental  feature  of  their  system  that  their  managerial  and  more 
highly  paid  employees  should  be  excluded  from  such  references.  The  Government 
have  made  plain  in  their  practice  of  many  years’  standing  that  they  cannot  allow 
remuneration  in  the  higher  levels  of  the  Public  Services  to  be  determined  .by 
arbitration.  In  their  view  the  same  considerations  apply  to  doctors  and  dentists 
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in  the  National  Health  Service.  Not  only  are  the  salaries  at  a level  which  other 
employers  consider  should  not  be  determined  in  arbitration,  but  it  is  an  undoubted 
fact  that  salaries  in  this  profession  have  a considerable  influence  on  salaries  in 
other  professions  recruited  from  graduates.  The  Government  cannot  lightly  agree 
to  the  determination  of  salaries  in  this  field  by  ad  hoc  references  to  arbitration. 

242.  The  problem  therefore  seems  to  be : 

(а)  on  the  one  hand  to  avoid  a procedure  under  which  disputes  can  be  taken 
compulsorily  to  arbitration,  a right  which  for  the  reasons  given  above, 
could  only  be  given  subject  to  conditions  which  would  make  it  meaning- 
less ; and 

(б)  on  the  other  hand  to  provide  machinery  which  secures  consideration  of  any 
disputes  in  this  field  by  an  independent  and  authoritative  body. 

243.  The  Royal  Commission  on  the  Civil  Service,  whilst  accepting  that  arbitra- 
tion was  unsuitable  in  the  case  of  the  higher  Civil  Service,  recommended  the  appoint- 
ment of  a standing  advisory  committee  to  exercise  a general  oversight  over 
remuneration  at  these  levels  in  the  Service.  This  recommendation  was  accepted 
by  the  Government.  It  is  submitted  that  the  appointment  of  a body  similar  to  the 
Coleraine  Committee  to  advise  the  Government  on  the  remuneration  of  doctors 
and  dentists  might  be  justified  by  similar  consideration. 


Observations  on  the  Statistical  Evidence  presented  by  the  British  Medical  Association 

244.  The  Spens  Reports  referred  to  two  factors  which  they  suggested  should  be 
taken  into  account  when  deciding  on  the  post-war  equivalents  of  the  salaries  which 
they  considered  would  have  been  appropriate  in  1939 — the  change  in  the  value  of 
money,  and  the  increases  that  had  taken  place  in  incomes  in  other  professions.  If 
applied  literally  these  two  factors  would,  in  practice,  almost  invariably  produce 
different  results.  Over  the  period  April,  1951,  to  October,  1957,  the  general  level 
of  prices,  as  measured  by  the  price  index  of  all  consumer  goods  given  in  the 
National  Income  Blue  Books,  rose  by  29  per  cent.  The  British  Medical  Association 
rest  their  case  mainly  on  this  figure  and  not  on  the  increase  in  incomes  in  other 
professions  over  the  same  period,  which  has  been  very  much  less  (see  paragraph 
248,  below). 

245.  In  the  evidence  which  the  British  Medical  Association  presented  to  Mr. 
Justice  Danckwerts,  Professor  R.  G.  D.  Allen  estimated  a price  index  appropriate 
to  the  middle  class,  including  doctors.  Over  the  period  1938  to  1951,  his  middle 
class  price  index  rose  by  more  than  the  Blue  Book  price  index  covering  all  consumers. 
Professor  Allen  has  not  carried  his  estimate  forward  beyond  1951.  His  method  is 
to  compare  the  Ministry  of  Labour’s  index  of  retail  prices,  which  covers  working 
class  households  and  small  salary  earners,  with  the  price  index  covering  all 
consumers  and,  after  allowing  for  differences  in  weighting  and  in  the  methods  of 
pricing,  to  calculate  the  middle  class  index  by  subtraction.  The  Ministry  of  Labour’s 
retail  price  index  rose  by  37  per  cent  between  April,  1951,  and  January,  1958  (the 
latest  date  for  which,  at  the  time  of  writing,  the  index  is  available).  Over  the  same 
period  the  price  index  of  all  consumer  goods  rose  by  about  29  per  cent  according 
to  provisional  estimates ; after  removing  as  far  as  possible  ithe  differences  in  the 
method  of  calculation,  the  latter  shows  an  increase  of  about  30  per  cent.  The 
Ministry  of  Labour’s  'index  covers  all  households  of  which  the  head  is  a manual 
worker  or  a salary  earner  getting  less  than  £1,000  p.a.,  and  these  comprise  90  per 
cent  of  all  households.  It  follows  that  an  index  of  prices  appropriate  to  the  profes- 
sional and  managerial,  classes  would  show  only  a small  rise,  perhaps  of  about 
10  per  cent,  in  this  period ; at  any  rate  it  would  show  a much  smaller  rise  than  the 
general  index  of  consumer  prices.!1) 

246.  The  British  Medical  Association  switch  their  argument  from  one  index  to  the 
other,  choosing  whichever  gives  the  higher  result  in  each  period.  Since  the 
Association,  in  their  evidence  before  Mr.  Justice  iDanckwerts,  used  an  index 
which  Professor  Allen  had  calculated  for  the  middle  class,  and  this  evidence  was 

C1)  The  latter  also  includes  pensioner  households  which  are  excluded  from  the  Ministry  of 
Labour’s  index;  but  this  does  not  affect  the  conclusion. 
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■taken  into  account  in  the  Danckwerts  Award,  they  ought  to  use  -the  same  index 
for  the  period  since  1951.  The  difference  between  the  two  indices  is,  in  fact,  much 
greater  in  the  period  since  1951  than  it  was  in  the  period  1938—51.  Hence  an  index 
appropriate  to  the  middle  class  would  show  a smaller  rise  from  1938  to  date  than 
the  general  index  of  consumer  prices. 

247.  Another  method  used  by  Professor  Allen  is  to  estimate  equivalent  points  in 
the  distribution  of  incomes.  _ According  to  the  results  presented  in  Appendix  IX 
of  the  British  iMedical  Association’s  memorandum,  this  method  shows  an  increase 
of  between  13-^  per  cent  and  16£  per  cent  (depending  on  the  particular  points 
chosen)  between  1949—50  and  1954— 55,  when  the  general  index  of  consumer  prices 
rose  by  about  23  per  cent.  Incidentally,  Professor  Allen  allows,  in  'this  calculation, 
for  the  increase  of  4 per  cent  in  the  number  of  income  earners  since  April,  1951. 
He  did  not  allow  for  the  increase  in  the  number  of  income  earners  since  1938  in 
a very  similar  calculation  which  was  included  in  the  British  Medical  Association’s 
evidence  to  Danckwerts.  The  Association  do  not,  however,  now  admit  'that  they 
were  asking  for  too  much  at  that  time. 

248.  Appendix  VII  of  the  British  Medical  Association’s  memorandum,  drawing  on 
estimates  presented  by  Professor  Allen  in  the  Sub-Appendix  to  this  Appendix,  states 
that  the  incomes  of  the  self-employed  professions  (excluding  general  practitioners) 
have  risen  by  25  per  cent  between  April,  1951,  and  April,  1956  (paragraph  32).  This 
figure  refers  to  total  incomes,  not  to  average  incomes,  and  is  based  on  Central 
Statistical  Office  estimates  which  were  revised  when  the  White  Paper,  Preliminary 
Estimates  of  National  Income  and  Expenditure  1951  to  1956  (Cmd.  123,  April,  1957), 
was  published.  The  revised  estimates  of  total  income  of  the  self-employed  profes- 
sions, after  deducting  the  Association’s  estimates  for  general  practitioners,  are  £185 
million  dn  1951  and  £209  million  in  1956,  an  increase  of  13  per  cent.  Since  the 
number  of  incomes  included  in  this  group  (excluding  general  practitioners)  has  risen 
in  ithe  same  period  by  about  5 per  cent  the  average  income  per  head  of  all  self- 
employed  professional  people  other  than  general  practitioners  has  risen  by  only 
about  8 per  cent  since  1951,  or  much  less  than  Professor  Allen’s  estimate  of  25  per 
cent  which  refers  to  the  same  group.  This  group  covers  all  self-employed  professional 
people  other  than  general  practitioners  and  includes  authors,  actors,  artists,  etc.,  as 
well  as  barristers,  solicitors,  architects,  surveyors  and  accountants. 

249.  Appendix  VH  of  the  Association’s  memorandum  also  refers  to  increases  since 
April,  1951,  in  the  salaries  of  civil  servants  and  particularly  to  those  of  the 
Administrative  class  which  the  Association  describe  as  “ an  obviously  fair  case  ” 
for  comparison.  Since  these  increases  were  intended  to  make  up  ground  which  had 
■been  lost  over  a long  period  of  years,  present-day  salaries  ought  to  be  compared 
with  pre-war  salaries  rather  than  with  salaries  in  1951.  It  will  be  seen  from  Table  18 
that  the  salaries  of  most  of  the  Administrative  class  of  the  Civil  Service  are,  even 
today,  less  than  100  per  cent  higher  than  they  were  in  1939,  whereas  the  doctors 
had  already,  in  1951,  been  granted  increases  of  100  per  cent  over  the  salaries  which 
the  Spens  Committee  had  recommended  as  appropriate  in  1939.  The  salaries  recom- 
mended by  the  Spens  Committee  were,  in  turn,  substantially  higher  than  the  actual 
salaries  which  doctors  received  in  1939  ; the  Committee  recommended  increases  of 
50  per  cent  for  the  lowest  salaries,  tapered  down  to  no  increase  for  those  earning 
over  £2,000  in  1939.  i(Note  i.  to  recommendation  (1)  of  the  Spens  Report  on 
General  Practitioners’  Remuneration.)  Since  1951,  therefore,  the  salaries  of  doctors 
in  the  junior  grades  have  been  200  per  cent  higher,  while  those  of  doctors  in  the 
most  senior  posts  have  been  100  per  cent  higher,  than  their  actual  pre-war  salaries. 

250.  The  British  Medical  Association  have  chosen  a very  roundabout  method  of 
making  comparisons  between  the  present-day  salaries  of  doctors  and  those  of 
members  of  other  professions.  They  take  the  salaries  which  the  Spens  Committee 
recommended  as  appropriate  to  1939  as  a starting  point ; they  assume  that  changes 
•in  prices  and  salaries  between  1939  and  April,  1951,  were  correctly  taken  into 
account  by  the  Danckwerts  award,  made  in  March,  1952,  and  that  the  appropriate 
relationship  had,  by  then,  been  established  between  salaries  in  the  medical  and  other 
professions ; and  their  evidence  is  therefore  mainly  concerned  with  trying  to  decide 
how  much  increase  is  required  in  doctors’  salaries  to  take  account  of  the  changes 
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that  have  taken  place  since  April,  1951,  in  prices  and  other  incomes.  Their  method 
thus  involves  three  distinct  stages  ; and,  since  assumptions  and  approximations  have 
to  be  made  at  each  stage,  the  final  result  is  unlikely  to  be  very  reliable.  In  particular, 
the  assumption  that,  by  1951,  the  appropriate  relationship  had  been  'established 
between  salaries  'in  the  medical  and  other  professions  is  open  to  question.  Changes 
that  have  taken  place  since  1951  in  salaries  in  other  professions  e,g.  of  University 
lecturers,  teachers  and  Civil  Servants,  have  probably  led  to  more  normal  relationships 
generally.  The  direct  comparison  between  salaries  paid,  at  the  present  time  in 
different  professions  {mentioned  in  the  terms  of  reference)  is  clearly  a much  simpler 
method ; it  involves  fewer  assumptions  and.  approximations ; it  avoids  the  need  to 
consider  the  changes  that  have  occurred  in  different  periods  of  the  past , and  it  seems 
more  likely,  therefore,  to  produce  reliable  and  generally  acceptable  results. 

Addendum  to  Observations  on  the  Statistical  Evidence  presented  by  the 
British  Medical  Association 

251.  It  is  possible  to  calculate  a rough  price  index  appropriate  to  middle  class 
households  for  the  period  since  April,  1951,  using  the  same  method  that  Professor 
Alien  used  for  the  period  1938  to  April,  1951.  The  Ministry  of  Labours  Index 
of  Retail  Prices  rose  by  36-3  per  cent  between  April,  1951,  and  February,  1958  (the 
latest  date  for  which  the  index  is  available).  Over  the  same  period,  the  consumer 
price  index  rose  by  27-9  per  centP).  To  bring  the  two  indices  on  to  a comparable 
basis,  the  latter  was  recalculated  using  1951  weights  (for  headings  of  expenditure 
shown  in  the  National  Income  Blue  Books)  for  the  period  up  to  January,  1956,  ana 
1953  weights  thereafter  ; differences  in  the  methods  .used  in  measuring  the  price 
changes  of  certain  items  (rail  travel,  fruit  and  vegetables)  were  also  eliminated.  The 
resulting  consumer  price  index  shows  an  increase  of  29 ‘0  per  cent  between  April, 
1951,  and  February,  1958. 

252.  Prior  to  January,  1956,  the  Ministry  of  Labour’s  retail  price  index  covered 
about  65  per  cent  of  consumers’  expenditure^).  The  Ministry  of  Labour’s  new 
index,  introduced  in  January,  1956,  assuming  that  it  applies  to  pensioner  households 
as  well  as  to  the  households  whose  expenditure  formed  the  basis  of  the  weights, 
covers  about  87  per  cent  of  consumers’  expenditure(8).  Recent  estimates  by 
Professor  Allen(4)  show  that  the  cost  of  living  of  pensioner  households  has  risen 
more  than  the  Retail  Price  Index  in  recent  years.  If  this  is  taken  into  account,  the 
price  index  appropriate  to  middle  class  households  would  be  reduced. 

253.  A rough  index  appropriate  to  all  households  other  than  those  assumed  to  be 
covered  by  the  Ministry  of  Labour’s  index  can  be  calculated,  since  the  -two  indices, 
combined  in  the  proportions  stated,  should  agree  with  the  price  index  of  all 
consumers’  expenditure.  Any  errors  will  be  magnified  in  the  result  which  is 
unlikely,  therefore,  to  be  very  accurate.  Over  the  period  April,  1951,  to  February, 
1958,  the  middle  class  price  index,  so  calculated,  shows  a rise  of  11  per  cent. 

254.  The  consumer  price  index  covers,  even  under  a single  heading  of  expenditure, 

many  different  kinds  of  goods  sold  through  all  the  different  types  of  shops.  This 
calculation  therefore  takes  account  of  the  fact  that  the  kinds  of  goods  bought  by 
middle  class  households  and  the  outlets  through  which  they  are  -bought  are  often 
different  from  those  used  in  compiling  the  Ministry  of  Labour’s  Retail  Price 
Index.  

(!)  Strictly  the  consumer  price  index  is  available  for  calendar  years  only.  The  figure  for 
February  1958  has  been  obtained  by  assuming  the  same  percentage  change  in  the  index  since 
1957  (average)  as  is  shown  by  the  Ministry  of  Labour’s  index  over  this  period.  The  figure  for 
April  1951  is  calculated  in  a similar  way. 

(2)  This  figure  is  obtained  by  expressing  as  a proportion  of  total  consumers’  expenditure  an 
estimate  of  working  class  income  net  of  direct  taxes.  This  consists  of  wages,  a rough  estimate 
of  the  salaries  of  those  who  were  eligible  for  national  insurance  under  the  old  scheme,  the  pay 
of  other  ranks  of  H.M.  Forces  and  the  bulk  of  pensions  and  other  government  transfers.  The 
property  income  of  households  covered  by  the  index  is  assumed  to  be  offset  by  savings. 

(3)  Obtained  by  combining  the  relative  numbers  of  income  tax  units  under  and  above  £1,000 
a year  with  the  average  expenditures  shown  by  the  Ministry  of  Labour’s  Household  Expenditure 
Survey  in  1953. 

(4)  “ Movements  in  Retail  Prices  since  1953  ”,  Economica,  February,  1958. 
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* The  salaries  shown  for  1950  include  the  increases  paid  to  Permanent  Secretaries,  Deputy  Secretaries,  Under  Secretaries  and  Assistant  Secretaries 
as  from  1st  October,  1950  and  the  increases  paid  to  Principals  as  from  1st  August,  1950.  The  salaries  of  Assistant  Principals  were  unchanged  between 
1st  January,  1948  and  1st  January,  1953. 
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APPENDIX  I 

Terms  of  statements  made  on  the  Government’s  acceptance  of 
the  Spens  Reports 

1.  General  medical  practitioner  report: 

" The  Minister  desires  to  make  his  attitude  to  that  report  quite  clear.  He 
fully  accepts  the  substance  of  the  recommendations  of  the  Committee  in  .their 
majority  report  upon  the  general  scope  and  range  of  remuneration  which  general 
.practitioners  should  enjoy  in  a public  service.  The  actual  terms  of  remunera- 
tion cannot,  however,  be  calculated  from  the  recommendations  by  a simple 
process  of  arithmetic  ; the  calculation  involves  consideration  of  a number  of 
factors  (e.g.  the  effect  of  a superannuation  scheme  and  the  percentage  of  better- 
ment to  be  applied  to  pre-war  figures)  which  are  matters  for  discussion. 

The  Minister  is  consequently  of  opinion  that  the  translation  of  the  Spens 
recommendations  into  actual  terms  of  remuneration  ...  is  a matter  which 
must  be  discussed  with  the  profession  . . .” 

(Letter  of  22nd  July,  1946,  from  Secretary,  Ministry  of  Health,  to  Secretary, 
British  Medical  Association.) 

2.  Consultant  and  specialist  report : 

In  reply  to  a Question  in  the  House  of  Commons  on  3rd  June,  1948,  as  to  when 
the  report  would  be  published,  the  Minister  of  Health  (Mr.  Bevan)  said  : 

“ The  report  will  be  available  to  hon.  Members  I hope  tomorrow  afternoon. 
I should  like  to  add  that  the  Government  accept  the  recommendations  in 
principle.  The  task  of  evolving  from  it  the  best  scheme  of  actual  remuneration 
to  suit  all  cases — and  especially  the  bearing  of  the  recommendations  on 
remuneration  for  teaching  duties — will  be  difficult  and  will  require  the  help 
of  the  profession  in  discussion.  I propose  to  begin  this  quickly,  but  whatever 
final  scheme  emerges  will  be  deemed  to  operate  from  the  5th  July,  even  if 
discussions  carry  us  past  that  date.  Meanwhile  interim  contracts  will  be  offered 
to  specialists  ”. 

3.  Dental  Report : 

There  were  the  following  questions  and  answers  in  the  House  of  Commons  on 
,27th  May,  1948 

“Mr.  Collins  asked  the  Minister  of  Health  if  he  accepts  in  principle  the 
recommendations  of  the  Committee  on  the  Remuneration  of  General  Dental 
Practitioners. 

Mr.  Bevan : Yes,  Sir. 

Mr.  Collins : Can  my  right  hon.  Friend  say  when  he  hopes  to  be  in  a position 
to  make  an  announcement  in  regard  to  the  detailed  application  of  these 
recommendations? 

Mr.  Bevan : Discussions  are  about  to  take  place  with  the  representatives  of 
the  dental  profession,  and  I am  hoping  to  reach  a speedy  conclusion.” 


31041 
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APPENDIX  H 

Terms  of  Statements  made  on  the  Status  of  the  Spens  Reports  since  the 
original  Settlements  of  Remuneration  in  the  National  Health  Service 

General 

1.  On  2nd  July,  1952,  the  Chancellor  of  the  Exchequer  (Mr.  R.  A.  Butler)  made 
the  following  statement  in  reply  to  a question  in  the  House  of  Commons  whether  he 
would  make  a statement  arising  out  of  the  Danokwerts  award : 

“ While  ithe  adjustment  of  salaries  is  a matter  to  be  dealt  with  through  the 
established  negotiating  machinery,  the  Government  must  be  much  concerned, 
as  is  this  House,  at  any  developments  which  might  substantially  affect  the  public 
purse  and  the  general  economic  situation. 

I want  to  make  it  clear  that  the  terms  of  reference  of  Mr.  Justice  Danckwerts’ 
award  were  confined  solely  to  the  question  of  the  remuneration  of  general 
practitioners  in  the  National  Health  Service  and  his  award  has  no  wider 
application.  In  accepting  the  results  of  the  adjudication,  which  was  of  an 
exceptional  nature,  the  Government  have  by  no  means  adopted  the  view  that 
similar  adjustments  in  other  fields  should  follow.  In  their  view  there  is  no 
justification  for  any  assumption  that  the  appropriate  standard  of  remuneration 
for  the  professional  classes  is  a rate  of  100  per  cent  above  that  in  force  in  1939. 
They  consider  that  remuneration  should  be  determined  in  the  light  of  all 
relevant  circumstances.” 

2.  In  1954,  the  following  correspondence  passed  -between  the  British  Medical 
Association  and  the  Ministry  of  Health : 

Letter  of  ISth  April,  1954,  from  the  British  Medical  Association. 

“ It  has  been  the  policy  of  the  Association,  as  determined  by  the  Representative 
Body,  to  secure  * an  adequate  betterment  factor  ’ for  consultants  and  specialists 
in  conformity  with  the  intention  of  the  Spens  Report.  At  its  meeting  during 
the  first  week  in  May,  the  Council  will  receive  a report  -of  the  recent  agreement 
in  Committee  “B”  of  the  Medical  Whitley  Council  and  will  have  to  decide 
what  statement  about  this  is  to  be  included  in  its  Report  -to  the  Annual  Repre- 
sentative Meeting  in  July.  I shall  be  grateful  if  you  will  kindly  give  me  an 
answer  to  the  question  which  is  asked  below,  as  this,  I -think,  -will  help  the 
Council  to  express  an  informed  opinion  on  the  matter. 

The  following  is  a quotation  from  Sir  Russell  -Brain’s  published  account  of 
the  Committee  “ B ” agreement : “ The  Staff  Side  -was  left  in  no  uncertainty  as 
to  the  Government’s  policy  in  the  matter  and  the  attitude  -of  the  Management 
Side.  It  was  quite  clear  that  in  no  circumstances  could  a claim  be  considered 
for  hospial  staff  based  on  the  Danckwerts  Award” 

I am  slightly  puzzled  by  this  statement  of  Government  policy,  for  I under- 
stand that  the  Committee  “ B ” agreement  is  in  a sense  “ based  on  the 
Danckwerts  Award”.  Indeed,  Sir  Russell  Brain  writes  “The  Staff  Side  is 
satisfied  that  the  settlement  it  has  achieved  does,  in  fact,  restore  the  balance 
between  consultant  and  general-practitioner  remuneration  which  was  upset  by 
the  Danckwerts  Award.”  At  the  same  time  it  is  quite  clear  that,  whereas  the 
Danckwerts  Award  went  a very  long  way  towards  full  implementation  of  the 
one  Spens  report,  -the  Committee  “ B ” agreement  falls  very  far  short  of  full 
implementation  of  the  other  Spens  report. 

The  recommendations  of  the  two  Spens  reports,  considered  together,  present 
a proposed  relationship  between  the  financial  rewards  of  general  practice  on  the 
one  hand  and  consultant  practice  on  -the  other.  My  question  is  this.  Would 
I be  right  in  concluding  that  Government  policy,  while  favouring  the  mainten- 
ance _ of  an  equitable  relationship  between  the  financial  rewards  of  general 
practice  and  of  hospital  practice,  is  -opposed  to  the  recognition  of  what  I may 
call  the  Spens  relationship  as  the  equitable  one?  Js  this  a correct  statement  of 
the  view  of  -the  Government  or  of  the  view  of  the  Minister  of  Health? 

I hope  that  Mr.  Macleod  will  see  no  objection  to  your  giving  me  a clear 
answer  to  this  question,  because  I think  that  the  profession  is  entitled  to  know 
wha.t  his  attitude  is.” 
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Letter  of  2 6th  April,  1954,  from  the  Ministry  of  Health. 

ThMik  you  for  your  letter  of  the  15th  April  about  the  recent  pay  agreement. 
. . short  answer  to  your  .question  might  ibest  be  put  this  way:  that  the 
Minister  is  certainly  of  the  opinion  that  there  should  be  a proper  relationship 
between  the  financial  rewards  of  general  practice  and  of  hospital  practice ; and 
i wu13'*’  constitutes  a proper  relationship  must  be  determined  in  the  light  of 
all  the  relevant  factors  obtaining  at  any  given  time  rather  than  by  a mere 
reference  back  to  the  contents  of  Reports  which  were  produced  years  ago  and 
before  there  had  been  any  experience  of  the  working  of  the  Service  under 
modern  conditions.” 

Letter  of  6th  May,  1954,  from  the  British  Medical  Association. 

“ Your  letter  of  26th  April  was  considered  by  the  Council  of  the  Association 
at  its  meeting  today. 

I was  asked  to  inform  you  that  the  Council  repudiates  the  suggestion  as  to  the 
present  status  of  the  Spens  -Reports  which  appears  to  be  implied  in  your  letter 
and  that  it  has  adopted  the  following  resolution : — 

Resolved  : That  the  Council  re-affirms  its  policy  to  adhere  to  the  basis  of 
remuneration  enunciated  in  the  Spens  Reports.” 

Hospital  Medical  Staff 

3.  On  22nd  July,  1954,  in  reply  to  a question  in  the  House  of  Commons  by  Mrs 
Jean  Mann : 

“what  assurances  were  given  to  hospital  staffs  ...  as  to  the  acceptance 
of  the  Spens  recommendations ; how  far  he  proposed  to  accept  these  recom- 
mendations ; and  what  steps  are  being  taken  to  implement  the  Spens  Report 
as  applicable  to  hospital  staffs  ” 

the  Minister  of  Health  (Mr.  Macleod)  replied 

“ The  recommendations  in  the  Spens  Report  formed  the  basis  for  the  terms 
and  conditions  of  hospital  medical  staff  which  were  agreed  with  the  profession 
and  published  in  1949.  In  answer  to  'the  second  and  third  parts  of  the  question 
I should  like  to  make  clear  the  Government’s  view  that  the  remuneration  of 
medical  practitioners  cannot  ibe  settled  by  reference  only  to  the  recommendations 
of  a report  made  six  years  ago  before  any  experience  had  been  gained  of  the 
National  Health  Service.  As  my  right  bon.  Friend  the  Chancellor  of  the 
Exchequer  said  in  this  House  on  2nd  July,  1952,  remuneration  must  be  deter- 
mined after  taking  into  account  all  relevant  cricumstances.  In  the  light  of  this, 
increased  rates  of  pay  have  recently  been  introduced  for  hospital  medical  staff 
under  an  agreement  with  their  representatives.” 

General  dental  practitioners 

4.  In  1953,  the  following  correspondence  passed  between  the  Ministry  of  Health 
and  the  British  Dental  Association  : 

Letter  of  22nd  June,  1953,  from  the  Ministry  of  Health. 

“ At  our  meeting  on  the  8th  May,  the  representatives  of  the  British  Dental 
Association  told  us  that  before  committing  themselves  to  a fact-fining  enquiry, 
they  would  like  to  know  whether  it  was  the  Government’s  intention  -that  dental 
remuneration  should  continue  to  be  governed  iby  the  Spens  Report,  whether  any 
alterations  which  might  be  made  in  the  present  rates  as  a result  of  the  enquiry 
would  have  retrospective  effect,  and  whether  the  enquiry  would  be  so  designed 
and  conducted  as  to  produce  results  as  quickly  as  possible. 

While  able  to  give  an  immediate  assurance  that  so  far  as  the  Health  Depart- 
ments are  concerned  the  enquiry  /would  be  carried  out  with  all  possible  speed, 
the  Departmental  representatives  felt  that  it  would  be  necessary  to  consult  their 
Ministers  on  the  other  two-  points. 

This  has  now  been  done,  .and  I am  writing  to  say  that  it  is  the  view  of  the 
Minister  of  Health  and  the  Secretary  of  State  for  Scotland  that  dental  remunera- 
tion should  in  future  be  determined  in  the  light  of  all  the  relevant  circumstances, 
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including  the  experience  of  the  National  Health  Service  that  has  been  accumu- 
lated since  the  5th  July,  1948,  rather  than  by  reference  to  the  Spens  Report, 
which,  as  you  know,  was  drawn  up  before  the  service  started. 


Letter  of  26th  June,  1953,  from  the  British  Dental  Association. 

“It  was  with  considerable  astonishment  and  even  greater  concern  that  we 
learned  of  the  view  of  the  Minister  of  Health  and  the  Secretary  of  State  for 
Scotland,  as  to  the  manner  in  which  dental  remuneration  should  in  future 
be  determined  We  would  remind  the  Minister  that  the  profession  were  induced 
to  enter  the  National  Health  Service  in  the  belief  that  the  Government  were 
satisfied  as  to  what  should  be  the  proper  remuneration  for  dentists,  in  the  light 
of  the  findings  of  an  independent  Committee  comparable  to  that  which  dealt 
with  medical  remuneration.  Indeed,  the  Spens  Dental  Committee  drew  com- 
parisons  in  their  Report  between  the  two  professions  and  the  standards  of 
remuneration  appropriate  to  them.  There  has  been  no  suggestion  so  far  as  we 
are  aware  that  the  recommendations  of  the  Medical  Committee,  under  the  same 
Chairmanship  as  the  Dental  Committee,  are  no  longer  relevant  and  it  is  difficult 
to  comprehend  why  there  should  be  any  such  suggestion  concerning  the  Dental 
Committee’s  Report. 

We  can  appreciate  the  desire  of  the  Government  to  keep  health  service  costs 
within  reason,  but  clearly  there  must  be  some  yardstick  by  which  the  remunera- 
tion of  general  dental  practitioners  is  to  be  determined  and  nothing  has  happened 
during  the  five  years  the  National  Health  Service  has  been  in  operation  to  lead 
to  the  conclusion  that  the  principles  laid  down  by  the  Spens  Dental  Committee 
were  in  any  way  misconceived. 

It  is  pertinent  to  remind  the  Ministry  that  in  1948  the  Government  of  the  day 
were  warned  by  the  Association  that  initially  there  would  she  a flood  of  demand 
for  treatment,  but  the  Association’s  warning  was  ignored  and  when  the  demand 
came  dentists  had  to  meet  it,  otherwise  there  would  have  been  wholesale 
complaints  from  members  of  the  public  that  they  were  unable  to  obtain  treat- 
ment which  they  expected  they  would  be  able  to  receive. 

It  does  appear  to  us  that  the  question  at  issue  is  of  such  great  importance 
that  a meeting  between  representatives  of  the  Association  and  the  Minister  is 
essential,  for  clearly  any  enquiry  into  income  and  expenses  and  discussion  of  the 
Scale  of  Fees  would  be  pointless  without  some  definite  principles  in  mind. 
Furthermore,  how  could  the  Association  be  expected  to  have  faith  in  the 
stability  of  any  new  standards  of  remuneration  arrived  at  in  the  light  of  such 
an  investigation  if  the  standards  originally  laid  down  after  such  detailed 
consideration  by  an  independent  Committee  are  now  to  be  ignored. 

We  ask  you  to  believe  that  we  are  willing  to  do  our  best  to  meet  the  views 
of  the  Minister  in  the  hope  of  keeping  the  cost  of  the  dental  services  within 
reasonable  limits  and  we  shall  be  happy  to  discuss  the  whole  matter  with  the 
Minister  and  to  hear  any  suggestions  he  has  to  make.  Unilateral  action  in 
whatever  sphere  of  negotiations  never  serves  any  useful  purpose  and  only  leads 
to  resentment  and  we  do  hope,  therefore,  that  the  Minister  will  listen  to  what 
the  Association  have  to  say,  that  a cordial  and  useful  discussion  will  take  place 
and  that  a date  for  the  discussion  will  ibe  suggested  soon.” 

5.  The  Minister  saw  a deputation  from  the  Association  on  20th  July,  1953. 
Following  is  an  extract  from  a note  of  the  proceedings  which  appeared  in  the 
Supplement  {page  46)  to  the  British  Dental  Journal  for  3rd  November,  1953:  — 

“The  interview  with  the  Minister  took  place  on  July  20th,  1953,  and  the 
Association’s  representatives  made  it  abundantly  clear  that  the  apparent  sugges- 
tion that  the  Spens  recommendations  no  longer  held  good  was  viewed  with  the 
greatest  possible  concern.  The  Minister  was  at  pains,  however,  to  emphasize 
that  the  position  was  not  as  imagined  inasmuch  as  he  still  regarded  the  Spens 
findings  as  a factor,  and  an  important  factor,  in  dealing  with  dental  remunera- 
tion. He  added,  however,  that  the  conclusions  of  the  Spens  Committee  could 
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not  ibe  regarded  as  the  one  and  only  factor.  They  had  been  reached  before 
the  National  Health  Service  came  into  operation  and  it  was  only  right  and 
proper  that  regard  should  be  had  to  experience  gained  during  the  last  five  years. 
His  view,  therefore,  was  that  remuneration  must  be  decided  in  the  light  of  all 
the  relative  circumstances,  of  which  the  Spens  Report  was  one. 

The  'Minister  also  said  .that  the  Government’s  attitude  with  regard  to  doctors 
and  dentists  in  the  National  Health  Service  was  precisely  the  same.” 


APPENDIX  m 

Distinction  Awards 
The  Spens  Committee’s  argument 

1.  After  reaching  the  conclusion  that  the  starting  salary  of  a consultant  appointed 
at  the  age  of  32  should  be  £1,500  and  that  specialists  of  the  highest  eminence  should 
be  able,  in  the  public  service,  to  aspire  to  a remuneration  of  the  order  of  £5,000  for 
clinical  work,  the  Spens  Committee  found  themselves  faced  with  the  question  of 
what  should  be  the  spread  of  incomes  between  £1,500  and  £5,000  and  of  how 
such  a spread  could  be  realised.  They  said : 

“We  are  satisfied  that  there  is  a far  greater  diversity  of  ability  and  effort 
among  specialists  than  admits  of  remuneration  by  some  simple  scale  applicable 
■to  all.  If  the  recruitment  and  status  of  specialist  practice  are  to  be  maintained, 
specialists  must  be  able  to  feel  that  more  than  ordinary  ability  and  effort 
receive  an  adequate  reward.  Moreover,  a reward  which  would  be  appropriate 
when  these  exist  would  be  extravagant  when  they  do  not.  In  consequence  we 
are  clear  that  any  satisfactory  system  of  remuneration  must  involve  differentia- 
tion dependent  on  professional  distinction.”  (Spens  Report,  Section  13.) 

2.  The  Committee  concluded  that  all  consultants  should  be  paid  on  a salary  scale 
which  would  progress  from  the  minimum  to  the  maximum  by  eight  annual’ incre- 
ments, the  maximum  being  reached  at  the  age  of  40  if  consultant  status  was  achieved 
at  the  age  of  32,  and  that  thereafter  remuneration  should  no  longer  depend  in  any 
way  upon  length  of  service. 

3.  The  Committee  proceeded  to  consider  in  what  way  a satisfactory  spread  of 
incomes  could  be  obtained  in  the  higher  age  range — by  which  they  seem  to  have 
meant  the  early  40s.  onwards — and  what  should  be  the  method  of  differentiation 
between  consultants  to  achieve  this  spread  and  to  ensure  that  in  the  lower  age  range 
also  outstanding  ability  should  be  rewarded  by  remuneration  in  excess  of  the  standard 
salary  scale.  The  Committee’s  conclusion  was  that  there  should  be  distinction  awards 
in  three  grades  which  would  be  conferred  on  selected  consultants  in  recognition 
of  special  contributions  to  medicine,  exceptional  ability  or  outstanding  professional 
work  other  than  administrative  ; and  that  these  awards  should  be  conferred  on  34  per 
cent  of  all  consultants,  4 per  cent  receiving  the  highest  award,  10  per  cent  the  second 
and  20  per  cent  the  third.  The  Committee  envisaged  that  the  effect  would  be  : — 

“ that  approximately  one- third  of  all  specialists  will  receive  more  than  the 
basic  salary  of  £2,500.” 

It  should  be  noted  that  £2,500  was  the  maximum  of  the  recommended  basic  salary 
scale  and  if  those  worlds  are  taken  at  their  face  value  the  Committee  seem  to  have  had 
in  mind  that  almost  all  awards  would  be  conferred  on  consultants  who  had  already 
reached  the  maximum  of  the  basic  scale.  It  is,  however,  conceivable  that  by  the 
words  “the  basic  salary  of  £2,500”  the  Committee  meant  “the  basic  salary  scale 
rising  to  £2,500  ”. 

The  views  of  the  profession 

4.  Though  the  volume  of  correspondence  on  awards  published  in  the  lay  and 
professional  press  does  not  suggest  that  any  large  proportion  of  the  medical  and 
dental  profession  is  opposed  to  the  present  system,  some  criticism  of  it  has  appeared 

31041  C 4 

Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


762 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


in  published  lettersC1)  from  members  of  the  profession.  The  main  points  of 
criticism  in  these  letters  have  been  : — 

(a)  The  objection  that  public  funds  are  distributed  to  unnamed  consultants  in 
a manner  not  made  public. 

(h)  The  difficulty  of  distinguishing  between  the  quality  of  the  work  of  different 
consultants. 

/ c ) Uncertainty  about  the  criteria  used  iby  the  Awards  Committee  in  making 
recommendations  and  fear  that  undue  preference  may  be  given  to  certain 
sections  of  the  foody  of  consultants. 

(d)  Dissatisfaction  that  no  formal  regional  advisory  foodies  have  been  set  up  to 

give  advice  to  the  Awards  Committee. 

(e)  Individual  consultants’  uncertainty  whether  their  claims  for  an  award  had 

been  kept  under  review. 


5 In  the  course  of  correspondence  in  the  medical  journals  in  1954  the  following 
letters  appeared  from  the  Chairman  and  Vice-Chairman  of  the  Awards 
Committee : — 

Letter  from  the  Chairman 

“ When  the  system  of  merit  awards  began,  we  early  felt  that  we  could  not 
hope  for  any  measure  of  accuracy  in  the  distribution  of  these  awards  without  a 
drastic  decentralisation  of  the  machinery  for  gathering  information.  We 
realised  that  we  could  only  succeed  by  getting  into  direct  contact  with  local 
opinion  For  this  purpose,  Sir  Horace  Hamilton,  the  vice-chairman  of  the 
Awards  Committee  and  I set  aside  three  months  of  the  year  in  order  to  visit 
each  region.  No  one  procedure  has  been  found  which  meets  every  circum- 
stance. For  instance,  in  the  Birmingham  region  this  year,  apart  from  the 
teaching  hospital,  meetings  were  arranged  at  Stoke,  Wolverhampton,  Coventry 
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and  at  the  two  municipal  hospitals,  Dudley  Road  and  Selly  Oak.  In  the  Bristol 
region  we  went  to  Truro,  Exeter,  Plymouth,  Bath  and  Bristol.  On  the  other 


hand  at  Newcastle,  we ’could  always  be  sure  that  between  200  and  250 
specialists,  gathered  from  the  whole  region,  would  come  to  an  evening  meeting, 
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vear  after  year.  At  these  meetings  we  invite  questions,  and  generally  speaking 
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full  advantage  is  taken  of  the  opportunity  of  frank  discussion  at  Newcastle, 
for  example,  the  debate  lasted  more  than  two  hours.  In  short  sometimes  we 

r ’ . , r .. ■ xl . *.1. r.-,r  noma  if.rv  no  Tn  T suwirvn 


go  to  the  various  parts  of  the  region,  sometimes  they  come  to  us.  In  London, 
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the  three  Royal  Colleges  give  the  Committee  most  valuable  and  detailed  help, 
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paying  particular  attention  to  the  claims  of  specialists  not  attached  to  teaching 
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hospitals.  Further  information  comes  from  one  or  more  advisers  in  eacn 
specialty,  while  each  'Of  the  four  Metropolitan  Regions  is  divided  up  into'  sixteen 
•or  eighteen  areas,  with  advisers  in  each  area. 

These  meetings  over  the  whole  country,  to  which  all  specialists  in  the  area 
concerned  are  invited,  are  invaluable  to  us  as  a means  of  meeting  consultants 
and  learning  their  views,  often  outspoken ; . but  a large  gathenng  plainly  could 
not  foe  expected  to  bring  forward  recommendations  to  fill  vacancies  m the  list 
of  awards.  So  in  the  first  instance  the  meetings  were  asked  to  elect  small  sub- 
committees to  advise  us— precisely  the  machinery  suggested  now  by  the  Council 
of  the  Regional  Hospitals’  Consultants  and  Specialists  Association  m their 
letterP)  But  experience  (three  years’  trial  and  error)  has  shown  that  a com- 


mittee  is  not  always  the  ideal  method  of  eliciting  the  particular  information 
3 .require.  In  this  connection  I recall  that  at  the  outset  some  of  the  London 
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teaching  hospitals,  in  response  to  our  request  for  recommendations,  decided 
of  .their  own  accord  to  entrust  the  task  to  two  or  three  of  their  stag,  who 


were  instructed  to  report  direct  to  the  Awards  Committee,  and  not  to  the 
, j: i — miij/.Vi  v. o vi  on-\rvw,intojT  There  was  a feeling 


parent  medical  committee  which  had  appointed  them, 
that  it  was  not  fair  to  ask  those  who  had  been  given  this  difficult  task  to  submit 


< *)  See  list  at  end  of  this  Appendix. 

(2)  British  Medical  Journal,  Supplement,  26th  June,  1954,  p.  359. 
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their  conclusions,  which  were  obviously  of  a confidential  nature,  in  open 
committee,  to  perhaps  as  many  as  thirty  members.  For  they  were  asked  not 
merely  to  submit  a list  of  names  to  fill  vacancies : it  was  necessary  to  supply 
the  Awards  Committee  with  the  reasons  which  had  led  to  the  choice  of  those 
names.  And  it  was  found  that  many  consultants  were  not  prepared  to  furnish 
these  reasons  save  to  the  Awards  Committee,  where  they  could  feel  assured 
that  the  confidential  nature  of  their  report  would  be  respected.  In  many 
instances  we  learnt  that  areas  outside  the  teaching  hospitals  came  quite  inde- 
pendently to  the  same  conclusion  and  preferred  to  entrust  the  task  to  one  or 
two  senior  consultants  who  enjoyed  the  confidence  of  specialists  in  those  parts. 
Nevertheless,  when  this  view  is  not  accepted,  where  in  brief  a meeting  of  special- 
ists would  prefer  to  entrust  this  task  to  a small  committee,  the  Awards  Com- 
mittee will  always  welcome  whatever  advice  they  may  give.  For  the  master 
principle  that  has  guided  us  from  the  beginning  of  our  selection  for  Awards 
has  been  to  gather  advice  concerning  any  individual  from  as  many  sources  as 
■possible.  So  only  can  we  hope  to  eliminate  prejudice  and  to  attain  to  some 
degree  of  accurate  appraisement.  And  here  let  me  express  the  gratitude  of  the 
Awards  Committee  to  the  very  large  numbers  of  specialists  who  by  their 
detachment  and  good  sense  have  made  the  successful  working  of  this  method  of 
remuneration  possible. 

I have  spoken  of  the  successful  working  of  the  awards  system.  Am  I entitled 
to  make  any  such  claim?  The  letter  to  the  Supplement  signed  by  Mr.  John 
SimonsC1)  on  behalf  of  an  association  which  he  represents  (which  is  not  to  be 
confused  with  the  Central  Consultants  and  Specialists  Committee  of  the  British 
Medical  Association)  has  not  been  followed  up,  so  that  it  is  perhaps  necessary 
.to  remind  your  readers  that  he  would  flatly  deny  my  claim.  What  then  is  the 
.truth?  There  are  more  than  6,000  specialists  in  England  and  Wales.  Of  these 
a majority  have  not  been  given  a merit  award,  and  it  is  perhaps  inevitable  that 
there  are  some  who  are  not  satisfied  with  the  Committee’s  selection.  More,  it 
would  probably  be  possible,  with  a little  organisation,  to  whip  up  a number  of 
letters  in  support  of  Mr.  Simons’  assertion.  That  there  is  “ considerable  disquiet  ” 
is,  however,  diametrically  opposed  to  our  experience.  On  our  recent  tour 
of  the  country  the  meetings  were  very  large,  the  attendance  was  often  twice 
what  it  had  been  in  previous  years,  and  there  appeared  to  be  a very  generous 
appreciation  of  the  time  and  trouble  'that  the  Committee  gave  to  the  task  in 
hand  and  of  the  success  that  had  attended  its  attempt  to  overcome  the  more 
obvious  difficulties  inherent  in  such  a system.  There  are  a number  of  bodies 
representing  specialists  and,  if  the  Awards  Committee  have  not  made  full  use 
of  this  particular  association,  it  is  never  too  late  to  amend  our  ways.  In  England, 
when  we  do  anything  remarkable  it  is  our  custom  to  hasten  to  deny  that  it  is 
anything  out  of  the  way.  The  body  of  specialists  in  England  and  Wales  have 
taken  this  system  of  merit  awards,  and  by  their  individual  help  and  advice  have 
made  it  work.  It  is  indeed  a remarkable  achievement  which  has  its  roots 
in  the  good  sense  of  our  people,  an  achievement,  I think,  beyond  the  reach  of 
more  selfish  countries.” 

Letter  from  the  Vice-Chairman 

“ in  the  correspondence  on  merit  awards  seven  consultants  have  taken  part, 
and,  of  these,  three  were  very  much  concerned  with  the  relative  remuneration 
of  surgeons  and  anaesthetists,  a question  which  to  the  layman  seems  somewhat 
remote  from  awards.  In  the  circumstances  it  would,  I suggest,  be  difficult  to 
contend  that  these  letters,  either  in  number  or  content,  afford  evidence  of 
widespread  dissatisfaction  with  the  way  the  system  is  working.  For  the  past 
three  or  four  years  I have,  as  vice-chairman,  accompanied  Lord  Moran  to 
meetings  in  many  parts  of  the  country  and  1 have  met  many  consultants  both 
at  the  meetings  and  informally.  This  year  the  meetings  were  larger  than  m 
previous  years  and  they  struck  me  as  lively  and  interested ; signs  of  hostility 
were  few  and  far  between.  There  was  certainly  no  evidence  that  consultants 

generally  regarded  the  awards  system  as  being  worked  unfairly. 

C1)  British  Medical  Journal,  Supplement,  26th  June,  1954,  p.  359. 
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T realise  of  course,  how  difficult  it  is  for  any  of  your  correspondents  in  tile 
absence  of  detailed  information  to  decide  whether  -the  system  is  working  with, 
reasonable  accuracy.  Lord  Moran  has,  however,  already  explained  m this 
correspondence  how  the  Committee  sets  about  its  task— the  central  and  peri- 
pheral machinery  for  collecting  evidence.  And  perhaps  I might  be  allowed 
?o  sav  as  one  who  in  other  fields  has  been  familiar  for  many  years  with 
problems  of  selection,  that,  so  far  as  I can  judge,  the  existing  arrangements  are 
well  adapted  for  their  purpose— namely  to  provide  as  much  information  as 
possible  from  many  different  sources  in  order  to  furnish  the  necessary  checks 
and  counter-checks.  That  these  arrangements  have  proved  efficacious  is  due 
to  the  invaluable  assistance  given  by  consultants  everywhere  as  Lord  Moran 
has  pointed  out.  In  this  connexion  I hope  that  Dr.  Bathurst  Norman  on  reflec- 
tion wifi  regret  the  use  of  the  word  “ informers  ” with  all  its  sinister  implications 
in  referring  to  distinguished  and  respected  members  of  his  profession.  _ The 
of  “ secrecy S has  been  raised.  When  the  awards  system  was  mtro- 
duSd  it  was  brought  to  our  notice  that,  if  the  names  of  consultants  with  awards 
were  published,  the  public  might  press  to  be  seen  and  treated  by  consultants 
with  awards  and  that  this  might  be  unfair  to  those  who  had  not  yet  got  an 

aWOne  of  your  correspondents,  Mr.  H.  I.  McCurricM1)  raises  the  question 
whether  teaching  hospitals  are  unduly  favoured  and  repeats  a statement  that 
“every  member  of  a teaching  hospital  above  the  age  of  40  received  a merit 
award  ” This  is  untrue.  On  nothing  has  the  Committee  laid  more  stress  than 
that  these  awards  should  be  given  for  professional  distinction  alone.  and  that  it 
was  entirely  irrelevant  whether  a consultant  was  attached,  to  a teaching  hospital 
or  not  Apart  from  this  guiding  principle  there  are  good  reasons,  as  the  Spens 
Committee  pointed  out,  for  spreading  these  awards  .over  the  country.  The 
SnSs  Committee  held  that  in  providing  a consultant  service  a measure  of 
decentralisation  of  specialists  was  essential,  so  that  they  do  not  all  congregate 
fn  the  great  centres^  population  ; the  Awards  Committee  is  folly  conscious 
that  a proper  distribution  of  the  awards  can  help  in  carrying  this  out.  It  is 
indeed  the  main  purpose  of  our  visits  to  various  parts  of  the  country  to  see  that 
^nsdtamswrking  outside  the  great  cities  are  not  forgotten,  The  Committee 
is  convinced  that  the  system  can  only  be  worked  fairly  by  Setting  into  contact 
with  consultants  all  over  the  country  and  I believe  from;what  II have  kanti , m 
the  course  of  our  travels  that  there  is  a pretty  general  feeling  that  the  Committee 
is  doing  its  best  to  administer  the  system  .fairly  and  without  prejudice. 

Tn  July  1956  the  Annual  Representative  .Meeting  of  the  B.M.A..  decided  that 
consideration  should  be  given  to  the  desirability  of  abolishing  the  distinction  awards 
svstem  In  December,  1956,  the  Central  Consultants  and  Specialists  Committee  of 
the  B M A.  expressed  their  confidence  in  the  Awards  Committee  and  its  working. 
This  view  was  accepted  first  by  the  Council  of  the  B.M.A.  and  later  by  the  Annual 
Representative  Meeting  in  July,  1957. 


Lancet: 

26th  June,  1954  (p.  359). 

24th  July,  1954  (p.  197). 

British  Medical  Journal: 

30th  April,  1955  (p.  1045). 

25th  June,  1955  (p.  1531). 

British  Medical  Journal  (Supplements): 
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I1)  Letters  in  British  Medical  Journal,  Supplement,  24th  July,  1954  and  21st  August,  1954. 
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APPENDIX  IV 

Length  and  Cost  of  Training  ; and  Financial  Assistance  for  Students 

Length  of  Training 

1.  The  recommendations  of  the  General  Medical  Council  lay  down  that  profes- 
sional study  should  be  for  a period  of  not  less  than  five  academic  years  for  medicine 
and  of  not  less  than  four  years  for  dental  surgery.  In  fact  the  period  is  usually 
longer. 

2.  Information  supplied  by  the  University  Grants  Committee  is  that: — 

(a)  it  takes  longer  to  obtain  a first  degree  in  medicine  than  in  most  other 
subjects  ; 

(5)  the  regulations  for  first  degrees  in  medicine  are  practically  uniform  through- 
out the  medical  schools  in  the  United  Kingdom.  Satisfactory  attendance  is 
required  during  at  least  five  years  (generally  six)  at  recognised  courses  of 
study  and  hospital  practice  for  the  award  of  a first  degree ; 

(c)  the  period  of  study  for  a first  degree  in  dentistry  is  generally  about  five 

years ; 

(d)  veterinary  science  takes  about  5|  years  and  some  degrees  in  architecture 
take  five  or  six  years  ; first  degrees  in  arts  (including  law)  and  science 
may  be  awarded  after  the  satisfactory  completion  of  a three  or  four  years’ 
course ; 

( e ) higher  degrees  may  be  taken  in  all  faculties  after  further  periods  of  study, 

■the  length  of  time  taken  depending  on  the  type  of  higher  degree  and  the 
particular  university  regulations. 

3.  Other  examples  of  the  comparative  length  of  professional  training  may  be 
cited.  Before  being  allowed  to  practice  in  their  profession  solicitors  must  have 
undergone  a period  of  training  of  at  least  5-6  years.  Similarly,  before  becoming  an 
Associate  member  of  their  respective  professional  Institutions,,  civil  engineers  and 
chartered  accountants  must  have  undergone  a period  of  training  of  not  less  than 
5-6  years,  and  actuaries  a period  of  7 years  or  more. 

4.  All  medical  graduates  or  diplomates  have  to  engage  in  hospital  employment 
as  a house  officer  for  twelve  months  before  they  can  become  fully  registered  medical 
practitioners.  .During  this  employment,  which  is  resident,  they  are  paid  at  the  rate 
of  £467  10s.  Od.  a year  for  the  first  six  months  .and  £522  10s.  Od.  a year  for  the 
second  six  months^-both  rates  include  the  10  per  cent  interim  increase  given  to  junior 
medical  staff  in  1957— and  they  are  charged  at  the  rate  of  £125  a year  for  board 
and  lodging. 


Annual  Cost  of  Training 

5.  The  University  Grants  Committee  state  that  for  the  academic  year  1957-58 
and  subsequently  all  universities  (except  Oxford,  and  Cambridge)  have  agreed  to 
adopt  the  following  minimum  inclusive  annual  tuition  fees  for  first  degrees : 


Arts  

£50  (£38  in  Scotland) 

Science  and  technology 

£60 

Medicine  and  dentistry 

£60 

The  Committee  have  no  general  information  about  the  cost  of  books  and  instruments, 
which  are  additional  to  .the  above  fees  .and  which  for  medicine  and  dentistry  may 
be  considerable.  (For  the  academic  year  1957-58,  the  University  of  Liverpool 
reported  .that  the  costs  of  books,  instruments,  etc.  for  the  whole  course  are  £77 
(including  £40  for  .books)  for  medicine  and  £142  (including  £30  for  books)  for 
dentistry.) 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


766 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


6.  Information  obtained  from  the  prospectus  of  University  College  of  the 
University  of  London  shows  that  the  approximate  annual  tuition  fees  were  as 
follows : — 

B A £52-£62  according  to  subjects  taken 

B Sc  £57-£67  according  to  subjects  taken 

Medicine  £65-£67  according  to  year  of  training 

Dentistry  

Not  all  London  colleges  charge  the  same  fees  but  it  is  understood  that  the 
differences  are  not  significant. 


Financial  assistance  for  students 

7 Like  other  university  students,  many  medical  students  receive  financial  assist- 
ance from  public  or  private  funds  during  their  training.  It  is  understood  that  toe 
Ministry  of  Education  has  supplied  the  Commission  with  information  about  toe 
assistance  available  from  public  sources  in  the  form  of  State  Scholarships  or  awards 
given  by  Local  Education  Authorities. 

The  grants  payable  depend  on  the  individual  university,  the  lodging  of  the  student, 
the  parental  income,  and  the  family  circumstances.  The  following  illustration  shows 
the  point  at  which  entitlement  to  .grant  (apart  from  an  honorarium  m the  case  ot 
State  Scholarships)  is  extinguished  if  the  student  is  reading  medicine  at  Oxford 
University : — 

Number  of  children  Number  of  children 

in  family  at  Fee-paying  school  Scale  Income 

1 — £2,470 


£2,770 

£3,070 

£3,370 


Parents  with  scale  incomes  (below  these  maxima  .would  benefit  from  grants. 

8.  The  Ministry  of  Education  state  that  payments,  additional  to  the  normal 
financial  assistance  provisions  covering  all  students,  are  made  to  medical  and  dental 
students  towards  the  cost  of  instruments  (e.g.  half-skeletons,  microscopes,  ophthalmo- 
scopes and  dental  instruments).  The  payments  for  dental  instruments  are  at 
present  under  review  by  the  (Ministry. 

9 The  University  Grants  Committee  state  than  in  1955-56  nearly  75  per  cent 
of  full-time  university  students  held  scholarships,  exhibitions  or  other  awards  trom 
public  or  private  funds  which  provided  wholly  or  on  part  for  the  payment  of  tees 
and  other  expenses  (see  page  7 of  the  Committee’s  Returns  from  Universities  and 
University  Colleges  for  1955-56  (Cmnd.  211)).  Information  supplied  by  the  Ministry 
of  Education  shows  that  of  10,568  State  Scholarships  current  in  England  and  Wales 
in  the  academic  year  1956-57,  1,199  and  51  were  held  by  scholars  who  (were  studying 
medicine  and  dentistry  respectively.  The  Ministry  of  Education  do  not  know  what 
proportion  of  Local  Education  Authority  Award  holders  are  medical  and  dental 
students. 

10  A report  “Applications  for  Admission  to  University”  by  R.  K.  Kelsall 
published  .by  the  Association  of  Universities  of  the  British  Commonwealth  indicates 
that  whilst  the  percentage  of  students  resident  in  the  U.K.  who  were  admitted  m 
1955-56  to  a full-time  course  of  .study  leading  to  a first  degree  or  diploma  and  who 
received  no  financial  assistance  of  any  kind  was  19  per  cent  for  men  and  21  per  cent 
for  women  for  all  faculties  taken  together,  the  corresponding  percentages  tor 
medicine  were  higher  being  33  per  cent  for  men  and  30  .per  cent  for  women:  for 
dentistry  the  figures  were  32  per  cent  for  men  and  38  per  cent  for  women,  lhe 
report  suggests  that  this  is  explained  in  part  at  least  by  the  fact  that  medicine  and 
dentistry  (with  agriculture)  contained  the  highest  proportions  of  students  coming 
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professional  and  managerial  classes.  The  report  also  shows  that  the  sources 
of  financial  assistance  were  as  follows : — 


Source  of  Grant 

Medicine 

Dentistry 

All  faculties 

Men 

Women 

Men 

Women 

Men 

Women 

1.  No  information  obtained  from 

students 

2.  No  assistance  

3.  University  scholarship,  bursary, 

etc.  

4.  State  Scholarship 

5.  L.E.A.  grant  

6.  Other  sources  

per 

cent 

0- 5 
33-0 

5-4 

5-8 

53-5 

1- 8 

per 

cent 

0-2 

29-6 

5-3 

8-1 

55-6 

1-2 

per 

cent 

0-3 

32-3 

11 

2-7 

60-8 

2-8 

per 

cent 

0 

37-8 

1- 4 

2- 7 
54-0 

4-1 

per 

cent 

0-6 

19-3 

8- 3 

9- 7 
58-5 

3-6 

per 

cent 

0-2 

20-5 

4-8 
9-9 
62  -6 
2-0 

APPENDIX  Y 

Relativity  between  General  Medical  Practitioners  and 
General  Dental  Practitioners 

1.  The  .Spens  Committee  for  General  Dental  Practitioners  considered  that  as 
compared  with  a net  annual  income  iof  £1,800  for  a general  medical  practitioner,  a 
general  dental  practitioner  should  receive  £1,600.  These  figures  were  in  1939  values. 
The  Committee’s  recommendation  of  £1,600  a year  net  for  a general  dental  practi- 
tioner related  to  an  experienced  single-handed  dentist  working  efficiently  and  making 
full  use  of  all  appropriate  assistance,  fully  employed  hut  not  working  longer  hours 
than  33  a week  by  the  chairside  for  46  weeks  in  a year  or,  say,  1,500  chairside  hours 
a year  together  with  the  hours  necessarily  spent  outside  the  surgery. 

2.  With  the  increase  of  20  per  cent,  made  as  an  adjustment  to  1948  circumstances, 
the  £1,600  a year  net  recommended  by  the  Spens  Committee  became  £1,920  net, 
including  the  value  of  the  Exchequer  superannuation  contribution.  This  figure  of 
£1,920  net  for  single-handed  dental  practitioners,  making  full  use  of  all  appropriate 
assistance  and  working  efficiently  for  1,500  hours  a year  at  the  chairside,  compared 
with  the  average  of  £2,055  net  for  all  general  medical  practitioners  which  followed 
from  the  betterment  factor  of  85  per  cent  which  Mr.  Justice  Danckwerts  considered 
would  be  appropriate  for  such  practitioners  in  1948. 

3.  A differential  was  maintained  in  the  new  agreement  on  remuneration  reached 
between  the  (Ministers  and  the  British  Dental  Association  in  1955.  In  introducing 
in  the  House  of  Commons  on  12th  July,  1955,  the  Supplementary  Estimate  to  cover 
the  additional  cost  entailed  by  the  new  agreement  in  the  current  financial  year,  the 
Minister  of  Health  said : 

“ Under  the  new  arrangement,  average  dentists  will  receive,  including  the 
Exchequer  superannuation  contribution,  about  £2,000  net.  That  compares 
with  the  general  practitioner’s  average  net  income  of  rather  more  than  £2,200. 
But  it  is  calculated  that  single-handed  dentists  working  without  assistants,  in  the 
class  with  which  the  scale  is  particularly  concerned,  the  35-54  years  old  age 
groups,  will  receive  rather  more  than  £2,400  net,  so  I think  that  the  relativity 
between  dentists  and  doctors  in  general  practice  has  -been  kept  well  in  mind  as 
these  arrangements  were  made.” 
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APPENDIX  VI 

Suggested  Method  of  making  an  Estimate  of  Income  from  Private 
General  Medical  Practice  in  1952-53 

(a)  The  information  obtained  by  the  Board  of  Inland  Revenue  from  the  Income 
Tax  returns  of  the  1,782  doctors  included  in  the  sample  for  the  practice  expense 
enquiry  for  1952-53  will  include  the  gross  professional  income  of  each  of  these 
doctors. 

(b)  There  is  also  available  for  each  of  these  doctors  the  amount  of  their  earnings 
in  1952-53  from 

(i)  the  National  Health  Service  (general  practice  and  hospital  work) 

(ii)  local  authorities 

(iii)  government  departments. 

(c)  The  aggregate  of  the  professional  incomes  for  these  1,782  doctors  minus  the 
aggregate  of  their  earnings  under  the  headings  in  (b)  would  represent  their  earnings 
from  private  practice  (including  fees  for  life  insurance  examinations,  for  giving 
anaesthesia  for  dental  operations,  for  factory  and  industrial  medical  services  not 
remunerated  from  public  funds,  etc.). 

id)  The  figure  of  private  earnings  of  these  1,782  doctors  ascertained  in  that  way 
might  be  grossed  up  to  give  an  estimate  of  private  earnings  for  all  general  practi- 
tioners in  unrestricted  practice  (18,986)  in  1952-53. 

(e)  An  appropriate  adjustment  should  be  made  for  the  1,479  doctors  who  were 
excluded  before  the  sample  for  the  1952-53  enquiry  was  drawn. 
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CIVIL  SERVICE  SALARIES 
Memorandum  by  the  Treasury 

The  salaries  and  other  conditions  of  service  of  civil  servants  are  based  largely  on 
the  recommendations  of  the  Royal  Commission  on  the  Civil  Service,  1953—1955 
(referred  to-  in  this  note  as  the  Priestley  Commission).  This  Commission,  a summary 
of  whose  Report^)  is  at  Appendix(2),  made  recommendations  on  the  principles  to 
be  adopted  in  determining  the  pay  of  civil  servants  (excluding  industrial  civil 
servants)  and  on  the  hours  -of  work,  annual  leave  and  rates  of  pay  which  it 
considered  -appropriate  in  the  light  of  those  principles. 

Principles  of  Pay 

The  Priestley  Commission  considered  that  the  pay  of  civil  servants  should  be 
determined  primarily  -by  fair  comparison,  with  the  current  remuneration  of  staffs  in 
other  occupations  employed  on  broadly  comparable  work,  taking  account  of  differ- 
ences in  other  conditions  .of  service.  In  the  course  of  subsequent  discussions  on  the 
National  Whitley  Council  this  principle  was  accepted  without  reservation  by  the 
Official  Side,  and  toy  the  Staff  Side  as  a valid  -and  valuable  principle  in  Civil  Service 
pay  negotiations  though  not  as  the  sole  determinant. 

Machinery  for  Determining  Pay 

The  . same  principle  of  fair  comparison  had  been  laid  down  by  the  Tomlin 
Commission  (1929—31)  on  the  Civil  Service.  But  the  Priestley  Commission  reaffirmed 
and  clarified  it,  and  struck  new  ground  in  their  recommendations  about  its 
application. 


Pay  Research  Unit 

The  Commission  found  that  in  earlier  years  the  arrangements  for  the  collection 
of  information  about  comparable  occupations  for  each  of  the  many  civil  service 
grades  had  not  -been  wholly  satisfactory.  They  therefore  recommended  the  setting 
up  of  an  impartial  organisation  to  carry  out  -this  -work.  This  recommendation  has 
been  put  into  effect  and  a Civil  -Service  Pay  Research  -Unit  has  been  set  up  to 
investigate  and  report  -on  the  pay  and  -other  conditions  -of  service  of  staffs  in  other 
employments  engaged  -on  work  broadly  comparable  to  that  of  particular  grades  of 
civil  servants.  The  Unit  reports  -both  -the  facts  about  outside  occupations  and  how 
■their  work  compares  wiith  that  of  the  civil  servants  concerned.  The  Unit  works 
under  the  general  control  of  a Steering  Committee  drawn  from  -both  Sides  of  the 
National  'Whitley  Council.  The  material  which  it  provides  forms  the  basis  on  which 
negotiating  parties  can  subsequently  discuss  appropriate  rates  o-f  pay  and  other 
conditions  of  service. 


The  recent  settlement  giving  increased  pay  to  the  manipulative  grades  in  the  Post 
Office  is  the  first  case  o-f  a pay  claim  which  has  been  negotiated  and  settled  with  the 
affi  of  material  supplied  by  the  Pay  Research  Unit.  Other  material  is  now  being 
collected  by  the  Unit,  and,  when  this  -is  ready,  the  -Departmental  and  Staff  Side 
representatives  concerned  will  open  negotiations  -based  on  it.  When  the  Pay 
Research  Unit  has  got  into  its  stride,  it  will  have  a good  deal  of  information  in  its 
pigeon-holes ; and  then  most  pay  negotiations  will  be  conducted  -on  the  basis  of  its 
material.  But  this  position  has-  n-ot  yet  -been  reached,  -and  in  the  meantime  there 
will  be  negotiations  on  the  lines  which  -prevailed  before  the  Unit  came  into  existence 
This  does  not  .-mean  that  the  principle  -of  fair  comparisons  will  not  play  its  part 
in  those  negotiations.  It  has  always  been  one  of  the  factors  taken  into  account 
though  in  the  past  the  material  has  been  collected  by  rather  more  crude  methods 
and  the  negotiators  using  it  have  not  had  -the  benefit  of  a scientific  assessment  of 
comparabilities. 


C)  Cmd.  9613.  ‘ ~ 

(2)  Appendix  A is  not  reproduced  in  this  volume.  This  summary  of  the  Report  of  the  Rovai 
Commission  on  the  Civil  Service  was  printed  in  the  Summer  1956  issue  of  “ Public  Adrniimtra- 
tion  ”,  published  by  the  Royal  Institute  of  Public  Administration. 
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Advisory  Committee  on  the  Higher  Civil  Service 

Another  recommendation  of  the  Priestley  Commission  was  concerned  with  the 
machinery  for  settling  the  pay  of  the  Higher  Civil  Service.  At  most  levels  of  pay 
in  the  Civil  Service  there  is  provision  for  a reference  to  the  Civil  Service  Arbitration 
Tribunal  if  negotiations  on  a pay  claim  break  down.  But  the  Staff  Side  have  not 
the  right  to  go  to  arbitration  on  the  pay  of  grades  higher  than  the  Principal  in  the 
Administrative  class,  i.e.  broadly  in  respect  of  any  grade  with  a maximum  salary 
in  excess  of  £2,050.  The  Priestley  Commission  considered  whether  there  should  not 
be  some  special  and  independent  machinery  for  reviewing  the  pay  of  these  higher 
grades.  They  came  to  the  conclusion  that : — • 

“There  should  be  appointed  a Standing  Advisory  Committee,  of  say,  5 
persons,  chosen  to  reflect  a cross-section  of  informed  opinion  in  the  country 
at  large,  with  the  function  of  exercising  a general  oversight  of  the  remuneration 
of  the  higher  Civil  Service.” 

Such  a Committee,  under  the  Chairmanship  of  Lord  Coleraine,  was  appointed  in 
January  of  this  year.  The  other  members  are  Sir  Alexander  Carr-Saunders,  Sir 
Geoffrey  Crowther,  Sir  Alexander  Fleck,  Sir  Oliver  Franks,  and  Lord  Latham. 

It  should  be  emphasised  that : 

(a)  there  is  no  question  of  the  Coleraine  Committee  being  an  arbitration  tribunal 
for  the  higher  Civil  Service.  The  Committee  review  the  levels  of  pay  in 
this  section  of  the  Service  either  at  .the  Government’s  request  or  on  tiheir 
own  initiative.  The  staff  have  no  right  of  access  to  the  Committee.  If, 
however,  it  proves  impossible  to  reach  an  agreement  in  negotiation  on 
claims  relating  to  the  pay  of  grades  in  the  higher  civil  service  involving 
major  issues,  the  Staff  Association  concerned  are  entitled  to  ask  the  Treasury 
to  invite  the  Committee  to  examine  the  claim  and  the  Treasury  have  an 
obligation  to  comply  with  this  request. 

( b ) The  Committee’s  recommendations  are  not  binding  on  the  Government. 

If  the  Royal  Commission  on  Doctors  wish  to  study  the  recommendation  of  the 
Priestley  Commission  on  this  piece  of  machinery,  reference  should  be  made  to  para- 
graphs 377-391  of  the  Commission’s  Report. 

The  Committee  has  no  formal  terms  of  reference  other  than  the  recommendation 
of  the  Priestley  Commission,  nor  has  it  laid  down  any  precise  procedure  which,  it 
intends  to  follow  in  discharging  its  task.  It  has,  however,  made  plain  its  intention— 
m accordance  with  the  Priestley  Commission’s  recommendation  that  it  should  be 
concerned  solely  with  important  questions  affecting  the  general  level  of  higher  Civil 
Service  remuneration — to  confine  itself  .to  major  matters  of  pay  structure,  and  to 
oifer  such  recommendations  as  it  may  make  in  fairly  general  terms,  leaving  the 
detailed  implementation  to  the  Treasury  or  other  departments  concerned  and  the 
stall  associations.  On  the  one  reference  so  far  made  to  it  (see  below)  the  Committee 
received  a factual  memorandum  agreed  between  the  Treasury  and  the  Staff  Side 
hach  side  was  then  asked  to  put  in  its  own  suggestions  in  writing  for  the  Committee’s 
consideration  and  was  given  an  opportunity  to  comment  in  -writing  on  the  other 
side  s suggestions.  The  Committee  made  its  recommendations  with  this  material 
before  it. 


Hours  and  Leave 

, Th.®  Pricey  Commission  recommended  that  the  hours  of  work  of  office  staff 
snonw  be,  nr  London  42  hours  gross  (i.e.  inclusive  of  meal  intervals),  and  in  the 
provinces  44  hours  gross.  This  recommendation  was  accepted  by  both  Sides  of 
the  National  Whitley  Council.  The  Commission  recommended  new  scales  of  annual 
wances  based  on  length  of  service  and  -on  the  maximum  salary  of  an 
■ * S ?ystem  ’™as  adopted  with  some  modifications,  hut  reserved 

rights  were  given  to  officers  who  already  had  more  favourable  leave  conditions  in 
then  existing  grades. 
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Increases  in  Pay  in  Recent  Years 

The  Priestley  Commission,  in  the  light  of  the  principles  outlined  above,  prescribed 
rates  of  pay  designed  to  equate  the  pay  of  the  different  civil  service  grades  with  pay 
in  other  comparable  employments.  The  rates  so  laid  down  gave  comparable 
remuneration  as  at  1st  July,  1955.  These  rates  have  since  been  increased  as  follows : 

(a)  as  from  April,  1956,  by  some  5i  per  cent  in  respect  of  grades  up  to  the 

level  of  £1,950 ; 

(b)  as  from  April,  1956,  in  respect  of  grades  paid  more  than  £1,950  as  follows: 

Up  to  but  not  including  £2,850  £100 

From  £2,850  to  £3,450  £150 

Above  £3,450 — to  bring  them  up  to  £3,600 

(c)  as  from  1st  July,  1957,  in  respect  of  grades  up  to  the  level  of  £1,950  by 

some  5 per  cent. 

(а)  and  (c)  have  been  general  increases  given  because  of  the  general  rise  in  outside 
occupations,  coupled  with  the  fact  that  the  Pay  Research  Unit  is  not  yet  in  a 
position  to  produce  the  data  required  to  enable  fresh  determination  to  be  made 
grade  by  grade. 

(б)  was  the  result  of  a reference  to  the  Advisory  Committee  on  the  Fligher 
Civil  Service  made  to  ascertain,  whether,  as  a result  of  the  general  increases  given 
to  the  rest  of  the  Civil  Service,  any  increases  were  required  for  the  higher  grades ; 
a further  reference  will  no  doubt  be  made  as  a result  of  (c). 


Provincial  Differentiation  in  Pay 

The  rates  of  pay  quoted  in  this  memorandum  are  Itondon  male  rates,  payable 
to  civil  servants  whose  offices  are  within  a 12-mile  radius  from  Charing  Cross. 
These  rates  are  subject  to  a deduction  of  approximately  3 per  cent  (with  a maximum 
deduction  of  £50)  for  civil  servants  in  offices  in  intermediate  areas,  i.e.  the  London 
periphery  and  the  larger  towns,  ami  of  approximately  6 per  cent  (with  a maximum 
deduction  of  £100)  in  provincial  areas,  i.e.  elsewhere. 


Under  a new  scheme  which  has  been  provisionally  agreed  (subject  to  ratification 
by  Staff  Associations)  this  system  will  be  replaced  by  a national  rate,  based  on 
the  present  intermediate  rate,  to  which  provincial  areas  will  be  gradually  assimilated 
over  a period  of  4 years  from  1st  January,  1958.  Offices  in  the  Ixmdon  area 
(which  is  to  be  extended  from  1st  January,  1958,  to  a 16-mile  radius  from  Charing 
Cross)  will  qualify  for  a London  allowance  based  on  the  present  differential  between 
London  and  intermediate  rates. 


The  Main  Classes 

The  Royal  Commission  devoted  part  of  its  Report  (especially  Chapter  IX)  to 
the  Higher  Civil  Service  above  the  level  of  Administrative  Principal.  The  Chapter, 
which  is  too  long  to  quote  in  full,  contains  some  useful  material  on  the  compar- 
ability of  the  higher  civil  servant  with  representatives  of  other  occupations. 

The  following  are  the  classes  of  civil  servants  containing  grades  remunerated  at 
levels  approximately  corresponding  to  those  of  doctors  in  the  National  Health 
Service.  A brief  note  of  the  work  done  by  these  classes  is  in  the  Appendix  noted 
against  each. 

Administrative  Class  Appendix  B 


Executive  Class  

Scientific  Officer  Class  

Works  Group  of  Professional  Classes 

Legal  Class  

Medical  Class  

The  attached  Table  A gives  the  rates  of  pay  of  officers  in  these  classes  in  1939, 
1950-51,  as  recommended  by  the  Royal  Commission  and  as  now  in  force. 


Appendix  C 
Appendix  D 
Appendix  E 
Appendix  F 
Appendix  G 
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APPENDIX  A 
(see  footnote  on  page  769) 


APPENDIX  B 

THE  ADMINISTRATIVE  CLASS 

Doties 

The.  duties  of  the  administrative  class  include  the  formation  of  policy,  the 
co-ordination  and  improvement  of  Government  machinery  and  the  general  adminis- 
tration and  control  of  the  Departments  of  the  public  Service. 

In  paragraph  415  of  its  Report  the  Royal  Commission  on  the  Civil  Service 
said: — 

“The  members  of  the  administrative  class  must  be  able  to  work  from  a 
very  broad  Government  aim,  first  to  thinking  out  a policy  for  the  execution 
of  that  aim  and  satisfying  Ministers  that  it  correctly  interprets  the  aim,  secondly 
to  putting  that  policy  into  legislative  form  and  thirdly  to  is  translation  into 
action,  frequently  on  a national  basis.  The  effective  discharge  of  this  function 
requires  a distinctive  organisation  and  the  deployment  of  officials  with  qualifi- 
cations and  experience  for  which  no  direct  comparison  can  be  found  outside. 
These  duties  have  to  be  carried  out  in  ways  compatible  with  Ministerial  control, 
the  accountability  of  Ministers  to  Parliament  and  their  accountability,  in  a 
less  direct  but  very  real  sense,  to  public  opinion.  The  civil  service  administrator 
must  have  a general  ability  to  understand  and  allow  for  the  interaction  of 
•these  three  elements  in  the  formulation  of  new  Government  policy  and  the 
execution  of  established  policy.  This  cannot  be  developed  without  a long 
period  of  working  closely  with  and  directly  for  Ministers,  who  bring  to  the 
work  their  special  knowledge  of  the  .political  side  of  government.  Again  the 
civil  service  administrator  must  have  the  ability  to  acquire  a clear,  extensive 
and  detailed  knowledge  of  the  government  machine  and  how  it  works.  The 
machine  is  unavoidably  complex  and  it  must  be  thoroughly  understood  if  it 
it  to  be  operated  to  best  advantage.  It  is  mainly  in  the  grades  of  principal 
and  assistant  secretary  that  opportunities  are  provided  for  members  of  the 
class  to  acquire  the  necessary  knowledge  and  experience.  In  these  grades, 
and  increasingly  so  in  the  higher  grades,  responsibility  is  taken  for  preparing 
briefs  for  Ministers  and  papers  for  the  Cabinet  and  for  seeing  Bills  'through 
Parliament.  These  tasks  demand  an  ability  to  master  and  apply  complicated 
techniques  and  to  produce  results  which  in  appearance  are  often  deceptively 
simple.  Frequently  the  more  important  the  issue,  the  shorter  the  notice  and 
the  greater  the  atmosphere  of  stress  and  strain  under  which  the  work  must 
be  carried  out.” 

Numbers  and  Pay 

The  class  is  divided  into  the  following  grades : 

Pay  ( Male 
London  Rates) 

£ 

6,000 
4,250 
3,400 
2,100-2,700 
1,450-2,050 
635-1,110 


Grade 


Number 
of  Posts 


Permanent  Secretary 
Deputy  Secretary 
Under  Secretary 
Assistant  Secretary 
Principal 

Assistant  Principal 


2,467 
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Structure 

The  structure  of  the  class  may  be  described  in  the  following  general  terms.  The 
permanent  secretary  is  the  official  head  of  the  Department  and  is  responsible  to 
the  Minister  for  all  the  activities  of  his  Department.  He  will  he  assisted  by  1 or  2 
deputy  secretaries.  Below  this  there  will  be  from  4 to  12  under  secretaries  carrying 
responsibility  for  advising  Ministers  either  directly  or  through  their  supervisors,  on 
major  questions  of  policy  and,  as  a rule,  co-ordinating  very  large  blocks  of  adminis- 
trative work.  Each  under  secretary  will  be  assisted  by  a varymg  number  of 
assistant  secretaries  in  operational  control  of  divisions  and  carrying  responsibility 
for  all  dav-to-day  work  done  in  the  division.  It  is  only  questions  of  major  policy 
that  should  normally  be  referred  above  this  level.  Each  assistant  secretary  is 
supported  by  from  2 to  5 or  6 principals  or  senior  executive  staff  each  of  whom 
will  be  in  charge  of  a branch  or  section  of  a division.  He  will  m his  turn  be 
supported  by  a varying  number  of  executive  and  clerical  staff.  Assistant  principals 
form  a training  grade. 

Recruitment 

Recruitment  to  the  assistant  principal  grade  is  either  by  open  competition  held 
annna“  candidates  between  the  ages  of  201  and  24,  or  by  limited  compel, t, on 
for  established  civil  servants  between  the  ages  of  21  and  28. 


APPENDIX  C 
THE  EXECUTIVE  CLASS 


duties  of  the  executive  class  may  be  summarised  as  the  day-to-day  conduct 

mass  i-arsjas.  a s 

requiring  professional  qualifications. 


Numbers  and  Pay 

The  class  includes  the  following  grades  : 
Grade 


Heads  of  Major  Establishments 
Principal  Executive  Officer 
Senior  Chief  Executive  Officer 
Chief  Executive  Officer  ... 
Senior  Executive  Officer  ... 
Higher  Executive  Officer  . . . 
Executive  Officer  ... 


Number 

Pay  ( Male 

of  Posts 

London  Rates ) 

£ 

23 

2,700-3,400 

88 

2,400 

250 

1,995*-2,100 

714 

1,720-1,935 

2,683 

1,350-1,605 

8,819 

1,110-1,285 

24,026 

385-1,050 

36,603 

The  Royal  Commission  made  the  following  remarks  about  the  ex^utive  class: 
■•The  heads  of  ^ annuls  and 

sss&'sar.  K i&ju-sss- 

tracts  in  flic  Ministry  of  SuPPty “live  0i^er  grades  are  almost  exclusively 

^ploy^VspeiS  work  in  — ™pply.  ", 

nical  branches,  though  a small  number  ~ rate)  are  found,  particularly 


* See  footnote  to  Table  A. 
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insufficient  policy  content  in  the  work  to  warrant  administrative  class  grading. 
Chief  executive  officers  and  senior  executive  officers  are  used  on  a variety  of 
duties.  They  may  be  found  within  the  pyramid  of  an  accounting  or  financial 
structure.  Alternatively,  they  may  be  employed  in  administrative  divisions 
working  to  assistant  secretaries.  It  is  not  always  possible  to  draw  a clear-cut 
distinction  between  policy  work  and  executive  work,  so  that  in  many  cases  the 
work  done  by  chief  and  senior  executive  officers  is  of  the  same  broad  level  of 
responsibility  as  that  of  principals.  Chief  executive  officers  and  senior  executive 
officers  are  also  employed  in  local  or  regional  offices  in  a managerial  capacity ; 
or  may  be  found  giving  assistance  (say  as  office  managers)  to  professionally 
qualified  staff  in  specialised  branches  of  'the  Service.  The  higher  executive 
officer  is  in  the  same  way  employed  on  a variety  of  duties,  but  in  administra- 
ifcive  divisions  his  task  is  to  give  support  to  principals  or  chief  executive  officers, 
or  more  rarely,  to  senior,  executive  officers.  The  executive  officer  is  similarly 
employed  at  the  base  of  the  pyramid  on  all  the  work  indicated  above  ; he  is  also 
responsible  for  the  supervision  of  clerical  staff. 

The  executive  class  is  one  of  those  for  which  the  difficulties  of  making  fair 
comparisons  are  greatest.  Although  broadly  comparable  work  is  to  be  found 
in  many  organisations  outside,  the  grading  structure  of  the  executive  class  has 
no  parallel.  Even  at  the  lowest  level,  very  few  outside  employers  make  the 
distinction  found  in  the  Civil  Service  between  the  clerical  officer  type  of  recruit 
and  the  direct  entrant  executive  officer.  Nevertheless  some  comparison  between 
particular  executive  grades  and  grades  in  industry  and  commerce  can  be  made.” 
The  Royal  Commission  considered  that  in  fixing  the  pay  of  the  executive  class 
considerable  account  should  be  taken  of  relativities  with  the  administrative  class  and 
that  outside  comparisons  were  to  a considerable  extent  the  same  for  both  classes. 

It  accordingly  fixed  the  pay  of  the  executive  grades  mainly  on  internal  relativities, 
using  the  outside  material  available  as  a guide  and  check. 

The  Commission  were  impressed  with  the  high  level  of  responsibility  carried  by  the 
higher  grades  and  found  it  disturbing  that  of  the  top  level  executive  posts  on  fixed 
salaries,  only  three  enjoyed  the  same  salary  as  an  under  secretary.  The  Commission 
recommended  that  a review  be  undertaken  and  that  one  of  the  aspects  considered 
should  be  the  possible  application  of  the  principle  of  broadbanding  so  as  to  reduce 
the  number  of  marginally  different  rates. 


APPENDIX  D 

SCIENTIFIC  OFFICER  CLASS 

The  Scientific  Officer  Class  is  the  highest  of  the  three  scientific  classes  (the 
scientific  officer,  experimental  officer  and  assistant  (scientific)  classes). 

The  scientific  classes  were  completely  re-organised  after  the  war,  following  the 
recommendation  of  the  Barlow  Committee  which  was  appointed  during  the  war 
to  review  the  remuneration  and  conditions  of  service  of  scientists  in  Government 
Departments.  The  Government’s  proposals  arising  out  of  the  recommendations 
of  ithalt  Committee  were  published  in  1945  as  a White  Paper  (Cmd.  6679).  The 
essential  features  of  these  proposals  were  that  better  conditions  of  service  should 
be  introduced  to  facilitate  and  stimulate  research,  that  the  status  and  remuneration 
of  scientists  in  the  Civil  Service  should  be  improved  and  that  a system  of  centralised 
recruitment  should  be  introduced.  It  was  recognised  ithat  these  objectives  could 
only  be  achieved  af  a good  deal  of  the  work  which  had  previously  been  carried  out 
by  scientific  officers,  but  which  did  not  demand  the  highest  academic  qualifications, 
could  be  devolved.  The  White  Paper  accordingly  proposed  that  the  old  style 
assistant  class  should  be  re-organised  and  strengthened  and  ithat  the  title  “ experi- 
mental officer  class  ” would  be  more  appropriate  to  its  new  functions.  To  complete 
the  organisation  a new  class  of  assistants  (scientific)  was  subsequently  introduced 
in  order  to  relieve  the  experimental  officer  class  of  the  more  routine  work.  The 
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overall  effect  of  the  post-war  re-organisation  was,  therefore,  to  set  up  three  well 
defined  scientific  classes,  viz : — 

The  scientific  officer  class — recruited  primarily  from  first  and  second  class 
honours  graduates. 

The  experimental  officer  class — recruited  partly  from  graduates,  but  mainly 
from  men  and  women  whose  school  education  had  taken  them  at  least  to  the 
equivalent  of  the  old  style  Higher  School  Certificate  with  mathematics  or  a 
science  subject  as  the  principal  subject. 

The  assistant  (scientific)  class — recruited  from  those  whose  education  had 
itaken  them  to  at  least  the  level  of  the  old  style  School  Certificate  with  credit 
in  mathematics  or  a science  subject. 

The  scientific  officer  class  has  the  main  responsibility  for  scientific  research,  design 
and  development  carried  out  in  the  Civil  Service.  It  is  supported  by  the  experimental 
officer  class  and  the  assistant  (scientific)  class. 

Numbers  and  Pay 

The  class  is  composed  of  the  following  grades  : 


Grade 


Posts  above  Chief  Scientific  Officer 

Chief  Scientific  Officer  

Deputy  Chief  Scientific  Officer  ... 
Senior  Principal  Scientific  Ofiicer 
Principal  Scientific  Officer 

Senior  Scientific  Officer 

Scientific  Officer  


Number  Pay  ( Male 

of  Posts  London  Rates) 

£ 

23  3,600-6,000 

43  3,150  or  3,400 

128  2,500-2,800 

418  2,100-2,400 

1,239  1,450-2,050 

915  1,190-1,410 

63  5 635-1,110 

3,401 


Royal  Commission  Report 

The  Royal  Commission,  in  paragraph  544  of  their  report  said : — 

“Although  we  do  not  recommend  any  permanent  relativity  between  the 
scientific  officer  and  the  administrative  classes,  we  are  impressed  by  the  view 
of  the  Barlow  Committee  (scientific)  that  the  best  scientific  men  should  have 
equal  prospects  of  pay  and  promotion  with  the  best  men  in  the  administrative 
class  at  least  up  to  the  top  of  the  principal  grade.  This  view  was  accepted  by 
the  Government  of  the  day  in  1945  and  we  find  no  reason  to  depart  from  at 
now.  In  the  light  of  the  material  we  have  collected  about  outside  rates  we 
believe  that  the  same  scale  (as  for  principal  in  the  administrative  class)  would 
be  fair  and  reasonable  for  the  principal  scientific  officer,  and  should  provide  a 
proper  reward  for  the  competent  scientist  who  does  not  proceed  beyond  that 
grade  In  suggesting  that  the  principal  scientific  officer  scale  should  tor  the 
present  continue  to  be  equated  with  that  of  the  principal  we  do  not  of  course 
mean  to  imply  that  the  equation  should  be  maintained  if  at  any  time  outeide 
comparisons  should  indicate  that  different  scales  for  the  two  grades  would  be 
appropriate. 

For  ithe  grades  above  principal  scientific  officer  (and)  at  the  higher  levels  of 
the  Service  (generally)  some  regard  must  also  be  paid  to  horizontal  relativities. 
The  gradings  and  salaries  in  the  upper  reaches  of  the  scientific  officer  class  are 
not  and  have  never  been  precisely  equated  with  those  of  the  administrative 
class  and  the  secretary  of  the  Department  of  Scientific  and  Industrial  Research 
was  strongly  of  the  -opinion  that  it  would  be  undesirable  to  adopt  the  structure 
of  that  class  and  that  the  greater  degree  of  flexibility  afforded  by  the  larger 
number  -of  scales  and  rates  on  the  scientific  side  should  be  retained.  We  endorse 
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this  view  and  consider  that  suitable  relativities  will  be  achieved  if  in  both  classes 
the  grades  between  principal  (or  principal  scientific  officer)  and  the  highest  posts 
are  fitted  into  the  span  between  the  maximum  of  (the  former  grades  and  the 
rates  for  the  latter  in  such  a way  as  to  produce  proper  vertical  relativities  within 
each  class.” 

Special  Merit  Promotion 

There  are  arrangements  whereby  individual  research  scientists  of  outstanding 
ability  oan  be  given  special  merit  promotion  above  the  normal  grading  of  their 
posts.  These  promotions  are  awarded  on  the  advice  of  a Sub-Committee  of  the 
Inter-Departmental  Scientific  Panel. 

APPENDIX  E 

THE  WORKS  GROUP  OF  PROFESSIONAL  CLASSES 

The  term  “ works  group  ” covers  a variety  of  professions  mainly  concerned  with 
engineering  (in  its  various  forms),  building,  and  estate  management  and  surveying. 

It  includes  architects,  maintenance  surveyors,  quantity  surveyors,  estate  surveyors 
and  land  officers,  civil,  structural  and  sanitary  engineers,  and  the  general  service 
class  of  mechanical  and  electrical  engineers.  These  general  service  classes  are 
provided  to  cover  Departments’  professional  work  in  these  various  fields,  and  the 
duties  of  the  classes  may  be  broadly  described  as  including  : 

{a)  advisory  and  consultant  work  for  a variety  of  purposes ; decisions  on 
professional  aspects  of  statutory  requirements ; 

( b ) original  design  and  (the  preparation  of  complete  schemes ; 

(c)  managerial  control  and  direction  of  the  processes  which  translate  paper 

schemes  into  production; 

(d)  operation,  maintenance  and  inspection  of  systems,  etc.,  which  have  been 
set  up. 

The  detailed,  content  and  organisation  necessarily  vary  from  Department  to  Depart- 
ment, but  throughout  it  is  essential  (that  professional  staff  shall  be  employed  on 
work  which  clearly  calls  for . professional  handling.  All  other  technical  work  is 
devolved  to  the  supporting  non-professional  classes,  in  particular,  the  technical 
classes  and  the  drawing  office  (architectural  and  engineering)  classes. 

Numbers  and  Pay 

The  Works  Group  Classes  include  the  following  grades: 


Grade 

Number 
of  Posts 

Pay  ( Male 
London  Rates) 

Top  Directing  Posts 

29 

3,150-5,000 

Other  Directing  Posts 

137 

2,700  or  3,000 

Superintending  Grade 

476 

2,100-2,400 

Senior  Grade  

...  1,717 

1,780-2,050 

Main  Grade  

...  4,450 

1,280-1,720 

Basic  Grade  

...  5,865 

12,674 

805-1,250 

Notes 

(i)  The  basic  grade  minimum  is  tied  to  age  25.  For  older  officers  there  is  an 
increase  of  one  increment  per  year  up  to  age  34. 

(ii)  There  is  provision  for  basic  grade  officers,  (both  men  and  women,  to  have 
their  pay  advanced  ,by  £75  on  satisfaction  of  three  conditions,  viz.:  — 

(a)  they  must  be  at  least  27  years  of  age ; 
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(b)  they  must  have  served  a probation  period  of  at  least  two  years  and  have 
been  confirmed  in  their  established  appointment.  (Temporary  staff  also 
get  this  increase  after  two  years’  satisfactory  service); 

(c)  they  must  have  attained  full  professional  qualification,  which  for  this 

purpose  is  corporate  membership  of  the  prescribed  professional  Institute. 


Recruitment 

Entrv  to  the  works  group  classes  is  normally  direct,  by  open  competition,  taking 
the  form  of  interview,  arranged  annually  for  fully  qualified  candidates  of  ages 
25  to  35. 

Officers  of  the  related  sub-professional  classes  (technical  grades  and  draughtemen) 
are  eligible  for  promotion  to  the  Works  Group  in  certain  circumstances  if  they 
have  acquired  the  professional  qualification  prescribed. 


APPENDIX  F 
LEGAL  CLASS 

The  leeal  class  is  confined  to  professionally  qualified  officers  (barristers,  advocates, 
activities  similar  to  those  found  in  private  practice,  e.g.  giving  legal  opinions, 

“ft SSft  SeS  aTSfto  ffie%ov^n-t 

service,  e.g.  the  draftings  of  statutory  instruments. 

Numbers  and  Pay 

The  legal  class  is  divided  into  the  following  grades . 

Number  Pay  (Male 

Grade  of  Posts  London  Rates ) 


Procurator  General  and  Treasury  Solicitor.  ... 
Clerk  of  Crown  and  permanent  secretary  to  the 
Lord  Chancellor 

Heads  of  legal  departments  or  branches 

Deputy  heads  of  departments  or  branches 

Principal  assistant  solicitor  

Assistant  solicitor 

Senior  legal  assistant  

Legal  assistants; — . x aAT 

(a)  on  confirmation  of  appointment  at  age  30  \ 

(b)  during  probation  (ages  26-30)  J 


6,000 

6,000 


18 

Fixed  rates  from 

3,400-5,000 

6 

Fixed  rates  from 

3,000-4,000 

6 

3,400 

92 

2,200-2,700 

217 

1,655»-2,100 

f 1,140-1,550 

259 

\ 875-1,010 

600 

.minimum  of  the  scale  of  LegaJ  AssistotitJon  confirmation)  is  linked  to 

age  30,  minus  £30  or  £35  for  each  year  below  that  age. 

* See  footnote  to  Table  A. 
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Recruitment 

Recruitment  is  almost  exclusively  by  competitive  interview  to  the  basic  grade 
of  legal  assistant.  Candidates  for  posts  in  the  English  Departments  must  be 
barristers  called  to  the  English  Bar,  or  solicitors  -admitted  in  England.  (For 
Scottish  Departments  a candidate  must  -be  an  admitted  advocate  or  qualified  writer 
to  the  Signet  or  solicitor  in  Scotland.)  Candidates  must  not  -be  less  than  26  and 
not  more  than  40  years  of  age.  The  normal  -period  of  probation  is  one  year,  and 
when  -this  has  been  satisfactorily  completed  a legal  assistant  -proceeds  to  the  higher 
scale  on  confirmation  of  appointment. 

Royal  Commission  views 

The  Royal  Commission  in  their  Report  said : — 

“We  think  that  in  view  of  the  limited  extent  to  which  lawyers  are  found 
in  graded  structures  in-  salaried  employment  outside  the  Civil  Service,  com- 
parison with  salaried  members  of  the  profession  and  nothing  else  cannot  be 
regarded  as  satisfying  ithe  principle  of  fair  comparison.  At  the  same  time 
we  do  not  think  -that  earnings  in  private  practice  should  be  the  primary 
criterion  -for  settling  the  pay  -of  the  class  as  a -whole.  The  starting  rate  for 
recruits  to  .the  legal  Civil  Service  should  -be  settled,  so  far  as  possible  by 
reference  to  outside  rates  and  earnings. 

For  the  most  part,  however,  the  pay  of  the  legal  class  must  be  determined: 
largely  on  the  basis  -of  internal  relativities. 

We  doubt  whether  even  a substantial  improvement  in  the  financial  attractions 
offered  by  the  Civil  Service  would  make  a great  deal  of  difference  to  recruit- 
ment, in  so  far  as  the  Service  is  seeking  to  recruit  young  -men  from  -the  Bar. 
The  conditions  of  working  life  in  -the  Civil  Service  and  in  private  practice  are 
-entirely  different  and  the  choice  of  career  is  likely  to  -be  determined  by  the 
kind  of  life  for  which  a man  has  the  taste  rather  .than  by  financial  considera- 
tions. The  young  man  ait  the  Bar  -may  have  to  struggle  for  some  years  before 
he  earns  enough  to  keep  himself  and  -has  to  supplement  his  income  by  the 
occasional  fees  he  is  .able  to  obtain  by  lecturing,  co-aching  and  writin-g. 
Nevertheless  even  with  the  -assured  income,  the  security  and  the  equable- 
conditions  which  it  gives,  the  Civil  Service  does  not  always  appeal  to  him. 
The  individual  freedom,  the  excitement  and  fascination  of  the  life  at  the  Bar 
are  preferred  by  h-im  and  he  clings  to  the  ambition  and  -belief  that  one  day 
he  will  perhaps  figure  among  the  leaders  of  -the  profession  and  attain  even 
to  the  Bench.  It  is  mot  disparaging  in  any  wise  -the  great  importance  and 
interest  of  the  work  of  the  legal  -branches  of  the  Civil  Service  to  say  t-hat 
that  work  has  not  the  appeal  which  private  practice,  with  all  its  possibilities  and 
risks  and  its  individual  -power  and  influence,  has  for  -many  -men  in  the 
profession.” 


Duties 


APPENDIX  G 
MEDICAL  OFFICERS 


Medical  officers  are  employed  on  a wide  range  of  duties  which  include:  — 

(а)  The  clinical  examination  of  cases  similar  to  -those  found  in  medical  practice 

generally ; 

(б)  the  general  supervision  of  the  medical  aspects  of  the  National  Health 
Service ; 

(c)  advising  on  the  prevention,  control  or  treatment  o-f  industrial,  .infectious  and 
other  -diseases  and  on  major  health  issues ; . 

(if)  health  organisation  in  industrial  establishments  such  as  those  of  the 
Ministry  of  Supply ; 

(e)  the  medical  (including  psychiatric)  treatment  of  prisoners. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  H.M.  TREASURY,  MINISTRY  OF  HEALTH 
AND  DEPARTMENT  OF  HEALTH  FOR  SCOTLAND 


781 


Numbers  and  Pay 


Grade 


Number 
of  Posts 


Chief  Medical  Officer  (Ministry  of  Health) 

Chief  Medical  Officer  (Department  of  Health  for 

Scotland)  

Chief  Medical  Officer  (Ministry  of  Pensions  and 
National  Insurance,  Treasury  Medical  Service) ... 

Deputy  Medical  Adviser  (Ministry  of  Health) 

Chief  Medical  Officer  (Colonial  Office)  

Deputy  Chief  Medical  Officer  (Ministry  of  Pensions 
and  National  Insurance,  Department  of  Health 

for  Scotland) 

Principal  Medical  Officer  (Ministry  of  Health) 

Senior  Medical  Officer,  Senior  Commissioner  (Board 
of  Control  England  and  Wales)  

Chief  Inspector — Cruelty  to  Animals  (Home  Office) 

Principal  Medical  Officers  including  the  following 
posts : — 

1 Director  of  Medical  Services  (Prison  Com- 
mission) 

1 Chief  Medical  Statistician  (General  Registrar’s 
Office) 

1 Chief  Medical  Officer  (Ministry  of  Supply) 

1 Senior  Medical  Inspector  (Ministry  of  Labour) 

1 Principal  Medical  Inspector  (Ministry  of 
Power) 

2 Medical  Senior  Commissioners  (Board  of 
Control  England  and  Wales) 

Senior  Medical  Officers  

Medical  Officers  


1 

1 

2 

2 

1 

3 

4 

1 

1 

28 


99 

407 


Pay  ( London  Male 
and  Female  Rates ) 
£ 

5,000 

3,750 

3,750 

3,750 

3,600 

3,400 

3,400 

3,400 

2,700 

3,000 


2,700 

l,825*-2,350 


550 


^The  minimum  of  the  scale  for  the  medical  officer  in .tig 

to  age  35  and  is  subject  to  increase  at  the  rate  of  one leduction  at  the 

be.ow). 


Recruitment  . , T. 

•Recruitment  is  usually  ^y  competitive  over.  ° The  lower  age 

of  entry  has  rarely  'been  below  32  and  Occasionally  it  has  been  necessary 

* See  footnote  to  Table  A. 
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Royal  Commission  Views 

The  Royal  Commission  said:  — 

“ While  it  is  reasonable  in  our  view  to  have  some  regard  to  the  standards 
of  remuneration  of  general  practitioners  and  consultants  in  the  National 
Health  Service,  we  think  that  the  type  of  work  and  conditions  of  employment 
of  the  practising  doctor  differ  materially  from  those  of  most  civil  service 
medical  officers.  The  typical  practitioner  is  commonly  drawn  to  his  profession 
by  a sense  of  vocation  for  that  profession.  The  pattern  of  his  working  life 
is  entirely  different  from  the  more  equable  conditions  surrounding  the  adminis- 
trative or  quasi-administrative  duties,  important  as  they  are,  of  medical  officers 
in  the  Civil  Service.  There  seems  therefore  to  be  a considerable  element  of 
seif-selection  at  a reasonably  mature  age  among  those  doctors  who  decide  to 
enter  the  Civil  Service  rather  than  to-  serve  the  community  through  the 
exacting  but,  to  many,  more  satisfying  demands  of  active  practice.  Considerable 
weight  should  be  given  in  settling  the  remuneration  of  this  class  to  the 
standards  obtaining  for  doctors  in  salaried  employment  in  the  more  comparable 
conditions  of  local  government  service  and  in  the  rapidly  growing  field  of 
industrial  medicine”. 

Special  Merit  Promotion 

There  are  arrangements  for  promoting  to  the  next  higher  grade  a medical  officer 
who  carries  personal  responsibilities  substantially  heavier  than  those  normally  falling 
to  others  of  his  grade  and  which  can  only  be  discharged  because  of  his  specie 
knowledge  or  experience.  The  promotion  is  personal  to  the  officer  concerned. 
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MACHINERY  FOR  REVIEWING  PAY  IN  THE  HIGHER  CIVIL  SERVICE 
Memorandum  by  the  Treasury 

1.  The  Staff  Side  of  the  Civil  Service  National  Whitley  Council  have  submitted  a 
Memorandum  on  this  subject.  Since  this  Memorandum  deals  at  length  in  Part  I 
with  the  Staff  Side’s  submissions  to  the  Priestley  Commission,  the  Treasury  think 
that  the  Royal  Commission  on  Doctors’  and  Dentists’  Remuneration  may  wish  to 
have  a fuller  account  of  the  Treasury’s  submissions  on  the  same  subject. 

2.  At  the  second  day’s  hearing  Treasury  witnesses  were  questioned  (Questions 
248  to  250)  on  the  case  for  consenting  to  arbitration  above  the  compulsory  arbitrable 
limit.  At  the  Priestley  Commission’s  request  the  Treasury  put  in  a paper,  reproduced 
in  Appendix  I to  the  Minutes  of  Evidence — submitted  to  the  Priestley  Commission. 
This  paper  is  annexed  to  this  memorandum.  It  recites  the  history  of  arbitration 
arrangements  in  the  Civil  Service  and  of  the  arbitration  limit,  and  goes  on  to  say : — 

“ Successive  Governments  have  always  taken  the  view  that  posts  at 
managerial  level  should  not  be  subject  to  compulsory  arbitration.  Senior  civil 
servants  occupy  a delicate  position  as  Advisers  to  Ministers  on  all  questions 
of  Government  policy.  And  it  would  not  be  right  or  appropriate  that  persons 
who  occupy  this  position  and  are  engaged  on  these  duties  should  have  the  right 
to  take  the  Government  to  compulsory  arbitration. 

The  next  question  is  where  the  line  should  be  drawn.  In  the  Treasury  view 
it  is  right  to  draw  the  line  as  at  present  so  as  to  exclude  from  compulsory 
arbitration  Assistant  Secretaries  and  grades  on  similar  salaries  in  the  other 
Classes.  At  this  point  a marked  change  takes  place  in  the  nature  of  the 
responsibilities  carried.” 

3.  When  Treasury  witnesses  were  examined  again  on  the  21st  day  Sir  Edward 
(now  Lord)  Bridges  (Questions  3185  to  3195)  put  forward  his  personal  suggestion 
that  there  should  be  a Standing  Advisory  body  to  advise  the  Government  on  the  pay 
of  the  Higher  Civil  Service,  that  the  Staff  Side  should  not  be  formally  consulted 
about  its  membership  and  that  only  the  Government  should  have  the  right  to  set  it 
in  motion. 

4.  In  Part  I of  the  Staff  Side’s  submission  there  is  also  a reference  in  paragraphs 
7 to  10  to  a number  of  occasions  in  which  special  arrangements  have  been  made 
to  resolve  differences  of  opinion  between  the  Official  and  Staff  Sides  about  the 
remuneration  of  Higher  Civil  Servants.  The  Treasury  wishes  to  make  .two 
observations : — ■ 

(a)  Sir  Alexander  Gray’s  role  in  the  matter  referred  to  in  paragraph  9 was 

described  as  that  of  umpire  and  the  proceedings  as  “ informal  arbitration  ”. 
His  report  put  forward  what  he  described  as  his  “opinion”  and  it  was 
accepted  by  the  Treasury. 

(b)  The  investigations  by  the  Charley  and  Gardiner  Committees  did  not  con- 

stitute arbitration.  The  Committee  tendered  advice  which  the  Government 
were  free  to  accept  or  reject.  The  same  is  true  of  fthe  Standing  Advisory 
Committee  on  the  Higher  Civil  Service  under  the  Chairmanship  of  Lord 
Coleraine  appointed  on  the  recommendation  of  the  Priestley  Commission. 


ROYAL  COMMISSION  ON  THE  CIVIL  SERVICE 
CIVIL  SERVICE  ARBITRATION  AGREEMENTS : SALARY  LIMITS 
Note  by  the  Treasury 

1.  During  the  1914-18  war,  a Conciliation  and  Arbitration  _ Board  for  Government 
Employees  was  set  up  to  deal,  by  way  of  conciliation  or  arbitration,  with  claims  for 
increased  remuneration  made  by  non-industrial  civil  servants.  This  Board  was, 
however,  precluded  by  its  terms  of  reference  from  entertaining  applications  for 
permanent  increases  in  salary  (i.e.  as  distinct  from  temporary  increases  due  to  war 
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conditions)  from  the  more  highly  paid  classes  of  employees.  The  classes  so  excluded 
were  (those  with  fixed  salaries  of  £500  or  more,  or  scales  with  maxima  of  £500  or 
more  (excluding  bonus  in  each  case). 

2.  The  Board  was  abolished  in  1922,  but  in  1923  the  Government  agreed  in  prin- 
ciple that  Civil  Servants  should  be  entitled  as  of  right  to  take  pay  claims  to  arbitra- 
tion, the  outcome  of  which  the  Government  would  regard  as  binding : and  a Com- 
mittee of  the  National  Whitley  Council  was  appointed  to  frame  a suitable  scheme. 
(The  right  so  conceded  has  come  to  be  known  in  Civil  Service  parlance  as  the  right 
of  “ compulsory  arbitration  ”.)  Negotiations  were  prolonged,  and  one  of  the  points 
in  dispute  wias  the  fixing  of  a salary  limit  above  which  the  right  of  compulsory 
arbitration  would  not  be  conceded.  Agreement  was  eventually  recorded  in  1925, 
and  this  was  the  first  of  the  series  of  arbitration  agreements  on  which  the  present 
machinery  depends.  The  agreement  resulted  in  a field  for  compulsory  arbitration, 
substantially  wider  in  a number  of  respects  than  the  field  covered  by  the  war-time 
Conciliation  and  Arbitration  Board,  in  particular  as  regards  the  limits  of  salary. 
Compulsory  arbitration  was  excluded  in  the  case  of  classes  with  fixed  salaries  in 
excess  of  £700  basic  and  salary  with  minima  of  £700  basic  or  more,  but  it  was 
provided  that  claims  in  respect  of  classes  above  these  limits  could  be  submitted  to 
arbitration  with  the  consent  of  both  parties.  (This  is  known  as  “ voluntary  arbitra- 
tion ”.)  In  the  negotiations  leading  up  to  this  agreement,  the  Official  Side  had  in 
mind  that  the  salary  limits  would  exclude  from  compulsory  arbitration  the  con- 
trolling or  managerial  grades.  Under  this  agreement  there  was  still  excluded  from 
compulsory  arbitration  the  grade  of  Administrative  Principal,  whose  scale  at  that 
time  was  £700-£900  basic. 

3.  The  Royal  Commission  on  the  Civil  Service  (1929-31),  whose  terms  of  reference 
invited  them  to  consider  “ the  machinery  for  ithe  discussion  and  settlement  of  ques- 
tions relating  to  conditions  of  service”,  recommended  that  the  limit  should  be 
changed  so  as  to  allow  compulsory  arbitration  to  classes  with  fixed  salaries  noit 
exceeding  £1,000  a year  consolidated  or  salary  scales  with  maxima  not  exceeding 
£1,000  a year  consolidated.  This  recommendation,  if  adopted,  would  still  have 
excluded  from  compulsory  arbitration  the  grade  of  Administrative  Principal,  for 
which  the  Tomlin  Commission  recommended  a salary  scale  of  £800-£1,100 
consolidated. 

4.  The  recommendation  was,  however,  not  adopted.  One  difficulty  was  that  it 
would  have  excluded  from  arbitration  some  grades  previously  eligible  for  it.  After 
prolonged  discussion,  it  was  agreed  in  1939  to  adhere  to  the  previous  basis  of  deter- 
mining the  limit  by  reference  to  the  minimum  of  the  scale  of  the  grade,  but  to  sub- 
stitute £850  consolidated  for  £700  basic.  One  effect  of  this  decision  was  to  include 
the  grade  of  Administrative  Principal  within  the  field  of  compulsory  arbitration 
for  the  first  time. 

5.  The  limit  was  reviewed  when  post-war  consolidated  salaries  were  determined. 
After  negotiation  it  was  agreed  in  1947  that  the  limit  should  be  related  primarily 
to  'the  maximum  of  the  scale,  but  regard  should  be  had  to  the  minimum  also.  The 
effect  of  this  agreement  was  to  exclude  from  arbitration,  except  with  the  consent 
of  both  sides,  any  grades  on — 

{a)  fixed  salaries  exceeding  £1,300  ; 

( b ) scales  with  both  a maximum  above  £1,300  and  a minimum  of  £1,150 
or  more. 

This  agreement  was  subject  to  an  understanding  that — •. 

<i)  the  limit  would  tbe  looked  at  again  in  the  light  of  any  increases  which  might 
be  awarded  on  an  Executive  class  salary  claim  then  pending ; 

(ii)  it  would  be  the  disposition  of  the  Treasury  to  agree  to  voluntary  arbitration 
above  the  limit  wherever  they  could,  and 

(iii)  they  would  especially  be  so  disposed  on  any  occasion  where  arbitration 
proceedings  in  respect  of  grades  below  the  limit  would  be  hampered  for 
the  parties  or  for  the  Tribunal,  unless  a closely  associated  grade  above 
the  limit  was  also  within  the  scope  of  the  proceedings. 
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6.  In  1951  the  limits  were  raised  to  take  account  of  pay  increases  so  as  to 
substitute  £1,450  for  £1,300  and  “above  £1,200”  for  “£1,150  or  more”  in  the 
1947  agreement. 


7.  A limit  above  which  claims  may  not  go  to  arbitration  without  the  consent 
of  both  parties  has  therefore  been  a consistent  feature  throughout,  though  the  salary 
figure  has  been  revised  from  time  to  time,  primarily  to  take  account  of  salary 
increases. 

8.  Successive  Governments  have  always  taken  the  view  that  posts  at  managerial 
level  should  not  be  subject  to  compulsory  arbitration.  Senior  civil  servants  occupy 
a delicate  position  as  advisers  to  Ministers  on  all  questions  of  Government  policy. 
And  it  would  not  be  right  or  appropriate  that  persons  who  occupy  .this  position 
and  are  engaged  on  these  duties  should  have  the  right  to  take  the  Government  to 
compulsory  arbitration. 

9.  The  next  question  is  where  the  line  should  be  drawn.  In  the  Treasury  view 
it  is  right  to  draw  the  line,  as  at  present,  so  as  to  exclude  from  compulsory  arbitra- 
tion Assistant  Secretaries  and  grades  on  similar  salaries  in  the  other  classes.  At 
this  point  a marked  change  takes  place  in  the  nature  of  the  responsibilities  carried. 
To  take  the  Administrative  Class  as  an  example,  the  Principal  grade,  though  it 
carries  considerable  responsibilities  and  often  makes  a contribution  to  many  matters 
of  high  importance,  is  engaged  mainly  on  the  “ bread  and  butter  ” work  of  an 
administrative  Division  or  Branch.  The  Assistant  Secretary,  on  the  other  hand, 
is  usually  responsible  for  the  general  management  of  a Division  or  Branch,  and 
is  often  concerned  with  matters  of  high  policy,  sometimes  in  direct  contact  with 
Ministers.  For  these  reasons,  the  Treasury  consider  that  the  Assistant  Secretary 
grade  is  essentially  a part  of  the  managerial  element  of  Government,  with  status 
and  responsibilities  sufficiently  high  to  justify  its  being  placed  above  the  line 
which  divides  the  broad  mass  of  the  Service,  with  its  right  to  compulsory  arbitration, 
from  tbe  highest  grades,  which  require  special  treatment.  The  recommendation 
of  the  Tomlin  Commission  on  this  point,  referred  to  in  paragraph  3 above,  is 
consistent  with  this  view,  and,  in  the  Treasury’s  submission,  it  would  not  be 
justifiable  to  draw  'the  line  to-day  above  the  Assistant  Secretary  grade,  unless  it 
were  to  be  established  that  the  duties  and  responsibilities  of  that  grade  are  now 
markedly  lower  than  they  have  been  in  the  past. 


10  These  arguments  do  not  apply  in  the  same  degree  to  grades  in  other  classes 
parallel  with  the  Assistant  Secretary  grade,  but  it  seems  to  the  Treasury  only 
sensible  to  deal  with  this  matter  by  reference  to  salary  levels,  and  therefore  to 
draw  the  line  at  the  same  point  in  the  salary  structure  of  all  classes.  


11  But  although  the  Government  decline  to  give  a right  of  compulsory  arbitration 
to  the  higher  grades  of  the  Service,  that  does  not  mean  that  they  are  unwilling 
ever  to  submit  the  question  of  their  remuneration  to  the  independent  judgment 
of  a third  party.  On  the  contrary,  they  do  so  freely.  The  submission  to  the 
present  Royal  Commission  is  only  the  latest  example  of  a large  number  of  similar 
references — for  instance,  the  Ohorley,  Gardiner  and  Howitt  Committees,  to  name 
only  .post-war  examples. 


12.  The  formal  differences  between  such  references  as  these  and  a right  to 
compulsory  arbitration  are,  first,  that  the  initiative  in  instituting  the  enquiry  rests 
with  the  Government,  not  the  staff ; and  second,  that  the  Government  do  not 
bind  themselves  in  advance  to  accept  any  recommendations  which  may  emerge. 
But  there  is  a perhaps  more  important  difference.  In  determining  the  salaries 
of  the  higher  Civil  Service,  wider  and  less  tangible  considerations  have  to  be  taken 
into  account  than  fail  to  be  considered  by  the  Arbitration  Tribunal  m the  ordinary 
ran  of  salary  claims.  And  a Commission  or  Committee  which  can  summon 
witnesses  and  collect  evidence  on  its  own  initiative,  of  .a  kind  not  always  available 
to  parties  engaged  in  negotiations  and  arbitration,  is  much  better  equipped  to 
conduct  a comprehensive  enquiry  and  reach  a correspondingly  authoritative 
conclusion. 
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13  It  is  true  that  enquiries  of  this  sort  take  some  time  and  are  not  very 
frequent'  but  for  the  reasons  given  in  earlier  evidence,  the  Treasury  hold  that 
very  frequent  reviews  of  the  salaries  of  higher  civil  servants  would  be  undesirable. 
And  they  consider  that,  provided  the  Government  are  always  walling  to  appoint 
an  authoritative  body  whenever  there  is  real  cause  to  .believe  that  a review  should 
be  undertaken,  the  higher  grades  of  the  Service  will  be  assured  of  fair  treatment 
and  would  not  themselves  wish  to  press  for  compulsory  arbitration. 

Cases  above  the  arbitrable  limit  which  have  been  allowed  to  go  to  arbitration 

14.  Claims  in  respect  of  classes  and  grades  whose  salaries  are  outside  the 
arbitrable  limits  are  not  allowed  to  go  to  arbitration  “ except  with  the  consent  of 
both  parties”.  In  considering  whether  their  consent  should  be  given  the  Official 
Side  have  had  regard  to  the  understanding  reached  with  the  Staff  Side  towards 
the  end  of  1947  (see  paragraph  5 above). 

IS  A list  of  the  claims  which,  since  1948,  have  been  allowed  to  go  to  arbitration, 
despite  the  fact  that  they  were  outside  the  limits,  is  given  in  the  Annexure  to  this 
paper. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


ANNEXURE 


EVIDENCE  OF  H.M.  TREASURY,  MINISTRY  OF  HEALTH 
AND  DEPARTMENT  OF  HEALTH  FOR  SCOTLAND 


787 


QO 
<S  CS 
>n  m 

o 

VO 

a 

CO 

>o 

cs 

sf 

o 

t- 

co 

o 

<n 

V5 

o 

«n 

o 

o 

E 

73 

W 

i © 

CS  NO 

© 

4 

«n 

r~ 

8 

© 

<± 

cs 

cs 

£ 

CS 

5H3 

3 

3 

E 

<3 

<3 

<3 

a 

Grade 

Keeper 

Deputy  Keeper 
[National  Gallery] 

iperintending  Inspectors 
[Ministry  of  Labour] 

Deputy  Keepers 
[P.R.O.] 

Conservator 
[Forestry  Commission] 

irector  of  Communicatic 
[Home  Office] 

Dental  Officers 

Principal  Officers 
Deputy  Chief 
Consultative  Officers 
[Ministry  of  Transport] 

Principal  Examiners 
[Board  of  Tradel 

CO 

0 

o 

CO 

Date 

oo 

sr 

o 

£ 

o 

ON 

ON 

cs 

m 

On 

On 

CO 

«o 

3 

So 

3 

>> 

! 

rO 

1 

'G 

a 

So 

§ 

«H 

3 

1—5 

l— 5 

•— > 

a 

< 

0 

0 

fe 

*d 

cs 

NO 

225 

£ 

< 

O', 

<N 

CS 

CS 

Compulsory  Arbitration  Lim 

S3 

S8 

On 

m o 

l-H  > 

_T  O 

h>-S 

$3 

og 

Oh 

©^ 

" o 
$■8 

§ 

58 

BS 

So 
2 o 

3li 

p 

58 

u CO 
Oh 

o« 

in  O 
2 O 

3-s 

p 

§8 

Oh 

©* 
>n  4) 

2 o 
*?■§ 

§ o 
_g  b 

d c3 

§1 

^<3 

gg 

i! 

8° 

gs 

gg 

i! 

it  Rate:  £1,300 
ale:  both  minimum- 
and  maximum  ; 

at  Rate:  £1,300 
ale:  both  minimum- 
and  maximum 

at  Rate:  £1,300 
ale:  both  minimum- 
and  maximum 

at  Rate:  £1,300 
;ale:  both  minimum: 
and  maximum 

[at  Rate:  £1,300 
;ale:  both  minimum 
and  maximum 

lat  Rate:  £1,450 
;ale:  both  minimum 
and  maximum 

lat  Rate:  £1,450 
sale:  both  minimum 
and  maximum 

lat  Rate:  £1,450 
cale:  both  minimum 
and  maximum 

Ew 

few 

Ew 

few 

few 

few 

few 

few 

Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


788 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


Examination  of  Witnesses 

Sir  Thomas  Padmore 
Mr.  A.  J.  D.  Winnifrith 

on  behalf  of  H.M.  Treasury. 

Sir  John  Hawton 
Dame  Enid  Russell-Smith 
Mr.  D.  A.  V.  Allen 

on  behalf  of  the  Ministry  of  Health. 

Mr.  J.  Anderson 
Mr.  N.  W.  Graham 

on  behalf  of  the  Department  of  Health  for  Scotland. 

Mr.  J.  L.  Nicholson 

on  behalf  of  the  Central  Statistical  Office. 

Called  and  Examined 


3463.  Chairman:  Sir  John,  I would 
like  to  start  by  thanking  you  for  the 
amount  of  trouble  that  has  been  taken 
first  of  all  in  preparing  the  factual  memo- 
randum which  we  got  last  July,  after 
what  seemed  to  have  been  some  delay ; 
it  has  been  well  worth  waiting  for.  It 
has  really  not  been,  challenged  as  to  facts 
so  far  and  it  has  been  extremely  useful 
throughout.  I would  also  like  to  thank 
you  for  the  trouble  you  have  taken  m 
preparing  .this  detailed  volume  of  raphes 
to  the  questions  that  we  sent  out  to  you 
in  the  fairly  early  stages  of  our  enquiry 
when  we  had  not  quite  focused — as  we 
now  have — on  some  of  the  more  im- 
portant issues.  However  this  covers  a 
good  many  of  them.  I understand  that 
you  would  prefer  us  to  stick  to  the  order 
of  the  topics,  broadly  speaking,  with 
certain  exceptions  to-  suit  the  statistical 
experts  whom  we  propose  to  take  this 
afternoon,  as  a matter  of  convenience  to 
both  sides.  But  if  we  do  this  we  shall 
probably  want  to  switch  about  a bit 
from  one  topic  to  -another,  and  then  at 
the  end  we  may  wish  to  go  back  and 
ask  more  questions  about  any  point 
which  we  may  have  missed  in  this  way. 

That  would  suit  you  best,  would  it? 

Sir  John  Hawton : Yes,  we  are  entirely 
in  your  hands. 

3464.  Thank  you  very  much.  I think 
on  previous  occasions  I have  explained 
to  others  who  have  come  before  us  that 
if  we  appear  to  press  them  fairly 
thoroughly  on  the  points  they  have  put 
to  us  it  does  not  mean  necessarily  that 
we  do  not  believe  them  or  that  we  are 
hostile,  and  equally  if  we  do  not  follow 


up  all  the  points  which  have  been  men- 
tioned it  does  not  mean  that  we  neces- 
sarily accept  that  point  of  view.  I think 
I should  say  the  same  thing  to  the 
Government,  although  no  doubt  you  are 

aware  of  it  already. Yes,  we  quite 

understand. — Sir  Thomas  Padmore : I 
wonder  if,  before  we  begin  on  the  busi- 
ness of  the  day,  I might  say  a word  about 
two  general  points  which  I think  are 
relevant  to  what  you  have  just  said  about 
the  way  in  which  the  Commission  pro- 
poses to  proceed.  The  first  point  I 
wanted  to  mention  relates  to  the  position 
of  the  Departmental  witnesses  who  are 
before  you  now.  I would  say  this, 
primarily  on  behalf  of  my  Treasury  col- 
league and  myself — and  I think  it  also 
goes  for  my  colleagues  from  other  De- 
partments'— that  we  do  not  suppose  it 
to  be  the  wish  of  the  Commission  or  our 
duty,  in  what  we  shall  say  in  evidence, 
despite  the  fact  that  we  speak  as  it  were 
on  behalf  of  and  as  representing  the 
Government — -we  do  not  conceive  lit  to 
be  our  duty  to  attempt  to  adopt  an  atti- 
tude of  complete  neutrality  on  all  the 
questions  that  we  shall  be  considering. 

3465.  Certainly. It  seems  to  us  that 

there  are  things  here,  as  in  any  other 
walk  of  life,  to  be  said  on  both  sides. 
There  are  arguments  and  contentions 
that  can,  be  advanced,  and  have  been 
advanced,  in  favour  of  the  interests  of  the 
medical  and  dental  professions,  and  there 
are  also  things  to  be  said  on  the  other 
side.  Because  the  representatives  of 
those  professions  are  in  no-  need  of 
assistance  from  us  as  regards  the  first 
category  of  evidence,  we  have  supposed 
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that  it  would  be  the  wish  of  the  Com- 
mission that  we  should  address  ourselves 
primarily  to  (putting  before  you  the 
contrary  contentions,  since  it  is  obviously 
right  that  the  Government — on  behalf,  if 
you.  like,  of  the  taxpayer  who  stands 
behind  the  Government — should  take  this 
opportunity  of  stressing  primarily  the 
contentions  that  I have  mentioned,  those 
that  are  contrary  to  those  contentions 
which  are  made  on  behalf  of  and  in 
■favour  of  the  two  professions.  But 
although  that  is  the  general  line  that  we 
had  supposed  it  would  be  the  desire  of 
the  Commission  that  we  should  take,  I 
would  like  to  say  that  we  should  none 
of  us  like  it  to  be  thought  on  this  account 
that  anything  we  may  say  implies,  either 
in  the  Government  itself  or  in  the  De- 
■partments,  that  there  is  any  desire  to  see 
anything  but  an,  entirely  fair  and  just 
i settlement  arising  from  the  work  of  this. 
.Commission ; or  still  less  that  there  is 
any  kind  of  hostility  in  those  places 
towards  these  two  great  professions  and 
towards  the  National  Health  Service.  It 
is  simply  that,  on  the  assumption  that  the 
path  of  wisdom  may— -as  it  so  often  does 
—lie  between  contentions  that  may  be  ad- 
vanced on,  either  side,  we  conceived  it  our 
duty  in  the  main  to  put  forward  what 
might  be  called  the  reverse  side  of  the 
medal  rather  than  the  side  .that  has  been 
and  is  being  presented  by  the  professions 
and  the  Service.  If  I may  say  so,  we 
supposed  it  to  be  the  duty  of  the  Com- 
mission rather  than  our  own  to  weigh  the 
arguments  one  against  the  other  and  to 
find  a fair  solution.  I am  sorry  to  have 
taken,  so  long  about  this,  and  no  doubt 
it  is  all  very  obvious ; but  I wanted  to 
•ask  your  permission  to  get  it  on  the 
record  lest  our  principles  and  what  we 
might  say  'might  be  misunderstood.  The 
other  thing  -is  simply  that  the  Treasury 
appears  here  this  morning,  happily  in  a 
quite  secondary  role.  Anything  that  has 
directly  to  do  with  the  members  of  .the 
medical  and  dental  professions  in  the 
National  Health  Service  is  primarily  the 
business  of  the  Health  Departments ; and 
in  all  those  matters,  with  your  permission, 
they  will  fake  the  lead.  The  Treasury 
will  give  any  help  it  can  and  we  will, 
again  with  your  permission,  take  the  lead 
on  those  questions  affecting  such  other 
Departments  as  are  outside  the  Ministry 
of  Health. 

3466.  Thank  you,  Sir  Thomas.  I think 
T'  can  say  that  the  Commission  were  very 
'glad  to  see  that  in  many  of  the  papers 
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there  was  no  weak  neutrality ; quite 
definite  points  of  view,  into  which  we 
could  get  our  teeth,  have  been  put 
forward,  and  we  appreciate  that.  Also 
we  appreciate  the  point  as  regards  the 
fact  that  the  Treasury  speak  on  some 
subjects  and  the  Departments  on  others. 

Sir  John,  it  would  seem  to  us  that 
a generally  satisfied  profession  as  a 
whole  must  be  one  of  the  most  impor- 
tant things  of  all.  Would  you  feel  that 
that  is  so — that  there  must  be  confidence 
between  the  professions  and  die  Govern- 
ment?  Sir  John  Hawton:  I should 

have  thought  that  was  the  most  impor- 
tant thing  possible,  if  it  is  achieved  on 
a fair  basis. 

3467.  Would  you  think  it  would  be 

possible  to  have  confidence  if  there  was 
not  a fair  basis? On  one  side,  no. 

3468.  And  was  that  to  some  extent 

the  intention  or  the  hope  that  arose  from 
the  appointment  of  the  Spens  Com- 
mittees— that  there  should  be  established 
conditions  that  would  lead  to  permanent 
satisfaction  in  the  Health  Service 
between  the  profession  and  the  Govern- 
ment?  It  was  certainly  the  hope,  but 

it  would  not  be  fair  to  say  that  the 
whole  purpose  of  establishing  the  Spens 
Committees  was  simply  that.  That  was 
the  hope,  that  that  would  be  the  result, 
but  as  regards  the  purpose  I think  it 
might  be  put  more  simply  in  this  way. 
There  has  been  so  much  confusion.  I 
think,  between  the  profession  and  our- 
selves— I am  attributing  no  blame  to 
either  side — as  regards  the  position  of 
the  Spens  Reports  and  the  Danckwerts 
Award  that  I think  it  is  worth  trying 
to  get  it  down  to  fundamentals.  The 
point  is  that  we  were  starting  in  1948 
a service  which  had  never  existed  before, 
and  of  a kind  which  had  never  existed 
before.  We  knew,  in  spite  of  some 
things  which  were  said,  that  'the  bulk 
of  the  professions  with  which  we  were 
concerned  would  in  fact  be  affected  by 
it  and  would,  to  varying  degrees,  take 
part  in  it.  Our  problem  therefore  was 
to  find  some  guidance  as  to  the  fair 
terms  to  offer  on  which  their  participa- 
tion could  be  based.  So  we  appointed 
independent  committees,  the  Spens  Com- 
mittees, in  order  to  advise  on  this  matter. 
They,  as  you  know,  advised  us  first 
what  they  thought  would  have  been  fair 
in  1939  by  adjusting  what  in  fact  was 
the  position  in  1939,  and  then,  they  said 
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— and  this  perhaps  has  been  the  bone 
of  contention — “ We  leave  it  to  others  ” 
— presumably  meaning  the  Government 
— “ to  decide  what  alteration  from  1939, 
as  adjusted  to  the  post-war  conditions 
of  service  of  1948,  should  be  the  proper 
betterment  factor  *’. 

3469.  You  say  presumably  meaning 

the  Government.  That  is  so,  is  it? 

I should  qualify  that — the  Government, 
presumably  in  consultation  with  the 
professions ; that  is  to  say,  the  Govern- 
ment, being  the  paymasters,  presumably 
with  the  professions  in  consultation,  have 
to  settle  it.  The  point  I am  making  is 
that  the  Spens  Committees  did  not  settle 
it ; and  that  is  to  my  mind  the  root  of 
a lot  of  our  troubles.  Putting  it  as 
shortly  as  I can,  the  problem  since  then 
has  been  a disagreement  as  to  the 
amount  of  betterment.  This  problem, 
in  the  case  of  the  general  medical  prac- 
titioners, went  on  so  long  that  it  was 
agreed  to  refer  it  to  an  adjudicator  to 
see  who  was  right  and  what  the  amount 
of  betterment  should  be.  That  is  your 
Danckwerts  Award.  The  parallel  to  that 
is  a negotiated  settlement  with  the 
general  dental  practitioners.  The 
Government  had  asked,  in  starting  the 
Service,  for  advice  as  to  how  to  start  it 
fairly.  They  were  told  they  had  not 
started  it  fairly.  They  went  on  trying 
to  get  a settlement  and  eventually 
referred  to  adjudication  on  the  one  hand 
and  a Whitley  agreement  on  the  other. 
That  is  the  Government’s  final  position. 
They  regard  that,  from  the  point  of  view 
of  the  Spens  Committees  and  the  Danck- 
werts Award,  as  a perfectly  normal 
commonsense  arrangement  which  has 
achieved  its  purpose.  Now  the  question 
arises  as  to  whether,  quite  apart  from 
that,  there  should  be  any  further 
adjustment ; there  is  a claim  from  the 
professions  for  this.  And  because  on 
the  one  side  the  profession  bases  every- 
thing on  the  notion  that  Spens,  with 
Danckwerts,  should  continue  for  all 
time  to  govern  professional  income — a 
(sort  of  continuous  insulation  against 
the  friction  of  life  which  other  profes- 
sions do  not  enjoy — because  of  that  it 
was  decided  that  the  only  rational,  or 
shall  I say  radical,  thing  to  do  was  to 
say,  “Let  us  look  at  this  right  from 
the  ground  up.  We  will  go  on  bicker- 
ing for  ages — let  us  look  at  this  and 
have  a complete  and  unbiased  enquiry 
into  the  whole  situation,  particularly  in 
relation  to  what  is  happening  in  other 


comparable  employments”.  And  that 
was  the  origin,  as  you  know,  Sir,  of  this 
Royal  Commission.  I just  wanted  to 
say  that,  because  there  is  so  much 
travesty  of  the  position  of  Spens  and  I 
wanted  to  get  that  on  to  the  record. 

3470.  Thank  you.  Now  we  will  go 
back  to  Spens  for  ia  bit.  Can  you  say 
why  there  were  three  Spens  Committees 
instead  of  one — because  they  did  pro- 
duce reports  on  rather  different  prin- 
ciples, and  the  subsequent  application  of 
the  “ leaving  to  others  ” was  dealt  with 

differently  in  the  three  cases? The 

three  committees  had  a common  chair- 
man but  different  memberships,  judged 
to  suit  the  subjects  with  which  they  were 
dealing.  We  did  not  think  at  .that  time 
that  one  committee  would  be  suitable 
for  all  those  subjects — the  general 
medical  practitioner,  the  consultant  and 
the  dental  practitioner  ; but  we  thought 
the  common  factor  of  a common  chair- 
man would  correct  .any  divergence. 

3471.  Looking  back  .on  it,  would  you 

think  that  was  wise? 1 think  it  was 

wise  to  have  a common  chairman. 

3472.  Yes,  I was  not  referring  to  that 
quite  so  much — I meant  to  have  different 
reports  and  different  interpretations 

thereafter. 1 .think  it  was  wise  to  have 

committees  suitably  constituted  for  the 
different  subjects,  yes. 

3473.  Yes.  Now  coming  to  the  report 

on  general  medical  practitioners’ 
remuneration,  which  was  the  first  one, 
was  it  not? Yes. 

3474.  That  would  seem  to  have  been 

to  a considerable  extent  a report  on 
distribution. No,  it  included  recom- 

mendations on  distribution,  but  its  pur- 
pose was  the  purpose  I tried  to  describe 
just  now. 

3475.  It  made  seven  recommendations, 

I think. Yes,  it  made  one  on  distri- 

bution, which  I think  has  not  been  able 
to  be  carried  out  under  the  present 
system  of  the  central  pool  and  which, 
as  far  as  I know,  we  have  not  been 
asked  by  the  profession  to>  carry  out, 
because  it  is  inconsistent  with  the  idea 
of  paying  out  of  a pool. 

3476.  The  Committee  did  in  fact  make 
seven  recommendations,  of  which  I think 
virtually  six  are  primarily  concerned  with 

distribution,  are  .they  not? 1 would 

like  Dame  Enid  to  answer  this  point. 
I hope  it  is  all  right  for  the  members  of 
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the  Commission  if  one  or  other  of  our 
members  answers  their  questions  on 
certain  subjects? 

3477.  I should  have  said  to  you,  Sir 
John,  that  from  this  side  you  are  liable 
to  receive  questions  from  any  quarter, 
and  we  expect  any  of  you  at  all  to  feel 
free  to  be  prepared  to  join  in.  While 
I am  primarily  addressing  my  questions 
to  you,  as  being  the  focus  of  it  all,  I 
would  like  any  of  your  colleagues  to 
feel  free  to  answer  questions  at  any 

time. Thank  you,  I am  very  glad 

of  that  and  I am  quite  sure  that  my 
colleagues  will  be  able  to  assist  you 
more  than  I can. — Dame  Enid  Russell- 
Smith : -In  sub-paragraph  3 of  their 
recommendations  the  Spens  Committee, 
Sir,  say  that  the  method  of  differentiation 
of  income  chosen  should  command  as 
far  as  possible  the  confidence  of  the 
profession.  The  profession  were  accus- 
tomed, under  the  old  Insurance  scheme 
which  preceded  the  National  Health 
Service,  to  the  capitation  system  of  re- 
muneration. It  was  one  which  in  general 
commanded,  their  confidence  and  one  to 
which  they  attached  very  great  import- 
ance. The  capitation  method  was  found 
to  be  incompatible  with  -the  degree  of 
control  which  would  be  needed  to  secure 
the  precise  type  of  spread  of  incomes 
which  the  Spens  Committee  originally 
had  in  mind,  so  in  adopting  that  method 
we  found  we  had  ruled  out  the  more 
precise  control  of  distribution  which  is 
contemplated  in  sub-paragraph  1 -of  the 
recommendations. 

3478.  Those  recommendations  on  page 
12  of  the  Report  are  really  almost  all  to 

do  with  distribution,  are  they  not? 

Yes. 

3479.  And  Spens  was  set  up  to  try  and 
secure  a particular  spread  of  incomes 

among  the  general  practitioners. He 

did  recommend  a spread  but,  as  I have 
tried  to  explain,  -i-t  was  found  that  if  we 
adopted  the  capitation  method  of  pay- 
ment, which  was  the  method  of  choice 
of  the  profession  and  one  which  had  been 
tried  out  over  many  years  in  the  Insur- 
ance scheme  and  tested- — that  could  not 
be  maintained  with  the  degree  of  control 
which  would  have  been  needed  to  secure 
precisely  this  spread  of  incomes  in  Spens. 
The  Commission  have  asked  for  figures, 
which  we  hope  shortly  to  be  putting 
before  them,  and  these  figures  will  illus- 
trate what  has  actually  happened  in 
practice,  and  -it  will  then  be  possible  to 
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compare  what  has  happened  in  practice 
with  the  sort  of  spread  of  incomes  which 
the  Spens  Committee  contemplated. — Sir 
John  Hawton:  You  say  that  the  purpose 
of  Spens  was  in  connection  with  distribu- 
tion. If  you  look  at  the  terms  of  refer- 
ence of  Spens,  of  course,  that  is  not 
mentioned. 

3480.  No ; it-  is  what  ought  to  be  the 
range  of  -total  professional  income,  with 
due  regard  to  the  normal  professional 

income  in  the  past  etc. 1 tried  to 

explain  the  object  earlier. 

3481.  Professor  Jewkes : Suppose  when 
we  get  the  additional  figures  it  is  proved 
that  .the  distribution  of  earnings  was 
very  different  from  that  which  had  been 
contemplated  by  Spens,  would  you  regard 
that  -as  a serious  weakness  in  the  present 
system  to  which  we  ought  to  turn  our 

minds? Dame  Enid  Russell-Smith : 

If  I may  say  so,  I think  that  if  that 
information  was  likely  to  show  a very 
wide  difference  from  this  sort  of  spread, 
we  would  have  heard  of  it  before  and 
we  would  have  done  something  about 
it.  While  I do  not  think  that  the  figures 
will  show  the  same  spread  as  Spens 
recommended,  I do  not  think  it  at  all 
probable  that  the  difference  will  be  very 
great. — Sir  John  Hawton : May  I add 
on  that  that  we  could  not,  I think,  feel 
that  the  fact  that  it  differs  from  the  Spens 
idea  of  distribution  was  an  -all-governing 
factor.  We  should  much  rather,  if  we 
had  to  have  advice  on  that,  have  the 
advice  of  this  Commission. 

3482.  Chairman : So  that  is  another 
matter  on  which  you  consider  that  Spens 
was  a means  of  starting  off  the  Service 

but  not  -of  continuing  it  forever? We 

cannot  accept  this  apparent  contention 
that  there  is  some  mystique  about  the 
Spens  Reports  for  all  time. 

3483.  At  what  stage  would  you  think 
that  the  profession  as -a  whole,  not  merely 
the  leaders  of  the  profession  but  the 
profession  as  a whole,  should  have 
realised  that  you  viewed  .the  Spens  Report 
purely  as  starting  off  -the  Service  rather 
than  as  providing  a permanent  and  rather 

precise  framework? We  have,  I think, 

answered  that  at  some  length  in  Appen- 
dices I and  II  of  our  memorandum, 
where  we  give  you  the  statements  made 
from  time  to  time  by  Ministers,  the 
Chancellor  and  others,  making  that 
abundantly  clear  ; but  in  fairness  I would 
say  at  n.o  time  has  it  been  accepted  by 
the  profession  as  far  as  I know. 
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3484.  The  first  of  those  statements 

really  was  in  July,  1946,  when  the  scheme 
as  a whole  was  pretty  certain  to  come 
into  operation? Yes. 

3485.  And  do  you  know  if  any  steps 
were  taken  then  beyond  that  statement 
to  make  the  Government’s  view 
abundantly  clear  to  the  profession  as  a 

whole? Perhaps  Dame  Enid  would 

answer  on  the  historical  part  of  that 
paper? — Dame  Enid  Russell-Smith  : I 
would  say,  Sir,  that  it  had  not  originally 
occurred  to  us  that  the  interpretation 
which  we  later  understood  the  pro- 
fession placed  on  this  Report — that 
is  that  the  remuneration  should,  as 
we  understand  is  the  contention,  be 
tied  to  the  cost  of  living,  was  a 
feasible  one  to  put  on  this  Report. 
The  early  discussions  with  the  profession 
related  to  changes  in  the  numbers  of 
doctors  required  to  provide  a service, 
which  was  a point  in  dispute  up  to  the 
time  of  the  Danckwerts  award.  The 
change  in  the  cost  of  living  was  also 
mentioned  but  at  that  stage  it  appears  to 
have  been,  a subsidiary  point.  It  was 
•only  over  a period  of  time  that  it  became 
apparent  that  the  profession  interpreted 
this  Report  as  tying  their  remuneration 
to  changes  in  the  cost  of  living.  The 
reason  why  it  had  not  occurred  to  us  that 
that  interpretation  really  could  be  held 
was  that  it  did  import  a unique  principle 
in  respect  of  professional  remuneration, 
and  it  seems  almost  inconceivable  that 
if  the  Spens  Committee  had  intended  to 
recommend  so  great  a departure  in 
respect  of  the  medical  profession  that 
they  would  not  have  said  a word  about 
at  in  the  summary  of  recommendations 
at  the  end  of  the  Report,  to  which  you 
have  just  referred  and  which  do  con- 
stitute their  recommendations. 

3486.  Mr.  G unlake : And  if  the  Minis- 
try did  not  contemplate  that  the  Spens 
Report  had  anything  to  do  with  possible 
remuneration  in  later  years,  what 

machinery  did  they  contemplate? Sir 

John  Hawton:  The  ordinary  process  of 
negotiation. 

3487.  Was  that  made  clear  to  the  pro- 
fession? Could  you  describe  that 

machinery? Yes.  I think  you  perhaps 

already  have  the  information.  There  is  a 
reference  in  the  note  we  gave  you.  It  is 
in  paragraph  3 of  the  memorandum. 
We  make  the  position  clear  there,  and 
we  quote  the  Departmental  record  we 
have  of  a meeting  when  the  members  of 
the  profession  did  ask  for  an  assurance 


that  the  central  pool  would  be  con- 
tinuously adjusted  to  maintain  in  the 
future  the  levels  of  remuneration 
recommended  in  the  Spens  Report. 
The  representatives  were  informed 
that  the  Government’s  acceptance  of 
the  Report  was  at  a particular  time 
and  that  the  British  Medical  Associa- 
tion could  not  properly  plead  that, 
whatever  changes  occurred  in  the  volume 
of  work  or  the  economic  state  of  the 
country  or  any  other  factors,  the  pro- 
fession would  for  an  indefinite  time 
receive  remuneration  based  on  the  Spens 
Report.  That  is  our  record  of  a talk 
in  December,  1949. 

3488.  Chairman : It  was  some  time 
after  the  Service  had  started,  and  by 
which  time  the  profession  was  well  and 
truly  in  it,  for  better  or  worse? — -Of 
course,  as  Dame  Enid  said,  it  only 
emerged  slowly  .that  they  were  taking 
this  view.  In  fact  the  Government’s 
view  was  given  in  answer  to  a request 
— it  was  a considered  view. 

3489.  Mr.  Gunlake : I notice  that  in 
a letter  written  in  July,  1946,  on  behalf 
of  the  Ministry  of  Health,  which  appears 
in  Appendix  I,  it  is  stated  that  the 
Minister,  “ accepts  the  substance  of  the 
recommendations  of  the  Committee — 
that  is,  of  course,  the  Spens  Committee — 
in  their  majority  report  upon  the  general 
scope  and  range  of  remuneration  which 
general  practitioners  should  enjoy  in  a 
public  service  ” — it  does  not  say  the 
scope  and  range  that  they  should  enjoy 

upon  entering  the  public  service. 

No,  it  never  occurred  to  us  that  anyone 
would'  take  the  view,  which  I should  have 
thought — this  is  a personal  opinion,  of 
course — was  a little  extraordinary,  in 
that  when  you  have  asked  somebody  to 
recommend  what  should  be  a rate  for 
people  coming  into  a public  service  and 
that  is  accepted,  that  that,  is  taken  to  be 
an  acceptance  for  all  time,  shall  we  say 
a hundred  years,  irrespective  of  the  con- 
dition of  the  country  or  any  other  fac- 
tors. I do  not  think  any  government 
could  accept  that. 

3490.  But  was  .this  question  ever  gone 
into?  Here  was  a question  which,  as 
you  yourself  have  said,  concerned  an 
entirely  new  service  in  which  you  had 
to  have  the  co-operation  of  the  medical 
and  dental  practitioners.  They  were 
necessary  for  it.  Therefore  they  had  to 
be  taken  into  consultation  and  an  agree- 
ment made  with  them.  Surely  it  must 
have  occurred  to  them  to  look  to  the 
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future  and  think  not  merely  of  the 
terms  upon  which  they  entered  the  Ser- 
vice but  of  the  basis  upon  which  things 
should  be  reconsidered  from  time  to 
time — was  that  never  discussed?  Were 
the  medical  profession  not  interested  in 
what_  happened  to  .them  after  the 

appointed  day? They  seem  to  have 

been  extremely  interested ; and  indeed 
in  making  their  claim  they  regard  the 
Spens  Report  and  the  Danckwerts  Award 
as  the  criterion  for  ever.  What  I was 
trying  to  say  was  that  that  is  a view 
that  no  government  of  whatever  convic- 
tion could  possibly  accept  for  one  pro- 
fession in  isolation. — Dame  Enid  Russell- 
Smith:  Could  I add  that  as  regards 
•the  machinery,  we  were  proposing  to 
set  up  a series  of  Whitley  Councils  which 
would  be  the  future  machinery  of  nego- 
tiation, and  the  profession  were,  of 
course,  acquainted  with  the  machinery 
which  had  prevailed  under  the  old 
Insurance  scheme  when  the  capitation 
fee  was  adjusted  from  time  to  time 
in  negotiation. — Sir  John  Hawton : 1 
would  like  again  to  try  and  simplify 
this,  if  I . may.  Everyone  would 
•normally  think  that  as  circumstances 
altered  there  would  be  negotiations  for 
altering  the  remuneration.  That  applies 
not  merely  to  these  two  professions  we 
are  discussing  but  to  everyone.  Of 
course  -that  is  so.  The  point  I am  trying 
to  make  is  that  it  could  not  be  expected 
that  a particular  report  or  document 
should  be  an  absolutely  sacrosanct 
yardstick — if  that  is  not  mixing  a meta- 
phor—by  _ which  the  thing  is  auto- 
matically judged  and  'therefore  negotia- 
tion is  hardly  necessary. 

3491.  Chairman : Yes,  I think  that 
while  we  may  be  willing  to  accept  that, 
Sir  John,  the  question  really  is  when  did 
the  profession,  who  were  changing  over 
from  being  comparatively  independent 
to  being  much  more  in  the  hands  of  a 
monopoly  employer  as  it  were — when 
did  they  realise  that?  Because  there 
have  certainly  been  some  misunderstand- 
ings on  this  point.  I do  not  think 
there  can  be  any  doubt  that  many  doc- 
tors have  believed  that  they  were  insured, 
perhaps  not  absolutely  for  ever  but  at 
any  rate  for  quite  a time,  by  something 

pretty  permanent. If  you  say  when 

did  they  realise  it,  of  course  I cannot 
answer.  I can  only  say  they  were  never 
in  any  way  misled  by  the  Government 
side ; and  indeed  it  was  always  contem- 
plated that  there  would  be,  as  it  were, 


negotiating  machinery  under  Whitley. 
When  it  was  discovered  that  they  were 
taking  that  line,  then  a number  of 
corrections  to  that  view  were  given, 
which  we  have  set  out. 

3492.  Mr.  Bonham-Carter : Sir  John, 
in  .the  Spens  Report  in  paragraph  6 — I 
am  sure  this  is  a paragraph  which  must 
be  well  known  to  you — there  is  a final 
sentence  which  says,  “In  our  judgment, 
it  is.  only  if  corresponding  changes  are 
made  in  the  incomes  of  general  prac- 
titioners that  the  recruitment  and  status 
of  their  profession  will  be  maintained  as 
against  these  professions  ”.  That  might 
have  in  it  a view  looking  towards  the 
future,  because  it  talks  about  recruit- 
ment. Would  it  be  the  view  of  the 
Ministry  that  that  was  again  only  related 

to  the  immediate  position? No,  in 

our  view  that  would  be  am  expression 
of  principle  in  answer  to  their  terms 
of  reference  as  to  the  method.  I would 
draw  your  attention  to  .the  sentence 
immediately  preceding,  in  which  they 
say  that  the  adjustment  should  have 
direct  regard  not  only  to  changes  in  the 
value  of  money  but  to  increases  which 
have  taken  place  in  other  professions. 
In  other  words  they  themselves  bring 
in  that  factor  as  a corrective  factor. 

3493.  Sir  Hugh  Watson : While  on  the 
terms  of  reference.  Sir  John,  we  know 
that  Spens  said  he  left  it  .to.  others  to 
determine  what  the  remuneration  was 
to  be  at  present.  He  used  the  words 
“ at  present  ”,  as  you  very  well 
remember;  but  his  remit  was  to  deter- 
mine the  remuneration  of  the  medical 
profession  having  in  view  the  desira- 
bility of  maintaining  in  the  future  the 
proper  social  and  economic  status  of 
general  medical  practitioners.  There  is 
no  doubt  that  Spens  was  set  up — at  least 
it  humbly  appears  .to  me — to  consider 
what  would  be  the  remuneration  which 

would  attract  doctors  iu  the  future. 

I should  have  thought  that  meant  and 
it  was  intended  to  mean  that  Spens  was 
set  up  on  the  footing  that  we  have  no 
information  of  such  a service  m the  past 
and  we  want  to  know  for  the  future  what 
kind  of  proper  basis  should  be  adopted 
— and  he  did  that  and  fulfilled  his  duty. 
I do  not  think — of  course  I cannot  speak 
for  Sir  Will  Spens  himself — but  I do  not 
think  he  would  imagine  he  was  set  up 
as  a sort  of  permanent  yardstick  which 
really  prohibited  negotiation,  in  that  you 
only  had  to  measure  against  the  formula 
of  Spens. 

D 4 
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3494.  Chairman : There  would  seem. 
Sir  John,  to  be  a bit  of  difference 
between  just  one  point  in  time  in  1948 
on  the  one  hand  and  absolute  eternity 
on  the  other  hand  ; and  it  would  seem 
that  the  profession  was  at  least  justified 
in  thinking  that  this  was  a starting  point 
that  would  carry  them  through  at  least 
for  some  years  until  experience  had 
shown  that  modifications  were  needed  in 
the  methods  of  distribution  and  so  forth. 
1 think  they  would  have  been  per- 
fectly justified  in  thinking  that  this  was 
the  starting  point  which  had  been  asked 
for,  and  that  after  that  no  doubt  there 
will  be  need  for  adjustment  and  there 
will  be  negotiating  machinery  to  secure 
it — not  that  there  will  be  no  need  for 
negotiating  on  all  factors  but  merely  to 
look  at  the  Spens  Report  and  do  a sum. 

3495.  We  will  come  to  that  later,  but 
you  will  agree  that  they  had  justification 
not  really  for  regarding  it  as  once  and 
for  all  but  that  it  had  at  least  some 

bearing  on  the  future. 1 think  the 

main  justification  would  be  to  think  that 
there  must  be  machinery  for  adjustment 
in  future.  I am  not  suggesting  that  the 
Spens  Report  has  no  significance  at  all 
even  now — of  course  not.  Every  docu- 
ment of  any  committee  which  has 
examined  these  subjects  must  be  a 
•relevant  document,  but  it  is  not  a final 
and  authoritative  and  sole  document. 

3496.  I think  the  point  I am  trying  to 
make  as  that  the  other  side,  as  it  ware, 
the  doctors,  ought  to  have  known  with- 
out any  doubt  the  kind  of  interpretation 
that  would  be  put  on  it.  Do  you  feel 
that  these  statements  succeeded  in 
making  that  clear,  the  statements  you 

have  given  us  in  the  appendices? We 

always  have  felt  that  we  tried  to  make 
that  clear  as  soon  as_  we  realised  that 
that  view  was  entertained  by  them.  I 
agree  we  have  not  succeeded  in  making 
it  clear  to  all. 

3497.  If  you  take  extract  No.  1 that 

you  quote  in  your  Appendix  I about 
the  general  medical  practitioner  report, 
I do  not  see  that  that  particularly  makes 
this  point  about  a point  of  time  rather 
than  forever.  It  says  that  the  actual 
terms  of  remuneration  cannot  be  calcu- 
lated by  a simple  process  of  arithmetic 
but  involves  a number  of  factors,  e.g., 
superannuation  and  a percentage  of 
betterment.  It  does  not  really  go  out 
of  its  way  to  say  that  this  is  a basis  for 
entering  into  the  Service  and  that  after- 
wards will  be  another  matter. But 


we  had  no  reason  at  the  very  beginning 
to  know  that  this  interpretation  of  the 
application  of  Spens  was  adopted.  When 
they  asked  us  late  in  1949  whether  that 
was  the  position  we  gave  them  a very 
clear  answer. 

3498.  Sir  Hugh  Watson : We  are  try- 
ing to  get  to  the  bottom  of  these  mis- 
understandings, as  you  see.  In  .their 
case  the  British  Medical  Association 
quoted  to  us  a letter  dated  2nd  May, 
1950,  from  the  Permanent  Secretary  to 
the  Ministry  of  Health  in  which  this 
sentence  occurs,  “The  Minister  agrees 
that  the  Spens  Report  remains  the  basis 
of  remuneration  of  general  medical 
practitioners  until  such  time  as,  after  the 
usual  consultations,  some  other  basis  is 
substituted  Is  that  in  fact  the  position 

of  the  Ministry? It  is  the  position, 

of  course,  that  until  negotiations  had 
succeeded  in  doing  something,  better,  ,at 
that  time  we  were  leaning  on  Spens  for 
the  time  being. 

3499.  And  for  how  long  was  “ the 

time  being  ” going  to  last?- Very  little 

time,  because  we  believe  the  right  thing 
with  any  profession  is  to  take  every  fact 
into  consideration. 

3500.  Professor  Jewkes : As  regards 
the  various  adjustments  that  it  was 
thought  might  have  to  be  made  after 
1948,  is  it  a fact  that  in  1948  everybody 
assumed — and  certainly  the  Ministry 
assumed — that  the  various  Whitley  Com- 
mittees were  going  to  become  really 
active  and  that  .they  in  fact  would  play 
an  important  part  in  bringing  about 

these  adjustments? We  wanted  the 

Whitley  system  to  be  active,  but  I am 
not  suggesting  that  there  is  anything  par- 
ticularly wrong  in  effect  in  the  differ- 
ence between  a Whitley  Council  for 
general  practitioners  and  a direct  nego- 
tiation with  them.  The  management 
side  would  presumably  mean  the 
Ministry  in  another  guise,  and  so  I am 
not  suggesting  there  is  any  terrible  fault 
in  that.  What  I am  trying  to  say  is  the 
simple  thing  that  there  is  nothing  unique 
about  the  situation  of  these  professions. 
In  other  words  they  are  in  the  position 
that  everyone  else  is,  or  should  be,  and 
that  if  they  have  a just  claim  for  in- 
creased remuneration  they  should  discuss 
it  and  every  factor  should  be  taken  into 
account  and  agreed  if  possible.  It  is 
because  we  have  consistently  failed  to 
convert  them  to  that  view  that  we 
thought  it  was  the  fairest  thing  to  all 
concerned  to  have  this  Commission. 
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3501.  And  I suppose  in  1948  every- 

body—all  of  us— was  foolish  enough  to 
imagine  that  prices  were  not  going  to 
change  very  much  in  the  future  and  that 
•therefore  adjustments  would  not  prob- 
ably have  to  be  very  large? 1 think 

perhaps  the  Treasury  know  more  about 
that  than  I do. — Sir  Thomas  Padmore : 

I think  that  is  very  true. 

3502.  Mr.  Gunlake : And  in  any  case 
you  think  the  profession’s  interpretation 
is  a “travesty” — your  own  word,  I 

think. Sir  John  Hawton:  Yes,  I think 

that  if  it  were  universally  applied 
to  other  professions  and  occupations  it 
would  produce  an  impossible  situation. 

3503.  Chairman:  But  it  is  not  merely 
the  British  Medical  Association  that 
appears  to  have  had  a feeling  that  the 
Government  were  not  quite  to  be  relied 
on  in  these  matters — that  they  did  not 
know  where  they  stood.  Is  that  not 

true? 1 am  wondering  who  else  you 

are  thinking  of. 

3504.  Well,  -the  British  Medical  Asso- 
ciation does  not  perhaps  speak  for  all 
the  doctors.  We  have  met  the  British 
Dental  Association  and  the  Joint  Con- 
sultants Committee,  and  we  have  had 
some  fairly  general  evidence  to  this 

effect. 'When  I talk  of  -the  profession 

I never  identify  them  entirely  and 
exclusively  with  the  British  Medical 
Association,  of  course. 

3505.  No.  We  have  had  one  point 

put  to  us,  I think  only  from  one  quarter 
— and  certainly  an  important  one — and 
that  was  on  -this  question  of  leaving  it 
to  others.  It  was  suggested  that  the 
meaning  of  those  words  was  that  the 
doctors  should  get  either  an  increase 
representing  the  change  in  the  value  of 
money  or  changes  in  other  comparable 
professions,  whichever  was  the  bigger. 
Have  you  any  views  upon  that  particu- 
lar point? 1 cannot  find  any  justifi- 

cation anywhere  for  interpolating  the 
phrase,  “whichever  is  the  bigger”. 

Chairman:  No,  I did  not  think  you 
would  support  that  view.  We  have  had 
it  put  -to  us  from  one  quarter. 

3506.  Mr.  Bonham-Carter : Sir  John, 
I think  I remember  the  time  this  ques- 
tion was  asked,  and  it  is  related  to  the 
words,  “ should1  have  direct  regard  ”— 
that  led  into  this  statement,  I think, 
which  the  Chairman  has  just  repeated. 
— -But  surely  one  must  finish  the 


sentence — to  have  direct  regard  to  two 
things — not  only  (a)  but  also  (b). 

3507.  Mr.  Gunlake : Do  you  feel  then 

that  what  should  be  taken  is,  “which- 
ever is  the  lower”? No,  I think  that 

what  should  be  taken  is  all  the  factors, 
and  particularly  the  relationship  of 
this  particular  profession  which,  after 
all,  is  not — with  the  greatest  respect 
— unique,  to  other  learned  professions 
and  the  position  of  other  occupa- 
tions. In  other  words  not  to  take  this 
profession  in  complete  isolation  as 
though  its  members  were  something  not 
as  other  men. 

3508.  Chairman:  Now,  Sir  John,  in 
paragraph  7 you  say  that  the  Govern- 
ment consider  that  the  primary  con- 
sideration to  be  taken  into  account  in 
contemporary  circumstances  is  the  level 
of  remuneration  now  received  by  mem- 
bers of  comparable  professions.  Have 
you  been  -trying  to  pursue  that  line  of 
comparable  professions  yourselves  dur- 
ing the  last  few  years  and  trying  to  ascer- 
tain what  the  members  of  comparable 

professions  were  earning? We  never 

really  got  to  a position  of  negotiation 
in  which  one  could  get  as  far  as  that. 
That  is,  if  I may  say  so  again,  the  reason 
for  this  independent  inquiry ; and  also 
our  view  might  be  suspect,  quite  rightly, 
because  we  -might  be  suspected  of  having 
an  interest  in  selecting  the  comparable 
professions.  Indeed  the  whole  point 
comes  back  time  after  time  to  the  fact 
that  there  is  an  absolute  deadlock  on 
the  idea  of  the  validity  of  Spens. 

3509.  Professor  Jewkes:  If  in  fact  it 
was  clear  to  both  sides  that  a compari- 
son would  have  to  be  made  between  the 
medical  profession  and  other  professions, 
clearly  some  evidence  would  have  to 
exist  about  the  earnings  in  other  profes- 
sions, and  so  far  as  we  have  gone  I 
understand  that  information  does  not 

really  exist.  Is  that  true? -We  have 

never  got  as  far  as  collecting  it,  largely 
-because,  as  far  as  I can  remember,  that 
has  never  been  accepted  in  talks  with  the 
profession  as  being  particularly  relevant. 
We  have  always  come  back  to  this  doc- 
trine, “ Here  is  the  book — the  Spens 
Reports— and  this  is  what  you  go  by.”— 
Mr.  Winnifrith:  Could  I say  something 
here?  I believe  that  there  is  quite  a lot 
of  evidence  about  what  people  are  being 
paid  in  professions  which  you  might 
think  were  comparable.  There  is  nothing 
satisfactory  in  the  way  of  overall  figures. 
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but  there  is  a lot  of  information  about 
what  people  are  getting  at  various  levels 
in  other  professions. 

3510.  Sir  Hugh  Watson : Professor 

lewkes’  point  is  that  nobody  has  appar- 
ently sat  down  to  make  a definite  com- 
parison.  No. 

3511.  I know  there  is  a lot  of  talk 
about  it,  but  nobody  has  ever  sat  down 
and  worked  out  a definite  comparison. 
Spens  directed  attention  to  be  had  to 
two  things.  We  know  the  first  one. 
There  are  tables  and  statistics  of  all 
kinds,  but  nobody  has  ever  said,  “ Let  us 
enquire  into  the  second  one  and  produce 

some  sort  of  modus  vivendi  for  it.” 

I quite  agree.  All  I was  saying  was  that 
if  anyone  wanted  it,  there  is  a fair 
amount  of  material  available. 

3512.  Chairman:  But  would  it  give 

the  full  spread  of  incomes  within  a pro- 
fession?  1 am  sure  it  would  not  pro- 

duce what  the  profession  as  a whole  was 
getting.  What  you  would  find  would  be 
what  people  were  getting  at  various 
points  in  their  careers — samples  or  aver- 
ages of  what  they  were  getting  at  various 
points  in  a career. 

3513.  You  see,  the  Danckwerts  Award 
was  made  in  1951  and  from  'then  until 
1957  there  was  no  change  in  the 
remuneration  of  general  medical  practi- 
tioners at  all.  Now  do  you  know  of  any 
other  profession  containing  people  earn- 
ing from,  say,  £1,000  to  say  £4,000—just 
as  an  example — where  that  condition 

applies? Sir  John  Hawton:  Perhaps 

the  Treasury  will  tell  you  whether  they 
know  of  any  other  profession,  -but  I 
would  first  make  one  comment.  1 think 
it  is  not  fair  simply  to  say  that  since 
1951  there  has  been  no  change.  It  is 
much  fairer  to  say  what  is  the  relative 
position  between  now  and  before  the  war, 
as  a result  of  what  changes  there  have 
been—to  take  100  .per  cent,  betterment, 
just  to  take  an  example — as  to  how 
widely  that  .degree  of  betterment  applies 
to  any  comparable  profession.  But  the 
Treasury  may  have  other  informa- 
tion.—Sir  Thomas  Padmore:  I think 
we  would  straight  away  concede  the 
point.  It  is  very  difficult  to  think  of  any 
other  comparable  occupation,  so  far  as 
other  occupations  are  comparable,  in 
which  there  has  been  no  change.  The 
only  other  occupation  I can  think  of  m 
which  there  has  been  no  change  is  the 


occupation  of  a Minister  of  the  Crown, 
but  that  is  rather  a special  case,  of  course. 

3514.  Professor  Jewkes:  I was  really 
thinking  of  the  earlier  points  about  how 

much  information  exists.. 1 think  there 

is  a great  deal.  It  is  not  comprehensive, 
as  Mr.  Winnifrith  said,  but  first  of  all 
you  have  got  a good  many  people  in 
public  services  who  might  be  thought  to 
be  comparable,  either  because  they  are 
members  of  professions  or  because  their 
occupations  generally  were  not  dissimilar 
in  many  respects  from  those  of  the  pro- 
fessions we  are  concerned  with.  There 
is  no  difficulty  about  ascertaining  their 
remuneration.  There  are  members  of 
learned  professions  in  the  public  services, 
and  in  addition  there  is  a good  deal  o-f 
information  which  either  is  available  or 
could  be  fairly  readily  secured  about 
rates  of  remuneration  in  private  enter- 
prise for  people  who  might  be  thought 
comparable.  We  have  from  time  to  time 
collected  a great  deal  of  information  in 
the  Treasury  about  remuneration  over  a 
wide  field,  including  private  enterprise 
as  well  as  the  public  services,  for  our 
own  purposes  in  applying  the  doctrine 
of  fair  comparisons  which  was  laid  down, 
by  the  Royal  Commission  on  the  Civil 
Service.  Although,  it  is  difficult  to  get 
comprehensive  information,  it'  is  not 
terribly  difficult  to  get  information  which 
we  would  judge  adequate  as  a basis  fo-r 
general  conclusions. 

3515.  What  I was  thinking  about  par- 
ticularly, of  course,  were  the  professional 
earnings,  comparisons  between  which, 
and  -the  dentists  and  doctors,  are  par- 
ticularly relevant  to  our  study.  So  far 
as  I know  of  them,  there  are  public 
official  figures  of  the  total  of  professional 
earnings  ; there  are  no  public  or  pub- 
lished figures  about  professional  earnings 
per  head — or  at  least  they  have  not  been 
provided  to  the  Royal  Commission — so 
the  task  of  trying  to  compare  professional 
earnings  of  doctors  with  other  profes- 
sional earnings  up  to  the  moment  has 
proved  almost  completely  impossible. 

You  had  in  mind  professions  such  as 

the  law  and  architecture? 

3516.  Yes.  I think  this  point  will  come 
up  this  afternoon,  Mr.  Chairman,  on 
statistics  ; buit  I will  be  satisfied  at  the 
moment  to  say  that  if  you  are  going  to 
apply  the  principles  of  comparing  with 
other  professions  you  have  to  put  your- 
self in  the  .position  of  collecting  statistics 
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as  to  what  the  earnings  of  those  other 

professions  are. Anything  I said  just 

now  was  related  to  salaried  professions, 
of  course. 

Professor  Jewkes : Yes,  of  course.  I 
understood  that. 

3517.  Chairman : Still  on  this  question 
of  the  confidence  of  the  profession,  and 
what  reasons  there  are  that  may  be  able 
to  be  disposed  of  later  as  a result  of 
our  Report — there  is  apparently  this  lack 
of  confidence  between  the  profession  and 
its  employers  upon  whom  the  profession 
is  dependent  not  for  salaries  necessarily 
but  for  the  remuneration  they  receive. 
That  is  why  I asked  this  question  of 
whether  there  was  any  other  profession 
or  occupation  in  this  sort  of  salary  range 
that  had  not  received  an  increase  during 
that  period,  and  the  answer  really  is  that 
there  is  not — or  certainly  not  many — that 

it  is  pretty  well  unique. Sir  John 

Hawton : The  answer  I think  is  qualified 
by  the  fact  that  one  also  has  to  take 
into  account  the  size  of  the  last  change 
in  1951,  not  merely  the  fact  that  it  was 
in  1951  but  the  effect  it  had  in  relation 
to  pre-war. 

3518.  As  I understand  it,  Sir  John,  it 
could  be  possible  that  those  who  had 
been  practising  privately  before  the 
Health  Service  began  could  already  have 
made  a considerable  adjustment  to  the 
1939  value  of  money  in  1946,  comparing 
the  fees  they  charged  with  their 

remuneration  in  the  Service. I imagine 

their  fees  would  have  gone  up.  I am 
not  in  a position  to  give  information,  I 
am  afraid. 

3519.  But  if  they  had  come  into  the 
Service  in  1948  without  any  adjustment 
in  the  change  in  the  value  of  money, 
they  would  probably  have  been  coming 
into  a different  kind  of  service  and  at 
an  income  considerably  below  what  they 
had  been  earning  in,,  say,  1946  by  private 

sources? That  was  the  whole  point  of 

having  an  inquiry  by  the  Spens  Com- 
mittees at  the  -beginning,  to  see  first  what 
they  should  have  been  earning  in  1939 — 
not  what  they  were  earning,  but  a higher 
figure — and  then,  how  much  we  should 
better  that  by  ; to  give  them  a square  deal 
in  doing  precisely  what  you  say,  coming 
into  a public  service. 

3520.  And  the  Government  accepted 
the  Danckwerts  Award  as  being  a proper 
one  because  it  was  an  external  decision 

— you  did  in  fact  accept  it. To  put 

it  accurately,  the  Government  accepted 


the  award  because  it  was  implicit  in  the 
reference  to  the  Danckwerts  adjudication 
that  the  award  would  be  accepted.  I will 
make  no  comment  on  their  behalf  about 
the  propriety  or  adequacy  of  the  award. 
They  accepted  it. 

3521.  They  did  accept  it.  Therefore 
in  a sense  they  accepted  it  as  an  award 

that  put  things  right  at  that  date? 

They  accepted  it  as  the  award  given  in 
respect  of  that  date.  You  said,  “put 
things  right  at  that  date  ”.  They  accepted 
it  as  the  award  given  in  respect  of  that 
date,  because  they  more  or  less  said  they 
would  accept  it. — Sir  Thomas  Padmore : 

If  I may  put  it  this  way,  one  does  not 
question  what  the  umpire  says,  even  if 
one  may  think  he  is  wrong. 

3522.  Mr.  Gunlake : I understand  that 
it  was  said  a little  while  ago  that  the 
proper  thing  was  to  look  back  again  to 
1939,  not  to  build  on  what  happened  at 

the  time  of  the  Danckwerts  Award. 

Sir  John  Hawton : Perhaps  I expressed 
myself  badly.  When  you  say,  in  respect 
of  any  body  of  people,  that  there  has 
not  been  any  change  in  income  since  a 
given  post-war  year,  that  is  not  the  only 
thing.  It  might  be,  to  take  an  extreme 
case — and  I am  not  applying  it  to  this 
one — it  might  be  that  the  last  change 
was  of  such  a kind  that  it  should  last 
much  longer  than  a normal  change.  As 
I say,  I am  not  applying  it  to  this  one. 
nor  am  I expressing  any  opinion  on 
Danckwerts ; I am  saying  there  are  two 
facts.  It  is  not  merely  that  you  should 
have  a change  over  so  many  years — 
you  also  must  look  at  what  benefit  was 
derived  at  the  last  change,  to  see  if  it 
should  last  longer  than  it  has. 

3523.  Mr.  Bonham-Carter:  But  the 
effect  of  an  intermediate  award  would 
be  of  no  importance  if  one  repeated 
the  exercise  of  looking  back  against  the 

comparison  of  1939,  would  it? 1 am 

sorry ; this  1939  is  a little  misleading. 
What  I am  trying  to  point  out  is  that 
the  whole  situation  with  which  we  are 
dealing  turns  on  the  different  circum- 
stances of  the  cost  of  living,  the  position 
of  comparable  employment  since  right 
before  the  war  right  up  to  now.  One 
way  of  looking  at  it  is  to  say,  “ You 
must  have,  every  few  years,  a review.” 
I would  say  that  there  is  a prim  a facie 
case  for  this  view,  with  a qualification 
that  df  the  time  you  have  it  is  a par- 
ticularly bad  one  then  everyone  considers 
it  a case  for  early  readjustment. 
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3524.  A case  for  action,  but  not  a 

case  for  investigation? Hence  this 

investigation. 

3525.  A good  many  years  after  surely. 
We  are  looking  really  at  the  fact . that 
between  1951  and  1957  nothing  has  been 

done. -There  has  in.  fact  been  a 5 per 

cent  increase  and  a 10  per  cent  increase 
in  some  cases  given  already,  pending  the 
result  of  this  inquiry. 

3526.  Chairman : That  was  in  1957, 
but  from  1951  to  1957  there  was  no 

change. Not  for  the  general  medical 

practitioner. 

3527.  Yes,  we  are  talking  for  .the 
moment  just  of  the  general  medical  prac- 
titioner’s case. — —That  is  quite  true. 

3528.  And  that  is  something  which  was 
not  really  paralleled,  as  far  as  we  can 
judge,  in  any  other  major  occupation. 

-The  fact  that  there  is  no  change 

may  be  paralleled  in  no  other. 

3529.  Sir  John,  as  a general  principle, 
would  you  regard  it  as  the  Ministry’s 
responsibility  to  inaugurate  discussions 
for  increased  remuneration,  or  do  you 
think  you  should  always  wait  until  the 
other  side  shows  signs  of  dissatisfaction 
before  starting  something  off? — — In  the 
normal  case  we  should  expect  it  to  be 
done  under  the  Whitley  system,  and  the 
normal  process — here  I shall  be  corrected 
if  I am  wrong — is  that  the  receiving  side, 
or  staff  side,  when  they  decide  that  there 
is  a case,  put  in,  a claim  which  is  thrashed 
out  by  negotiation.  Is  that  right,  Mr. 
Allen? — Mr.  Allen : Yes. 

3530.  But  you  would  expect  to  wait 

for  an  approach  before  really  consider- 
ing whether  the  time  was  due? Sir 

John  Hawton : I should  have  thought 
there  was  no  risk  of  not  getting  an 
approach. 

3531.  That  is  your  experience? Sir 

Thomas  Padmore : It  is  also  the 

Treasury’s  experience. 

3532.  In  all  matters  with  which  the 

Treasury  deal? In  all  matters  with 

which  the  Treasury  deal. 

3533.  Because  this  is  again  this  ques- 
tion of  confidence.  We  have  a situation 
which  I think  is  not  parallelled  in  any 
other  major  profession,  that  the  general 
practitioners  are  not  direct  employees. 
Perhaps  there  is  a parallel  in  the  Uni- 
versities, but  there  are  not  many  parallels 
to  this  system  of  payment.  Would  it 
not  have  helped  to  restore  confidence 


if  the  profession  felt  sure  that  they  would 
not  have  .to  be  thinking  about  it  for 
themselves  always,  but  could  rely  on  the 
Government,  or  the  employer,  taking  the 
initiative  where  changes  seem  justified — 
or  is  that  asking  too  much  of  the  other 

part  of  human  nature? Sir  John 

Hawton : I should  have  thought  it  would 
be  so  normal  that  the  professions’  repre- 
sentatives would,  if  they  thought  there 
was  any  unfairness  occurring,  draw 
attention  to  it;  so  the  point  would  not 
arise. 

3534.  You  have  a special  responsibility 

really,  as  almost  a monopoly  employer 
in  this  profession? A special  responsi- 

bility for  trying  to  be  fair,  yes. 

3535.  Yes.  It  might  involve  taking  the 
initiative  as  well  as  waiting  to  be  asked. 

It  could  do.  I do  not  think  it  will 

ever  arise,  because  it  will  not  be  neces- 
sary. 

3536.  Professor  Jewkes : I would  like 

to  ask  a further  question  before  we  get 
too  far  away  from  the  Danckwerts 
award.  In  the  case  of  that  award  the 
adjudicator,  as  we  have  been  led  to 
understand,  looked  at  two  important 
criteria.  He  bad  before  him  figures  of 
changes  in  the  cost  of  living  and  price 
levels  and  he  had  before  him  figures  pro- 
vided by  the  Inland  Revenue,  which 
remain  confidential,  of  changes  in,  the 
earnings  of  other  professions ; so  an  fact 
in  that  case  the  adjudicator  was  applying 
the  two  principles  which  you  are  asking 
to  be  applied  in  .thinking  of  medical 
earnings. Yes. 

3537.  Do  I gather  from  that  that  you 
think  the  procedure  adopted  in,  the  case 

of  the  Danckwerts  award  was  ideal? 

It  was  rather  an  unusual  procedure, 
referring  to  an  individual  adjudicator  in 
a form  which  was  not  an  arbitration. 
But  I agree  that  those  are  the  two  factors 
to  which  he  had  regard,  and  I think  he 
was  right  to  take  them  into  account.  That 
is  not  to  comment  on  the  result  but  on 
the  method. 

3538.  Chairman : Coming  .to  a more 

general  matter  for  the  moment — perhaps 
this  is  for  Sir  Thomas — is  it  agreed  by 
the.  Government  that  the  medical  pro- 
fession will  not  be  used  as  the  regulator 
of  salaries  and  earnings,  a regulator  if 
you  like  of  inflation  in  the  community? 
That  is  to  say,  claims  should  be  con- 
sidered on  their  merits  and  regardless 
of  repercussions? Sir  Thomas  Pad- 
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more:  I do  not  think  there  has  ever 
been  any  suggestion  on  the  Government 
side  that  either  the  professions  should  be 
in  some  way  specially  sacrificed  or  that 
the  merits  of  their  claims  should  not 
be  examined  in  exactly  the  same  way 
as  those  of  any  other  employee  of  the 
Government  or  of  any  other  public 
service. 

3539.  That  would  seem  again  to  be 
an  important  thing  to  establish  in  the 
minds  of  the  profession,  that  they  are 
not  being  used  to  hold  down  salaries. 
Do  you  think  there  are  more  steps  that 
could  be  taken  to  get  that  frame  of  mind 

established? 1 would  have  thought 

the  very  establishment  of  this  Royal 
Commission  was  a demonstration  of  it. 
After  all,  the  Government  have  asked  the 
Royal  Commission  to  consider  on  the 
merits  what  should  be  the  rates  of 
remuneration,  having  regard  to  rates  of 
remuneration  in  other  comparable  occu- 
pations, which  can  hardly  mean  anything 
but  that  the  Government  wishes  to  treat 
these  professions  fairly. 

3540.  In  answer  to  our  question  No.  3, 

in  paragraph  15,  you  tell  us  the  words  in 
which  the  medical  profession  were  in- 
formed of  the  decision  not  to  consider 
on  its  merits  the  claim  for  increased 
remuneration.  You  said:  “‘The  Minis- 
ters have  asked  us  to  say  that  in  present 
circumstances  they  would  not  feel  justi- 
fied in  giving  consideration  to  any  claim 
for  a general  increase  in  medical  remu- 
neration ’.  . . . no  opinion  one  way  or 
the  other  had  been  expressed  on  the 
merits  of  the  claim  but  economic  circum- 
stances made  it  impossible  to  consider  it 
at  that  time.”  That  seems  to  take  it 
rather  out  of  the  category  of  what  had 
been  happening  in  other  professions  out- 
side the  Government’s  direct  control. 

Certainly.  I think  it  needs  to  be  realised 
that  this  was  a short-term  question.  At 
that  particular  time  the  Government,  for 
what  .it  regarded  as  overriding  economic 
reasons,  was  asking  for  restraint  _ in 
seeking  changes  in  remuneration 
throughout  the  public  services,  or  the 
services  which  it  financed,  at  any 
rate  at  the  sort  of  levels  which  are  com- 
parable with  those  in  the  medical  profes- 
sion. And  although  as  I have  said  in 
answer  to  your  previous  question,  there 
is  no  question  whatever  of  the  Govern- 
ment wishing  to  make  these  two  profes- 
sions regulators  in  any  sort  of  sense, _ all 
experience  goes  to  show  that  from  time 
to  time,  for  limited  periods,  it  may  well 


be  necessary  for  the  Government  to 
impose  on  or  require  from  the  whole  of 
the  public  services  certain  restraints  in 
relation  to  remuneration.  That  does  not 
involve  any  difference  between  this  pro- 
fession or  between  the  National  Health 
Service  and  any  other  public  service. 

3541.  Could  you  tell  me,  Sir  Thomas, 
which  were  the  dates  during  which  that 
particular  short-term  restriction  would 

have  applied? Roughly  from  the 

early  summer  of  1956,  when  the  Govern- 
ment had  under  consideration  changes  in 
remuneration  in  a number  of  other 
spheres — the  judiciary,  Ministers  of  the 
Crown  themselves.  Members  of  Parlia- 
ment, and  the  Universities.  At  that  time 
for,  as  I say,  overriding  reasons  of 
general  economic  policy,  what  was  virtu- 
ally a standstill  was  required  by  the 
Government,  and  none  of  the  adjust- 
ments contemplated  were  in  fact  made, 
although  they  had  been  expected  to  be 
made  in  the  summer  of  1956.  A number 
of  those  adjustments  came  to  be  made 
later  at  about  the  same  time  as  the 
interim  settlement  was  made  with  the 
medical  profession  in  the  early  part,  and 
in  some  cases  in  the  later  part  of  1957. 

3542.  Does  this  mean  that  if  the 

medical  profession  had  drawn  your  atten- 
tion say,  in  1955,  to  the  fact  that  they 
had  not  had  an  increase  for  three  or  four 
years  that  their  claim  would  have  been 
considered  on  its  merits? It  is  diffi- 

cult to  say  what  would  have  happened  if 
the  timing  had  been  different.  If  it  had 
not  been  that  the  matter  was  raised  at 
that  time  when  the  general  policy  was 
what  I have  described,  I think  it  would 
have  been  considered  on  its  merits.  I 
do  not  know  what  the  upshot  would  have 
been,  but  certainly  there  would  not  have 
been  that  particular  bar  to  a settlement, 
a bar  which  operated  for  a period  of  nine 
months,  I suppose. 

3543.  Mr.  Gunlake : This  is  a rather 
serious  point.  As  I understand  it,  what 
you  say  is  that  in  imposing  what  you  call 
a standstill,  which  incidentally  is  not 
universally  applied,  according  to  the 
information  in  your  answer  to  question 
18,  the  Government  made  no  distinction 
between  those  sections  of  the  community 
whose  incomes  had  had  adjustment  per- 
haps a little  previously,  and  those  which 
had  not  had  an  adjustment  for  a very 
long  period.  Do  you  not  think  if  it 
became  generally  known  that  this  is  to 
be  Government  procedure  in  times  of 
stringency,  there  is  likely  to  be  the 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


800 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


obvious  inference  drawn  by  the  medical 
profession  and  others?  Who  is  going 
to  wait  five  years  if  that  is  going  to  be 

the  Government’s  attitude? 1 am  not 

sure  what  you  think  are  going  to  be  the 
consequences. 

3544.  I should  have  thought  people 
would  take  rather  good  care  to  put  in 

their  pay  claims  quickly. 1 should 

imagine  in  these  professions,  as  in  other 
occupations,  those  who  represent  the 
profession  make  claims  for  adjustment 
of  remuneration  as  and  when  they  think 
such  claims  are  justified. 

3545.  Mr.  Bonham-Carter:  I wondei 

if  I might  pursue  this  point  about  repre- 
sentation of  the  professions.  Since 
Sir  John  was  speaking  on  this  subject  I 
have  been  trying  to  think  to  what  extent 
professions,  or  people  of  somewhat 
similar  status  in  life — not  necessarily  pro- 
fessions— are  in  fact  represented.  Are 
we  not  up  against  something  of  a prob- 
lem here,  because  people  in  this  walk  of 
life  normally  do  not  have  negotiating 
machinery.  May  we  not  be  arriving  at 
something  which  is  in  itself  a very  major 
difficulty  in  this  whole  matter,  that  the 
medical  profession  came  into  this  sort  of 
situation  perhaps  almost  for  the  first 
time? 1 think  it  is  true  that  negotia- 

tions in  the  ordinary  sense  are  a rela- 
tively rare  thing  at  this  sort  of  level  of 
remuneration  which  we  are  considering. 
Nevertheless,  I think  in  most  of  these 
cases,  even  if  you  like  to  take  the 
extreme  case  of  junior  Ministers,  or  the 
judiciary,  whose  remuneration  has  been 
considered  from  time  to  time,  an  opinion 
builds  itself  up,  even  though  there  may 
not  be  any  negotiating  machinery,  that 
rates  of  remuneration  are  unreasonably 
low  and  ought  to  be  changed.  In  the 
ordinary  way  I would  have  thought, 
whatever  'the  precise  machinery  may  be 
— and  in  the  case  of  the  medical  and 
dental  professions  there  is  a good  deal 
more  machinery  than,  in  some  of  the 
other  occupations — that  finally  it  be- 
comes effective  in  fact. — Sir  John 
Haw  ton : I think  I would  not  be  far 
from  the  truth  in  expressing  the  view 
that  the  British  Medical  Association  is 
one  of  the  most  effectively  organised 
negotiating  bodies  that  any  profession 
could  ever  have. 

3546.  Professor  Jewkes : If  I might  go 
back  to  the  answer  which  Sir  Thomas 
gave — I hope  you  will  not  feel  these  are 
my  ideas  I am  putting  to  you,  they  are 


ideas  that  have  been  put  to  us  and  may 
in  future  ’be  put  to  us.  The  position  in 
1956,  as  you  have  explained,  was  that 
the  Government  was  extremely  anxious 
to  stabilise  prices  and  earnings,  and  as  a 
part  of  that  policy  they  refused  to  enter- 
tain .the  idea  of  any  increase  in  medical 
earnings.  As  any  schoolboy  knows, 
they  were  not  wholly  successful  in  their 
anti-inflation  policy ; salaries  rose  £300 
millions  as  against  1955,  wages  went  up 
by  £650  millions,  prices  went  up  by  five 
per  cent.  Is  it  not  understandable  that 
the  doctors  should  say : “ Why  should 
we  bear  the  main  brunt  of  the  anti- 
inflation policy,  because  our  earnings 
have  been  clamped  down?  ” — particu- 
larly if  the  anti-inflation  policy  does  not 
succeed  and  the  doctors  find  their 
earnings  meaning  less  in  the  way  of 
purchasing  power  all  the  time? 
That,  I think,  is  the  question  in 
the  minds  of  the  medical  profes- 
sion, and  it  is  one  we  are  very  anxious 

to  be  able  to  resolve  in  some  way. 

Sir  Thomas  Padmore:  I .think  I can 
answer  the  second  part  of  your  question 
first.  It  is  the  case  that  the  policy  of 
stabilisation  was  not  wholly  successful ; 
and  the  result  of  that  was  that  in  the 
early  months  of  1957,  and  successively 
as  1957  went  by,  the  Government  recog- 
nised that  they  could  not  call  on  the 
public  services  any  longer  to  make  these 
special  sacrifices  in  the  general  public 
interest,  when  remuneration  in  the  other 
occupations  was  moving  up.  That  is 
the  reason  why  this  thing  was  of  a purely 
temporary  nature,  and  why  the  freeze 
unfroze  itself  fairly  rapidly.  Going 
back  to  the  first  part  of  the  question, 
very  naturally  doctors  and  dentists  say: 

“ Why  should  we  be  sacrificed  in  this 
way,  why  should  we  be  asked  to  make 
these  special  efforts  to  assist  general 
public  policy  when  other  people  are 
not?  ” The  only  answer  I can  give  to 
that  is  that  it  is,  as  I may  well  say  as 
a civil  servant  myself,  one  of  the  dis- 
advantages of  being  a member  of  a 
public  service. 

3547.  Chairman:  Sir  Thomas,  there 
are  two  things  involved.  There  is  the 
question  of  not  implementing  imme- 
diately a justified  change  in  remunera- 
tion for  reasons  of  public  policy,  and 
that,  I gather,  is  what  was  happening 
with',  for  instance,  the  judiciary  and 
members  of  the  Crown  service — con- 
sideration had  been  given  but  had  not 
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come  to  a head.  Of  the  medical  pro- 
fession this  was  not  said,  hut  instead 
that  the  Minister  did  not  feel  justified 
in  giving  consideration  to  any  claim  on 
its  merits ; they  were  not  prepared  at 
that  time  to  decide  what,  if  there  were 
no  inflation,  were  the  merits  of  the 
remuneration  claim.  That  is  the  point. 

• 1 think  that  is  a matter  which  arose 

merely  from  the  timing  of  these  events. 
It  does  so  happen  that  the  case  of  many 
of  the  other  occupations  to  which  I 
referred  had  been  under  consideration 
for  some  time,  and  what  were  virtually 
decisions  had  been  taken — certainly  the 
merits  had  been  studied. 

3548.  Does  not  that  rather  strengthen 
the  argument?  It  takes  time  to  study 
the  merits,  then  all  the  more  reason  to 
consider  something  on  its  merits  if  you 
are  not  likely  to  have  to  implement  it 

until  after  the  immediate  future? 

Yes,  and  if  I may  say  so,  that  was  the 
prime  reason  for  the  interim  arrange- 
ments made  in  1957.  What  I meant 
when  I said  that  this  arose  out  of  the 
timing,  was  that  it  surely  would  have 
been  a wholly  unpractical  course  for  the 
Government,  when  they  received  the 
medical  claim,  being  in  the  position  that 
they  were  in,  just  unable  .to  do  anything, 
to  say : “ We  will  discuss  the  merits  of 
your  claim  but  warn  you  in  advance  that 
when  we  have  done  it  you  will  not 
get  anything  out  of  it.” 

3549.  What  I gather  they  could  have 
done  would  have  been  to  say:  “You 
will  not  get  anything  immediately.  This 
may  have  to  be  deferred  until  other 
payments  have  been  made  from  the 
public  purse  as  a means  to  preserve 
this  plateau  that  Suez  upset.”  But 
consideration  seems  to  me  to  be 

rather  another  matter. That  might 

have  been  another  course  to  have 
taken.  In  fact,  if  I remember  rightly, 
consideration  of  the  matter  was  not 
deferred  for  a very  long  time.  I 
think  the  claim  came  in  the  summer  of 

1956,  and  the  Royal  Commission  itself, 
or  the  beginnings  of  setting-up  the  Royal 
Commission  were  in  hand  very  early  in 

1957. 

3550.  I was  looking  for  the  dates. 
The  Minister  of  Health  was  informed 
on  4th  February,  1956,  that  the  profes- 
sion was  going  to  seek  an  adjustment, 
and  a precise  claim  was  submitted  to 
the  Ministry  on  14th  June  in  that  year. 
1 think,  if  I may  say  so,  being  wise 


after  the  event,  it  is  fair  to  say  that  a 
number  of  months  were  lost.  What  the 
Government  decided  to  do,  feeling  them- 
selves that  they  were  in  a difficult 
position  to  consider  the  merits  of  the 
matter,  was  first  to  decide  that  they 
wanted  an  impartial  and  fundamental 
review  by  a body  like  this  Royal  Com- 
mission, and  secondly  to  make,  I think, 
in  agreement  with  the  Commission,  an 
interim  settlement,  an  interim  improve- 
ment in  remuneration  for  the  time  being 
for  some  classes.  It  might  be,  as  I say, 
being  wise  after  the  event,  that  a certain 
amount  of  time  would  have  been  saved 
if  the  decision  to  establish  the  Royal 
Commission  had  been  taken  in  the  late 
summer  of  1956,  instead  of  early  in 
1957.  However,  I do  not  think  any 
more  than  that  is  at  issue. 

Chairman : What  I think  is  at  issue  is 
the  whole  question  of  confidence  in  the 
relationship  between  the  Government  and 
the  profession,  and  the  absolute  need  to 
establish  such  a relationship  if  we  are 
to  avoid  difficulty  in  the  future. 

3551.  Sir  Hugh  Watson:  Both  you  and 
Sir  John  pointed  out  that  Spens  directed 
that  regard  should  be  bad  to  two  things, 
first,  the  cost  of  living,  and  secondly  the 
level  of  remuneration  in  other  profes- 
sions. Then,  when  the  medical  profession 
came  forward  in  1956  and  said : “ What 
about  it?”  you  say  they  were  told  that 
economic  considerations  put  that  out  of 

the  question? Coming  back  for  one 

moment  to  the  Chairman’s  point,  which 
is  important,  about  confidence  between 
the  Government  and  these  .two  profes- 
sions; surely  the  Government  is  not 
wrong  in  thinking  that  the  best  way  of 
establishing  confidence  on  a long-term 
basis,  there  having  been  the  history  of 
disagreement  and  dispute  that  there  has 
been  for  so  long,  for  the  last  ten  years 
between,  the  professions  and  the  Govern- 
ment, is  that  they  should  say : “ We  will 
ask  a body  of  fair-minded  men,  inde- 
pendent, with  no  axes  to  grind,  to  study 
the  matter  and  .tell  us  what  they  think 
should  be  done.”  And  that  is  why  we 
are  here  this  morning. 

3552.  Chairman : We  realise  that.  We 
do  not  know  whether  the  B.M.A.  and 
everybody  else  accept  us  in,  quite  that 
capacity.  But  it  still  would  be  of  the 
greatest  importance,  long  after  we  have 
finished  our  work,  that  there  should  be 
a relation  of  complete  confidence 
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between  the  Government  and  the  pro- 
fession. That  is  absolutely  vital.  The 
reason  for  going  into  this  is  to  try  to 
find  if  we  can  point  a way,  even  to 
Government  Departments,  and  even  per- 
haps on  such  relationships,  as  to  how 
they  can  avoid  suspicions  arising  in  the 
minds  of  members  of  the  profession  that 
can  spread  a certain-  amount  of  dis- 
content. I think  you  would  agree  there 
is  a fair  degree  of  discontent  about  the 
relations  between  the  Government  and 

the  profession? Sir  John  Hawton : 

Yes,  indeed ; and  I would  like  to  say  I 
am  sure  if  the  result  of  your  inquiry 
can  produce  such  an  understanding  no 
one  would  be  more  pleased  than  we 
should  be. 

Chairman '.  I have  not  obtained  any 
other  impression  than  that  throughout, 
Sir  John.  I think  we  should  break  now 
until  after  lunch. 

{The  proceedings  were  adjourned 
for  lunch) 

On  Resumption 

3553.  Chairman : You  know  we  want 
to  deal  with  statistical  specialist  matters 
during  'the  afternoon,  but  I think  we  will 
come  to  those  gradually  and  deal  with 
some  of  the  more  ordinary  matters  which 
the  more  ordinary  mortals  ought  to  be 
able  to  understand  in  the  arithmetic, 
before  we  get  to  the  other  ones  that 
are  highly  technical.  We  do  not  seem 
to  have  mentioned  very  much  the  Con- 
sultants Spens  Report  -this  morning,  Sir 
John,  and  I would  like  to  have  a word 
or  two  about  that.  That,  of  course,  was 
primarily  setting  up  a scale  of  salaries 
for  hospital  consultants,  with  other  posts 
mainly  as  training  posts.  That  also  has 
the  same  famous  phrase  about  leaving  to 
others  as  to  how  to  interpret  the  change 
in  the  value  of  money,  social  status,  and 
so  forth?  They  received  a very  different 
addition,  in  respect  of  these  two  ele- 
ments to  the  general  medical  practitioner, 
did  they  not?  They  did  not  get  100  per 

cent? Sir  John  Hawton : They  got 

the  20  per  cent  which  the  general  prac- 
titioners originally  got ; they  did  not  have 
Danckwerts  afterwards,  they  had  a nego- 
tiation on  Whitley.  Unlike  the  general 
practitioners,  they  have  a Whitley 
machine,  and  on  that  they  did  get  the 
settlement  of  1954. 

3554.  We  have  heard  from  the  pro- 
fession and  we  have  seen  the  letteT  that 


was  sent  by  Sir  Russell  Brain  at  that 
time  which  expressed  the  view  that  this 
established  in  .their  view,  on  the  whole, 
a reasonable  balance  between-  the  two 

sides  of  the  profession,. 1 think  the 

phrase  was  that  it  did  restore  the  balance 
upset  by  Danckwerts. 

3555.  It  restored  the  balance  upset  by 
Danckwerts — but  it  was  a very  much 
more  modest  increase  than  Danckwerts. 
Yes. 

3556.  Further  on  in  your  memoran- 

dum, in  paragraph  93,  you  show  from 
a series  of  calculations  that  the  average 
consultant  -receives  net  rather  more  than 
50  per  cent  more  money  than  the 
average  general  practitioner  within  the 
age  group  from  40  to  64? Yes. 

3557.  If  there  had  been  la  similar 
award  to  that  by  Danckwerts,  then  I sup- 
pose they  would  have  received  more? 
They  would  certainly  have  been  re- 
ceiving a great  deal  more. 

3558.  Quite  apart  from  -the  fact  that, 
as  far  as  I know,  there  has  been  no 
betterment  -applied  to  merit  awards, 
betterment  is  only  applied  to  the  basic 

figure? Betterment  has  been,  applied 

to  the  actual  salary  scale,  regarding 
the  merit  award  as  an  additional  fixed 
bonus  put  on  to  it. 

3559.  That  additional  fixed  bonus  has 

been  left  throughout  in  1939  terms? 

Yes. 

3560.  Was  it  ever  considered  that  that 

should  be  amended  lat  all? No ; you 

can  adopt  two  methods.  You  can  either 
pool  the  merit  award  with  .the  basic 
salary  and  put  your  betterment  on  the 
aggregate,  or  you  can  deal  entirely  with 
the  ordinary  basic  structure  and  do  all 
your  necessary  adjusting  an  the  future 
as  well  as  the  past,  and  leave  the  merit 
award  as  a fixed  additional  item.  You 
can  produce  the  same  result. 

3561.  If  the  balance  was  restored  in 
1954  by  the  adoption  of  widely  differ- 
ing scales  of  betterment,  it  would  seem 
that  the  relationship  was  not  quite  re- 
stored by  the  original  basic  figure  of 

Spens? What  we  are  dealing  with 

is  'the  statement  by  Sir  Russell  Brain 
that  this  restored  the  -balance  upset  by 
Danckwerts.  If  you  are  asking  do  we 
think  the  relativity  is  right.  . . . Was 
that  y-our  question? 

3562.  I was  taking  it  that  you  then, 
thought  it  was  about  right,  or  you  would 
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have  offered  more?. We  reached  an 

.agreement  under  the  ordinary  negotiating 
machinery. 

3563.  You  did  not  beat  'them  down  to 

that  figure? W e had  no  evidence  that 

that  balance  was  very  substantially 
wrong.  Really  it  is  anybody’s  guess, 
this.  I do  want  to  make  it  clear  that 
you  cannot  do  'this  on  an  arithmetical 
formula ; one  is  salary  whole-time  or 
part-time,  the  other  is  capitation,  with 
additional  fees  for  maternity  and  so  on. 

It  is  very  difficult  to  get  a proper  balance. 
But  you  can  get  an  approximate  balance. 

I would  not  say  that  we  think  the  balance 
is  exactly  right,  but  I would  say  that 
on  what  evidence  we  have  got  we  would 
not  be  justified  in  saying  that  the  dif- 
ferentiation is  all  wrong.  One  of  the  best 
evidences  of  that,  I think,  is  roughly  the 
choice  of  entry  into  general  practice  or 
hospital  practice,  which  shows,  I think, 
•that  .there  is  not  any  very  swinging 
preference  for  one  or  the  other. 

3564.  I would  not  be  criticising  Spens 
if  he  had  been  wrong — he  was  dealing 
with  .the  unknown.  But  in  fact,  if  after 
1954  it  was  right,  or  about  right,  then 
presumably  on  the  straight  unbetter- 

mented  figure  of  Spens  it  was  wrong. 

That  seems  a reasonable  assumption,  yes. 
We  think  we  have  got  it  reasonably 
right  now.  I have  got  here  some  figures 
which  do  bear  on  this — the  percentage 
increase  between  1951  and  1957  in 
general  medical  practitioners  is  13  per 
cent;  in  consultants,  including  senior 
hospital  medical  officers  it  is  16  per 
cent.  It  does  not  look  as  though  -there 
is  an  enormous  swing  one  way  or  the 
other  there  over  all  those  years. 

3565.  From  1951 — after  the  Danck- 
werts  betterment  had  been  added  for 

general  medical  practitioners? Yes.  It 

is  only  on  that  kind  of  evidence  we 
can  go.  I am  not  -pretending  at  the 
moment  that  any  of  us  can  say  that 
this  is  right  or  wrong — you  will  have 
much  more  evidence  on  that  than  I. 
But  on  .that  evidence  we  should  not  say 
it  was  wrong. 

3566.  Do  you  feel,  Sir  John,  from  your 

experience  or  from  Dame  Enid’s  experi- 
ence, that  it  is  very  important  to  have 
approximately  a right  structure  and  a 
right  relativity  within  the  _ profession  as 
well  as  between  the  profession  as  a whole 
and  other  professions? It  is  very  im- 

portant indeed  ; I should  have  thought 


•it  was  almost  more  important  within  the 
profession. 

3567.  Yes,  I think  we  have  received  a 
growing  impression  to  that  extent  as  time 
has  gone  on,  and  that  is  why  we  want  to 
devote  some  time  to  these  sort  of  ques- 
tions. May  I -turn  for  a moment  from 
that  to  the  question  of  dentists,  because 
-there  are  figures  there  we  have  never 
quite  understood.  I am  jumping  on  a 
bit,  but  it  arises  out  of  .this;  if  you 
would  turn  to  your  Appendix  V,  you 
know  that  there  is  a comparison  between 
the  statement  in  the  Spens  general  prac- 
tioners  report  that  the  average  remunera- 
tion adjusted  but  not  bettermented,  would 
be  £1,111,  I think,  for  general  medical 
practitioners.  There  is  a statement  that 
dentists  would  be  earning  rather  less 
than  the  general  medical  practitioner, 
based  on  a certain  number  of  hours,  and 
in  times  of  some  difficulty — and  that 
would  seem  to  relate  I think  a figure  of 
£1,600  for  dentists  to  one  of  £1,800  for 

doctors,  giving  a difference  of  £200. 

Yes. 

3568.  In  paragraph  2 of  your  Appen- 
dix V,  you  seem  again  to  arrive  at  the 
figure  of  £200  or  thereabouts,  but  it 
seems  to  be  an  entirely  different  £200 ; 
and  I personally  have  not  been  able  to 

reconcile  the  figures  at  all. Dame 

Enid  is  the  expert  on  dentists. 

3569.  You  are  there  comparing  a figure 
of  £1,600,  with  an  increase  of  20  per 
cent.,  with  a figure  of  £1,100  increased  by 

85  per  cent.? Dame  Enid  Russell- 

Smith : Yes,  we  are  comparing  the  actual 
figure  of  £1,920  with  a figure  of  £2,055 
for  all  general  medical  practitioners. 

3570.  Yes,  you  are. Was  the  point 

you  had  in  mind  how  that  related  to  the 
Spens  recommendation  of  eight-ninths? 

3571.  Yes  ; has  that  got  the  slightest 
relevance  to  -the  first  sentence  in  para- 
graph 1 of  the  Appendix  for  instance? 

It  has,  I think,  this  relevance,  that 

the  Spens  Committee  contemplated  that 
a fully  occupied,  fully  efficient  dentist, 
would  earn  £1,600  where  a general  medi- 
cal practitioner,  working  in  an  equivalent 
sort  of  way,  would  earn  £1,800.  We  had 
taken  that  sort  of  relationship  as  the  right 
one  to  aim  at. 

3572.  A fully  qualified  general  medical 
practitioner  earning  £1,800  in  1939  values 

would  now  be  earning  how  much? 

In  1939  values  . . . ? 

3573.  In  1957  values,  before  -the  5 per 
cent. — I am  not  concerned  about  the 
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interim  award. We  had  taken  the 

actual  average  o£  the  general  medical 
practitioners  and  we  had  taken  roughly 
£200  less  than  that  for  dentists. 

3574.  But  Spens  did  not  do  that? 

No,  he  did  not. 

3575.  There  is  no  comparison  between 

the  two  sets  of  figures? There  is  no 

direct  comparison  between  the  £200  m 
paragraph  1 and  the  £200  in  paragraph  2 
— no  direct  comparison. 

3576.  'If  there  be  a relationship  to  the 
£1,800  in  paragraph  1,  it  would  be  with 
£3’600,  would  it  not  now — 100  per  cent, 
■betterment — not  with  £2,055? — -If  one 
■were  multiplying  up,  yes  ; but  the  rela- 
tionship we  had  taken  was  this,  that 
where  the  general  practitioner  was  earn- 
ing an  average  as  given  here  of  £2,200, 
the  dentist  should  earn  slightly  less. 

3577.  Professor  Jewkes:  Normally 

about  £200  less? Yes,  in  that  range. 

3578.  Chairman-.  That  is  not  what 

Spens  said,  is  it? No,  it  is  not,  but 

Spens  gave  a number  of  criteria  tor 
assessing  how  general  dental  practitioners 
should  he  paid.  We  tried  to  construct  a 
system  of  remuneration  .based  on  those 
criteria  and  it  broke  down  because  the 
conditions  of  work  at  the  outset  of  the 
National  Health  Service  were  presumably 
■totally  different  from  those  contemplated 
by  the  Spens  Committee  when  they  made 
their  recommendations.  At  any  rate, 
■when  the  Spens  criteria  were  applied  to 
those  conditions  they  produced  incomes 
which  were  not  at  all  what  had  been 
contemplated  by  the  Spens  recommenda- 
tions. 

3579.  That  is  to  say,  they  did  not 

produce  incomes  for  a single-handed 
dental  practitioner  slightly  less  than  for  a 
single-handed  general  medical  practi- 
tioner.  The  dental  incomes  produced 

by  the  system  of  remuneration  which  we 
constructed  at  the  outset  of  the  National 
Health  Service  were  very  much  higher 
than  I think  one  can  safely  say  were 
ever  contemplated  by  either  party  to  the 
negotiations,  and  were  very  much  higher 
than  what  in  fact  were  being  paid  to 
general  medical  practitioners,  and  that 
■was.  the  reason  why  they  were  altered. 

3580.  I am  still  on  the  question  of 
confidence  of  the  profession  not  knowing 
just  what  the  Ministry  is  going  to  do  and 
how  it  interprets  Spens.  As  far  as  I can 
judge,  Spens  in  that  particular  instance 


■recommended  for  dentists,  in  the  present 
time  of  shortage  of  dentists — which  hap- 
pens to  have  lasted  some  time — some- 
thing a hit  lower  than  a particular  kind 
of  general  medical  practitioner,  but  some- 
thing a great  deal  higher  than  the  average 

medical  practitioner? Yes,  he  did  ; 

but  Spens  again  selected  a particular  type 
of  dentist.  He  did  not  make  a recom- 
mendation relating  to  the  average  den- 
tist ; he  qualified  .that  dentist,  and  what 
we  have  attempted  to  do  is  to  link  dental 
remuneration  generally  to  the  average 
remuneration  of  general  medical  prac- 
tioners.  It  seemed  to  us  the  only  link 
that  was  left  to  us. 

3581.  But  you  say  he  selected  a par- 
ticular kind  of  dental  practitioner,  a 

single-handed  dental  practitioner? A 

single-handed  dental  practitioner  work- 
ing efficiently  with,  I think  he  goes  on  to 
say,  all  necessary  auxiliary  assistance,  or 
words  to  that  effect. 

3582.  That  is  the  one  you  have 

selected  as  being  £1,920  net  in  para- 
graph 2 of  Appendix  V? Yes,  that 

figure  relates  to  those  types  of  general 
dental  practitioners.. 

3583.  Spens  never  compares,  that 
figure  at  any  stage,  as  far  as  I can  see, 
with  the  ordinary  medical  practitioner? 

No,  he  did  not ; and  as  you  see  that 

figure  is  much  nearer  the  average  of  the 
general  medical  practitioner  than  was 
the  Spens  £1,600  and  £1,800. 

3584.  (Because  the  £1,800  compared 

with  an  average  figure  of  £1,100? 

Yes. 

3585.  This  was  a very  bag  departure 

from  Spens. Undoubtedly,  because 

Spens  was  found  not  to  work  out  in 
practice  in  the  way  anticipated  in  the 
conditions  prevailing  at  the  outset  of  the 
National  Health  Service. 

3586.  But  had  you  intended  to  have 
something  that  conformed  with  Spens,  if 

it  could  have  'been  worked  out? Yes, 

we  had  anticipated  .that  the  average  fully 
efficient  dentist  would  be  actually  earn- 
ing about  £1,900  net— perhaps  slightly 
more  in  view  of  the  overtime  that  was 
being  worked  at  the  outset  of  the 
scheme.  What  in  fact  happened  was 
that  incomes  out  of  all  proportion 
■greater  than  that  figure  were  being 
earned.  We  were  able  to  analyse  them 
later  into  different  groups,  and  show 
the  spread  of  incomes  in  the  dental  pro- 
fession, and  they  were  very  much  greater 
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than  was  contemplated  when  the  nego- 
tiations took  place,  and  very  much 
greater  than  could  be  justified. 

3587.  I am  sorry  to  keep  on  pressing 
on  'this.  This  figure  of  £1,920  that  you 
had  aimed  at  for  the  general  dental 
practitioner  working  efficiently — which 
I think  represents  a very  large  propor- 
tion of  the  dentists  on  the  Dentists 

Register  . . . One  has  got  to  take 

account  of  age  groups  there,  and  a 
rather  unusually  large  number  of  den- 
tists were  at  that  -time  in  the  higher  age 
groups. 

3588.  You  are  dealing  with  the  same 

figure  that  Spens  mentioned,  of  £1,600 
a year ; you  say  that  this  £1,600  a year 
became  £1,920? Yes. 

3589.  And  that  figure  of  £1,920,  if 
they  had  been  general  medical  practi- 
tioners, would  have  been  a figure  of 
£3,200,  not  £1,920,  because  of  100  per 
cent  betterment — perhaps  85  per  cent 

betterment? Yes,  it  would  be  85  per 

cent  betterment. 

3590.  Which  would  have  been  about 

£3,000? Yes,  at  the  time  we  added 

20  per  cent  betterment  to  both. 

3591.  Professor  Jewkes:  I wonder 

whether  I could  put  much  the  same 
question  in  another  form.  In  the  Minis- 
try of  Health  factual  memorandum, 
paragraph  168,  you  refer  to  an  answer 
given  by  the  Minister  of  Health  on  12th 
July,  1955,  and  there  are  three  figures 
quoted  ; there  is  £2,000  net  for  the  aver- 
age earnings  of  dentists,  there  is  £2,200 
for  the  average  net  income  of  general 
practitioners,  and  there  is  £2,400  for  the 
single-handed  dentist  of  the  age  of  35  to 
54  working  under  the  conditions  you 
have  mentioned.  Is  this  sort  of  dif- 
ference, £2,000,  £2,200  and  £2,400  in 
fact  the  kind  of  principle  that  you  have 
been  applying  in  the  Ministry  of  Health 
in  recent  years  in  fixing  dentists’  earn- 
ings?  That  is  the  sort  of  differentia- 

tion we  have  been  aiming  at,  yes. 

3592.  Chairman : To  come  back  once 

more  to  the  general  medical  practitioner 
Spens  Report,  there  is  no  mention  of  the 
central  pool  in  that  at  all,  is  there?  Do 
you  consider  that  a fair  conception  of 
a central  pool  was  in  any  way  a neces- 
sary part  of  Spens? It  was  historical. 

A great  deal  of  the  machinery  for 
general  practitioners,  both  in  relation  to 
the  distribution  of  remuneration  as  well 
as  in  many  other  things,  was  taken  over 


from  the  arrangements  under  the  old 
National  Health  Insurance  Scheme. 
There  was  a central  pool  under  the 
National  Health  Insurance  Scheme;  it 
was  a method  of  remuneration  which 
commended  itself  to  the  profession  and 
in  general  we  made  as  few  alterations 
in  the  old  arrangements  as  we  could, 
because  we  did  not  want  to  disturb  the 
confidence  of  the  profession  in  the 
methods  to  which  they  were  accustomed. 
We  believed  that  to  be  in  accordance 
with  their  wishes,  and  we  know  in  fact 
it  was  in  accordance  with  their  wishes. 

3593.  Before  the  scheme  started  in 
1948,  most  of  the  doctors  received  pay- 
ment for  items  of  service,  outside  the  old 

National  Health  Insurance  Scheme? 

Yes. 

3594.  To  that  extent  this  was  a con- 
siderable disturbance  of  the  old  methods, 
in  transferring  it  to  a very  largely 

capitation  basis. 1 would  put  it  this 

way,  that  it  was  an  extension  to  a new 
class  of  patients  of  arrangements _ with 
which  they  were  thoroughly  familiar  in 
relation  to  their  old  insurance  prac- 
tices. I have  always  myself  been  quite 
confident  that  the  profession  so  regarded 
it,  and  that  that  is  how  they  would 
have  wished  it  done. 

3595.  Would  that  make  it  easier  or 
more  difficult  to  secure  the  kind  of 
distribution  mentioned  by  Spens  in  the 

Report? 1 do  not  think  it  affected 

that  question,  because  the  point  y which 
made  it  impossible  to  control  distribu- 
tion in  the  way  apparently  contemplated 
by  the  Spens  Report,  was  the  adoption 
of  the  capitation  fee  method  of  pay- 
ment, not  I think  the  adoption  of  the 
central  pool.  The  point  about  the 
adoption  of  the  central  pool  is  that  it 
enables  the  employer  to  know  the  sum 
total  of  his  liabilities. 

3596.  The  central  pool  is  really  for  the 
Government’s  advantage  in  that  sense? 

1 think  it  is  to  the  advantage  of 

both  parties. 

3597.  You  say  it  is  for  the  employer 

to  know  his  liabilities. It  does  have 

that  effect,  among  others,  but  it  has 
other  advantages  which  have  been 
appreciated  by  the  employees. 

3598.  The  employer  has  no  means  of 

knowing  his  liabilities  so  closely  in 
advance  in  the  other  two  sections  of  the 
Service? No,  he  has  not. 
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3599.  Is  that  a disadvantage? 7I 

think  it  is  always  a disadvantage  in 
dealing  with  such  large  sums  for  the 
employer  not  to  know  his  liabilities  in 
advance. 

3600.  Is  he  able  to  estimate  fairly 
accurately  nowadays  in  the  hospital 

service? In  the  hospital  service, 

where  it  is  a question  of  establishment 
which  can  be  known  and  to  some  extent 
be  controlled  in  different  ways,  he  can, 
01  course,  estimate  reasonably  accurately 
'the  amount  that  will  be  needed  for 
salaries  in  that  service ; but  in  services 
which  are  remunerated  on  an  item  ot 
service  basis  without  any  kind  of  central 
pool  he  has  no  means  of  knowing  in 
advance  the  extent  of  his  liabilities 
except  by  previous  experience ; and 
certain  of  the  services  are,,  of  course, 
subject  to  unforeseen  variations, . which 
cannot  be  estimated  for  at  all,  with  the 
consequent  embarrassment  that  one  has 
to  have  a supplementary  estimate  or 
something  of  that  sort. 


3601.  That  would  be  one  of  the 
reasons  for  uncertainty  among  the 
dentists,  that  in  order  to  try  and  equate 
the  estimates  with  what  is  going  to 
happen,  charges  had  to  be  imposed, 
thereby  reducing  the  number  of  calls  on 

the  dentists  ; is  that  right? 1 would 

put  it  this  way,  that  no  Government  can 
accept  an  indefinite  liability  to  an  un- 
limited amount,  and  that  if  there  is  no 
self-regulating  mechanism  in  the  system 
of  payment  they  may  be  driven  to  seek 
other  means  of  limiting  liability  by 
limiting,  say,  demand — as  has  m tact 
happened. 

3602.  Does  that  mean  you  would 

really  like  to  see  a central  pool  system 
for  the  whole  of  the  services,,  so  that 
the  employer  knows  his  liabilities  m 
advance? 1 do  not  think  it  is  prac- 

ticable when  payment  is  made  for  items 
of  service,  but  I think  it  is  common 
ground  to  everybody  that  we  would  like 
to  be  in  a position  to  know  our  liabilities 
more  nearly  in  advance. 

3603.  Mr.  Gunlake:  Why  is  a supple- 
mentary estimate  embarrassing?- Sir 

Thomas  Padmore:  The  Chancellor  of 
the  Exchequer  and  his  staff,  like  every- 
body  else,  like  to  know  as  well  as  they 
can  where  they  stand,  as  well  m advance 
as  possible. 

3604.  Is  the  convenience  of  all  these 

persons  paramount? 1 do  not  thmk 


anybody  suggested  it  was  paramount,  but 
it  is  a fact. 

3605.  Chairman:  In  the  light  of 

experience,  1 suppose  after  the  Service 
had  started  you  were  able  to  judge  much 
more  accurately  than  you  could  at  the 

time  Spens  was  writing  his  reports? 

I think  it  is  fair  to  say  the  uncertainty 
of  the  Government’s  liabilities  in  these 
respects  at  the  present  time  is  not  a fact 
which  gives  any  sleepless  nights  in  the 
Treasury. 

3606.  In  fact  in  that  field,  the  part 

that  has  given  most  anxiety  has  been 
that  of  the  dentists,  because  that  has 
been  most  liable  to  considerable  fluctua- 
tion in  total. Sir  John  Hawton : And 

at  the  beginning  the  opticians ; there  we 
were  concerned  with  the  same  thing. 

3607.  Professor  Jewkes : I gather  from 
what  you  say  you  think  the  advantages 
of  a central  pool,  where  it  can  be 
employed,  for  the  reasons  you  have 
mentioned,  are  overriding.  You  probably 
know  there  has  been  some  criticism 
of  this  central  pool  put  before  us, 
mainly  by  the  Medical  Practitioners’ 
Union.  Do  you  attach  great  importance 
to  those  criticisms?  It  may  be  you 

may  not  want  to  answer.; ;I  do  not 

mind  answering  a bit.  I think  it  is  really 
repeating  largely  what  has  been  already 
said.  The  central  pool  commends  itself 
to  us,  because  we  believe  it  commends 
itself  to  the  profession,  because  it  has 
advantage  to  both,  not  only  the 
employer  but  the  employee,  the  one 
knowing  his  liabilities,  the  other  knowing 
his  assets,  and  it  is  traditional  and 
historical,  and  everyone  is  familiar  with 
it.  You  cannot  apply  it  nearly  so  equally 
1 think  in  the  case  of  dentists,  because 
it  is  made  much  more  easy  when  the 
whole  profession  is  sufficiently  numerous 
to  take  on  responsibility  for  the  whole 
public,  and  you  can  have  your  central 
pool  on  a capitation  basis  ; but  you  have 
not  enough  dentists  to  make  that  easy, 
[n  the  case  of  hospitals,  which  the  Chair- 
man mentioned  just  now,  the  situation 
is  entirely  different;  it  is  neither  a 
central  pool  nor  capitation,  nor  is  it 
items  of  service.  In  their  case  it  is 
salary,  whole-time  or  part-time,  and  you 
know  exactly  where  you  stand.  I would 
say  if  you  want  a criticism  of  the  items 
of  service  system,  which  may  be 
inevitable,  it  is  that  it  is  one  where  you 
are  most  uncertain  because  you  are  in 
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fact  agreeing  to  pay  for  something,  the 
quantity  of  which  is  largely  out  of  your 
control. 

3608.  The  central  pool  system  lis 
regards  general  medical  practitioners  is 
a continuation,  to  some  extent,  of  what 
went  on  before.  Was  it  based  before 
on  the  number  of  doctors  or  the  number 

of  patients? Dame  Enid  Russell- 

Smith : It  was  based  before  on  the  total 
number  of  patients  on  doctors’  lists. 

3609.  Now  it  is  based  on  doctors? 
— On  doctors  since  the  Danckwerts 
Award.  Prior  to  the  Danckwerts  Award 
it  was  based,  as  a temporary  measure, 
upon  95  per  cent,  of  the  population — 'the 
point  being  that  at  the  beginning  it  would 
not  have  been  fair  to  doctors  to  base 
it  on  the  number  of  patients  on  doctors’ 
lists,  because  doctors’  lists  grew  gradually. 

3610.  The  recommendation  of  Spens 
does  not  imply  .that  doctors  should 
average  the  same  amount  regardless  of 
whether  there  are  50,000  general  prac- 
titioners or  5,000,  does  it? — No,  I do 
not  think  Spens  took  into  account  the 
number  of  doctors  nor  did  he  take  any 
precise  account  of  the  particular  method 
of  remuneration. 

3611.  Do  you  think  relating  it  to  the 
number  of  doctors  rather  than  to  the 

number  of  patients  is  a good  plan? 

Frankly,  I have  never  been  able  to  see 
why  the  employer  should  not  pay  for 
the  amount  of  work  to  be  done,  and 
not  on  the  basis  of  the  number  of  people 
it  takes  to  do  it. — Sir  John  Hawton : I 
would  suggest  it  is  the  rather  distorted 
philosophy  of  people  who  think  that  the 
more  money  paid  into  it  the  better  they 
make  sure  that  they  all  get  something. 
— Dame  Enid  Russell-Smith : Perhaps  it 
would  be  fair  to  say  'that  that  recom- 
mendation itself  in  the  Danckwerts 
Award  seems  to  have  been  intended  to 
be  temporary  during  a period  of  shortage 
of  doctors.  It  appears  to  have  been  con- 
templated as  a temporary  measure  and 
based  on  ia  shortage  of  doctors. 

3612.  Professor  Jewkes : The  difficul- 
ties I was  thinking  about  in  connection 
with  the  central  pool  were  somewhat 
different.  You  know  .the  argument  very 
well  yourself.  If  you  have  a central 
pool  and  if,  for  example,  additional 
effort  is  called  for  from  doctors — for 
polio  vaccination  for  example — then  it 
has  been  argued  by  some  people  who 


appeared  before  us  that  the  payment  in 
connection  with  that,  coming  as  it  does 
into  the  central  pool,  reduces  the 
capitation  fee  and  that  therefore 
the  doctors  are  deprived  of  any 
additional  payment  for  what  is  really 

additional  effort. 1 'think  that  needs 

qualification.  In  the  first  place  certain, 
admittedly  small,  extra  payments  are 
made  to  doctors  for  vaccination  and 
immunisation.  They  get,  for  instance, 
a fee  of  5s.  from  the  local  authority 
for  every  record  of  vaccination.  That  is 
not  a fee  for  the  service,  but  simply 
for  the  record,  and  it  includes  an  element 
for  propaganda  in  favour  of  vaccina- 
tion, having  in  mind  particularly  small- 
pox vaccinations.  Secondly,  a good  deal 
of  the  work  which  the  general  practi- 
tioners are  doing  in  polio  is  being  done 
in  the  form  of  undertaking  sessions  for 
local  authorities,  for  which  of  course 
they  receive  extra  payment.  They  do 
not  receive  any  extra  payment  for  the 
actual  clinical  service  that  they  perform 
to  their  own  patients.  What  we  would 
say  on  that  is  this,  that,  as  Sir  John 
has  previously  said,  we  have  always  con- 
templated that  from  time  to  time  the 
amount  of  the  capitation  fee  would  need 
to  be  looked  at  in  the  light  of  all 
relevant  circumstances.  A very  relevant 
circumstance  would  be  a substantial  in- 
crease in  the  amount  of  work  done  by 
doctors  per  patient. 

3613.  I was  quoting  the  polio  case  as 

an  illustration.  What  is  the  point  of 
doctors,  say,  asking  for  an  increase  in 
payment  for  maternity  services  if,  in  fact, 
this  has  the  effect  of  reducing  the  capita- 
tion fee  under  the  central  pool  pro- 
cedure?  The  maternity  fee  does  not 

come  out  of  the  central  pool,  although 
it  does  come  out  of  the  total  remunera- 
tion as  calculated  on  the  Danckwerts 
formula. 

3614.  I would  like  to  see  if  I have 
got  it  right.  Supposing  the  payment 
for  the  maternity  services  were  increased, 
in  that  case  the  capitation  fee  paid  would 

be  reduced  somewhat,  is  that  true? 

Can  I explain  it  this  way?  Under  the 
Danckwerts  formula,  which  is  not  in- 
herent in  the  central  pool  at  all,  but  is 
something  quite  distinct,  the  amount  of 
a doctor’s  other  professional  earnings 
must  be  taken  into  account  before  cal- 
culating the  Government’s  contribution. 
But  prior  to  the  Danckwerts  award  we 
had  the  central  pool  system,  we  also  had 
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the  maternity  payment  system,  and  the 
maternity  payment  was  in  addition  to  the 
amount  that  was  put  into  the  central 
pool. 

3615.  Chairman:  That  perhaps  will 
lead  us  to  another  point  which  interested 
us  very  much.  The  Spens  Report  sug- 
gested an  arrangement  for  really  an 
average  and  a spread  net  remuneration 
per  general  practitioner.  You  have  since 
assumed  virtually  a uniform  percentage 
of  expenses,  which  is  about  33  per  cent, 
on  top  of  that.  It  has  been  suggested 
to  us  from  many  quarters  that  this  system 
is  not  a very  good  one,  that  the  doctors’ 
expenses  do  not  go  up  in  anything  like 
a proportion  to  their  size  of  list,  and 
that  this  has  the  effect  of  greatly  in- 
creasing the  net  remuneration  of  doctors 
with  larger  lists  as  compared  with  those 
with  smaller  lists,  because  so  much  of 
the  expenses  are  basic,  regardless  of  the 
size  of  the  list.  Could  we  have  your 

views  on  that? It  is  a question  of 

weighing  the  advantages  and  disadvan- 
tages. We  would  all  like  a system  which 
related  more  nearly  the  expenses  pay- 
ments made  to  doctors  with  the  level 
of  expenses  actually  incurred,  subject 
always  to  suitable  safeguards.  But  we 
are  dealing  with  20,000  doctors  scattered 
all  over  the  country.  It  is  of  enormous 
importance  to  doctors,  and  to  us,  that 
they  should  be  promptly  paid,  and  that 
the  returns  they  are  required  to  put  in 
in  order  to  get  payment  should  be  kept 
as  simple  as  possible  and  should  be  as 
few  as  possible.  We  would  be  very 
willing  always  to  consider  the  profes- 
sion’s suggestions  for  trying  to  make 
expenses  a little  bit  more  realistic  in  rela- 
tion to  particular  groups,  but  we  always 
have  got  to  w7eigh  against  that  the  very 
great  objection  to  increasing  the  elabora- 
tion, and  above  all  the  delays  which 
come  from  greater  elaboration  in  the 
payment  of  doctors.  This  scheme  is 
terribly  elaborate  already;  it  must  be 
most  difficult  for  individuals  to  calculate 
exactly  what  is  due  to  them  and  how 
it  has  been  arrived  at  as  things  are,  and, 
while  we  would  be  very  anxious  to 
explore  this,  we  would  always  want  to 
have  in  the  back  of  our  minds,  and  I 
know  the  profession  would  want  to  have 
it  in  their  minds,  that  one  must  avoid 
bringing  this  machine  to  a standstill  by 
excessive  elaboration  and  refinement. 

3616.  I do  not  think  anybody  is 
suggesting  excessive  elaboration  and 


refinement.  Have  you  read  what  the 
Medical  Practitioners’  Union  have  to 
say? 1 have. 

3617.  Did  you  think  that  is  technically 

complicated? You  would  have  to 

obtain  from  the  doctors  their  expenses, 
would  you  not?  You  do  that  presum- 
ably on  the  Inland  Revenue  figures-.  A 
doctor’s  accounting  year  ends  at  odd 
dates,  and  -you  would  therefore  have 
somehow  to  allocate  your  doctors’" 
expenses  into  periods.  That  alone 
would  be  difficult.  You  would  then 
have,  when  you  group  them,  to 
do  a lot  of  calculation  in  the 
Executive  Council  paying-out  offices  to 
be  sure  they  all  got  the  right  addition 
for  the  right  man,  and  I think  it  would 
inevitably  add  to  the  delay  in  making 
final  payments  to  doctors. 

3618.  Would  you  think  a scheme  of  a 

basic  payment  of  expenses,  £500  or 
something  like  that,  to  a doctor,  plus 
a very  much  smaller  additional  capita- 
tion sum  was  more  complicated? 1 

want  to  make  it  clear  we  are  always 
ready  to  discuss  with  the  medical  pro- 
fession any  plan  which  commends  itself 
to  the  profession  ; but  in  all  these  things 
there  are  refinements,  because,  for 
instance,  you  have  got  to  fix  a limit  in 
the  size  of  list  below  which  you  will 
not  give  the  basic  payment  of  £500. 
Supposing  you  fix  it  at  400  patients,  you 
have  then  got  to  have  an  elaborate  pro- 
cedure for  making  sure  you  do  not  give 
a man  who  has  399  patients  nothing,  and 
the  man  who  has  401  patients  £500,  and 
all  (that  sort  of  thing,  and  that  is  what, 
when  you  come  to  work  out  these  plans 
in  practice,  immensely  adds  to  the  top 
hamper  of  the  scheme.  I am  only  men- 
tioning these  as  difficulties  which  would 
need  to  be  overcome  ; they  do  not  neces- 
sarily rule  out  any  scheme ; but  from 
our  experience — and  we  have  had  a lot 
in  this  sort  of  matter — one  does  a little 
bit  blench  at  the  complication  which  this 
sort  of  idea  can  introduce  into  a system 
of  remuneration. 

3619.  You  would  need  something  like 
the  present  weighting,  from  501  to  1,500 

patients,  an  element  of  that  kind? In 

a way.  It  would  work  that  way,  yes. 
That  weighting  does  make  the  list  up  to 
1,500  relatively  much  more  profitable 
than  the  larger  lists. 

3620.  Is  there  any  reason  why  that 
principle  should  not  be  more  widely 
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adopted  if  that  seems  suitable?- 

There  is  no  reason  in  logic  why  you 
should  not  alter  the  loadings  in  that  way 
if  in  agreement  with  the  profession  you 
thought  it  a good  thing  to  do. 

3621.  It  is  our  job  to  make  sugges- 

tions that  will  produce  a fair  remunera- 
tion in  comparison  with  other  profes- 
sions.  Yes.  I merely  mentioned 

agreement  with  the  profession  because 
the  sort  of  working  out  in  practice  of 
this  kind  of  thing  affects  a doctor’s  life 
at  very  many  'points.  One  does  want 
to  make  sure  in  trying  to  rectify  one 
difficulty  that  one  does  not  create  a lot 
of  others. 

Chairman:  We  are  conscious  of  that 
need  too. 

3622.  Professor  Jewkes:  Do  you  con- 
sider it  not  worth  while  to  pursue  in 
any  great  detail  the  schemes  set  before 
us  by  the  Medical  Practitioners’  Union. 

1 think  you  need  something  much 

more  rough  and  ready.  I would  not 
like  to  rule  out  the  idea  but  I do  not 
think  you  can  do  it  in  a very  closely 
defined  way. 

3623.  Chairman : I wonder  whether 
anybody  else  has  any  points  to  ask  on 
this  particular  question ; whether  we 
might  come  on  now  to  these  purely 
statistical  ones.  Mr.  Nicholson,  I think 
you  are  really  the  person  who  is  pre- 
pared ;to  justify  the  papers  on  the 
statistics.  Is  that  right,  Sir  Thomas? 
Sir  Thomas  Padmore : Yes. 

Chairman:  I think  Professor  Jewkes 
would  probably  wish  to  ask  most  of  the 
questions  on,  these  papers,  above  all  Jhe 
observations  which  start  at  paragraph 
244. 

3624.  Professor  Jewkes : Mr.  Nichol- 
son, I am  quite  sure  I have  not  grasped 
all  the  subtleties  of  the  paper,  as  I am 
not  a statistician,  but  I gather  from  your 
paper  .that  there  are  differences,  at  first 
glance  they  appear  to  be  crucial 
differences,  between  the  statistical  evi- 
dence submitted  to  us  by  the  B.M.A. 
and  some  of  the  conclusions  of  your 
paper,  so  I want  to  ask  you  questions 
under  really  two  heads:  the  question 
of  the  movement  of  prices,  the  cost  of 
living  for  different  classes ; and  secondly 
the  movement  of  earnings.  It  does  seem 
to  me  important  .that  the  Commission 
should  understand  what  the  differences 
are,  if  there  are  differences  between  the 


experts,  and  particularly  how  confident 
you  are  that  these  differences  really 
would  stand  examination.  The  first 
point  is  this.  In  the  B.M.A.  evidence, 
reference  was  made  to  the  index  of  con- 
sumer prices  and  an  increase  of  29  per 
cent  between  1951  and  1957.  It  was  upon 
the  basis  of  that  index  that  the  B.M.A. 
lodged  their  claim  for  a 29  per  cent 
increase  in  earnings.  You  are  suggesting 
that  in  fact  the  probable  change  in  the 
cost  of  living  of  the  middle  classes  in  the 
period  1951  to  1958  was  not  29  per 
cent  but  was  nearer  10  per  cent.  That 
is  a very  big  difference  and  I would  just 
like  to  explore  the  manner  in  which  you 
arrive  at  it  and  how  certain  you  can  be 
that  it  is  significant.  First  of  all,  I sup- 
pose you  would  agree  that  your  middle 
class  cost  of  living  index  number  is  a 
residual  item  obtained  by  comparing  two 
other  series,  and  if  there  were  any  im- 
portant error  in  any  one  of  those  series 
then  the  error  in  the  residual  item  would 

be  correspondingly  greater? Mr. 

Nicholson:  I agree  with  that  certainly. 
I only  do  not  like  its  being  called 
my  calculation.  It  is  a continua- 
tion of  a calculation  which  Professor 
Allen  worked  out  at  the  time  of 
the  Danckwerts  Award.  I continued 
it  in  order  to  see  what  result  it  would 
produce.  I do  not  quarrel  at  all  with 
the  figure  of  29  per  cent  as  being  the 
increase  in  the  prices  of  all  consumer 
goods — the  general  consumer  price  index. 
We  have  not  expressed  any  views  on 
which  of  the  two  indices  is  more  relevant 
to  doctors. 

3625.  I see,  so  that  if  we  were  to  ask 
you — leaving  Professor  Allen’s  calcula- 
tions on  one  side  and  thinking  only  of 
the  Commission — to  what  series  should 
we  appeal  if  we  were  trying  to  decide  how 
far  the  cost  of  living  of  doctors  has 
changed,  what  would  your  answer  be? 

Firstly,  that  I think  one  ought  not 

to  switch  from  one  index  to  another 
according  to  which  gives  the  higher  result 
over  the  period  one  is  considering. 

Chairman:  It  is  common  practice  in 
negotiations  to  do  that! 

3626.  Professor  Jewkes:  And  indeed, 
as  far  as  my  question  is  concerned,  it  is 
irrelevant  because  I am  not  talking  about 
what  Professor  Allen  has  done  but  I am 
simply  saying  the  Royal  Commission 
would  like  to  know  to  what  series  it 
should  appeal  if  it  wants  to  determine 
how  the  cost  of  living  of  doctors  has 
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changed  since  1951? In  view  of 

the  fact  that  one  cannot  get  a very 
reliable  index  at  the  present  time  appro- 
priate to  the  middle  classes  or  the  pro- 
fessional classes,  I think  some  other  index 
is  at  the  moment  preferable.  If  one  could 
get  a more  reliable  index  of  the  middle 
class  cost  of  living  that  perhaps  would 
be  more  closely  applicable  to  doctors, 
for  that  reason  I think  one  might  decide  - 
to  prefer  it. 

3627.  Chairman : Have  you  any  even 
approximate  definition  in  remuneration 
here  of  the  range  of  what  you  refer 

to  as  the  “middle  class”? No,  it  is 

a vague  term  and  different  people 
would  naturally  interpret  it  to  cover 
different  proportions  of  the  population. 

I was  really  using  it  only  in  the  vague 
sense  of  other  groups  of  the  population 
broadly  comparable  to  the  doctors. 

3628.  The  doctors  and  dentists  as  you 

will  know  cover  a very  wide  spread  of 
income — indeed  abnormally  wide  I 

should  say. Yes. 

3629.  Were  you  putting  them  all  in 

the  same  box  as  far  as  this  particular 
subject  went? 1 think  for  this  pur- 

pose one  would  take,  if  one  were  cal- 
culating the  middle  class  price  index, 
people  who  are  not  included  in  the 
Ministry  of  Labour’s  retail  price  index, 
which  excludes  households  the  head  of 
which  has  an  income  of  over  £1,000  a 
year.  I think  you  have  some  information 
on  this,  but  I should  guess  that  not  many 
doctors  come  into  the  group  of  house- 
holds covered  by  that  index. 

3630.  Professor  Jewkes  \ So  that  you 
think,  Mr.  Nicholson,  that  it  would  be 
quite  proper  for  us,  thinking  in  terms 
of  the  first  criterion  we  have  to  apply 
— changes  in  prices — to  think  in  terms 
of  the  movement  of  an  index  which 
shows  a 25  per  cent  increase  since  1951? 

1 think  it  improper  to  attach  that  to 

a figure  arrived  at  by  a different  method 
in  1951  when  I think  rather  more 
emphasis  was  placed  on  the  middle  class 
price  index.  At  any  rate  that  was  one 
of  the  pieces  of  evidence  used  at  that 
time.  I think  one  ought  to  use  the  same 
index  for  the  whole  period  before  and 
after  1951,  and  I would  not  be  prepared 
to  defend  any  procedure  which  involved 
using  one  index  for  one  period  and 
another  for  a later  period.  I think  if 
you  take  the  whole  period  since  1939 
there  is  not  very  much  difference  between 


the  two.  It  just  so  happens  that  this 
rough  calculation  of  an  index  for  the 
middle  class  was  higher  in  the  earlier 
period  and  lower  in  the  later  period. 

3631.  Professor  Jewkes:  Then  I would 
really  repeat  the  question.  Leaving 
Professor  Allen  on  one  side,  would  you 
feel  we  would  be  wise  to  take  since  1939 
this  index  of  general  oonsumer  prices 
as  our  basis  of  how  far  the  cost  of  living 
has  risen  for  doctors?  I am  simply 
looking  for  a basis.  Would  you  be  quite 
happy  if  we  used  that  particular  index 
all  through? 

Chairman : You  are  talking  in  terms 
of  Spens,  not  our  terms  of  reference? 

Professor  Jewkes : No,  I am  not 
talking  of  our  terms  of  reference.  I 
am  asking  how  far  the  cost  of  living 
of  doctors  has  changed  since  1939. 
Would  you  feel  we  would  be  wise 
if  we  used  the  general  index  of 
consumer  prices  as  given  in  the  Blue 

Book? It  is  a little  difficult  to  say. 

1 think  one  perhaps  could  suggest  that 
you  should  take  account  of  the  fact  that 
■the  middle  class  price  index  shows  a 
lower  increase.  The  calculation  is 
rough,  but  it  is  not  so  rough  as  to 
suggest  that  it  could  have  shown  the 
same  increase  as  the  general  consumer 
price  index. 

3632.  I would  be  quite  happy  if  your 
Department  could  provide  us  with  an 
index  showing  the  changes  in  the  cost 
of  living  of  the  middle  classes  since 
1939.  I am  simply  looking  for  what 
you  would  regard  as  the  most  reasonable 
series  to  employ  for  this1  purpose.  Could 

this  be  done? -Given  time,  it  could 

be  done.  I think  it  is  difficult  to  account 
for  the  big  difference  between  this  rough 
calculation  appropriate  to  the  middle 
classes — I call  it  middle  classes,  call  it 
professional  classes  if  you  like — and  the 
29  per  cent  shown  by  the  general  con- 
sumer price  index.  One  can  easily 
understand  an  error  of  2,  3,  4 or  5 per 
cent  creeping  into  a calculation  of  this 
kind,  but  n-ot  an  error  -of  18  or  19  per 
cent. 

3633.  This  is  exactly  the  reason  why 
I am  trying  to  get  something  secure  to 
which  we  as  a Commission  can  appeal. 
We  are  really  confronted  with  two 
figures  showing  an  increase  of  29  per 
cent  and  of  10  per  cent.  There  is  a 
big  difference  between  them.  Would  you 
be  quite  happy  if  we  used  the  figure 
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showing  the  increase  of  29  per  cent  all 
through? The  29  per  cent  is  cer- 

tainly a more  accurate  estimate  of  what 
it  purports  to  measure— changes  in  the 
prices  of  all  consumer  goods — than  the 
figure  of  10  or  11  per  cent. 

3634.  This  is  what  the  B.M.A.  did: 
they  used  the  29  per  cent,  did  they 
not?— — Yes,  but  I have  a suspicion  they 
used  it  because  it  came  out  to  their 
advantage  to  do  so. 

3635.  There  are  two  figures  and  we 
are  really  asking  you  as  an  expert  to 
give  us  guidance  as  to  which  is  the  more 
reliable  figure.  I would  like  your  advice 

on.  it. 1 think  the  question,  if  you 

had  accurate  indices  of  both  kinds 
which  would  you  prefer  to  use,  is  one 
which  perhaps  it  is  not  for  me  but  for 
the  Royal  Commission  to  decide.  If 
they  asked  me,  I would  say  an  accurate 
and  appropriate  figure  for  the  middle 
classes  seems  more  closely  to  measure 
the  sort  of  things  that  one  is  trying  to 
measure  here. 

3636.  That  index  in  fact  does  not 

exist,  does  it? An  accurate  index  of 

that  kind  does  not  exist  but  it  is  easy 
enough  to  do  this  rough  kind  of  calcu- 
lation. That  suggests  that,  if  an  accurate 
index  were  available,  it  would  be  sub- 
stantially lower  than  the  general  con- 
sumer price  index.  It  is  rather  difficult 
to  believe  it  would  be  above  20  per  cent 
in  the  light  of  the  results  of  this  rough 
calculation,  perhaps  easier  to  believe  it  is 
nearer  10  to  15  per  cent. 

3637.  Are  you  acquainted  with  the 

unofficial  middle  class  cost  of  living 
indices?  One  was  quoted  to  the  Com- 
mission some  time  ago.  in  a statement 
prepared  by  the  “ Economist.”  That 
was  .the  cost  of  living  index  number  for 
the  middle  classes  which  in  fact  showed 
a very  much  larger  increase  than  the 
10  per  cent  suggested  by  your  calcula- 
tions.  1 have  not  seen  that. 

3638.  Could  we  turn  to  the  second 
criterion,  the  question  of  earnings,  where 
the  difference  between  you  and  the 
British  Medical  Association  seems  to  be 
this.  The  B.M.A.  quoted  figures  of  pro- 
fessional earnings  between  1951  and 
1956,  showing  an  increase  of  25  per  cent. 
Those  of  oourse  were  total  earnings,  not 
per  head,  but  the  B.M.A.  indicated  to  us 
that  probably  on  the  whole  there  has  not 
been  much  change  in  the  number  of 
earners  and  therefore  25  per  cent  was 
perhaps  a reasonable  guess  for  the 


period.  Then  in  your  document  you  are 
suggesting  that  figure  should  be  8 per 
cent  not  25  per  cent.  Could  you  explain 
to  us — I think,  the  Commission  would 
like  to  know-how  you  got  that  figure 

which  is  so  different? A large  part  of 

the  difference  is  explained  by  the  fact 
that  when  the  submission  was  made  by 
the  B.M.A.,  .they  had  figures  available 
to  them  which  have  since  been  sub- 
stantially revised.  In  April,  1957,  when 
the  official  estimates  appeared  for  1956 
and  earlier  years,  the  estimates  which  led 
to  the  figure  of  25  per  cent  were  revised 
and  produced  a figure  of  only  13 
per  cent  increase  in  total  income.  I 
think  the  B.M.A.  could  not  quarrel  with 
the  fact  .that  the  figure  had  been 
changed,  and  they  would  now  have  to 
switch  over  to  the  new  evidence  on  that. 
The  rest  of  it  is  just  a matter  of  estimat- 
ing the  number  of  persons  covered  by 
this  estimate  and  that  information  is 
supplied  to  us  by  the  Inland  Revenue. 
An  estimate  of  the  number  of  incomes 
in  this  category  shows  an  increase  of 
roughly  5 per  cent ; dividing  that 
increase  in  numbers  into  the  increase  in 
total  incomes,  we  get  an  increase  in 
average  professional  incomes  of  about 
8 per  cent. 

3639.  You  see,  Mr.  Nicholson,  this 
figure  of  the  number  of  earners  has  not 
been  made  available  to  the  Royal  Com- 
mission and  what  I would  like  to  say  is, 
since  the  figure  now  has  been  used  in  the 
denominator,  could  we  have  those  figures 
given  in  the  Blue  Book  divided  by  the 
number  of  earners  for  each  year  since 

1938? There  may  be  some  difficulty 

about  getting  a figure  for  1938.  It  can 
be  done  for  a run  of  years. 

3640.  Could  we  have  it  for  as  long  a 

run  as  you  can  make  available  to  us? 
Because  this  in  fact  is  the  important 
■thing.  Up  to  now  we  have  been  con- 
fronted only  with  total  earnings  and 
we  want  earnings  per  head. What- 

ever information  is  available  to  the 
Inland  Revenue  could  of  course  be  made 
available  to  you.  I think  they  may  have 
to  qualify  the  figure  for  1938  and  say  it 
is  a rough  estimate,  rougher  than  the 
figures  for  later  years.  I think  you 
probably  understand  the  qualifications 
attaching  to  these  figures  already. 

Professor  Jewkes:  Yes  indeed. 

3641.  Mr.  Gunlake : You  mentioned 
just  now  .the  number  of  incomes  included 
in  these  figures  in  the  Blue  Book.  Am  I 
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not  right  in  thinking  it  -is  the  number 

of  Schedule  D assessments? It  is— I 

think  you  are  -right — incomes  _ of  self- 
employed  professional  people  including 
part-time  people  as  one  unit. 

3642.  What  about  a man  who  is 
assessed  under  both  Schedule  D and  E? 

Chairman : This  is  limited  to  profes- 
sional self-employed  people,  the  part- 
time  consultant,  for  instance,  is  included? 

He  is  included  in  the  figures  if  he 

works  part-time  as  a self-employed 
consulitant. 

3643.  Even  if  he  is  nine-elevenths 
employed  by  a hospital,  and  two- 

elevenths  in  private  practice? Then 

he  is  included  in  these  figures. 

3644.  For  the  whole  of  'his  earnings? 

For  that  part  of  his  earnings  he 

derives  from  his  self-employed  work. 

3645.  So  although  he  appears  as  a 

person  it  is  only  two-elevenths  of  his 
time? Yes. 

3646.  That  would  give  a misleading 
answer,  would  it  not?  In  fact  very  much 
so  for  doctors  because  nine-elevenths  is 
a very  common  degree  of  employment 

as  a consultant? If  the  proportion  of 

part-time  self-employed  professional 
persons  is  substantial,  and  if  that  propor- 
tion is  changing  from  year  to  year,  it 
would  disturb  the  comparison. 

3647.  Mr.  Gunlake : We  kno-w  it  is 
changing,  of  course. 

Chairman : And  we  know  it  is  chang- 
ing very  substantially  for  doctors. 

It  has  been  said  that  it  is  changing  and 
thait  the  change  is  substantial.  We  have 
no  actual  information. 

3648.  We  know  the  total  amount  of 
people  who  have  some  self-employment 

is  substantial. Sir  Thomas  Padmore : 

One  is  not  looking  at  this  for  absolute 
levels  of  remuneration.  One  is  looking 
for  the  change.  To  that  extent  this  kind 
of  operation  is  less  depreciated  by  the 
inclusion  of  part-time  than  it  otherwise 
would  be. 

3649.  Professor  Jewkes : Unless  the 
proportion  of  part-timers  was  changing. 
Mr.  Nicholson : The  proportion  needs  to 
be  changing  and  it  also  needs  to  be 
substantial. 

3650.  I would  not  press  the  point 
further.  You  know  what  we  would  like 
here.  We  would  like  to  get  professional 
earnings  per  head  corresponding  to  the 


figures  that  are  given  in  the  Blue  Book 
for  total  earnings  of  professional  persions 
for  as  long  a period  back  as  we  can  get 
them — to  1938  if  possible.  The  other 
point  I wanted  to  raise  is  this.  You 
probably  know  certain  figures,  have  been 
given  to  us  by  the  Inland  Revenue  for 
recent  years.  I may  be  wrong  about  this,, 
but  at  first  glance  it  .appeared  to  me  your 
conclusions  were  not  consistent  with  the 
figures  given  to  us  by  the  Inland  Revenue. 

Am  I wrong  in  -that? -I  think  they 

do  not  cover  quite  the  same  group  of 
people.  I think  I am  right  in  saying: 
that  their  figures  are  limited  to  specific 
classes  of  professional  self-employed 
people,  and.  die  figures  we  have  quoted 
here  cover  all  self-employed  professional 
people  except  general  practitioners. 

I think  I am  also  right  in  saying  that 
their  figures  do  not  refer  to  the  same 
period.  Both  the  starting  points  and  the 
end  point  of  their  figures  are  substantially 
earlier  than  the  starting  and  end  points  of 
this  calculation. 

3651.  They  give  a bigger  percentage 

increase  than  you  give. Both  set®  of 

figures,  are  derived  from  the  same  source 
— from  Inland  Revenue  returns. 

3-652.  I am  just  wondering  what  the 
basis  of  calculation  is,  for  example,  in 
the  figures  you  quote  showing  an  8 per 
cent  increase  only.  Those  figures  include 

dentists,  do  they  not? They  include 

dentists. 

3653.  They  include  consultants  too. 
The  dentists’  earnings  in  the  part  of  the 
period  you  cover  were  actually  going 
down.  That  would  mean  if  you  could 
separate  out  the  figures  of  the  earnings 
of  doctors  and  dentists,  perhaps  what 
was  left  would  increase  more  rapidly 
than  your  8 per  cent,  and  that  might 
be  the  explanation  of  this  apparent 

diversity? 1 should  be  very  surprised 

if  the  exclusion  of  dentists  from  these  - 
figures  made  a difference  of  more  than 
4 per  cent. 

3654.  Total  dental  remuneration  is 
about  £40  millions,  is  it  not,  and  the 
figure  has  been  going  down.  It  is  a sub- 
stantial figure,  what  is  left?— — -It  is — a 
figure  of  the  order  of  £200  millions. 

3655.  You  see  the  point  I am  getting 
at,  the  -third  point,  is  a rather  -more 
general  point.  At  various  places  in  the 
document  you  refer  to  the  Danckwerts 
Award  and  unless  I am  mistaken  you. 
are  implying  that  in  some  way  the 
Danckwerts  Award  did  not  establish. 
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appropriate  relativities.  In  paragraph 
250  you  say  the  B.M.A.  assume  that 
changes  in  prices  and  salaries  between 
1939  and  April  1951  were  correctly  taken 
into  account  toy  the  Danckwerts  Award 
and  you  talk  about  changes  in  salaries 
since  1951.  My  interpretation  of  the 
Danckwerts  Award  is  that  it  was  an 
attempt  to  establish  appropriate  relativi- 
ties ; that  the  adjudicator  in  that  case  had 
his  information  about  price  changes  and 
changes  in  earnings,  and  that  it  was  upon 
•that  basis  he  reached  his  decision.  Is  that 

wrong?- 'Dame  Enid  Russell-Smith : 

The  terms  of  reference  of  Danckwerts  did 
require  him  to  take  account  of  both  the 
changes  in  the  cost  of  living  and  the  in- 
comes of  . other  professions,  and  he  went 
into  both  those  points. 

3656.  So  if  the  adjudication  was  correct 
the  proper  relativities  were  established? 

Sir  John  has  just  explained  that  while 

the  Danckwerts  Award  was  accepted  it 
was  not  What  the  Ministry  had  argued 
for  before  Danckwerts. 

3657.  Chairman:  Yon  say  none  the 
less  “ changes  in  the  cost  of  living  ”. 
The  actual  words  were  “ changes  in  the 
value  of  money  You  do  not  take  that 

as  necessarily  the  same  thing? Sir 

John  Hawton  : The  only  words  we  would 
perhaps  reflect  upon  in  the  question  were 
— “ if  the  adjudication  was  correct  ”. 

3658.  Mr.  Gunlake : The  point  we  are 
pursuing  here  in  paragraph  250  is  that 
in  that  paragraph  it  is  objected  that  this 
method  of  dealing  with  the  thing  in  three 
bites  is  wrong.  That  can  only  be  so  if 
■the  Danckwerts  Award  is  considered  a 
wrong  award.  Is  it  your  position  that 
you  are  in  fact  trying  to  get  round  it? 

We  never  try  and  get  round  a thing 

we  accepted.  I say  we  accept  it,  full  stop. 
— Mr.  Nicholson : The  point  of  the 
remarks  in  this  paragraph  250  is  really 
that  the  appropriate  relationships  in  other 
professions  had  not  .in  1951  been  estab- 
lished, for  example,  in  the  Civil  Service, 
and  so  suitable  changes  were  made  in 
.salaries  in  the  Civil  Service  subsequently 
to  1951  in  order  to  bring  about  a more 
proper  level  between  Civil  Service  salaries 
and  those  of  other  professions. 

3659.  Professor  Jewkes:  Surely  the 
adjudicator  had  available  to  him  the 
statistics  of  earnings  in  other  professions 
and  by  appeal  to  those  he  presumably 
sought  to  establish  the  correct  relativities? 
The  point  I am  trying  to  get  clear  can  be 


well  seen  in  a specimen  sentence  where 
you  say : 

“ Changes  that  have  taken  place 
since  1951  in  salaries  in  other  pro- 
fessions, e.g.  of  University  lecturers, 
teachers  and  Civil  Servants,  have 
probably  led  to  more  normal  relation- 
ships generally,” 

Now  that  suggests  that  the  Danckwerts 
Award  in  1951  established  relationships 
that  were  not  normal. 

Chairman : It  was  a step  ahead. 

Professor  Jewkes : The  suggestion 

seems  to  be  it  was  a step  ahead? 1 

think  that  is  the  suggestion.  At  no 
time  can  one  ever  say  anything  is  normal. 

3660.  Would  it  be  fair  to  mention 
we  are  again  up  against  these  two  con- 
flicting criteria?  The  100  per  cent  better- 
ment was  perhaps  nearer  to  the  changes 
in  the  value  of  money  than  it  was  to  the 
changes  in  incomes  of  other  professions? 
— —Dame  Enid  Russell-Smith : That  I 
think  accounts  for  the  difference. 

3661.  Is  there  any  evidence — if  so  can 
we  have  it — that  the  changes  in  pro- 
fessional earnings  that  the  adjudicator 
had  to  deal  with  showed  that  100  per  cent 
increase  for  doctors  would  be  abnormal? 

The  simple  point  I am  making  is 

that  I think  the  100  per  cent  betterment 
was  more  in  line  with  the  changes  in 
the  value  of  money  than  it  was  with  the 
changes  in  earnings  in  other  professions. 

3662.  Chairman:  Professor  Jewkes 

was  wondering  whether  there  was  any 
evidence  to  that  effect.  I thought  perhaps 
Mr.  Nicholson  might  know  the  extent 
to  which  other  professions  had  in  fact 
increased.  I know  here  we  are  faced  with 
the  position  in  any  case  with  the  general 
practitioners  that  the  100  per  cent  was 
added  to  an  increased  figure  for  1939  ; 
was  not  added  to  1939  but  gave  a better- 
ment over  1939  of  something  like  138  per 
cent.  Have  you  Mr.  Nicholson,  while 
we  are  at  this  point  dealing  with  the  past, 
actual  evidence  as  to  how  much  people 
in  these  different  levels  in  other  pro- 
fessions in  1951  had  at  that  time  gone 
up  in  comparison  with  pre-war  figures? 

Mr.  Nicholson:  We  have-not  got 

comprehensive  figures  but  tbe  informa- 
tion available  certainly  suggests  that  the 
average  increase  was  less  than  the 
amount  awarded  to  doctors  at  that  time. 
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3663.  Professor  Jewkes:  Cemtain 

figures  of  professional  earnings  between 
1939  and  1951  were  put  in  the  hands  of 
the  adjudicator,  and  upon  the  basis  of 
that  he  made  a decision  to  increase 
general  practitioners’  earnings  by  100 
per  cent.  Have  we  any  reason  to  believe 
that  the  figures  he  was  using  for  other 
professional  earnings  showed  a smaller 

percentage  increase? 1 think  those 

figures  were  limited  to  self -'employed  pro- 
fessional people  in  about  half  a dozen 
professions  only  and  did  not  take  into 
account  any  salaried  professional  people. 

3664.  Chairman : It  is  really  the  self- 

employed  branch  we  are  dealing  with  as 
regards  the  Danckwerte  Award,  are  we 
not? People  who  are  comparable. 

3665.  Salaried  professional  people 

compare  more  with  the  hospital  doctors 
who  are  also  salaried.  For  this  pur- 
pose I think  it  is  right  to  take  'the 
self-employed  people  in  other  branches. 
That  is  what  I take  it  you  mean  when 
you  say  the  evidence  to  Danckwerts,  such 
as  it  was,  was  that  the  100  per  cent 
reflected  more  the  change  in  the  value  of 
money  rather  than  the  change  in  the 
value  of  the  earnings  of  other  comparable 
professions? 1 think  the  figure  avail- 

able of  the  increase  in  average  pro- 
fessional earnings  was  less  than  100  per 
cent  at  the  time  of  Danckwerts. 

3666.  Even  there  I suppose  it  varied 
-considerably  for  the  people  at  the  bottom 
end  of  the  list  and  those  at  the  top  end. 
It  was  not  a uniform  increase,  was  it? 

1 am  sure  the  increase  must  have 

varied  quite  a lot  from  one  profession  to 
another  and  also  at  the  different  ends 
of  the  scale  for  each  profession. 

3667.  Chairman : You  have  not  got 
any  figures  on  that? 

Professor  Jewkes : You  think  it  is  less 
than  100  per  cent.  How  much  less?-; — 
I am  not  thinking  about  this.  I am  just 
saying  I know  what  the  figure  is  that  was 
put  in  from  the  Inland  Revenue.  I say 
it  was  less  than  . . . 

3668.  I know  the  figure  too,  so  let  us 
discuss  it.  The  figure  that  was  given 
to  the  adjudicator  was  a figure  based 
on  1937  as  I understand  it.  Was  that 

correct? Your  memory  perhaps  is 

better  than  mine. 

3669.  In  the  discussions  .that  went  on  at 
the  Danckwerts  proceeding's  a good  deal 
of  confusion  arose  because  the  Inland 


Revenue  figure  was  a figure  based  on 
1937  and  the  B.M.A.  figure  wias  based  on 
1938.  These  two  figures  were  mot  very 
different  and  in  facit  they  were  both  con- 
sistent With  the  increase  that  the  adjudi- 
cator awarded  of  100  .per  cent.  Is  that 

not  correct? The  figures  used  at  that 

time  were  not  very  different  from  each 
other.  The  figures  about  changing  prices, 
too,  were  not  all  that  different.  You 
know  and  I know  what  the  difference 
was. 

3670.  If  that  was  so  how  can  it  be 
said  Danckwerts  Award  in  any  way 

created  abnormal  relativities? -€an  I 

perhaps  be  allowed  to  explain  the  main 
point  of  what  we  are  trying  to  say  here? 

It  is  that  if  one  is  asking  oneself  the 
question,  what  ought  salaries'  to  be  at 
the  present  time  in  relation  to  what  is 
being  paid  at  the  present  time  in  other 
professions,  it  is  going  at  it  in  rather  a 
roundabout  way  to  first  of  all  take  1939 
as  the  starting  point,  then  to  consider 
the  increase  between  1939  and  1951 
including  the  Danckwerts  Award,  and 
then  to  look  at  the  increases  between 
1951  and  the  present  time.  Some  of  the 
figures  are  not  the  figures  one  would  like 
to  have.  They  do  not  cover  all  pro- 
fessions. For  instance  one  of  the  figures 
used  was  professional  incomes  excluding 
salaried  professional  people.  One  does 
not  have  am  accurate  middle-dlass  price 
index.  The  miadn  point  of  the  remarks 
in  this  paragraph  is  that  one  is  more 
likely  tio  get  an  accurate  and  generally 
acceptable  result  if  one  goes  straight  into 
the  problem  of  what  should  salaries  be 
in,  relation  to  other  professions  now, 
rather  than  doing  it  in  this  roundabout 
method  involving  inaccuracies  at  every 
stage. 

3671.  Mr.  Gunlake : You  are  contend- 
ing that  the  right  thing  to  do  is  to  make 
a comparison  with  levels  of  remunera- 
tion in  other  professions.  At  the  moment 
there  is  a very  considerable  lack  of 
information  about  other  professions  as 
to  what  their  earnings  in  fact  are.  Had 
it  occurred  to  you  that  as  soon  as  we 
publish  our  Report  and  statistical 
appendices,  at  least  some  of  those  other 
professions  may  say : “ This  is  not  good 
enough ; we  are  going  to  alter  our 
standard  of  remuneration”.  Why  is  it 
thought  this  yardstick  of  other  pro- 
fessional remuneration  at  the  moment  is 

something  fixed  and  immutable?- 1 

do  not  think  anybody  here  would  say 
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it  is  fixed  and  immutable. — Sir  Thomas 
Padmore : Could  I just  add  to  what  Mr. 
Nicholson  said?  The  other  great  diffi- 
culty, apart  from  the  inaccuracies  of 
what  he  called  a roundabout  method  of 
looking  back  to  1939  and  1951  and  look- 
ing at  changes  between  then  and 
now  in  order  to  attempt  to  arrive  at  a 
proper  and  just  deal  for  these  profes- 
sions, is  that  any  such  procedure  involves 
an  assumption  that  the  state  of  affairs 
which  existed  in  1939  and  that  which 
existed  in  1951  w;as  necessarily  right. 
Further,  even  if  it  was  right  then,  that 
'that  state  of  affairs  ought  to  continue 
to  exist  now. 

3672.  Would  you  think  the  state  of 

affairs  existing  in  1951  was  right? 

Not  necessarily.  Nor  of  course  do  I make 
any  assumption  about  the  rightness  or 
wrongness  of  the  rate  of  remuneration  re- 
ceived by  other  professions.  All  I say  is 
that  at  is  right  and  fair  and  just  that 
members  of  a public  service  should  be  re- 
munerated at  the  same  sort  of  levels  in 
relation  to  what  they  do  as  are  members 
of  other  occupations,  whether  inside  or 
outside  the  public  services. 

3673.  Chairman : That  will  be  a 

changing  relationship  over  the  years? 

Sir  John  Haw  ton : That  brings  you 

to  (c)  of  your  terms  of  reference. 

3674.  Professor  Jewkes : On  this  diffi- 
cult matter  we  cannot  draw  truth  from 
the  air.  It  is  true  that  ooir  questionnaire 
will  show  us  relative  earnings  in  different 
professions  in  1955  and  1956.  That  wifi 
mot  really  fell  us  whether  these  reflation- 
ships  are  right.  We  cleanly  have  to  go 
back  a little  to  see  how  earnings  in  differ- 
ent professions  move,  the  history  of  all 
this.  Wibat  I am  anxious  to  do  is  to  try 
and  simplify  our  task.  Can  we  assume  in 
1951  there  was  this  award,  that  this  is 
a good  basis  from  which  we  can  start 
thinking  forward?  A good  deal  has 
been  said,  today  that  throws  doubt  on 
that  1951  award.  I am  very  anxious  to 
know  just  how  serious  is  the  suggestion 
that  the  Danckwerts  Award  created 
abnormalities  which  it  may  be  our  task 

■to  try  and  deal  with. Sir  Thomas 

Padmore : I would  not  dispute  the 

relationships  of  1939  or  1951  or  Danok- 
werits.  AM  I would  say  is  that  if  you 
base  yourself  primarily  on  an  adjustment 
of  the  historical  situation  by  reference  to 
what  has  happened  within  the  profession 
and  what  has  happened  elsewhere,  you 
will  not  be  carrying  out  the  job  involved 


in  your  terms  of  reference.  I therefore 
suggest  that  ought  not  to  be  your 
primary  approach. 

3675.  Chairman : I think  we  have 

covered  this  part  sufficiently  for  the 

moment. If  I may  just  add.  Professor 

Jewkes  said  he  was  very  anxious  to 
establish  the  extent  to  which  we  were, 
as  it  were,  asserting  that  1951  had 
created  a state  of  affairs  which  was 
nndnly  favourable  to  the  general  practi- 
tioner. I think  that  what  is  said  here 
we  would  hold  to.  You  will  notice  that  in 
paragraph  250,  it  is  said  that  “ the 
assumption  that,  by  1951,  the  appropriate 
relationship  had  been  established  between 
salaries  in  the  medical  and  other  profes- 
sions is  open  to  question.”  I know  of 
course  the  remuneration  of  general  prac- 
titioners is  not  salaried,  but  I think  we 
go  on  to  speak  here  about  University 
lecturers,  teachers  and  civil  servants.  I 
think  we  would  say  that  while  the  direct 
and  natural  comparison  for  the  general 
practitioner  is  not  of  course  with  salaried, 
classes,  nevertheless  we  would  have  held, 
if  we  are  looking  at  the  comparison  be- 
tween 1939  and  1951,  that  the  Danck- 
werts Award  did  put  the  general  prac- 
titioners well  in  front;  well  in  front,  in 
that  same  kind  of  comparison,  of  other 
salaried  classes — though  they  themselves 
are  not  salaried — in  particular  in  front  of 
such  people  as  we  mention,  University 
lecturers,  teaohers  and  so  on  who  had 
certainly  not  had  between  1939  and  1951 
anything  like  100  per  cent,  betterment. 

Professor  Jewkes : I had  missed  the 
significance  of  that  point. 

3676.  Chairman : Might  we  turn  to  a 
different  point  on  the  relationship  of  the 
two  sides  of  the  profession.  It  seemed 
to  us,  Sir  John,  one  of  the  things  that 
has  emerged  as  time  has  gone  by  at 
various  meetings,  that  there  is  undue 
difficulty,  part  of  which  is  due  to  the 
levels  of  remuneration,  in  the  transfer  of 
a doctor  who  aimed  at  being  a general 
practitioner  and  then  wants  later  to  go 
on  to  the  hospital  side;  or  who  aimed 
at  being  a consultant,  is  not  a failure  but 
has  changed  his  mind  and  wants  to  go 
on  to  the  general  practitioner  side.  There 
seems  to  me  undue  rigidity  in  the  two 
sides  of  the  Service.  We  have  had  that 
fairly  generally  handed  to  us  from  time 
to  time  or  it  has  emerged  from  discus- 
sion, and  it  has  emerged  that  really  the 
remuneration  in  the  two  sides  ought  not 
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to  !be  such  as  to  be  an  undue  barrier  to 
fluidity  within  the  Service.  What  would 
you  think  about  that  in  general  terms? 

Sir  John  Hawton:  There  are  two 

points  are  there  not?  First  of  all  are 
you  saying  only  remuneration  acts  as  a 
separating  wall? 

3677.  No,  there  are  other  things  as 
well.  What  seemed  to  emerge  is  that 
■there  axe  many  difficulties,  but  that 
remuneration  itself  ought  not  to  be  an 
additional  barrier  in  an  already  rigid 

structure. Dame  Enid  Russell-Smith : 

It  all  depends,  does  it  not,  on  the  stage  at 
which  a doctor  wishes  to  pass  from  one 
branch  to  the  other,  dealing  solely  with 
the  remuneration  question,  because  of 
course,  there  are  these  other  barriers  as 
well.  If  he  passes  straight  from  the  hos- 
pital training  machine  there  is  surely  no 
barrier. 

3678.  There  is  no  barrier  at  the  end  of 
his  first  year  as  house  officer.  Then  he 
can  do  either.  But  from  then  on  the 

conditions  tend  to  alter. Sir  John 

Hawton : Is  it  not  partly  a question  you 
asked  earlier  about  the  differential  in 
payment  between  the  two  sides?  That 
I should  have  thought  was  answered  by 
saying  we  do  not  think  the  differential  is 
necessarily  wrong.  We  would  not  go  so 
far  as  to  say  it  is  ideal  and  perfect.  We 
do  not  say  it  is  wrong  according  to  the 
evidence.  What  I should  have  thought 
was  the  really  important  thing — you 
must  remember  I am  speaking  as  a lay- 
man and  you  will  get  your  expert  evi- 
dence from  elsewhere — is  to  see  that  the 
result  of  this  is  not  to  separate  the  whole 
working  life  of  the  general  practitioner 
and  the  hospital  staff  too  much.  And 
on  that  it  is  a matter  of  doing  all  kinds 
of  things — an  accumulation  of  things — 
to  bring  them  together.  I mean,  the 
kind  of  things  we  have  done.  I think 
we  have  set  out  some  of  them  for  you. 
The  kind  of  things  we  have  done  is  to 
encourage  the  general  practitioner  to 
have  charge  of  wards.  The  number  of 
general  practitioner  hospitals  has  gone 
up.  We  encourage  the  specialist  doing 
a domiciliary  visit  always  to  have  the 
general  practitioner  there,  so  that  they 
work  together.  We  encourage  every  kind 
of  facility  to  the  general  practitioner's  to 
go  ’ into  the  hospital  where  the  other  side 
of  the  profession  can  use  their  resources. 
These  are  all  encouragements.  In  the 
last  resort  in  my  lay  experience  it  de- 
pends so  much  on  the  people  themselves. 


One  has  met  general  practitioners  whose 
whole  anxiety  is  to  follow  their  patients 
right  through  specialist  treatment,  to  get 
in  the  hospital  if  'they  can.  One  has 
also,  I am  afraid,  met  general  practi- 
tioners who  take  the  view:  “I  wash 
my  bands  of  this:  it  has  gone  to  hos- 
pital.” But  all  of  these  things  can  only 
be  done  by  persuasion. 

3679.  I was  not  comparing  the  re- 
muneration normally  earned  by  a con- 
sultant and  that  normally  earned  by 
general  practitioners.  The  consultant  is 
firmly  established.  It  is  the  stages  between 
a doctor’s  first  year  as  pre-registration 
house  officer  and  that  of  perhaps  the 
senior  registrar  that  I am  thinking  of.  It 
is  round  about  there  it  has  seemed  to 
us  that  the  people  might  have  decided 
after  all : “I  do  not  want  to  specialise.” 
They  should  be  able  to  change  more 
readily  and  remuneration  should  be  no 
bar  at  that  stage.  In  a very  important 
section  of  your  memorandum  that  starts, 
at  paragraph  47,  you  lead  to  the  conclu- 
sion for  the  setting-up  of  the  registrars 
and  senior  registrars  as  purely  training 
grades.  But  that  will  not  work  on  account 

of  numbers. This  is  a very  difficult 

subject.  I do  not  want  to  take  too  long, 
but  it  is  very  important. 

3680.  I hope  you  will:  it  is  important. 
— — It  is  very  important  and  difficult  and 
at  this  moment  is  under  active  discus- 
sion at  Ministerial  level  with  the  loint 
Consultants  Committee  so  that  I must 
be  reserved  in  the  sense  that  no  de- 
cisions tare  reached.  On  the  starting  point, 
as  far  as  I can  remember,  the  Spans 
Committee  worked  on  an  assumption 
that  the  consultant  is  your  basic  grade 
but  all  other  grades  like  the  senior  regis- 
trar and  others  were  really  steps  in  train- 
ing grades.  The  steps  below  the  con- 
sultants were  more  or  less  all  training 
grades  leading  up  to  consultants.  I think 
no  one  doubts  that  the  consultant,  is 
the  basic  grade  and  no  one  ds  questioning 
that,  hut  the  result  has  been  that  you 
have  had  rather  more  senior  registrars 
than  can  be  absorbed  as  oonseltamitis.  You 
have  had  a very  awkward  problem  as 
to  what  happens  to  them,  which  has  been 
patched  up  for  the  time  being  by  keeping 
them  year  after  year  doing  a job  until 
a solution  is  found  ; you  have  had  to 
invent  a grade  not  envisaged  by  Spens, 
a senior  hospital  medical  officer  between 
the  consultant  and  the  senior  registrar, 
in  order  to  do  specialist  work  which  was 
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not  quite  of  consultant  status.  The  whole 
point  I think  at  issue  is  this — is  there 
work  of  a really  specialist  kind  to  be 
done  which  is  not  quite  suitable  to 
rank  as  full  consultant  status?  It  leads 
you  to  quite  a number  of  possibilities. 

I want  to  make  sure  in  view  of  the 
present  situation  I am  only  mentioning 
them  as  possibilities.  One  which  is  con- 
stantly suggested  from  some  sources  is 
you  should  have  a new  grade  of  assistant 
consultant,  the  full  consultant  taking  all 
the  ultimate  responsibility,  the  assistant 
consultant  with  a permanent  post,  unless 
he  is  promoted  in  a temporary  training 
post,  doing  specialist  work  of  a less  vital 
kind  to  relieve  him.  Whether  in  other 
words  you  are  going  to  alter  the 
hierarchy  of  the  hospital  by  introducing 
the  conception  that  there  is  room  for 
somebody  to  do  specialist  work — I nearly 
said  of  a routine  kind  but  that  is  not 
quite  fair.  The  specialist  work  would 
be  a little  below  that  of  the  full  con- 
sultant who  cannot  be  defined  but  is 
obviously  a person  who  through  his  skill 
and  experience  is  competent  to  take 
absolute  ultimate  responsibility  for  any 
case  in  'his  specialty. 

3681.  May  I interrupt  for  one 
moment?  You  said,  the  full  consultant 

who  cannot  be  defined? 1 tried  to 

give  a rough  indication  of  the  definition. 

3682.  That  has  been  uppermost  in 
many  of  our  minds,  the  difficulty  of 
defining  consultant  work  and  the  need  to 
have  some  kind  of  a criterion  if  you 
are  not  to  have  many  members  of  the 
profession  saying  we  are  doing  consultant 

work  but  not  being  paid  as  such. 1 

am  very  well  aware  of  this  difficulty.  You 
do  realise  it  is  impossible  to  define  in 
any  legalistic  form  the  work  of  a con- 
sultant. I am  noit  thinking  of  a defini- 
tion but  'the  essentials  of  it.  I think 
it  would  be  the  ultimate  responsibility 
for  his  specialty  in  the  hospital  and 
thaJt  leads  to  ithe  fact  'that  somewhere 
below  that  is  the  level — which  he  may 
be  at  now — which  is  specialist  but  is 
not  quite  of  that  degree  of  ultimate  re- 
sponsibility. One  oan  only  adumbrate 
the  sort  of  thing.  I am  not  for  one 
moment  saying,  and  I am  not  advocating 
— it  would  be  quite  improper  for  a lay- 
man to  advocate — that  there  should  be 
that  grade,  but  I think  most  people 
recognise  that  there  is  special  work  in 
hospitals  other  than  in  training- 
specialised  work  Which  has  got  to  be  done 


by  someone.  There  will  always  be  a query 
whether  the  senior  hospital  medical  officer 
is  really  a consultant  being  underpaid,  that 
kind  of  thing.  That  we  are  trying  already 
to  enquire  into  fully  with  the  profession 
in  order  to  see  if  there  is  any  truth  in 
it,  though  in  fact  the  position  is  that 
over  recent  years  the  number  of  full 
consultants  has  increased  faster  than  the 
number  of  these  senior  hospital  medical 
officers  who  it  is  alleged  should  be  con- 
sultants. Now  that  is  the  general  situation 
and  at  .the  moment,  as  I say,  the  possibili- 
ties of  altering  or  reviewing  the  whole 
structure  which  does  n.ot  seem  to  be  work- 
ing in  the  way  Spens  envisaged  is  being 
considered  immediately  by  the  Minister, 
who  may  indeed  be  making  some 
kind  of  pronouncement  very  soon.  So  it 
is  difficult  for  me  just  at  this  moment  to 
answer.  Much  as  I would  like  to  I am  not 
able  to  say  much  more  because  I do  not 
know  any  more.  And  it  is  a highly 
professional  question.  It  would  not  be 
right  for  me  to  give  any  direct  opinion. 
But  that  is  the  point  and  that  I think 
links  with  your  other  main  problem 
because  whatever  the  merits  of  these  sug- 
gestions they  must  be  thought  of  against 
the  background  of  the  hospital  structure, 
of  the  kind  of  person  you  have  got  in 
specialist  work  in  hospitals. 

3683.  We  have  a good  many  problems 
within  this  general  field — we  shall  not 
get  them  all  dealt  with  today— including 
the  questions  of  peripheral  hospitals  and 
teaching  hospitals.  Sir  John,  how  is  the 

establishment  of  consultants  settled? 

The  establishment  is  controlled  to  the 
extent  that  it  has  to  be  approved  now  by 
the  Ministry,  but  naturally  it  is  the 
Regional  Hospital  Board  or  the  Board  of 
Governors  of  the  teaching  hospital  which 
in  the  first  instance  decides  on  the  advice 
of  its  professional  advisers  what  is 
needed.  There  is  still  this  need  for 
getting  approval  to  an  upward  alteration 
of  numbers  from  the  Ministry,  but  that 
is  rather  a red  herring.  That  point  about 
the  Ministry’s  approval  comes  for  other 
reasons,  not  because  the  Ministry  know 
more  about  it.  They  do  not  pretend  to. 
It  is  largely  because  one  has  to  have 
some  check  on  development  and  ex- 
penditure. But  it  is  the  Regional  Hos- 
pital Board  and  the  Board  of  Governors 
with  their  advisers  who  decide  what  is 
needed  and  what  expansions  are  needed. 
The  service  is  expanding  all  the  time. 
There  is  some  sort  of  criterion  to  guide 
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them  as  to  who  is  a consultant,  what  is 
a consultant,  what  is  consultant’s  work, 
and  whether  or  not  there  is  a shortage 
or  a surplus  of  consultants  in  any  par- 
ticular specialty  in  any  particular  place. 

3684.  There  is  provision  for  reviewing 
the  people  graded  senior  hospital  medical 
officer  who  think  they  should  be  graded 
as  consultant  and  have  not  been.  The 
real  problem  is  whether  you  want  to 
accept  completely  a potentially  per- 
manent grade  of  assistant  consultant 

working  with  .the  consultant. Just  one 

other  thing  on  this.  Scottish  practice 
differs  from  English  and  I am  sure  you 
will  want  to  hear  something  about  that 
at  your  convenience. 

3685.  We  have  not  heard  anything 

from  '-Mr.  Anderson. Mr.  Anderson : 

There  has  been  no  occasion.  We  have 
brought  out  later  on  in  this  same  paper, 
in  paragraph  68,  something  of  an  out- 
line of  the  different  Scottish  tradition 
in  this  matter  of  staffing  structure.  In 
Itihiat,  we  have  described  our  general 
method  in  which  the  teaching  hospitals 
in  Scotland,  which,  of  course,  comprise 
a considerably  'larger  proportion  of  the 
total  than  the  teaching  hospitals  in  the 
south,  are  organised.  The  question  of 
staffing  structure  is  one  that  we  have 
discussed  over  the  years  with  the  pro- 
fession in.  Scotland  and  we  have  from 
time  to  time  come,  we  thought,  almost 
within  sight  of  agreement.  Indeed  at 
times  we  have  even  reached  agreement  in 
principle  but  unfortunately  it  has  never 
been  posible  to  translate  it  into  a precise 
scheme.  I think  the  situation  which  gives 
rise  to  this  is  reverting  again  to  the 
question,  of  structure,  the  existence  of 
something  in  the  nature  of  a hierarchy 
in  the  teaching  hospitals.  The  general 
practice  has  been  to  organise,  at  least 
so  far  as  main  specialties  are  concerned, 
in  units,  each  one  with  its  own  beds, 
somewhere  around  60,  with  its  share  of 
out-patient  work  and,  through  the  other 
appointments  of  its  senior  members,  a 
connection  with  the  non-teaching  hos- 
pitals. A unit  of  this  kind  is  far  beyond 
the  oapacity  of  any  one  person  and  the 
practice  has  been  for  it  to  be  staffed  on 
a team  basis  with  two  or  three  or  even 
more  doctors  of  mature  skill  and  ex- 
perience, together  with  the  training 
grades  and  house  officer  grades.  The 
seniors  all  exercise  olinical  responsibility 
for  the  treatment  of  the  patients  in  their 
charge.  They  all  admit  and  discharge 


patients  and  they  usually  see  out- 
patients, but  there  is  a senior  known 
as  the  chief  or  the  consultant  in 
charge  who  carries  a recognised  but 
rather  undefined  responsibility  for  the 
unit  as  a whole.  One  would  say  in 
general,  I think,  that  he  maintains  a 
general  supervision  over  admission,  en- 
sures that  the  staff  coverage  is  adequate 
at  all  times  and  used  to  best  advantage, 
and  he  speaks  for  the  unit  in  matters  of 
policy  and  administration.  The  other 
senior  doctors  have  been  traditionally 
known  as  first  assistant,  second  assistant, 
and  so  on.  This  as  I say  applies  par- 
ticularly in  .the  teaching  hospitals  and 
there  particularly  in  the  main  specialties, 
although  it  exists  to  some  extent  in  the 
other  specialties.  There  are  signs  of 
something  of  the  same  kind  developing 
in  the  non-teaching  hospitals,  at  least  in 
some  areas.  So  while,  as  I say,  we  can- 
not claim  that  we  have  found  the  answer 
to  this  difficult  question  of  staffing  struc- 
ture, at  least  it  seems  to  us  that  through 
the  Scottish  tradition  we  are  perhaps 
nearer  to  the  answer  than  has  been  the 
case  in  .the  south. 

3686.  All  these  people  an  the  Scottish 

hospitals  are  consultants? Yes. 

3687.  With  the  full  permanent  con- 
sultant status? That  is  so,  yes. 

3688.  And  all  eligible  for  merit 

awards.  They  may  be  nominated  for 
them? Yes,  certainly. 

3689.  You  know,  Sir  John,  on  this 
question  of  establishment  I was  mention- 
ing just  before,  it  has  been  suggested 
to  us  by  many  people  that  the  simple 
answer  to  many  problems  is  just  to  make 

a whole  lot  of  people  consultants? 

Sir  John  Hawton : Yes. 

3690.  But  do  you  think  broadly  speak- 

ing you  have  got  about  the  right  num- 
ber of  consultants? -I  am  not  saying 

we  have  made  our  minds  up  but  it  seems 
to  us  there  might  well  be  room  for 
someone  who  is  not  taking  the  full 
responsibility  but  doing  slightly  less  in 
specialist  work. 

3691.  I mean,  you  are  not  holding 
down  the  number  of  consultants  below 

the  proper  establishment? No,  the 

number  of  consultants  is  increasing  more 
in  proportion. 

3692.  For  instance  there  is  no 
Treasury  veto  that  'prevents  your  making 
somebody  consultant  and  making  him  do 
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the  same  work  for  half  the  price? 

For  once,  without  -intimidation,  I can  say 
no! 

3693.  Because  you  know  that  has 

remained  the  impression  in  the  minds 
of  some  doctors. It  -is  not  true. 

3694.  Professor  Jewkes : Whatever 

decisions  are  made  you  are  clear  in 
your  mind,  are  you,  that  merit  awards 
should  not  be  applied  to  any  new  grade? 

No.  I was  not  stressing  -that  for  a 

moment.  What  is  done  by  merit  award 
must  be  related  to  a structure.  I am  not 
for  one  moment  making  any  suggestion 
as  -to  whether  one  grade  or  any  other 
should  be  entitled  to  it. 

3695.  I had  rather  got  the  impression 
that  there  had  perhaps  been  undue  infla- 
tion of  merit  awards  due  to  the  increase 
in  the  number  of  consultants  over  the 

past  ten  years  or  so. No,  I did  not 

say  that. 

3696.  Chairman : In  fact  I think  we 

have  not  yelt  got  figures  about  the 
proportion  in  each  specialty  that  is  liable 
to  get  merit  awards  during  their  life- 
time.  1 am  sorry  you  have  not  got 

them,  but  I should  liike  to  s'ay  here  and 
now  there  is  no  fixed  proportion  allo- 
cated to  each  specialty. 

3697.  We  realise  that,  but  in  fact  it 
means,  does  it  not,  that  with  the  great 
increase  in  consultant  establishment 
since  the  1948  Spens  Report,  that 
general  medicine,  general  surgery  etc., 
have  considerably  more  than  a third 
of  all  consultants  getting  merit  awards 

now? 1 would  answer  that  by  saying 

it  is  inherent  in  the  present  merit  award 
system  that  it  is  allocated  to  individuals 
on  their  merits,  and  one  could  not 
expect  to  find  merit  apportioned  on  any 
formula  among  specialties.  One  must 
find  out— that  I think  is  the  answer  to 
that — whether  it  is  the  right  system.  That 
is  the  principle  at  the  moment. — Sir 
Thomas  Padmore : If  I may  say  so,  I 
hope  that  the  _ Commission  will  not 
expect  anything  in  the  nature  of  a fore- 
cast of;  the  numbers  of  consultants  likely 
in  the  future  to  receive  distinction 
awards.  They  will  not  expect  anything 
that  would  involve  looking  into  a crystal 
ball.  The  system  provides  that  at  any 
one  time -34  per  cent  of  consultants  have 
merit  awards.  You  might  find  it  working 
so  that  everybody  would  get  an,  award 
at  some  stage  in  his  career.  On  the 
other  hand,  if  they  were  all  awarded 
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immediately  on  completion  of  training 
only  34  per  cent  would  get  them.  What 
the  actual  figure  is  going  to  be  in 
between  those  two  I do  not  think  any- 
body will  know  until  the  service  has 
been  run  for  a good  deal  longer  than 
it  has  now.  This  is  affected  by  the  age 
spread  at  any  one  time  within  the  con- 
sultant group. 

Chairman : We  have  received  some 
pretty  fair  indications  in  general  on  that. 

I think  Lord  Moran  had  the  figures  when 
he  came  showing  the  ages  at  which  in 
different  years  C,  B and  A awards  on  the 
average  had  been  given,  which  was  quite 
a useful  indication. 

3698.  Professor  Jewkes : I am  sorry  I 
had  not  the  exact  reference,  Sir  John, 
when  I asked  my  last  question.  It  is  in 
paragraph  65.  There  is  a comment  to 
which  I would  like  to  draw  your  atten- 
tion, in  sub-paragraph  (c):  — 

“ As  the  number  of  consultants 
increases,  it  seems  open  to  question 
whether  the  proportion  meriting  dis- 
tinction awards  remains  constant  at  34 
per  cent.” 

I had  rather  drawn  from  that  the  impli- 
cation that  you  felt  if  the  number  of 
consultants  increased,  or  if  indeed  there 
was  a new  grade,  the  34  per  cent  should 
decline — that  perhaps  the  absolute  num- 
ber of  distinction  awards  should  remain 

constant. Sir  John  Hawton : We 

have  not  said  there  the  number  should 
decline  ; we  have  only  said  it  is  obviously 
a point  you  will  want  to  consider : 
whether  there  is  magic  in  the  34  per  cent 
if  the  total  numbers  alter,  or  whether  one 
is  to  assume  that  merit  automatically 
rises  and  falls  with  the  total. 

3699.  Chairman:  I think,  Sir  John, 
paragraphs  64  and  65  taken  together 
showed  that  this  was  one  of  the  points 
where  you  were  being  rather  neutral, 
putting  out  both  sides  and  leaving  us  to 
make  up  our  minds.-; — I think  I did 
explain  just  now  it  is  inevitable  that  we 
should  be  a little  neutral.  You  have 
heard  already  the  profession  on  it,  and 
there  are  discussions  going  on. 

3700.  Chairman}  I do  not  believe 
there  is  any  more  convenient  point  at 
which  to  break  off  than  that,  because 
I think  we  are  rather  in  the  early  stages 
of  discussion  that  may  go  on  for  some 
time  on  this  question  of  hospital  staff- 
ing and  the  relativity  between  the  two 
branches  of  the  profession.  So  we  might 
E 
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as  well  stop  now.  And  we  considered 
that  we  would  start  at  10.30  instead  of 
11.15  so  as  to  have  a fulL  session  before 

lunch,  if  that  is  agreeable? Sir  John 

Haw  ton:  Thank  you  very  much. 

{The  proceedings  were  adjourned  until 
the  following  day) 


Friday , 18 th  April,  1958 
On  Resumption 

3701.  Chairman : Sir  John,  could  we 

go  now  to  the  answer  to  question  No.  4 
which  begins  at  paragraph  19?  This  is 
really  entirely  dealing  with  the  ques- 
tion of  recruits  to  the  profession,  and 
raises  rather  an  important  question  of 
principle  at  the  end  of  it.  But  on  the 
question  of  recruitment  and  training  it 
has  been  said  'by  some  people  that  the 
period  of  training  even  for  doctors  and 
certainly  for  dentists  is  too  long.  By 
some  others  that  has  not  been  expressed 
as  the  view.  Might  we  have  the  Depart- 
ment’s view  on  that  question? Sir 

John  Hawton : I really  think  this  is  the 
first  time  where  I should  say  that  we 
should  not  have  a view.  We  scrupu- 
lously leave  to  the  professions  and  their 
own  organisations  all  questions  of  their 
own  educational  ideas  and  that  kind  of 
thing.  We  keep  right  out  of  telling  pro- 
fessions what  kind  of  qualifications  they 
should  have  and  how  long  the  period 
of  qualification  should  be.  I hate 
answering  unhelpfully,  but  I really  think 
that  is  the  right  attitude  in  any  Govern- 
ment Department. 

3702.  You  did  know,  did  you,  that 

that  had  been  suggested? Yes.  I 

think  it  is  for  the  professional  bodies  of 
all  kinds  themselves  ,to  give  you  evidence 
on  that  and  not  for  a civil  servant. 

3703.  On  the  question  of  the  McNair 

Report  and  the  dentists,  you  point  out 
that  the  capacity  of  the  schools  is  virtu- 
ally taken  up  now? Yes. 

3704.  And  that  some  steps  are  being 

taken  to  increase  the  capacity  to  a 
thousand? Yes. 

3705.  Have  you  any  idea  whether,  if 
it  were  a thousand,  that  many  places 

would  now  be  filled? That  was  the 

rate  of  output  which  the  McNair  Com- 
mittee recommended. 

3706.  But  do  you  know  the  numbers 
of  recruits  now  coming  forward?  It 


can,  I suppose,  only  be  an  estimate,  but 
would  you  think  they  are  coming  for- 
ward in  sufficient  quantity? We  have 

not  got  the  accommodation. 

3707.  If  you  had?— ? — If  there  were, 
would  there  be  enough  recruits?  Is 
that  the  question? 

3708.  That  is  the  question. It  is  a 

little  hypothetical.  . 

3709.  Yes. 1 should  have  thought, 

on  the  question  of  recruits  coming  in, 
it  looks  as  though  there  would  be  suffi- 
cient.— Dame  Enid  Russell-Smith:  What 
we  can  say  with  confidence,  following 
-the  publicity  which  was  given  to 
dentistry  as  a career  by  the  sittings  of 
the  McNair  Committee,  is  that  the 
number  of  recruits  increased  very 
strikingly,  and  we  understand  that  those 
who  came  forward  are  of  high  quality. 
There  would,  therefore,  seem  to  be  con- 
siderable room  for  increasing  the 
number  of  recruits  by  more  publicity  as 
and  when  more  places  become  available. 

3710.  Have  you  any  fresh  evidence  or 
views  on  the  number  of  dentists  that  will 

retire  later  this  year? We  have  no 

precise  information,  but  we  do  know, 
of  course,  as  the  Commission  will  be 
aware,  that  the  age  structure  in  the 
dental  profession  is  rather  abnormal  at 
the  moment:  that  there  are  a consider- 
able number  in  the  higher  age  ranges 
who  obtained  admission  to  the  Register 
under  the  1921  Act,  and  that  it  is  pos- 
sible that  there  may  be  a rather  abnormal 
number  of  retirements  later  this  year 
when  they  have  achieved  ten  years’  super- 
annuate service.  But  the  demand  for 
dentistry  is  very  great  and  that  itself  may 
keep  a number  of  them  in  the  profession, 
at  any  rate  part-time. 

3711.  You  say,  Dame  Enid,  that  the 
demand  for  dentistry  is  very  great,  but 
it  has  been  a demand  that  has  been 
influenced  by  Government  action  several 

times  in  the  last  ten  years  or  so? 

Yes,  that  is  so. 

3712.  And  that  would  seem  to  be  a 
factor  that  has  borne  particularly 
hardly  on  dentists  that,  by  something 
quite  outside  their  own  control,  the 
Ministry  or  Parliament,  by  imposing 
charges,  has  suddenly  reduced  the  earn- 
ing possibilities  of  dentists  by  reducing 

the  demand. It  would  be  fairer  to  put 

it  this  way.  The  action  of  the  Govern- 
ment, after  an  initial  direct  reduction, 
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has  resulted  not  in  a net  reduction  in 
demand  but  in  a shift  of  demand.  The 
number  of  cases  treated  by  dentists  has 
gone  steadily  up,  but  what  has  happened 
is  that  there  has  been  a very  marked 
shift  from  the  older  type  of  patient  to 
the  young  patient — to  what  we  call  the 
priority  classes,  the  young  , people  under 
21  and  the  school  children.  The  last 
Government  measure  of  introducing  a 
charge  for  dental  treatment  was 
explained  when  it  was  introduced  as 
being  intended  among  other  things  to 
produce  that  result,  that  is  to  concentrate 
treatment  on  the  classes  who  were 
thought  to  need  it  most. 

3713.  You  see,  you  say  in  paragraph 
26  that  the  McNair  Committee  con- 
cluded that  the  root  of  the  trouble  might 
lie  in  the  present  method  of  remunera- 
tion and  its  consequences,  and  recom- 
mended a thorough  review  of  the  whole 
system.  I would  presume  that  that  is 
at  least  partly  because  of  the  ups  and 
downs  in  dentists’  remuneration  over  the 
ten  years,  and  a feeling  of  uncertainty  in 
their  minds  that  must  surely  be  greater 

than  that  in  doctors’  minds? 1 had 

read  the  McNair  Report  as  having 
primarily  in  mind  the  astonishing  pattern 
of  earnings  at  different  ages,  because  the 
McNair  Committee  pointed  out  that,  as 
far  as  they  knew,  alone  among  profes- 
sions, a dentist’s  earnings  'began  to  fall 
off  in  this  country  very  sharply  after,  I 
think  the  age  was,  45,  and  that  during 
the  'last  15  to  20  years  of  his  working 
life  when  in  all  other  professions  he 
would  expect  to  be  at  the  peak  he  was 
in  fact  going  down  rather  fast.  Figures 
we  have  obtained  from  America  show  a 
similar  trend  though  not  quite  so  sharp 
a fall-off.  It  appears  to  be  due  to  the 
nature  of  the  work,  and  I had  read  the 
McNair  Report  as  meaning  that  that  was 
one  of  the  prime  reasons  why  they 
thought  that  the  method  of  remunera- 
tion should  be  thoroughly  reviewed. 

3714.  Then  do  you  consider  in  the 
Ministry  that  steps  should  be  taken  in 
some  way  or  other  to  make  the 
remuneration  of  dentists  more  even 

over  a longer  period  of  their  lives? 

We  think  it  is  an  awfully  difficult  thing, 
Sir,  because  unless  it  is  being  done  by 
putting  more  money  into  the  total  of 
professional  remuneration,  it  could  only 
be  done  by  trying  to  level  out  receipts 
during  a man’s  total  life.  That  is  really 
by  making  some  sort  of  .a  levy  on  him 
31041 


during  his  high  earning  period  in  order 
to  pay  it  back  to  him  during  later  years, 
and  that  would  be  an  awfully  difficult 
thing  to  do.  I would  not  wish  to  rule 
it  out,  but  clearly  it  would  be  very  new 
ground. 

3715.  Would  you  therefore  feel  that 
a dentist  in  that  high  earning  age  ought 
to  be  earning  a good  deal  more,  for 
instance,  than  a doctor  of  the  same  age 
on  the  grounds  that  he  was  said  to  be 

earning  less  at  later  ages? Yes. 

You  will  have  seen  in  the  figures  I think 
you  mentioned  yesterday,  which  were  a 
quotation  from  the  Minister  of  Health 
of  the  day,  that  dentists  in  that  high  age 
group  were  in  fact  earning  more  than 
the  average  doctor. 

3716.  That  was  in  a time  of  extreme 

shortage  of  dentists. There  has  been 

a persistent  shortage  of  dentists  since  the 
Service  came  into  operation,  and  I am 
afraid  that  that  is  likely  to  persist  for 
some  years  whatever  may  be  done.  It 
was  made  clear  when  the  scheme  was 
introduced  that  dental  treatment  could 
not  be  guaranteed  because  of  the 
number  of  dentists. 

3717.  Dame  Enid,  you  are  dealing 

particularly  with  this  age  group  difficulty 
which  is  peculiar  to  dentists,  but  on  the 
general  question  of  methods  of  payment 
we  heard  from  you  yesterday  about  the 
•reason  for  a central  pool  for  the 
doctors  — general  practitioners  — which 
was  basically  that  you  must  be  able  to 
estimate  accurately  how  much  you  are 
going  to  pay  out  in  a year,  and  put  for- 
ward reliable  estimates.  It  would  seem 
that  that  particular  reason  ought  to  get 
less  potent  as  time  goes  on  and  you  get 
a better  knowledge  of  what  it  is  going 
to  cost.  Was  that  a fair  interpretation 
of  what  you  said? Yes,  Sir,  particu- 

larly on  the  professions  within  the 
Commission’s  terms  of  reference.  There 
are  other  item  of  service  professions 
which  are  subject  to  unforeseeable 
fluctuations,  but  they  need  not  ooncern 
us. 

3718.  I am  thinking  simply  within  our 

terms  of  reference.  It  would  seem  to 
me  that  experience  shows  you  were  less 
able  to  gauge  accurately  what  you  were 
going  to  pay  out  on  an  item  of  service 
basis  than  you  ever  were  on  a capitation 
fee  for  doctors. That  is  quite  so. 

3719.  Why  did  you  not  establish  a 
central  pool  for  _ the  items  of  service 
payments  for  dentists  in  the  early  stages? 

E 2 
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The  basic  reason,  for  the  present 

system  of  remuneration  and  why  I think 
all  systems  possible  at  the  moment  are 
incompatible  with  the  central  pool  is 
this  matter  of  the  shortage  of  dentists. 
You  see  we  cannot  guarantee  treatment 
to  anything  like  the  whole  of  the  popu- 
lation. Perhaps  fortunately  the  whole 
of  the  population  do  not  want  to  be 
treated,  and  that  is  what  makes  the 
present  position  tenable,  but  as  you  do 
not  know  and  as  you  cannot  base  any 
central  pool  on  the  total  population  at 
risk,  it  would  involve  making  an 
arbitrary  selection  of  the  number  of 
people  on  whom  you  would  base  your 
pool,  and  that  really  does  not  seem  to 
be  a feasible  thing  to  do. 

3720.  But  the  central  pool  method 
was  primarily  introduced  to  ensure  that 
your  total  cost  was  ascertainable  in 

advance — for  doctors? No,  I would 

not  say  primarily ; it  had  that  great 
advantage,  but  it  was  based  on  the 
acceptance  by  the  medical  profession  of 
collective  responsibility  for  the  whole 
population.  The  dental  profession  can- 
not accept  collective  responsibility  for 
the  whole  population. 

3721.  So  you  had  to  adopt  other 
means  of  bringing  the  total  cost 
roughly  dn  line  with  your  estimates  but 
always  catching  up  a year  later? — - — 
One  of  the  difficulties  of  dealing  with 
the  dental  service  was  at  the  outset  the 
difficulty  of  putting  any  reasonable  limit 
to  the  total  cost.  But  there  was  also, 
if  I may  repeat  it.  Sir,  this  very  strong 
wish  on  the  part  of  the  Government  of 
the  day  to.  divert  the  demand  from 
dentures  for  the  older  part  of  the  popu- 
lation, which  was  predominantly  what 
was  being  done  under  the  general  dental 
service  'in  the  early  years,  to  conservative 
work  for  the  younger  members  of  the 
population.  And  in  doing  that  by  the 
methods  adopted — with  the  co-operation 
of  the  profession  who  have  entered  very 
whole-heartedly  into  this — they  have 
been  very  successful.  The  change  in  the 
proportion  of  younger  people  now  being 
treated  and  the  proportion  of  conserva- 
tive work  now  being  done  in  comparison 
with  extractions  and  dentures  has  been 
very  gratifying. 

3722.  But  that  I presume  is  based  on 

the  relative  charges  for  the  particular 
items  of  service?  You  can  make  one 
item  more  or  less  attractive  in  relation 
to  the  other? We  have  not  done  it 


that  way,  no.  We  have  aimed,  as  the 
Spens  Committee  recommended,  at  a 
balanced  .scale  which,  with  certain  quali- 
fications, pays  a dentist  exactly  the  same 
net  for  whatever  work  he  may  be  doing 
at  the  time.  The  object  of  that  is  not 
to  give  any  inducement  to  the  dentist 
to  carry  out  on  a particular  patient  one 
form  of  treatment  rather  than  the  other. 
The  way  it  has  been  done  is  by 
exempting  from  all  charges  young 
people  under  21  and  expectant  and 
nursing  mothers. 

3723.  Sir  Hugh  Watson : What  exactly 
did  you  mean,  Dame  Enid,  when  you 
said  all  this  was  done  in  agreement  with 
the  dental  profession?  What  had  you 

in  mind? 1 have  forgotten  now  in 

what  connection  I made  that  remark. 

3724.  You  had  been  telling  the  Chair- 
man that  the  Ministry  wished  to  “ divert  ” 

I think  was  the  word,  the  volume 
of  time,  dental  time,  taken  up 

by  dentures  for  old  people  into 
attending  to  school  children  and  expect- 
ant and  nursing  mothers  and  so  on. 

Yes.  I said  that  there  had  been  a very 
marked  switch  from  denture  work  to 
treating  the  younger  age  groups,  and  that 
the  dental  profession  had  entered  very 
whole-heartedly  into  this,  which  they 
have  done. 

3725.  That  may  be,  but  you  see,  Dame 
Enid,  we  were  given,  unless  my  memory 
is  quite  wrong,  a somewhat  different 
picture.  The  picture  painted  was  a series 
of  arbitrary  reductions  made  with  the 
minimum,  if  any,  of  consultation  with 

the  profession. 1 hope  I have  not 

misled  you  on  this.  I am  not  suggesting 
the  dental  profession  agreed  to  the 
reduction  in  their  remuneration.  I am 
suggesting  that  when  the  Department,  as 
part  of  Government  policy,  encouraged 
treatment  of  the  priority  classes,  that  in 
practice  dentists  have  entered  whole- 
heartedly into  that,  because  after  all  it 
is  a professional  point  that  treatment 
should  be  given  to  the  younger  people, 
and  that  conservative  treatment  should 
be  given  as  much  as  possible  so  as  to 
obviate  the  need  for  dentures. 

3726.  What  was  done  by  the  Govern- 
ment was  in  the  first  place,  when  it  was 
seen  the  cost  of  the  dentures  was  far 
greater  than  had  been  expected,  that  50 
per  cent  of  earnings  above  a certain 
sum  per  month  were  cut,  and  secondly 
a charge  was  imposed  for  dentures  ; and 
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these  two  things  had  the  effect  you  men- 
tioned. You  mentioned  also  that  one  of 
the  objects  of  the  Ministry  was  to  divert 
the  attention  of  dentists  to  dealing  with 
school  children  and  so  on.  That  again 
was  done  by  increasing  the  rates  for 
dentists  working  in  schools  contem- 
poraneously with  a cut  in  general  dental 
remuneration. It  was  done  by  impos- 

ing a charge  for  dentures  and,  later,  by 
imposing  a charge  for  dental  treatment 
for  patients  over  21. 

3727.  We  were  given  to  understand 
that  the  Ministry  offered  increased 
remuneration  to  dentists  providing  the 
school  service,  at  the  same  time  that  in 
fact  a cut  had  been  imposed  on  the 
remuneration  of  dentists,  as  legally  laid 

down  in  1948. Perhaps  I ought  to 

explain  here  the  remuneration  for  school 
dentists  is  not  a matter  for  the  Ministry 
of  Health.  It  is,  of  course,  a matter 
for  the  local  education  authorities  and 
departmentally  for  the  Ministry  of 
Education.  That  may  well  have 
followed,  but  it  is  not  within  our  direct 
knowledge. 

3728.  Chairman-.  When  you  say  the 
local  education  authorities,  do  you  mean 
that  each  education  authority  can  decide 

what  to  pay? No,  I believe  it  is 

centrally  negotiated  ; but  I ought  to  be 
quite  clear  this  is  not  for  our  Department, 
we  cannot  speak  with  direct  knowledge. 
— Sir  John  Hawton : It  is  in  fact  a matter 
for  negotiation  on  the  Whitley  Council 
on  the  local  authority  side  and  not  part 
of  the  National  Health  Service  Whitley 
Council. 

3729.  But  bearing  on  this  question  of 
recruitment,  we  have  heard  that  one  of 
the  main  complaints  of  the  B.M.A.  is 
that  there  has  been  no  alteration  in 
remuneration  for  a long  time.  One  of 
the  complaints  of  the  B.D.A.,  again  bear- 
ing on  recruitment,  is  that  there  were 
very  many  alterations  in  conditions  that 
were  bound  to  affect  remuneration  by 
decisions  taken  virtually,  if  not  entirely, 
without  consultation.  Are  not  both  of 

those  statements  true? Dame  Enid 

Russell-Smith : I think.  Sir,  there  are 
certain  qualifications  that  need  to  be 
made.  Firstly,  where  the  dentists’  terms 
of  service,  the  dental  remuneration,  was 
altered  as  it  was  in  the  very  early  days, 
there  was  consultation  with  the  pro- 
fession. It  was  not  very  prolonged 
because  the  type  of  income  which  it  was 
then  sought  to  reduce  was  of  an  order 


which  could  not  be  justified,  but  there 
was  consultation  with  the  profession. 
Where  charges  were  imposed,  that  was  a 
matter  of  Government  policy,  and  it  was 
thought  that  that  must  be  first  announced 
in  the  House  of  Commons  and  there 
was  no  consultation  with  the  profession. 
But  those  sorts  of  changes  are  of  quite  a 
different  type  and  affect  general  Gov- 
ernment finance  and  are  not  part  of  the 
remuneration  of  the  profession.  I am  not 
for  a moment  suggesting,  of  course,  that 
there  was  agreement  by  the  profession  to 
the  reduction  of  fees — that  would  be 
asking  too  much. 

3730.  Mr.  Gunlake : When  you  refer 

to  a level  of  remuneration  which  can  be 
justified,  I take  it  you  would  agree,  in 
considering  whether  it  is  justified  or  not, 
that  one  should  have  some  regard  to  the 
hours  being  worked? Certainly. 

3731.  What  evidence  had  you  at  that 

time? Of  the  hours  of  work? 

3732.  Chairman : Yes. We  had  the 

post  facto  evidence  of  the  Penman 
inquiry  to  which  we  have  referred,  the 
Commission  in  our  written  evidence. 

3733.  Mr.  Gunlake:  That  Committee 

reported,  I think  I am  right  in  saying, 
on  the  3rd  August,  1949,  prior  to  which 
date  dental  remuneration  had  twice  been 
cut,  firstly  on  the  1st  February,  1949  and 
secondly  on  the  1st  June,  1949? Yes. 

3734.  Those  two  cuts  were  made.  At 
that  time  you  had  not  had  the  Penman 
Report? — — No,  we  had  not.  If  the 
Commission  wished  to  go  into  this  we 
could  supply  figures  showing  the  average 
earnings  during  those  six  months.  That  is 
for  the  Commission  to  decide ; we  have 
got  them. 

3735.  Chairman : One  of  the  questions 
we  were  going  to  ask  was  whether  we 
can  have  some  of  the  figures  of  average 
earnings  at  this  time.  The  figures  we 
have  do  not  start  quite  early  enough,  and 
maybe  the  figures  of  earnings  would 
explain  some  of  the  things  that  did  take 
place,  so  we  would  like  those.  In  the 
factual  memorandum  you  give  us  infor- 
mation only  for  the  years  1951-52  on- 
wards, and  it  would  be  interesting  to 
know  how  much  was  in  fact  paid  in  the 
earlier  years  from  the  inception  of  the 
Service.  You  see  Spens  reckoned  that 
dentists  should  be  able  to  earn  so  much 
in  the  light  of  so  many  chairside  hours 
per  week,  which  they  thought  was  about 
the  maximum  a normal  dentist  could  do 
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continuously  within  a certain  age  group 
— there  are  all  sorts  of  qualifications. 

Was  the  scale  wrongly  calculated? 

The  scale  was  wrongly  calculated,  and  the 
hours  .per  week  which  Spens  recom- 
mended while  no  doubt  theoretically 
desirable  were  found  to  bear  very  little 
relation  to  what  was  happening  in  prac- 
tice under  the  conditions  of  practice  in 
the  early  days  of  the  National  Health 
Service. 

3736.  They  were  working  overtime  on 
what  Spens  considered  was  a reasonable 

amount  of  time? They  were  working 

more  than  what  Spens  considered  appro- 
priate, but  Spens  had  no  factual  evi- 
dence before  him  as  to  what  hours  were 
being  worked.  This  was  a theoretical 
assessment,  as  we  understand  it,  of  what 
it  was  desirable  for  dentists  to  work,  it 
was  found  in  practice  they  did  not  work 
only  those  hours,  even  when  remunera- 
tion was  on  a basis  which  would  have 
enabled  them  to  earn  the  full  Spens  in- 
come in  those  hours. 

3737.  I would  like  to  come  back  to  a 
question  I put  earlier.  Admitting  always 
that  Spens  had  very  little  information — 
he  was  exploring  unknown  country — if 
there  was  ever  a time  for  a central  pool, 
is  it  not  then  so  that  the  dentist  who 
works  hardest  gets  a larger  share  of  the 
normal  pool,  until  you  have  got  some 
rough  idea  of  what  the  real  volume  of 

work  is? If  I may  put  it  this  way: 

you  could  only  have  produced  a central 
pool  in  those  circumstances  by  saying  we 
will  provide  so  much  for  dental  treat- 
ment and  when  that  is  exhausted  we  will 
pay  -no  more. 

3738.  Is  that  not  what  you  do  for  the 

doctors? No,  because  the  population 

— the  demand — is  known.  We  attach  a 
known  fee  to  a known  demand.  In  the 
case  of  the  dentists  all  we  should  have 
known  was  the  fee.  If  we  had  paid  a 
fixed  fee  out  of  a limited  pool  for  an 
unknown  demand,  we  should  have  come 
to  the  end  of  the  money  and  then  there 
would  have  been  no  more  -treatment. 

3739.  That  depends  whether,  as  I 
-believe  you  do  wi-th  the  doctors,  you 
pay  a fee  that  does  not  exhaust 
the  pool  and  have  a supplementary 
distribution  of  what  is  left  at  the 

end. But  you  see,  on  an  item 

of  service  basis  and  being  unable  to 
cover  the  whole  /population  I do  not 
see  how  you  could  have  done  it  other 
than  on  the  basis  of  standard  fees.  The 


difficulties  of  accountancy,  going  back 
over  all  the  bills  adding  a little  pro  rata — 
leaving  -the  dentist  in  complete  uncer- 
tainty as  to  his  final  earnings — would 
have  been  very  great. 

3740.  On  the  other  hand  something 
like  that  might  have  avoided  the  sharp 
fluctuations  that  took  place  in  the  earn- 
ings with  so  many  changes,  which  the 
dentists  have  submitted  to  us  so  very 
strongly  as  being  a matter  that  has 
affected  confidence  among  the  profession. 

Given  the  lack  of  knowledge  of 

timings  and  hours  and  demand  that 
existed  at  the  time  when  the  system,  of 
remuneration  was  fixed,  I do  not  believe 
that  any  system  could  have  avoided  sub- 
sequent fluctuations.  There  was  simply 
not  enough  known  about  the  extent  of 
the  potential  demand  or  the  way  in 
which  dentists  would  react  to  it. 

3741.  Would  you  feel,  Dame  Enid,  that 
this  is  enough  in  -the  past  now  to  avoid 
any  reason  for  recruitment  to  the  profes- 
sion being  influenced  by  histories  of  past 

unilateral  actions? Certainly  I would. 

I would  think  by  now,  while  one  cannot 
give  any  guarantees  for  the  future,  tha-t 
we  do  know  a great  deal  more  about  the 
way  in  which  dentists  do  their  work  and 
about  timings  and  hours.  We  know  a 
great  deal  more  about  demand,  and  we 
have  invented  measures  for  keeping  the 
demand  within  reasonable  limits  in 
relation-  to  the  size  of  the  profession. 

3742.  You  see,  Dame  Enid,  we  are 
asked  to  decide  what  dentists  with  a 
wide  spread  of  incomes  should  earn,  and 
if  it  is  going  to  -be  worked  for  instance 
by  the  -present  system  of  items  of  service, 
do  you  feel  confident  now  that  you  can 
establish  scales  for  items  of  service  that 
will  produce  about  the  spread  and  about 
the  amounts  that  we  may  decide  should 
be  desirable?— — I am  confident  that  we 
can  produce  scales  which  will  produce 
about  the  average  amounts.  I a-m  not 
confident  that  we  can  necessarily  achieve 
a spread,  because  on  the  basis  of  items  -of 
service  the  spread  depends  so  much  on 
the  capacity  of  the  individual  dentist, 
and  it  is  a form  of  work  which  seems  to 
depend  so  much  on  manual  dexterity. 

3743.  Mr.  Gunlake : You  said  j-ust  now 
that  under  conditions  which  existed  at  the 
time  the  Health  Service  was  set  up — with 
so  much  lack  of  information  about  dental 
timings  and  so  on — you  thought  no  sys- 
tem of  remuneration  could  have  been  set 
up  which  would  have  avoided  subsequent 
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fluctuation.  There  was  such  a fluctuation 
on  the  1st  January,  1949,  when  the  scale 
of  gross  fees  payable  to  dentists  was 
reduced,  was  it  not,  by  20  per  cent.  E 
the  dental  expense  ratio  is  something 
like  50  per  cent,  that  meant  a cut  of 
something  like  40  per  cent  in  the  dentists’ 

personal  remuneration? The  dental 

expense  ratio  has  been  established  com- 
paratively recently  at  53  per  cent,  I think 
it  is.  I think  it  is  a proper  deduction 
that  it  could  not  have  been  anything  like 
that  ratio  on  the  previous  scale  of  fees, 
because  if  it  were  it  would  later  have 
been  found  to  be  higher. 

3744.  Let  me  put  that  point  another 
way — it  is  not  material  to  the  point  I 
am  making.  A reduction  in  the  scale  of 
gross  fees  does  not  have  any  effect  on 
the  individual  dentist’s  outgoings  unless 

he  in  turn  cuts  salaries  of  assistants? 

No,  it  does  not. 

3745.  So  yon  would  agree  that  a 

reduction  of  20  per  cent  in  gross  fees 
does  mean  a cut  of  a good  deal  more 
than  20  per  cent  in  the  dentists’  scale  of 
personal  remuneration? Yes. 

3746.  You  regard  that  as  not  a very 

severe  change? 1 think  our  subse- 

quent investigation,  which  showed  the 
expense  ratio  was  still  not  much  over 
50  per  cent,  shows  that  the  result  of  that 
cut  was  to  produce  roughly  the  object 
we  aimed  at  originally  when  we  took 
the  expense  ratio  at  52  per  cent. 

3747.  You  mean  until  that  time  the 

system  had  not  produced  the  result  you 
intended  but  it  did  after  that  change 
was  made? Yes,  I do. 

Chairman  c Do  any  of  my  colleagues 
wish  to  ask  any  questions  on  the  next 
section  of  this  memorandum,  section  5? 

3748.  Mr.  Gunlake:  May  I ask  one 
question?  This  is  a section  which  deals 
with  the  question  of  the  load  of  work, 
and  there  are  some  very  interesting 
statistics  there  about  the  load  of  work 
in  the  hospitals,  and  in  Table  2 on 
page  703  that  is  compared  with  the 
change  in  the  number  of  consultants. 
Could  I ask  how  part-time  consultants 

are  dealt  with  in  those  statistics? 

Sir  John  Hawton : They  are  counted  as 
units — individuals  not  accreted  into  a 
number  of  full-time  equivalents. 

3749.  Professor  Jewkes:  I have  one 
question  arising  out  of  paragraph  29. 
I.  gather  the  general  view  of  the  Ministry 


is  that  with  lists  at  their  present  size 
there  is  no  reason  to  believe  there  is 
excessive  work  thrown  upon  the  general 
practitioner,  and  that  is  indeed  the 
suggestion  that  was  made  to  us  by  the 
B.M.A.,  too.  But  X have  still  got  a 
feeling  that  if  one  takes  a general  practi- 
tioner with  the  maximum  size  of  list, 
3,500,  and  then  does  the  little  sums  that 
can  be  done  by  looking  at  paragraph  29, 
you  do  get  a suggestion  which  runs  the 
other  way.  The  figures  I have  in  mind 
are  these:  a list  of  3,500  with  five  con- 
sultations a year  gives  you  17,500 
consultations  a year.  It  is  suggested  here 
that  consultations  on  the  average  last 
ten  minutes,  which  gives  the  result  that 
there  will  be  about  60  consultations  a 
day — if  you  assume  that  the  doctor  is 
working  300  days  in  the  year.  This 
finally  leads  you  to  the  result  that  he 
will  be  working  ten  hours  a day  for 
300  days  in  a year.  That  seems  an  awful 

lot. Dame  Enid  Russell-Smith : 1 

think,  Sir,  it  would  be  a mistake  to  apply 
these  average  figures  to  the  rather  excep- 
tional practitioners  who  are  _ able  to 
manage  the  large  lists.  The  list  of  the 
maximum  size  is  by  no  means  common. 
It  is  only  in  rather  special  circumstances 
and  perhaps  rather  special  doctors  who 
can  manage  those  lists.  They  must  in 
the  nature  of  things  be  extremely  good 
organisers  and  I do  not  think  that  one 
can  draw  deductions  based  on  average 
data  applied  to  these  maximum  lists. 

Professor  Jewkes:  I see,  thank  you 
very  much. 

3750.  One  further  point.  Table  3 on 
page  706  shows  the  number  of  cases  per 
dentist  per  annum,  and  the  cases,  of 
course,  are  a compound  of  courses  of 
treatment  and  cases  of  emergency  treat- 
ment.  When  you.  work  out  the  sum  there 
it  suggests  that  with  the  1,080  cases  per 
dentist  per  annum  the  average  per  day, 
on  my  300  days’  work  per  year,  comes 
to  about  three.  But,  of  course  the 
course  of  treatment  itself  may  have 
changed  in  meaning  over  this  period, 

may  it  not? The  course  of  treatment 

has  changed;  it  has  varied  very  much 
over  this  period.  At  the  outset  there 
was  a far  bigger  proportion  of  extrac- 
tions and  dentures  in  relation  to  con- 
servative work  than  there  was  at  the  end 
of  the  period. 

3751.  I have  heard  it  said— I do  not 
know  whether  it  was  before  this  Com- 
mission— that  since  the  imposition  of 
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charges  for  dental  services  there  has  been 
a tendency  for  the  course  of  treatment 
to  be  lengthened,  that  the  patient  has 
more  items  done  in  one  course  of  treat- 
ment than  he  had  before. There  is 

an  inducement  to  the  patient  who  needs 
attention  to  have  everything  done,  and 
that  was  done  deliberately  because  it 
is  very  wasteful  of  dental  time  for  a 
patient  to  go  to  the  dentist  and  refuse  to 
have  done  something  to  a tooth  which 
could  be  saved,  and  which  is  going  to 
take  a lot  more  work  and  money  to  put 
right  later.  If  the  patients  pay  the 

maximum  charge  they  do  not  pay  any 
more  for  whatever  treatment  is 

necessary,  so  that  there  is — and  there 
was  intended  to  be — a strong  inducement 
to  the  patient  to  have  done  whatever  is 
necessary.  And  that  again  is  fully  in 
accordance,  as  we  understand  it,  with 
principles  of  good  dentistry. 

3752.  That  is  exactly  the  point  I had 
in  mind:  that  if  in  fact  you  have  been 
encouraging  longer  courses  of  treatment 
— in  fact  more  items  in  each  course  of 
treatment — then  these  figures  of  cases  per 
dentist  tend  to  under-estimate  the 
increase  in  the  amount  that  each  dentist 

is  doing  per  annum. There  is  a big 

offset  there,  and  that  is  the  reduction 
relatively  in  dentures. 

3753.  Yes. — —Because  the  denture 
case  is  the  longest — well,  I do  not  say  it 
is  the  longest  of  all  courses — but  it  is  a 
long  course.  This  would  do  a great  deal 
to  offset  the  fact  that  there  is  more  con- 
servative work  being  done. 

3754.  And  you  would  think,  setting 
one  thing  against  the  other,  prob- 
ably this  series  of  cases  per  dentist 
is  a good  indication  of  changes  in 
the  amount  of  work?—' — Yes,  I 
think  probably  there  has  been  a slight 
net  increase  in  the  amount  of  work 
due  to  improved  methods,  because  after 
all  dentistry  is  a living  thing  and  a pro- 
gressive thing,  and  due  perhaps  partly  to 
the  increasing  proportion  among  dentists 
— 'which  is  now  beginning  to  make  itself 
felt — of  young  men,  with  the  correspond- 
ing speeding  up. 

3755.  Just  one  further  minor  statistical 
question.  Dame  Enid,  on  Table  6,  on 
page  708.  This  is  the  table  showing  the 
numbers  of  medical  and  dental  staff  and 
this  is,  by  now,  quite  an  old  mystery  to 
me.  It  is  this.  We  know  that  there  is  a 
rather  serious  surplus  of  senior  registrars 
but  these  figures  show  that  although 


there  may  be  a surplus,  the  number  has 
fallen  by  24  per  cent  over  the  period. 
On  the  other  hand,  we  are  often  told 
that  there  is  a rather  desperate  shortage 
of  registrars,  but  the  number  of  registrars 
has,  in  fact,  increased  by  68  per  cent, 
over  the  period.  I have  no  doubt  'there 
•is  a good  explanation  of  this  but  no  one 

so  far  has  really  explained  it  to  me. 

Sir  John  Hawton : Perhaps  I might  inter- 
vene there.  I cannot  explain  the  second 
part  as  to  the  ordinary  registrar.  I think 
the  obvious  explanation  to  the  first  part 
is  that  one  of  our  difficulties  was  that 
there  were  more  senior  registrars  than 
could  be  absorbed  in  consultant  posts 
and  that  is  still  a difficulty,  but  they  are 
being  absorbed  and  so  one  would  expect 
the  figure  to  be  falling.  I can  answer 
that  part,  but  I am  afraid  I cannot  ex- 
plain the  figure  for  the  ordinary  registrar 
at  all. 

3756.  It  is  such  a very  large  percentage 

increase. Y es,  it  is.  I am  afraid  I do 

not  know  the  reason. — Mr.  Graham : I 
think  one  of  the  factors  is  that  in  accord- 
ance with  the  Spens  recommendations 
the  registrar  was  originally  conceived  of 
as  a training  grade  like  the  senior  regis- 
trar, whose  numbers  should  be  related 
as  closely  as  possible  to  the  prospects.  At 
a later  stage  .that  strict  concept  of  the 
registrar  was  dropped  and  the  hospital 
authorities  were  permitted  to  employ 
registrars  in  accordance  with  the  staffing 
requirements  and  not  the  career  pros- 
pects. 

Professor  Jewkes : It  points  really  to 
some  sort  of  change  in  the  function  of 
the  registrar. 

3757.  Chairman : Perhaps  that  brings 
us  now  on  to  the  section  beginning  in 
paragraph  47,  and  going  on  for  some 
time,  on  which,  Sir  John,  we  said  a few 
words  last  night.  You  explained  why 
there  were  certain  things  yon  could  not 
elaborate  very  much  at  the  moment 
about  the  senior  registrars,  but  there  are 
some  other  things  which  we  want  to 
take  up.  The  B.M.A.,  when  they  gave 
us  evidence,  which  I am  sure  you  have 
seen,  made  the  very  definite  statement 
that  the  S.H.M.O.  grade  had  been 
exploited  by  the  authorities,  who  were 
using  S.H.M.O. ’s  .to  do  consultant  work 
and  paying  them  less.  It  is  in  para- 
graph 144  of  the  B.M.A.’s  preliminary 
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memorandum  .and  the  sentence  in 
particular  is  short: 

“ The  Council  believes  that  the  grade 

has  been  exploited.” 

Now,  whether  that  is  so  or  not,  it  is 
again  an  extremely  important  matter 
if  anybody  in  the  profession  should 
believe  it  is  so  if  it  has  not  been  so.  Could 

you  give  us  any  views  on  that? Sir 

John  Hawton:  We  do  not  think  it  is 
generally  proved  that  it  has  been 
exploited  in  any  way.  There  may  be 
cases,  of  course,  there  are  bound  to  be, 
where  a S.H.M.O.  might  be  a consultant 
and  has  been  missed.  He  has  his 
opportunities  to  draw  the  attention  of 
that  to  the  Hospital  Board  concerned 
and  to  us.  But  I have,  if  I can  find  it, 
some  little  evidence  here.  This  is  per- 
haps relevant.  The  suggestion  is  that 
the  S.H.M.O.  grade  is  exploited  and 
used  because  it  is  a little  cheaper  than 
the  consultant  grade? 

3758.  That  is  what  the  B.M.A.  imply. 

The  facts  are  that  between  1953  and 

1957  the  consultant  strength  has  increased 
by  9 per  cent  and  the  S.H.M.O.  by 
4 per  cent  which  would  rather  point  to 
the  fact  that  there  has  not  been  a swing 
towards  concentrating  on  the  S.H.M.O. 
at  the  expense  of  the  consultant. 

3759.  Yes.  I know  this  is  a difficult 

one  to  deal  with  precisely. That  is 

relevant. 

3760.  I do  not  think  it  was  suggested 
there  had  been  a swing.  I do  not  think 
it  was  suggested  that  exploitation  had 
increased  but  I rather  read  it  that  ex- 
ploitation was  continuous  in  the  B.M.A.’s 

view. Is  it  not  still  relevant,  Sir,  that 

if  that  is  .true  how  does  one  account 
for  the  relatively  larger  increase  in  the 
higher  paid  consultant  than  in  the 
S.H.M.O. — more  than  twice  the  rate  of 
increase? 

3761.  Chairman : Yes,  the  figure  is 

rather  parallelled,  of  course,  in  your 
Table  3 to  which  Professor  Jewkes  was 
referring.  That  shows  that  continuously 
consultants  had  gone  up  more  in  pro- 
portion.  Anyway,  I can  give  the  Com- 

mission an  assurance  there  is  no  desire 
to  exploit  the  S.H.M.O.  grade  and  any 
suggestion  will  always  be  gone  into  with 
the  profession,  and  is  from  time  to  time. 

3762.  Is  it  anticipated,  subject  to  what 
we  may  say,  that  the  S.HM.O.  grade 
or  something  like  it  will  continue  as  a 


permanent  feature? That  is  essen- 

tially part  of  what  we  were  talking  about 
yesterday:  what  is  the  proper  structure 
for  the  future  which  affects  the  consul- 
tant, the  S.H.M.O.,  the  senior  registrar, 
and  which  could  affect  any  new  grade 
created?  But  it  must  be  looked  at  in 
one  picture  of  the  best  structure  and, 
therefore,  the  best  career  prospects,  bear- 
ing in  mind  that  to  regard,  as  Spens  did, 
all  these  grades— he  did  not  mention  the 
S.H.M.O.  grade,  but  the  other  grades 
— as  -merely  training  grades  does  not,  in 
our  view,  fit  the  needs  of  the  hospital 
service.  There  is  need  for  an  actual 
career  person  who  is  not  merely  there 
for  training  for  a limited  period. 

3763.  Now,  again  on  the  question  of 
the  senior  registrars,  it  has  been  made 
pretty  clear  to  us  from  many  quarters 
that  it  is  not  so  much  the  question  of 
the  actual  level  of  the  pay  as  the  in- 
security of  tenure  which  really  matters 
to  them ; the  fact  -that  they  are  only  on 
a year’s  tenure  or  sufferance  after  they 
have  completed  their  period.  Would  you 

agree  with  that? 1 think  that  is  really 

a material  point  .that  you  have  more 
senior  registrars  than  can  be  absorbed 
quickly  into  consultant  posts,  that  they 
have  been  notionally  regarded  as  in  a 
training  grade,  that  theoretically  after 
four  years,  therefore,  if  they  have  not 
got  a consultant  post,  they  are  finished. 
We  have  had  artificially  to  keep  them 
going  both  in  their  own  interests  and 
because  the  hospitals  need  that  kind  of 
work,  and  there  is  no  security  at  all 
in  that  grade  after  four  years.  That  is 
one  of  the  essential  problems  in  the 
structure  of  hospital  staffing ; that,  I 
think,  is  one  of  the  most  important  things 
we  have  ito  tackle. 

3764.  In  paragraph  56  there  is  a refer- 
ence to  the  rise  in  the  number  of  senior 
registrars  after  the  war  as  being  due  not 
only  to  the  desire  to  absorb  demobilised 
doctors  but  also  to  the  staffing  needs 
of  the  hospitals.  Does  .that  imply  that 
senior  registrars  were  at  that  time  re- 
cruited deliberately  beyond  the  numbers 
that  might  reasonably  be  expected  to 

occupy  consultant  vacancies? 1 must 

not  answer  that  too  definitely  because, 
of  course,  I do  not  know  the  inside  of 
hospital  running  in  a medical  sense,  but 
I think  it  is  true  that  more  were  re- 
cruited -than  could  possibly  have  been 
absorbed  in  consultant  posts  not  only 
because  of  people  from  the  war  but 
because,  as  I say,  experience  has  revealed 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


828 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS.’  REMUNERATION 


the  need  for  a career  post  in  the 
specialist  world  below  the  consultant,  not 
a training  post. 

3765.  Yes.  Therefore  it  would  be  im- 
portant if  there  were  more  senior  regis- 
trars than  could  ever  become  consultants 
that  there  should  be  at  least  the  oppor- 
tunity for  some  of  them  to  have  posts 

of  indefinite  duration? 'While  we  are 

trying  to  find  a better  structure  we  are, 
in  fact,  keeping  them  on  year  by  year, 
which  is  not  a very  satisfactory  solution 
to  my  mind  from  their  point  of  view. 

3766.  We  have  had  suggestions  about 
part-time  appointments  for  registrars  and 
senior  registrars.  What  would  you  say 

about  that? 1 have  here  some  notes 

on  that  subject  but  I really  think  you 
should  obtain  evidence  from  medically 
qualified  people  on  that.  You  see  the 
advantages  of  a part-time  registrar  or 
senior  registrar  are  now  not  an  ad- 
ministrative problem.  I think  it  would 
be  a little  unfair  to  the  professional  wit- 
nesses if  anyone  like  myself  expressed  a 
view  of  what  was  right  or  wrong. 

3767.  Yes.  You  have  no  particular 
administrative  objection  in  the  Ministry 
to  that  suggestion  if  the  medical  reasons 

seem  to  justify  it? No.  I am  in  this 

difficulty  on  all  of  this:  I will  do  my 
best  to  help  you  but  I am  sure  the  pro- 
fessional people  will  understand  me  that 
it  would  be  wrong  and  a little  presump- 
tuous if  a lay  civil  servant  was  too  dog- 
matic about  how  you  organise  the 
professional  or  clinical  staffing  of  a hos- 
pital. That  does  not  mean  that  there 
are  not  things  which  I can  perhaps 
properly  answer  but  there  are  some 
essentially  which  are  for  them.  I hope 
you  will  agree. 

3768.  Yes,  I think  that  I am  prepared 
to  leave  that.  We  have  had  consider- 
able comment  on  the  matters  of  the 
house  officers  and  on  the  question  of 
charges  made  to  them.  They  have  been 
widely  criticised.  What  would  your  view 
be,  Sir  John?  Would  it  be  practicable 
or  wise  to  abolish  them  as  separate 
charges  and  instead  to  take  account  of 
the  value  of  board  and  lodging  in  fixing 
the  salary  of  house  officers  and  to  pay 
a lodging  allowance  to  those  who  live 
out?  Or  would  that  not  be  a good 

thing? At  the  moment  the  important 

point  is  that  the  charge  made  for  board 
and  lodging  for  those  resident  is  below 
the  cost  price.  In  other  words,  it  is, 


as  it  were,  subsidised.  It  is  difficult  to 
understand,  therefore,  how  they  would 
get  any  advantage  out  of  this  unless  you 
altered  the  whole  of  their  remuneration 
and  then  did  something  to  offset  that  by 
charging  the  real  cost.  I should  not 
have  thought  it  would  have  been  an 
advantage  to  them. 

3769.  It  has  appeared  to  us  to  be 

rather  a psychological  point,  this  ques- 
tion of  charges.  One  is  assuming  that 
whatever  the  total  remuneration  it  must 
take  some  account  of  whether  board  and 
lodging  ds  free,  subsidised,  or  is  paid 
for  in  full.  But  within  that,  I suppose 
partly  because  of  previous  practice,  there 
has  been  a feeling  that  a charge  is  un- 
warrantable by  some  parts  of  the  pro- 
fession.  It  is,  of  course,  not  confined 

to  the  medical  profession.  I mean  it  is 
applied  to  the  nurses  in  a hospital  and, 
indeed,  there  wild  be  an  immediate  reper- 
cussion in  the  changing  of  it  in  the  whole 
of  the  nursing  world. 

3770.  On  the  whole  you  feel  that  the 

present  system  is  better? Actually  I 

should  have  thought  the  present  system 
was  better. 

3771.  Another  point  that  has  been  put 
to  us  is  (that  consultants  are  tending  to 
achieve  their  status  at  a much  later  age 
than  Spens  envisaged.  Part  of  that  no 
doubt  is  due  to  National  Service  which 
will  be  disappearing  as  a factor  but 
would  you  like  to  comment  on  whether 
you  think  the  ages  Spens  suggested  are 
likely  to  be  achieved  normally  in  future 
or  that  one  should  bear  in  mind  that 
people  wll  become  consultants  rather 

'later  than  at  32? 1 have  no  idea  how 

it  will  develop.  It  must  have  been  in- 
fluenced by  the  war  partly  and,  of  course, 
the  age  distribution  with  which  we  have 
been  dealing  over  the  ten  years  which 
may  alter ; but  I have  no  idea  whether 
it  will  become  a younger  age  or  a later 
one  eventually. 

3772.  You  agree  it  ds  a factor  to  be 
taken  into  account  in  fixing  remunera- 
tion as  to  whether  a man  can  be  expected 
to  be  in  the  top  income  bracket  for, 

say,  25  years  or  30  years? As  long 

as  one  has  reliable  information  on  it, 
it  is  obviously  a factor. 

3773.  Yes.  Can  we  come  to  this 
question  of  the  whole-time  and  the  part- 
time  consultant.  I think  in  one  of  the 
many  Reports,  it  is  probably  the 
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Guillebaud  Report,  it  was  urged  that 
there  should  not  be  any  particular  in- 
ducement to  a consultant  to  become  part- 
time  as  opposed  tq  whole-time.  At 
the  present  time  would  you  consider  that 
there  is  rather  too  much  inducement  or 
rather  a premium  on  becoming  part- 

time? The  factual  evidence  on  that 

is  that  there  is  a tendency  for  people 
continuously  to  prefer  to  change  to  part- 
time,  so  presumably  it  has  advantages. 

3774.  Is  it  affecting  the  operation  of 
the  service  at  all  from  the  point  of  view 

of  the  patient? No,  from  the  point 

of  view  of  the  patient  I should  say  no. 
As  far  as  one  can  tell,  broadly  speaking, 
the  consultants  are  there.  I was  thinking 
of  the  question  of  fairness  between 
whole-time  and  part-time  which  is,  I 
think,  the  main  criticism. 

3775.  Do  I gather  from  what  you  say 
that  very  often  the  9/11  ths  consultants 
are  there  for  as  long  as  they  would  be 
if  they  had  been  whole-time  but  have 
chosen  that  method  of  having  freedom 
to  operate  outside  arid  freedom  of  beinj* 

their  own  masters? They  have 

chosen  it  no  doubt  for  many  reasons. 
I am  only  putting  this  as  a question. 
It  is  open  to  question  whether  the 
weighting  of  the  sessions,  that  is  paying 
rather  more  than  the  actual  session  fee 
is  now  any  longer  justified.  It  is  a 
question  no  doubt  you  will  be  consider- 
ing. It  is  also,  I think,  a part  of  a much 
wider  comparison  between  the  two,  such 
as  domiciliary  visits  and  expenses.  The 
Commission  may  feel,  and  here  I am 
only  putting  it  forward  as  a thought, 
not  a strict  conviction,  that  it  is  a little 
strange  that  a person  should  be  paid 
for  a half  day’s  session  and  that  his 
journey  from  home  to  the  hospital 
should  be  counted  as  though  he  were 
working  clinically  in  that  session  ; that 
his  journey  should  be  included  in  it  as 
well  as  his  receiving  an  the  ordinary  way 
travelling  expenses.  That  is  one  of  the 
kind  of  points  which  I think  are  under 
discussion  and  you  will  no-  doubt  want 
to  decide  Whether  it  is  justified.  It  is 
certainly  unusual. 

3776.  I 'thought  you  had  suggested 
rather  more  firmly  than  that  somewhere 
in  this  evidence  that  perhaps  the  weight- 
ing which  was  reduced  on  a previous 
occasion  was  about  due  to  end.  Was 

that  not  so? 1 think  a lot  of  people 

would  feel  that  the  time  has  come  when 

30141 


if  somebody  chooses  to  be  a part-timer 
and  take  payment  by  sessions,  the  pay- 
ment by  sessions  should  be  a perfectly 
simple  and  straightforward  thing  and 
should  not  have  these  additional  per- 
quisites, df  I may  use  the  word,  such  as 
the  one  I have  mentioned  about  travel- 
ling. Indeed,  some  people  would  go 
further  and  say  it  is  an  extraordinary 
thing,  perhaps  not  known  in  many  pro- 
fessions, that  the  payment  for  a session, 
a half  day,  .is  not  dependent  o-n  attend- 
ance for  that  half  day  but  is  based  on 
an  assessment  of  whether  the  half  day 
would  be  needed  by  an  average  con- 
sultant to  do  that  job.  So  that  if  a 
consultant  can  do  the  thing  in  less,  he 
can  be  one  up,  and  he  is  not  required 
■to  be  available  on  the  premises  for  the 
half  day  for  which  he  is  paid  per  session. 
That,  again,  it  seems  to  some  laymen,  is 
an  extraordinary  fact. 

3777.  You  know  that  there  are  differ- 
ences in  the  income  tax  treatment? 

I know  those  too,  but  I am  not  an  ex- 
pert on  that. 

. 3778.  Would  you  like  me  to  turn  to 
Sir  Thomas  who  may  produce  some  jus- 
tification?  Sir  Thomas  Padmore : I 

do  not  think  we  can  attempt  to  speak 
for  the  Inland  Revenue  and  the 
mysteries  of  the  income  tax  law.  I think 
if  you  want  to  go  into  them  you  really 
must  approach  the  Inland  Revenue.  I 
am  neither  qualified  nor  would  it  be 
proper  to  speak  for  them. 

3779.  Taking  all  these  different  things 
together,  including  income  tax  treatment, 
would  you  feel,  Sir  John,  that  there  was 
any  reason  why  a whole-time  consultant 
without  a merit  award,  leaving  that  out 
of  it,  should  be  in  total  enjoying  materi- 
ally more  or  less  remuneration  and 
amenities  than  a part-time  consultant? 

Sir  John  Hawton : I can  answer 

definitely  that  I can  see  no  reason  why 
a part-time  consultant  should  be  better 
treated  than  a whole-time  consultant. 

3780.  Or  worse? Or  worse. 

3781.  Provided  that  he  is  using  his  odd 

elevenths  for  doing  other  work? 

Yes.  The  fact  that  he  is  in  private  prac- 
tice does  not,  to  my  mind,  entitle  him 
to  be  in  any  way  better  treated  than  the 
man  who  is  whole-time  and  has  no 
private  practice. 

3782.  Would  your  view  be  that  if 
we  find  from  the  questionnaire  which 
has  gone  out  and  has  been  so  very  well 

E 3 
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answered,  that  the  nine-elevenths  part- 
timers  are  doing  much  better  or  much 
worse — again  leaving  out  the  merit 
award  elements— than  the  whole-timers, 
that  is  something  we  should  try  and 

adjust? Personally  I should  think 

so. 

3783.  Yes.  Sir  Thomas  Padmore : If  I 
may  just  say  this  while  we  are  on  the 
question  of  what  Sir  John  said  about  the 
possible  anomalies  that  may  have  crept 
into  the  system  of  remuneration  in  the 
last  ten  years  and  the  various  things 
that  sometimes  strike  a layman  at  first 
sight  as  being  a little  strange.  I think 
it  is  fair  to  mention  this  question  of 
domiciliary  visits.  It  may  well  be  that  the 
Commission  will  want  to  look  at  a system 
which,  as  I say,  at  first  sight  does  appear 
a little  odd.  For  instance,  if  you  take 
the  case  of  a full-time  consultant  who  is 
paid  to  do  his  job  in  the  hospital  or  as 
one  would  suppose,  when  the  need  arises, 
in  the  homes  of  the  patients,  it  seems  a 
little  odd  that  he  should  get  additional 
remuneration — as  it  were,  almost 
accidentally — by  reference  to  the  distri- 
bution of  his  time  between  the  hos- 
pital and  the  patient’s  home.  One 
would  have  thought  that  the  right  thing 
to  do  in  those  circumstances  was  to  fix 
a proper  level  of  remuneration  for  the 
individual  concerned  to  do  the  job  for 
which  he  was  paid  wherever  it  might 
arise  and,  in  particular,  as  between  those 
two  places,  his  headquarters,  the  hos- 
pital, and  the  home  of  his  patient.  I 
think  the  same  considerations  to  some 
extent  apply  in  the  case  of  part-timers. 

3784.  For  the  part  of  the  time  for 

which  they  are  working  within  the  ser- 
vice?  Y es, 

3785.  At  any  rate  you  do  not  see  any 
particular  reason  for  requiring  eight  un- 
paid domiliciary  visits  per  quarter  for 
the  whole-timer  but  paying  for  all  the 
domiciliary  visits  of  the  nine-elevenths 

part-timer? Sir  John  Hawton : No. 

It  started  with  no  domiciliary  payment 
for  the  whole-time  man  on  the  basis 
which  Sir  Thomas  has  advocated.  But 
the  effect — never  mind  the  justification — 
of  differentiating  in  that  way  between 
him  and  the  part-timer  was  such  that 
we  thought  that  he  ought  to  be  given 
some  of  the  facilities  of  payment  for 
domiciliary  work  and  the  eight  free  visits 
were,  as  it  were,  a concession  to  his 
being  whole-time.  It  was  really  done 


because  there  was  an  anomaly  between 
the  two,  and  it  had  an  adverse  effect 
in  the  Service  because  a general  prac- 
titioner would  quite  naturally,  if  he 
was  aware  that  there  would  be  pay- 
ment in  one  case  and  not  in  the  other, 
tend  not  to  bother  or  to  call  out  the  man 
he  knew  would  not  be  paid.  To  that  ex- 
tent it  had  an  effect  on  the  Service.  That 
was  why  we  made  that  adjustment.  1 
am  not  dissenting  in  the  slightest  from 
what  Sir  Thomas  has  just  said.  I can  see 
a little  more  difficulty  in  applying  it  in 
the  part-time  case  because  if  the  re- 
muneration part-time  is  based  on  includ- 
ing domiciliary  visits  when  are  those 
domiciliary  visits  included?  Is  one  unable 
to  have  the  advantage  of  that  consultant 
when  it  does  not  happen  to  be,  say,  a 
Thursday  morning  or  a session  when  he 
is  working?  I can  see  a difficulty  there. 
But  if  it  could  be  done,  of  course  it 
would  be  cleaner  to  get  a proper  rate 
of  remuneration  to  cover  the  respon- 
sibility for  the  patient  no  matter  where 
he  is.- — ■Sir  Thomas  Padmore-.  I can- 
not help  feeling  that  what  has  happened, 
as  Sir  John  has  mentioned,  is  that  the 
change  between  part-time  and  full-time 
does  look  at  first  sight  to  be  the  ending 
of  one  anomaly  by  adding  another.  It 
is  very  difficult  to  see  why  a part-time 
consultant  who  carries  out  a domiciliary 
visit  during  time  for  which  he  is  paid 
to  be  at  the  hospital,  should  have  addi- 
tional remuneration  because  of  the 
almost  accidental  circumstance  that  he 
has  to  go  and  do  his  job  somewhere 
else.  If  I may  say  so,  somewhat  flip- 
pantly, I should  think  it  very  odd  if  I 
were  paid  something  extra  for  coming 
and  doing  my  Treasury  duties  in  this 
room  instead  of  in  the  Treasury  Cham- 
bers— Sir  John  Hawton : Especially  if 
one  were  paid  travelling  expenses  in 
addition. 

3786.  I suppose  there  is  some  differ- 
ence between  the  different  specialties. 
Some  are  much  more  likely  to  be  called 
out  for  domiciliary  visits  than  others. 
Obviously  I think  so,  yes. 

3787.  Therefore  a certain  whole-time 
consultant  will  have  access  to 
opportunities  for  earning  more  than 
other  whole-timers  because  he  happens 
to  be  in  a specialty  that  makes  him  go 

out  more  often. So  far  as 

domiciliary  work  is  due  to  emergency 
and  calling  _ someone  out  to  an 
emergency,  it  is  bound  to  vary  obviously 
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between  a surgeon  and  a specialist  in 
dermatology  where  there  ds  much  less 
likely  to  be  the  emergency  that  cannot 
wait  until  morning.  That  is  bound  to 
happen. 

3788.  Do  you  generally  accept  the 
view  which  has  been  put  to  us,  I think  it 
was  _ part  of  the  Spens  basis,  that  all 
specialties  are -equal  in  status,  leaving 
out  again  the  question  of  merit  awards? 
The  possibility  has  been  put  to  us  that 
some,  because  of  the  extra  discipline, 
extra  study  and  so  forth  needed,  may 

be  worth  more  than  others? Yes,  I 

think  obviously  one  must  have  personal 
opinions  about  the  varying  values  of  the 
varying  degrees  of  skill  of  different  kinds 
of  specialty  but  for  the  purpose  of  re- 
muneration we  could  not  evolve  a 
scheme,  I think,  other  than  a broad 
band  scheme  which  covered  those  who 
reached  the  same  level  in  any  speciality 
in  the  same  way. 

3789.  Do  you  definitely  regard  the 

consultant  who  chooses  to  be  part-time 
and  the  consultant  who  chooses  to  be 
whole-time  in  any  specialty  as  being 
equivalent? Yes. 

3790.  Mr.  Gunlake : Do  you  know. 
Sir  John,  in  the  days  before  the  Health 
Service,  if  there  tended  to  be  any  differ- 
ences in  this  respect?  As  a layman  I 
would  have  thought  that  the  strain  of 
neuro-surgery  or  thoracic  surgery  would 
be  more  severe  than  the  strain  of  other 
surgery.  Did  those  specialists  demand 

higher  fees? 1 have  no  figures  of 

what  the  fees  were  and  no  doubt  they 
varied  with  the  individual.  Of  course 
there  were  no  general  ’public  service  pay- 
ments in  those  days.  But  when  you  say 
as  a laymftn  you  would  have  thought  in 
those  two  examples  there  was  a differ- 
ence, that  is  what  I meant  when  I said 
that  each  of  us  has  a 'personal  opinion  ; 

I do  not  think  you  could  translate  that 
into  an  organised  publicly  paid  scheme. 

3791.  Chairman'.  A great  deal  of  the 
next  section  of  your  memorandum  deals 
with  merit  awards.  I think  we  have 
really  covered  that.  We  see  your  views. 

I do*  not  think  we  need  ask  you  very 
many  questions,  except  on  the  question 
of  secrecy.  Would  you  care  to  express 
any  views — I hope  you  would — on 
whether  on  the  whole  that  is  desirable 

or  not?  If  so,  to  what  extent? My 

own  view  is  that  I do  not  feel  very 
strongly  about  it  at  all,  but  it  was  adopted 


on  the  grounds  that  if  was  thought  a 
little  unfair  that  the  knowledge  of  their 
merit  award  might,  owing  to  misunder- 
standing of  its  meaning,  unfairly  attract 
custom,  if  I may  use  that  word  of  the 
profession,  to  individual  doctors  com- 
pared with  others.  It ' was  thought  it 
might  be  an  unfair  influence ; but  I do 
not  personally  feel  very  strongly  about 
it.  The  policy  of  the-1  Ministry  so  far 
is  that  it  is  on  the  whole  better  to  leave 
it  at  that. 

3792.  As  a general  system  you  are  in 

favour  of  the  merit  award  system? 

When  you  say  in  favour,  we  cannot 
think  of  any  other  method  of  achieving 
the  object  of  giving  higher  remuneration 
in  the  case  of  particular  specialists  ; we 
cannot  think  of  a better  system.  It  is  in 
itself,  as  everyone  would  see,  a rather 
extraordinary  system  in  .the  sense  that 
it  depends  on  the  advice  of  a committee 
picking  individual  people  and  advising 
the  Minister.  It  does  not  depend  on 
posts.  But  we  have  thought  a lot  about 
it  and  so  far  we  cannot  think  of  a better 
system.  Whether  it  will  he  affected 
either  in  its  quantity,  its  nature  .or  even 
its  abolition  by  a completely  different 
hospital  structure,  there  is  a point  for 
the  future. 

3793.  Mr.  Gunlake'.  Have  you  given 
any  thought.  Sir  lohn,  to  any  possible 
ways  of  rewarding  distinction  amongst 

general  practitioners? It  has  been 

suggested  but  it  has  never  been  adopted 
or  agreed.  I am  not  advocating  it. — 
Dame  Enid  Russell-Smith : Nobody  has 
ever  been  able  to  think  of  any  criteria 
on  which  you  could  base  such  a system. 

3794.  Chairman : Do  you  really  be- 
lieve, Dame  Enid,  that  .the  present 
criterion  of  what  was  described  by  some 
of  our  witnesses  as  “head  hunting”  is 

an  adequate  one? You  mean  the 

capitation  fee  system? 

3795.  Yes. — —I  think  that  as  a 
system  it  has  its  disadvantages  but  we 
have  not  thought  of  any  other  system 
which  has  not  greater  disadvantages. 

3796.  Sir  Hugh  Watson : When  you 

say  we,  that  includes  the  medical  pro- 
fession?  That  includes  our  constant 

consultations  with  the  General  Medical 
Services  Committee. 

3797.  Chairman : Have  yon  been  able 

to  think  of  any  ' other  system  which  has 
greater  difficulties? We  have  thought 
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of  one  which  the  medical  profession  con- 
sider has  far  greater  disadvantages  and 
that  is  a salaried  service. 

3798.  Yes,  that  may  be  a thing  that  we 
shall  have  to  consider.  But  do  you  think 
that  really  this  present  system  of  capita- 
tion fee  and  remunerating  doctors  purely 
on  the  number  of  people  on  their  lists 
does  give  the  right  doctors  the  highest 
remuneration  or  not? — —Sir  John 
Hawton : I would  have  siaid  if  you  mean, 
universally,  of  course  not,  but  what 
system  would?  On  the  whole  it  gives  the 
doctor  the  incentive  to  look  after  patients, 
to  make  his  list  up.  The  alternative, 
leaving  out  a salaried  service  which  at 
any  rate  is  barred  by  statute,  would  be 
some  kind  of  payment  per  visit  or  per 
item  of  service.  That  is  open  to  all  kinds 
of  obvious  abuses  and  we  think  that  pay- 
ing the  doctor  for  the  number  of  people 
who  choose  to  go  to  him  and  who,  you 
must  remember,  are  free  to  leave  him  and 
go  to  someone  else  whenever  they  want 
to.  is  probably  as  fair  a system  as  you 
can  get.  Of  course  it  is  not  perfect,  of 
course  there  will  be  abuses. 

3799.  We  have  heard  from  Lord 
Moran,  and  I do  not  think  it'  has  ever 
been  doubted,  that  the  A and  B awards 
very  largely  choose  themselves  as  being 
obviously  the  meritorious  people,  but 
there  is  always  a certain  amount  of  diffi- 
culty in  deciding  who  exactly  should  fit 
into  the  C vacancies.  Might  it  not  be 
the  same  in  any  one  town  or  in  any  one 
area  looked  after  by  certain  doctors,  that 
certain  doctors  in  certain  areas  are  known 
by  the  Executive  Council  to  be  the  best 

ones,  as  doing  the  best  work? 1 doubt 

whether  the  Executive  Council  would  be 
the  body  to  know  it.  You  see,  in  the 
case  of  the  consultant  you  have  got  a 
specially  set  up  committee  which  devotes 
an  enormous  amount  of  time  ascertaining 
through  direct  contacts  all  over  the  place 
what  the  qualities  and  the  claims  of  the 
consultants  are  for  awards.  But  it  would 
be  putting,  I should  have  thought,  a 
rather  thorny  function  on  a local  Execu- 
tive Council  which  is  after  all  very  largely 
a lay  body,  to  say  that  in  this  area  Dr. 
So-and-So  is  obviously  an  outstanding 
doctor.  I mean,  to  rely  on  that  and  then 
pay  more  as  a result  of  it  might  lead  to 
a lot  of  unfairness  to  others  who  had  not 
attracted  the  notice  of  the  Executive 
Council. 

3800.  Sir  David  Hughzs  Parry : Could 
there  not  be  a special  body  in  each  area 


set  up  for  this  special  purpose? It 

would  mean  setting  up  138  special  bodies 
in  138  areas  and  I do  not  know  how  they 
would  really  set  to  work  in  general  prac- 
tice at  all. 

3801.  Chairman : Sir  John,  have  you 
any  knowledge  at  all  as  to  whether  the 
doctors  in  general  practice  who  get  the 
bigger  incomes  now  are  largely  the  same 
doctors  who  got  the  bigger  incomes  in 
the  old  days  or  whether  it  has  gone  the 

other  way  round? Dame  Enid 

Russell-Smith : I think  it  is  a fair  assump- 
tion that  they  are  the  same.  You  mean 
before  the  Service  was  introduced? 

3802.  Yes. 1 think  it  is  a fair  as- 

sumption that  they  are  largely  the  same 
doctors  but,  of  course,  there  are  far 
fewer  of  them  now  because  the  average 
list  has  steadily  gone  down  and  the 
numbers  of  doctors  with  very  big  lists 
have  been  reduced. 

3803.  Yes,  but  it  was  suggested  to  us, 

for  instance,  that  some  of  the  residential 
districts  with  a lot  of  elderly  people  used 
to  be  the  profitable  districts  because  pay- 
ment was  on  an  item  of  service  basis ; 
and  now  those  particular  districts  and 
those  particular  practices,  had  become 
very  much  the  less  profitable  ones  now 
on  a capitation  fee  basis.  Have  you  any 
knowledge  as  to  whether  there  has  been 
a considerable  switch  as  between  in- 
dividuals in  almost  every  district? 1 

am  sorry,  I misunderstood  your  first 
question.  I was  replying  in  terms  of  the 
old  Health  Insurance  scheme  and  as 
regards  insurance  practice,  I am  sure  it 
obtains  that  they  are  much  the  same  men. 
As  regards  private  practice  it  is  thought, 
as  you  say,  that  a number  of  the  residen- 
tial districts  used  to  be  more  profitable 
than  they  are  now. 

3804.  Do  you  consider  that  the  best 
doctors  then  used  to  live  in  the  resi- 
dential districts  and  have  moved  now  to 

other  parts  of  .the  town  or  district? 

We  have  no  knowledge  of  that  but  what 
we  have  done  is  to  try  to  make  the 
medium  size  list,  which  is  the  sort  of  list 
you  will  get  in  the  residential  areas, 
relatively  more  attractive  than  the  very 
big  lists. — Sir  John  Hawton : Also,  if  I 
may  say  so,  there  is  no  reason  to  assume, 
although  it  may  be  true  in  certain  cases, 
that  the  best  doctors  in  the  old  days — 
that  is  best  in  terms  of  skill— were  in  the 
higher  paid  residential  areas. 
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3805.  No,  I think  that  is  quite  true, 
Sir  John.  But  purely  in  terms  of  re- 
muneration, if  the  present  test  of  merit 
is  who  can  have  most  heads,  in  the  old 
days  it  was  on  the  basis  who  had  the 

most  from  item  of  service  payments. 

That  has  been  compensated  for  now  by 
putting  this  weighting  on  to  the  capita- 
tion, the  payment  per  head,  favouring  the 
people  with  the  smaller  lists,  the  medium 
lists. — Sir  Thomas  Padmore:  There 

cannot  be  much  reason  to  suppose,  can 
there,  that  the  higher  merit  coincided 
more  nearly  with  the  higher  remuneration 
before  .the  Health  Service  existed  than  it 
does  now? 

. 3806.  It  has  been  suggested  to  us  that 
it  did  because  patients  then  went  of  their 
own  free  will  and  now  they  have  rather 
found  themselves  with  these  sudden 

changed  circumstances. Sir  John 

Kowtow.  But  the  patient  is  not  always 
a good  judge  of  the  medical  profession. 

3807.  On  that  we  will  agree.  At  any 
rate  you  have  not  at  the  moment  in 
sight  any  suggestions  about  how  to  re- 
ward or  encourage  merit  among  general 
practitioners.  This  was  really  Mr. 
Gun-lake’s  starting  question,  how  to  re- 
ward merit  among  general  practitioners 
except  by  capitation  fee,  just  moderated 

by  the  loading  system. Dame  Enid 

Russell-Smith : There  are  other  things 
as  well,  for  instance,  a number  of  extra 
payments  such  as  maternity  services,  and 
one  might  presume  that  perhaps  a man 
who  does  maternity  work  is  providing  an 
extra  service  which  some  of  his  fellows 
are  not  and  deserves  extra  reward  for 
that  purpose. — Sir  Thomas  Padmore : 
May  I say,  too— on  behalf  of  the 
Treasury  because  of  our  concern  with  re- 
muneration of  the  public  services  generally 
—that  we  agreed  with,  and  indeed 
are  parties  to  the  note  which  has  been 
put  before  you  about  distinction  awards. 
It  is  in  a sense  from  our  point  of  view 
a very  curious  system.  I know  of  cer- 
tainly no  other  public  service  in  which 
remuneration  is  not  linked  to  the  post 
whiioh  a man  occupies,  and  therefore 
this  present  system  of  distinction  awards 
is  quite  unique  in  the  public  service.  But 
we  take  the  view,  as  do  the  Health 
Departments,  that  it  works,  and  it 
appears  to  be  on  .the  whole  acceptable  to 
the  profession.  It  is  very  difficult  to  think 
of  any  alternative  that  would  be  likely 
in  the  circumstances  -of  this  branch  of 
the  medical  profession-  to  be  more  satis- 
factory than  this  and  therefore  we  would 
31041 


say  go  on  with  it,  odd  though  it  may 
be,  or  at  any  rate  unique  though  it  may 
be,  because  at  does  appear  to  suit  the 
rather  peculiar  circumstances.  We 
would  have  thought  -that  any  attempt  to 
extend  the  system  to  general  practi- 
tioners, _ would . be  likely  to  encounter 
even  bigger  difficulties  in  the  circum- 
stances of  general  practice  than  the 
system  has  encountered  in  relation  to  the 
consultants.  We  should  be  most  hesitant 
to  advocate  or  indeed  to  contemplate 
any  extension  of  this,  as  I say,  unique 
system.  We  should  be  very  doubtful 
of  the  good  sense  or  usefulness  of 
attempting  to  extend  it  further. 

3808.  Sir  Hugh  Watson : Sir  Thomas 
mentioned  the  question,  as  did  Sir  John, 
of  the  possibility  of  these  distinction 
awards  being  attached  to  posts  rather 
than  individuals.  I think,  as  the  Com- 
mission understands  it,  .that  is  not 
possible  in  England  because  no  one  con- 
sultant is  under  any  other  consultant. 

Sir  John  Hawton : First  let  me 

make  at  quite  clear  I am  not  advocating 
they  should  be  attached  to  posts. 

3809.  No. 1 just  mentioned  one  of 

■the  possible  alternatives.  The  whole 
point  is  that  at  present  they  select  indi- 
viduals where  they  find  them  no  matter 
what  kind  of  specialist  work  they  are 
doing.  Attaching  the  award  to  the  post 
would  not  have  the  same  effect. 

3810.  As  Mr.  Anderson  is  aware,  in 
Scotland  the  position  is  somewhat 
different  because  there  you  definitely 
have  a surgeon  in  charge  of  a hospital. 

Mr.  Anderson : In  charge  of  a unit ; 

so  .that  if  one  were  in  fact  thinking  of  an 
alternative  system  whereby  payment  was 
related  to  responsibility  there  would  in 
Scotland  be  at  any  rate  the  makings  of 
a basis. — Sir  Thomas  Padmore:  Though 
on  the  face  of  it  one  would  have  thought 
that  would  not  form  a basis  of  dis- 
crimination for  anything  like  the  size  of 
the  bigger  distinction  award,  since  the 
consultant  in  charge  of  a group  and  the 
others  working  with  him  are  very  nearly 
on  the  same  level. 

3811.  Chairman : When  you  men- 

tioned the  size  of  the  bigger  distinction 
award,  is  it  not  less,  relatively,  in  com- 
parison with  basic  salary  than  was 

-originally  .proposed  by  Spens? Oh. 

yes,  I was  not  saying  there  is  anything 
wrong  with  the  size.  What  I was  saying 

V 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


834 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


was  that  if  you  went  over  to  a system  of 
attaching  them  to  a post  it  would,  I 
should  have  thought,  be  very  difficult  to 
justify  a differential  as  big  as  that  based 
on  the  difference  of  being  surgeon  in 
charge  of  a department  in  a hospital  and 
being  one  of  the  surgeons  who  was  work- 
ing as  his  assistant. 

3812.  Professor  Jewkes : And  inci- 

dentally maximise  friction  because  these 
different  consultants  would  be  in  such 
close  propinquity. Exactly. 

3813.  Mr.  Gunlake:  May  I ask  a 
question  on  the  system  of  distinction 
awards.  In  paragraph  60  of  your 
memorandum  you  said  the  total  amount 
of  these  payments  on  a full-time  basis 
would  exceed  £2y  millions  per  annum, 
but  is  in  fact  less  to  the  extent  that  many 
of  the  recipients  are  employed  on  a part- 
time  basis — that  is  because  the  number 
of  persons  getting  awards  is  irrespective 
of  the  proportion  doing  part-time  or 
whde-time  service.  If  it  does  cost  less 
than  £24-  millions  may  we  know,  in  fact, 

how  much  it  does  cost? Sir  John 

Hawton : I do  not  know  whether  I have 
that  figure  here  but  may  I provide  it 
to  the  Commission?  I have  not  got  it 
with  me.  I will  send  it  in. 

Chairman : Yes. 

3814.  Professor  Jewkes:  There  is 

another  question,  Sir  John,  on  a matter 
mainly  statistical,  on  paragraph  65  (c). 
When  Professor  Bradford  Hill  was 
undertaking  his  census  of  earnings  for 
the  purpose  of  the  Spens  Report  on 
consultants,  using  his  own  definition  of 
consultant  he  found  1,700  of  them  and 
for  those  1,700  he  produced  statistics  of 
earnings.  He  appeared  to  imagine  that 
the  1,700  represented  substantially  all 
the  consultants  in  the  country.  It  comes, 
therefore,  as  a bit  of  a shock  to  discover 
that  in  1949  there  were  5,600  consultants. 
One  of  the  important  points  that  arises 
here  is  that  the  Spens  Committee  in 
recommending  merit  awards  spoke  in 
terms  of  percentages.  They  said  that 
33  per  cent,  of  the  consultants  should  get 
merit  awards.  The  question  as  if  'the 
Spens  Committee  thought  they  were 
talking  about  1,700  people  that  is  a very 
different  suggestion  from  the  suggestion 
that  would  have  been  made  if  they 
thought  they  were  talking  about  the 
possibility  of  5,600.  Have  you  any  light 

to  throw  on  this  particular  point? 

Of  course  I cannot  go  back  and  know 


exactly  what  happened  in  the  Bradford 
Hill  case  but  I think  it  is  true  that  his 
figures  dad  not  include  alii  people  of 
consultant  level  in  the  local  authority 
hospitals ; they  were  mostly  people  in 
the  voluntary  hospitals.  I am  not  sure 
of  that  but  I rather  think  you  may  find 
that  is  the  answer. 

3815.  Chairman:  Were  the  Ministry 
surprised,  Sir  John,  when  they  found 
that  they  were  going  to  be  paying  awards 
for  special  merit  and  distinction  to  a 
total  of  something  like  2,000  people,  34 

per  cent  of  the  5,000  people? No,  as 

the  thing  developed  it  became  apparent 
that  would  be  the  size  of  it. 

3816.  That  was  not  a particular  sur- 
prise?  -Not  a particular  surprise.  We 

did  not  know  it  before  we  started  but 
it  evolved  quite  reasonably  and  naturally. 

3817.  Mr.  Gunlake:  Perhaps  by  that 

time  the  Ministry  had  ceased  to  be  cap- 
able of  surprise. 1 think  we  are 

sometimes. 

3818.  Professor  Jewkes:  Does  it 

follow  from  this  that  when  the  National 
Health  Service  was  started  a considerable 
number  of  people  were  dubbed  “con- 
sultant ” who  would  not  have  been  so 
regarded  before  the  National  Health 

Service? 1 come  to  that  difficulty 

again.  I really  cannot  as  a liayman  say 
whether  a person  is  wrongly  called  con- 
sultant against  what  you  are  suggesting 
as  a possibility.  You  have  the  other 
complaint  put  before  the  Commission — 
that  people  are  being  wrongly  called 
Senior  Hospital  Medical  Officers  who 
should  be  called  consultant ; but  only 
a professional  man  can  judge  whether 
the  designation  is  right  in  any  particular 
case. 

3819.  Chairman:  Yes,  but  the  ques- 
tion really  means  was  there  envisaged 
at  the  time  of  the  Spens  Report  about 
500  or  600  people  who  were  of  out- 
standing merit  and  distinction  and  whose 
contribution  to  medicine  deserved  some- 
thing above  the  normal  top  consultant 
scale  or  was  it  envisaged  that  there  were 
2,000  of  such  people?  That  is  really 
the  question  and  it  is  particularly 
material. — —No,  I am  not  at  all  sure 
from  memory  going  back  to  Spens,  but 
I should  have  thought  that  about  2,000 
would  have  been  the  result  in  Spens’ 
mind  if  he  had  worked  it  out  afterwards. 

I realise  it  has  been  suggested  that  was 
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wrong.  We  think  the  number  now  is 
about  right. 

3820.  It  has  seemed  that  the  Spens 
Report  at  least  bore  the  first  meaning 
that  about  one-third,  of  the  consultants 
in  any  particular  major  branch  would 
be  people  who  would  at  some  time  or 
other  in  their  career  become  of  outstand- 
ing merit  and  deserve  some  appropriate 
recognition.  In  fact  in  some  of  the 
modern  specialties  which  are  very  skilled 
all  the  consultants  will  at  some  time  in 
their  career  be  within  that  bracket.  Is 

that  not  right? No.  On  your  first 

point  I think  the  essence  of  the  merit 
awards  scheme  from  the  start  has  not 
been  that  about  one-third  of  each 
specialty  would  qualify  but  one-third  of 
the  specialists’  profession  as  a whole.  It 
might  be  very  unevenly  distributed  be- 
cause a distinction  of  the  kind  required 
might  be  found  from  one  year  to  another 
in  different  specialties.  As  to  the  num- 
bers in  the  whole  profession  who  can  be 
expected  to  finish  up  with  an  award  we 
are  going  to  try  and  give  you  a note  of 
some  estimate. 

3821.  Yes,  I think  we  have  seen  in 
the  answer  to  a question  in  the  House 
of  Commons  quite  recently  that,  for  in- 
stance, in  mental  health  the  number  is 
very  small  whereas  in  general  surgery 
the  number  at  any  one  time  getting  it 

is  over  half  the  total  establishment. 

Yes,  I saw  that  question,  of  course.  But 
the  recommendations  come  from  Lord 
Moran’s  Committee  and  take  the  profes- 
sion as  a whole  irrespective  of  particular 
branches  of  it ; and  if  it  works  out  like 
that  it  may  work  out  differently  another 
year. 

1 3822.  What  I was  leading  up  to  myself, 
Sir  John,  is  that  it  would  seem  that  the 
description  in  the  words  “ outstanding 
work  and  merit”  and  so  forth  has  per- 
haps been  a little  misapplied  by  being 
watered  down.  The  value  of  the  awards 
has  not  been  adjusted  to  the  value  of 
money  at  all  and  it  might  be  there  is  a 
case  for  awards  of  a yet  higher  level  to 
a very  small  proportion  of  people  who 
really  are  notably  outstanding.  I won- 
dered if  you  had  given  any  thought  to 
that?  Call  it,  if  you  like,  a super-merit. 

We  had  not  thought  about  it  until 

we  saw  the  suggestion  before  the  Com- 
mission but  I do  not  think  we  should 
have  any  particular  objection  to  that 
method  of  distributing  these  awards  if 
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it  were  to  be  changed  in  that  way.  That 
is  distinct  from  the  idea,  I take  it,  that 
awards  should  carry  betterment. 

3823.  Yes.  It  is  distinct  from  it  but 
it  would  seem  that  one  of  the  reasons 
the  award  has  not  gone  up  at  all  might 
be  that  it  has  covered  rather  a wider 
range  of  people  than  was  envisaged  at 

the  beginning? Or  the  alternative,  of 

course,  the  whole  philosophy  of  it  is 
that  the  remuneration  goes  up  and  the 
award  remains  an  extra  bonus. 

3824.  There  was  nothing  in  Spens  to 

suggest  that? No,  but  Spens,  as  I 

said  rather  contentdously  yesterday,  was 
not  intended  to  apply  for  all  time. 

3825.  No,  but  Ithere  as  nothing  in 
Spens  that  has  any  bearing  on  the 
operation  of  this  service  that  can  be 
interpreted  as  not  recommending  any 
change  in  the  value  of  money  of  the 
awards  at  all? — ■ — Not  as  far  as  I know. 

3826.  I think  definitely,  not  even  at 

the  beginning. Yes. 

3827.  Another  point  has  been  put  to 
us  by  the  Medical  Research  Council. 
They  complain  really  of  the  withdraw- 
ing of  merit  awards  from  non-clinical 
doctors  engaged  in  medical  research, 
feeling  that  some  of  those,  including 
many  Fellows  of  the  Royal  Society,  may 
well  be  contributing  as  much  to  the 
advancement  of  medicine  as  anybody 
else.  Would  you  like  to  express  an 

opinion? Sir  Thomas  Padmore : I 

think  this  is  a very  difficult  problem,  Sir. 
I think  there  are  powerful  and  compel- 
ling arguments  that  are  quite  irreconcil- 
able. It  is  like  the  situation  you  find 
yourself  in  when  there  are  very  good 
reasons  for  paying  A more  than  B and 
B in  turn  more  than  C but  there  are  also 
very  good  reasons  why  A and  C should 
get  the  same.  You  cannot  find  a solu- 
tion that  pays  regard  to  all  the  argu- 
ments. There  is,  of  course,  on  the  face 
of  it,  great  force  in  the  argument  that, 
I think,  was  put  before  the  Commission 
— it  has  certainly  been  canvassed  a good 
deal  in  various  quarters — that  the 
medical  man  who  is  engaged  wholly  on 
research  and  has  no  clinical  duties  what- 
ever may,  and  in  actual  practice  very 
often  does,  make  certainly  as  big  con- 
tributions towards  the  advancement  of 
medical  knowledge  as  anybody.  There- 
fore why  should  the  opportunities  avail- 
able of  getting  to  the  highest  level  of 
remuneration  be  denied  to  him?  But 
once  you  accept  that  argument,  once 
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you  extend  the  area  of  distinction  awards 
to  medical  men  who  have  no  clinical 
duties  you  are  then  faced,  particularly 
in  the  Universities,  but  not  only  in  the 
Universities,  with  another  very  powerful 
argument  of  repercussion.  Why  should 
the  research  worker  in  medicine  be 
differently  remunerated  from  the  research 
worker  in  another  branch  of  science 
or  even  in  scientific  work  which  is  of  a 
medical  character  but  which  is  carried 
out  by  somebody  who  has  not  actually 
a medical  qualification?  If,  for  instance, 
the  eligibility  for  distinction  awards  of 
the  clinical  professors  in  Universities  and 
the  clinical  teachers  generally  were  to 
be  extended  to  research  workers  in  the 
Universities  or  teachers  in  the  Univer- 
sities who  do  not  have  clinical  duties  it 
is  really  difficult  to  see  where  to  stop. 
Why  'should  the  remuneration  of  a pro- 
fessor of  pathology,  say  a man  of  the 
highest  distinction,  who  has  no  clinical 
duties  be  different  from  that  available  to 
him  if  he  was  doing  clinical  work ; why 
should  it  be  different  from  that  which 
is  available  to  a professor  of  biology 
and  why  in  turn  should  that  he  different 
from  the  professor  of  physics?  Before 
you  finish  you  run  round  file  whole  field. 

I think  you  are  faced  with  the  fact  that 
there  are  these  difficulties  at  every  stage. 
Supposing  that  you  went  to  the  logical 
conclusion  and  said  that  distinction 
awards  should  be  available  to  all 
teachers,  even  the  arts  professor,  because 
there  is  no  point  at  which  you  can 
logically  stop ; you  would  be  back  in 
square  one  again  because  I think  the 
medical  profession  would  be  justified 
in  saying  thait  the  whole  idea  of 
distinction  awards  is  that  there  should 
be  special  remuneration  attached  to 
certain  parts  of  the  profession  because 
of  special  responsibilities,  particularly 
the  responsibilities  for  human  life  and 
so  on  that  fall  to  them.  I think,  there- 
fore, that  one  is  forced  to  the  conclusion 
that  anomalous  though  it  may  be  and 
powerful  though  the  arguments  against 
it  may  be,  the  only  sensible  course  is 
to  stay  where  we  are  and  to  restrict 
this  unique  system  of  remuneration,  to 
restrict  it  narrowly  to  that  body  of 
people  for  whom  it  was  originally  in- 
tended, that  is  to  say,  members  of  the 
medical  profession,  consultants  who  are 
discharging  clinical  duties. 

3828.  Mr.  Gunlake : This  would  in 
effect,  or  in  principle,  preserve  the  situ- 
ation which  existed  before  the  Health 


Service.  In  those  days  it  was  possible 
for  the  top  flight  surgeon  or  physician 
to  rise  to  a high  income  level  but  not 

professors  of  biology? 1 think  that 

is  true. 

3829.  Despite  which  there  was  no 
shortage  of  sufficiently  capable  professors 

of  biology? 1 think  that  is  true  too. 

I think  if  you  keep  the  line  of  discrimin- 
ation, if  you  like,  where  it  is  now  you 
will  be  keeping  it  where  it  has  been  for 
a very  long  time. 

3830.  Chairman : I was  just  turning 
up  Spens  and  I could  not  see  on  the 
particular  matter  of  distinction  awards 
that  there  was  any  reference  there  to  the 
responsibility  for  human  life  and  some 
of  those  particular  matters.  We  are 
under  our  terms  of  reference  necessarily 
compelled  to  compare  remuneration  re- 
ceived by  doctors  in  the  National  Health 
Service  with  other  kinds  of  doctors  so 
this  is  something  which  we  cannot  ignore. 

It  is  quite  a complicated  question. 

Yes.  I realise  that,  Mr. . Chairman,  but 
all  I am  saying  really  'is  that  I think 
you  have  this  unique  system  which,  in 
ordinary  terms,  applies  to  specialist 
doctors  who  are  doing  a specialist  doc- 
tor’s job ; and  I thank  that  insoluble 
difficulties  are  likely  to  arise  if  you 
extend  it  to  any  other  category  of  people, 
evenrinciuidiing  specialist  doctors,  who  are 
not  doing  a spedialdstt  doctor’s  job  in  the 
sense  of  treating  sickness. 

3831.  Would  you  think  that  this  was 

to  some  extent  a recognition  of  a situa- 
tion which  existed  before  the  Service 
where  some  of  the  top  specialists  were 
earning  very  high  sums  outside  in  private 
practice  including  those  attached  to 
hospitals? Yes,  I would. 

3832.  That  might  be  part  of  the  reason 
that  this  particular  device  has  been 

found? 1 think  it  was  historically  part 

of  the  reason  and  not  only  is  that  true 
in  relation  to  private  practice,  as  it  was 
before  the  existence  of  the  Health  Service 
but  as  Mr.  Gunlake  has  said,  even  in  the 
Universities  themselves,  to  which  I have 
referred.  I think  it  is  Lord  Moran  Who 
has  drawn  attention  to  the  fact  that  for 
quite  a long  time  there  have  been  in- 
stances where  University  teachers  who 
were  at  the  same  time  what  I call 
specialist  doctors  were  receiving  special 
rates  of  remuneration  out  of  line  with 
those  available  to  their  colleagues  in  the 
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Universities.  This  is  an  issue,  Mr. 
Chairman,  which  is,  of  course,  a matter 
of  the  greatest  importance  to  the  Univer- 
sities and  I think  that  if  the  Commission 
were  contemplating  any  recommendation 
which  would  involve  a departure  from 
the  present  limitations  on  eligibility  which 
would  affect  the  position  of  a certain 
number  of  people  in  the  Universities  I 
would  venture  to  suggest  that  it  would 
be  a good  thing  to  give  the  Vice-Chan- 
cellors’ Committee  or  some  appropriate 
representative  body  an  opportunity  of 
tendering  evidence  on  this. 

3833.  We  are  hoping  to  hear  the 
evidence  of  the  Vice-Chancellors’  Com- 
mittee before  so  very  long,  Sir  Thomas, 
and  we  have  that  in  mind.  But  it  is, 
above  all,  at  the  Universities  that  this 
matter  becomes  so  extremely  important. 
It  is. 

3834.  Sir  Hugh  Watson : Of  course 
you  have  in  mind,  Sir  Thomas,  that 
Spews  did  recommend  that  the  special 
committee  should  be  prepared  to  recog- 
nise special  contributions  in  medicine  in 

the  field  of  research  or  otherwise? 1 

have. 

3835.  But  you  would  limit  them  to 

the  clinical  field? As  a practical 

matter  I would  advocate  staying  where 
we  are  in  spite  of  what  the  Spens  Com- 
mittee might  have  thought  on  the  subject. 
I think  that  the  whole  of  the  history 
of  the  last  ten  years  has  demonstrated 
how  difficult  an  issue  this  is  for  the 
Universities  and  I think  has  demonstrated 
the  desirability  of  remaining  where  we 
are. 

Chairman : It  is  perhaps  worth  adding 
that  the  Spens  Committee  was  only 
engaged  in  recommending  the  range  of 
total  professional  remuneration  of  those 
engaged  in  consultant  or  professional 
practice  in  any  publicly  organised 
hospital  and  specialist  service  so  they 
were  not  asked  to  deal  with  what  research 
workers  outside  the  hospital  might  be 
getting. 

3836.  Professor  Jewkes : I think  Sir 
Thomas  made  it  quite  clear  that  you 
could  not  apply  the  merit  award  system 
to  general  practitioners  but  I am  still 
wondering  whether  there  is  any  chance 
of  making  it  possible  to  give  something 
extra  for  age  and  experience  among 
general  practitioners.  The  kind  of  case 
I have  in  mind  is  this:  at  a certain  age 
a general  practitioner  may  have  quite 
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a large  list.  He  gets  older,  he  may  be- 
come a better  doctor  by  reason  of  age 
and  experience — not  necessarily  so.  but 
he  may  very  well  become  so — but  is  not 
able  to  deal  with  such  a large  list.  Is 
there  any  way,  through  which,  perhaps 
by  some  modification  of  the  capitation 
system  according  to  the  age  of  the  doctor, 
allowance  could  be  made  for  that  or 

is  that  hopeless? Sir  John  Hawton : 

We  would  not  be  able  to  think  at  the 
moment  of  a way  of  doing  it  because  we 
would  question  the  premise  that  age  and 
experience  necessarily  merit  higher  re- 
muneration in  general  practice.  1 mean 
I quite  agree  that  in  some  cases  such  as 
you  describe  it  may  be  true  but  in  others 
it  will  not.  If  you  were  to  evolve  a 
differential  capitation  basis  on  age  and 
experience  you  would,  in  fact,  be  paying 
a lot  of  the  wrong  people  as  well  as 
some  of  the  right  people,  so  we  do  not 
think  it  is  really  feasible. 

3837.  Chairman:  Would  you  feel  that 

the  partnership  system  to  some  extent 
makes  allowance  for  that  if  it  is  pro- 
perly organised? 1 .think  it  does  and 

we  are  very  keen  on  partnerships. 

3838.  Sir  Hugh  Watson : Another 

suggestion  which  was  made  to  us  was 
that  special  treatment  should  be  given 
to  areas  of  exceptionally  high  morbidity. 

Would  you  think  that  was  possible? 

I should  not  have  thought  so.  It  would 
mean  determining  the  rate  of  morbidity 
in  each  area.  It  would  mean  checking 
it  from  time  to  time  because  presumably 
it  would  keep  altering  and  it  would  mean 
vast  scheduling  of  areas.  I do  not  really 
think  it  is  practicable. 

3839.  Chairman : Just  one  more 

question  on  the  merit  awards.  We  gather 
that  once  you  get  an  award  you  keep  it 
for  ever.  You  may,  in  fact,  go  on  to 
the  next  one  up  but  it  is  never  reviewed 
downwards.  That  itself  seems  a some- 
what unusual  provision.  Would  you 
feel  that,  on  the  whole,  that  is  best? 
Lord  Moran  said  to  us  that  he  had  taken 
on  many  difficult  tasks  in  his  life  but  he 
would  not  take  on  the  one  of  deciding 
whether  people  had  ceased  to  deserve 
an  award,  that  would  be  too  invidious, 
but  he  fully  sympathised  with  the 
principle.  Have  you  any  comments? 
— — I should  have  thought  when  you 
are  dealing  with  merit  awards  you  are 
dealing  with  an  ascertained  degree  of 
distinction  and  ability.  I cannot  imagine 
that  is  going  for  some  curious  reason 
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to  disappear  or  be  diminished,  if  it  is 
reaiiy  there  the  man  has  achieved  it, 
he  has  got  it.  It  is  rather  different  if  you 
are  dealing  with  payment  attached  to 
orfsts  and  the  man  goes  to  a more 
feisurely  post,  or  anything  of  that  sort. 
But  this  B really  branding  a man  as 
having  reached  a certain  degree  of  skill, 
and  I cannot  believe  that  a man  reaches 
it  and  then  loses  it. 


3840.  I would  not  be  quite  so  sure 
about  that,  because  in  fact  this  is  a com- 
petitive system.  There  is  only  a certain 
proportion  receiving  awards,  and  you  are 
really  branding  a man  as  being  within 
the  first  body,  34  per  cent,  or  whatever 
it  may  be.  And  there  is  the  young  man 
who  may  have  reached  that  same  level 
of  skill  and  have  deserved  that  same 
brand  who  cannot  get  it  until  someone 
who  may  be  in  some  quite  different  social 
order  dies.  Is  not  that  really  the  position? 

H think  that  is  a fair  criticism  of 

what  I just  said,  a qualification  of  what 
I have  been  saying. 


3841.  It  is  not  an  absolute  standard. 

I should  have  thought  what  I said 

was  subject  to  that  one  qualification. 
Then  there  is  Ithe  practicability  side. 
First  of  all  it  is  difficult  enough,  as  Lord 
Moran  would  say,  to  go  round  the  whole 
of  the  country  finding  out  which  of  the 
consultants  are  ones  which  should  have 
awards,  but  if  you  then  have  periodically 
to  go  round  and  see  which  should  now 
give  them  up,  it  would  be  really  almost 
impossible. 


3842.  That  was  the  suggestion.  I agree 
about  the  practicability;  it  would  be  an 

extremely  difficult  thing. 1 do  think 

there  is  an  element  of  truth  in  what  he 
says,  apart  from  your  point,  which,  if 
I may  say  so,  is  a very  good  one  in 
general.  This  is  not  a payment  for  doing 
a job.  This  is  a payment  for  having 
achieved  a certain  degree  of  merit  and 
skill,  which  one  presumably  retains. 


3843.  And  it  is  a recognition  that  must 

never  be  seen  because  it  is  secret. I 

told  you  I myself  hold  no  very  strong 
views  on  that. 

3844.  Mr.  Bonham-Carler : Would 

you  agree  if  in  fact  anybody  did  attempt 
to  alter  the  system  so  they  were  reviewed 
annually,  the  result  would  be  exactly 

precisely  the  same? 1 have  no  idea. 

Fortunately  I have  never  been  charged 
with  the  task  of  ascertaining  who  has 
merit. 


3845.  Sir  David  Hughes  Parry : There 
is  some  safeguard,  is  there  not,  in  the 
fact  that  it  goes  up  by  three  stages,  C, 

B and  A?  There  is  some  safeguard? 

That  is  a safeguard,  but  it  does  not,  of 
course,  entirely  dispose  of  the  Chair- 
man’s point. 

3846.  Chairman:  We  have  come 

across  another  problem  rather  acutely, 
and  that  is  the  question  of  recruitment 
of  junior  house  officers  and  registrars  in 
peripheral  hospitals.  That  would  seem 
to  us  to  have  become  much  more  acute 
since  the  development  of  the  service,  be- 
cause in  the  old  days  these  men  used  to 
go  to  the  teaching  hospitals  for  nothing, 
except  the  opportunity  of  being  taught 
and  their  keep  in  the  early  stages.  Where- 
as if  they  went  to  the  hospitals  that 
were  in  some  ways  less  attractive,  parti- 
cularly because  they  did  not  supply 
teaching,  they  were  property  paid.  Now 
there  are  the  same  conditions  at  each 
hospital,  but  perhaps  more  agreeable  in 
the  teaching  hospitals  ; and  it  is  a fact, 
is  it  not,  that  some  of  the  peripheral 
hospitals  are  finding  the  greatest  diffi- 
culty in  getting  registrars,  and  even  in 
getting  junior  house  officers  from  those 
people  whom  one'  would  wish  to  see 
trained  up  to  act  within  ithe  service  for 
the  whole  of  their  lives.  The  posts  are 
very  often  filled  by  people  who  are  going 
to  go  abroad,  people  who  come  here  for 
training,  who  complete  their  training, 
and  go  abroad  immediately  afterwards? 

Frankly,  I do  not  know  the  answer 

to  that.  I do  not  know  how  far  it  is 
true.  Whether  there  is  information  I 
can  get  for  you  I do  not  know,  but  the 
people  who  would  know  that,  of  course, 
would  be  the  Regional  Boards. 

3847.  I think  it  has  been  put  to  us 

pretty  generally. If  I can  get  any 

information  I will,  but  I am  afraid  here 
and  now  I do  not  know  the  extent  of 
it,  and  how  far  it  is  so. 

3848.  It  has  been  suggested  to  us  in 
Scotland  that  one  of  the  methods,  rather 
than  introducing  differential  payments 
with  more  money  for  going  to  the  less 
attractive  hospitals,  is  to  appoint  a junior 
house  officer  in  particular,  and  perhaps 
even  a registrar  also,  in  such  a way  that 
he  does  serve  at  both  kinds,  or  all  kinds 
of  hospital  during  his  period ; he  should 
not  be  appointed  to  a particular  hospital 
but  to  the  Board.  What  sort  of  views 

have  you  on  that? 1 am  afraid  that 

is  something  I have  not  thought  about 
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at  all.  I am  disappointing  in  this 
answer  this  time,  and  I am  afraid  I have 
no  views. 

3849.  You  ihave  not  anything,  Dame 

Enid,  on  this  particular  point? Dame 

Enid  Russell-Smith : No. 

3850.  It  is  rather  an  important  ques- 
tion, because  I would  suppose  the  success 
of  the  hospital  service  as  a whole  must 
depend  on  having  the  peripheral 
hospitals  staffed  well,  and  not  merely 

the  teaching  hospitals? Sir  John 

Hawton : Of  course  it  does.  I am 
wondering — I cannot  help  thinking  how 
unhelpful  I am  being — I am  wondering 
if  we  could,  if  the  Secretary  of  the  Com- 
mission would  put  the  question  or  ques- 
tions on  which  you  want  our  view,  get 
a considered  view  between  us  at  the 
Ministry,  and  submit  it  to  you  on  paper. 

3851.  I think  we  would  like  that, 

because  it  must  be  quite  material. 

How  helpful  it  would  he  I do  not  know, 
but  it  would  at  least  remedy  the  defect 
that  I cannot  give  you  a view  now. 

3852.  One  suggestion  on  that— again 

you  may  not  be  able  to  give  a view — is 
that  an  appointment  as  registrar  in  a 
non-teaching  hospital  might  be  a very 
normal  preliminary  to  entering  general 
practice.  And  that  necessarily  will 
depend  partly  on  how  easy  it  is  to  go 
from  being  a registrar  into  general  prac- 
tice.  Dame  Enid  Russell-Smith : That 

is  I think  the  answer,  that  at  .the  moment 
there  is  in  most  areas  very  great  com- 
petition to  get  into  general  practice. 
There  are  two  main  ways  in  which 
people  get  into  it.  The  most  common 
way  ds  to  'be  accepted  as  an  assistant, 
or  as  a partner  by  an  existing  group 
of  practitioners,  and  something  over  70 
per  cent,  of  all  vacancies  are  filled  in 
that  way.  The  remainder  are  filled  by 
advertisement  and  the  selection  of  can- 
didates from  a list,  first  by  the  Executive 
Council,  and  then  finally  by  the  Medical 
Practices  Committee.  Those  bodies 
naturally  choose  from  the  list  before 
them  the  man  they  think  most  suitable 
for  the  particular  post.  There  are  often 
a large  number,  a very  large  number 
of  extremely  suitable  candidates,  so  that 
it  would  in  those  circumstances  be  most 
difficult  to  make  a particular  qualifica- 
tion an  overriding  criterion. 

3853.  It  might  be  possible,  Dame 
Enid,  to  have  such  a salary  structure 
that  somebody  did  not  have  to  suffer  an 
enormous  drop  in  income  after  doing  a 
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year  as  registrar  if  he  then  became  an 

assistant. It  would,  of  course,  be  so 

possible,  but  it  does  turn  on  whether 
that  particular  preparation  really  will 
produce  the  ideal  man  to  go  into  general 
practice. 

3854.  I would  like  your  views  on  that, 
because  it  has  been  put  to  us  very  much 
that  the  best  general  practitioner  knows 
•more  about  the  hospital  service  than  just 
having  done  twelve  months  as  a junior 
■house  officer  ; and  that  it  is  also,  though 
'this  is  slightly  different,  a considerable 
advantage  if  more  hospital  doctors  know 
a bit  more  about  the  general  practitioner 

side. Without  in  any  way  dissenting 

from  that,  the  position  is  that,  as  I have 
tried  to  explain,  it  is  not  for  the  Minis- 
try to  decide  who  are  the  best  doctors 
to  go  into  general  practice.  That 
decision  is  taken  in.  the  vast  number  of 
cases  by  the  members  of  the  partnership 
which  the  new  doctor  will  be  joining.  In 
a small  number  of  oases  it  is  taken  by 
the  Medical  Practices  Committee  acting 
on  'the  combined  advice  of  the  local 
medical  committee  and  (the  Executive 
Council.  There  is  no  way  in  which  the 
Ministry  can  influence  the . matter  of 
choice  as  between  the  different  practi- 
tioners who  present  themselves. 

3855.  There  may  be  a way  that  we 
can  influence  it.  It  is  I think  becoming 
obvious  that  more  registrars  ought  to 
be  able  to  find  an  easy  way  into  general 
practice  rather  than  have  to  make  up 
their  mind  to  be  in  the  hospital  service 
for  ever  if  they  once  become  a registrar, 

is  that  right? That  view  ds  put 

forward,  yes. 

3856.  Is  it  a view  held  on  the  whole 
in  the  Ministry  ? — —I  think  yes,  subject 
to  this  qualification,  that  in  the  Ministry 
we  do  hold  the  view  that  entry  into 
general  practice  by  way  of  an  assistant- 
ship  is  a very  suitable  and  proper  form 
of  entry,  because  we  do  not  think  a 
hospital  doctor  is  necessarily  ready  to  be 
in  full  charge  of  a practice.  Put  it  this 
way,  we  think  it  better  that  he  should 
be  under  a certain  amount  of  guidance 
and  help  for  a year  or  two  before  he 
is  in  complete  charge  in  general  practice. 

3857.  Would  you  think  that  it  would 
be  even  better  if  he  was  an  assistant, 
perhaps  for  not  quite  such  a long  time, 
having  been,  perhaps,  a registrar  also 

in  hospital? We  would  hold  mo  very 

strong  views  as  to  how  long  he  should 
be  an  assistant. 

F 4 
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3858.  Mr.  Anderson,  or  Mr.  Graham, 
I do  not  know  whether  you  may  have 
something  to  add  on  this,  but  it  was  in 
Scotland  this  was  put  to  us  particularly 
strongly,  that  it  was  important  to  achieve 

something  of  this  nature? Mr. 

Graham : I do  not  think  we  have  any 
view  materially  different  from  what 
Dame  Enid  has  said,  that  there  are  two 
kinds  of  experience.  There  is  the  ex- 
perience to  be  gained  in  hospital, 
particularly  in  the  broad  specialties.  I 
think  there  are  serious  doubts  about  the 
value  for  general  practice  of  experience 
in  some  of  the  narrow  specialties,  but 
it  is  very  difficult  for  a layman  to 
express  an  opinion  on  that,  indeed  im- 
possible. Undoubtedly  there  is  a feeling 
that  experience  in  general  practice  as  an 
assistant  is  almost  essential. 

3859.  Mr.  Graham,  in  Scotland  are 
you  finding  difficulty  in  staffing  the  peri- 
pheral hospitals  at  the  junior  house 
officer  and  registrar  level  compared  to  the 
teaching  hospitals?  I know  in  Scotland 
you  have  a specially  high  number  of 
teaching  posts,  have  you  not?  It  prob- 
ably is  not  as  acute,  but  are  you  finding 
much  difficulty? — —Our  impression  is 
that  the  difficulty  is  particularly  evident 
at  the  registrar  level. 

3860.  Have  you  any  suggestions  about 
what  should  be  done  about  that  for  the 

peripheral  hospitals? Our  view  would 

be  that  it  is  bound  up  with  the  question 
of  structure. 

3861.  Do  you  feel,  for  instance,  this 

point  that  I was  putting  to  Sir  John,  that 
it  might  be  possible  to  appoint  a registrar 
to  a group,  so  that  he  serves  part  of  his 
time  in  a non-teaching  and  part  of  his 
time  in  a teaching  hospital,  or  would  that 
at  the  registrar  level  be  particularly  diffi- 
cult?  At  any  level,  and  I say  this 

because  some  attempt  was  made  to  do 
this  at  the  senior  registrar  level,  you  get 
into  the  practical  difficulties  of  a man 
moving  his  residence,  perhaps  his  family, 
at^  various  stages  in  order  to  fit  in  with 
this  curriculum  that  is  laid  down  for  him, 
and  it  is  not  in  practice  an  easy  thing 
to  achieve. 

3862.  A registrar  post  at  a teaching 

hospital  at  the  same  salary  has  obvious 
attractions  over  a registrar  post  further 
away? Yes. 

3863.  For  which  there  used  to  be  a 

kind  of  compensation  which  no  longer 
exists? That  is  so. 


3864.  Professor  Jewkes : Is  it  generally 
accepted  that  it  is  more  difficult  now  for 
a registrar  to  move  into  general  practice 
than  it  was  before  the  Health  Service  was 

established? Dame  Enid  Russell- 

Smith : I think  (that  I should  say  on  this, 
Sir,  that  there  ds  great  competition  for 
vacancies  in  general  practice ; and  there 
is  a large  list,  a very  large  list  of  good 
candidates  for  all  the  more  attractive 
vacancies.  By  reason  of  that  competition 
it  may  well  be  more  difficult. 

3865.  Are  we  not  then  getting  in  a 
special  difficulty  in  this  way?  You  recall 
that  a little  earlier  I mentioned  this  extra- 
ordinary increase  in  the  number  of  regis- 
trars, and  the  answer  that  was  given  was 
that  this  was  perhaps  due  to  the  fact  that 
the  registrar  grade  was  not  merely  a 
■training  grade,  but  increasingly  was  a 
staffing  grade.  So  that  in  fact  the  pro- 
portion of  registrars  to  hospital  staff  of 
a senior  salaried  nature  is  increasing. 
Unless  there  is  some  escape  for  those 
registrars,  are  you  not  going  .to  have  the 
problem  of  blocked  registrars,  just  as  you 

have  it  for  senior  registrars? Sir  John 

Hawton:  It  is  essentially  part  of  the 
thing  you  were  on  earlier.  This  ds  one 
part  of  the  problem  of  the  hospital  struc- 
ture which  we  do  not  think  ds  right, 
which  we  cannot  come  here  today  and 
pretend  to  solve,  which  we  are  trying  to 
discuss  with  the  profession.  But  I agree 
it  is  one  part  of  that  .problem.  May  I 
make  one  general  comment,  it  is  very 
general,  on  this  business  of  the  registrar 
becoming  a general  practitioner?  In  the 
Ministry,  as  Dame  Enid  said,  we  would 
regard  it  as  quite  improper  for  us  as 
bureaucrats  to  have  any  say  in  the  matter 
of  who  would  or  would  not  make  the 
best  general  practitioner  in  any  given 
case.  We  think  that  must  rest  with  the 
partnership  he  tries  to  attach  himself  to, 
or  if  he  is  alone,  with  the  Medical  Prac- 
tices Committee  and  all  the  attendant 
machinery.  That  is  the  first  principle 
we  work  on.  But  I would  agree  that 
assuming  that  that  means  there  should  be 
for  those  people  a free  choice  of  whom 
they  prefer  .as  general  practitioners,  it 
may  be  a reason  for  not  impeding  that 
choice  by  the  salary  structure.  That  may 
therefore  very  well  be  a concern  of  ours, 
to  make  sure  .that  the  very  freedom  which 
we  want,  the  freedom  of  choice,  is  not 
impeded. 

3866.  Chairman : It  would  seem  to  us 
that  there  is  a freedom  of  choice  which 
may  have  to  be  made  at  -too  early  an  age. 
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And  that  may  affect  your  recom- 
mendations. I quite  agree,  but  I was 
pointing  to  two  things,  our  side  of  it,  and 
yours,  as  it  were. 

3867.  You  have  deliberately,  by  using 
remuneration  to  encourage  it,  encouraged 
the  growth  of  partnerships,  for  instance, 
in  general  practice,  and  you  have  deliber- 
ately by  loading  encouraged  the  medium 
size  lists  rather  than  the  very  big  lists. 
There  would  seem  to  be  therefore  no 
particular  objection  to  using  remunera- 
tion to  some  extent  as  a means  of  en- 
couraging more  fluidity  between  the  two 
sides  of  the  profession,  to  what  seemed  in 
general  desirable,  or  at  any  rate  prevent- 
ing the  remuneration  structure  from 
being  a complete  bar.  You  would  agree 

with  that? Anything  which  facilitates 

that  interchange  we  would  welcome. 

3868.  Thank  you  very  much.  It  would 
seem  to  us  to  be  quite  important  that 
that  should  take  place,  and  you  will  be 
letting  us  have  some  more  facts  and 

figures  about  the  difficulties? About 

the  difficulties  in  the  peripheral  hospitals. 

I am  sorry  I was  not  able  to  give  you 
those  now. 

3869.  The  General  Board  of  Control  in 

Scotland— if  we  might  come  to  that  par- 
ticular point— have  given  evidence  in 
favour  of  additional  remuneration  for 
medical  superintendents  of  mental  and 
mental  deficiency  hospitals  over  and 
above  what  they  would  be  entitled  to  as 
consultants.  We  would  like  to  have  the 
Department’s  views  on  that  point,  par- 
ticularly bearing  in  mind  this  recently 
disclosed  information  in  the  House  of 
Commons  that  on  the  whole  people  in 
this  branch  rank  proportionately  very 
low  in  the  merit  award  list,  and  that  on 
the  whole  they  probably  have  no  oppor- 
tunities of.  part-time  practice. Mr. 

Anderson : This  is  really  part  of  the  dis- 
cussion we  have  been  having  earlier 
about  the  system  of  merit  awards,  and 
whether  it  would  be  possible  to  allocate 
the  funds  in  a different  way  according  to 
responsibility.  If  that  in  fact  had  been 
possible,  then,  this  would  have  been  one 
of  the  advantages  that  would  have  flowed 
from  it.  The  superintendent  of  a men- 
tal hospital,  undoubtedly  does  have  con- 
siderable responsibilities  for  the  health, 
safety  and  well-being  of  his  patient,  and 
that  might  well,  have  been  one  of  the 
ways  in  which  the  responsibility  would 
have  been  recognised.  But  if  we  must 
accept,  as  I think  we  must,  that  respon- 


sibility cannot  be  recognised  in  that 
fashion,  I am  not  sure  that  we  as  a De- 
partment would  have  felt  that  the  posi- 
tion of  the  physician  superintendent  of 
the  mental  hospital  was  such  an  out- 
standing case  as  to  justify  special  treat- 
ment. There  will,  after  all,  throughout 
the  service  be  consultants  who  in  the 
nature  of  _ things  are  carrying  greater 
responsibility  than  others.  That  is  part 
of  the  price  you  pay  for  having  a uni- 
form grade,  and  it  is  part  of  the  diffi- 
culties that  you  meet  in  trying  to  break 
away  from  it.  One  appreciates  the  point 
that  the  General  Board  of  Control  have 
made,  and  I think  it  is  a real  one,  but  I 
am  not  sure  the  way  to  meet  it  is  to 
make  a particular  exception,  in  this 
particular  field. 

3870.  Can  you  suggest  any  way  an 

which  it  could  be  met? Unfortunately 

no,  short  of  something  quite  fundamen- 
tal, which  I am  afraid  we  are  not  pre- 
pared to  contemplate. 

3871.  Sir  Hugh  Watson : The  reason, 
as  Mr.  Anderson  is  aware,  why  this  sug- 
gestion was  made  is  because  these  gentle- 
men, in  addition,  to  having  to  do  the 
duties  of  .their  rank  as  consultants,  are 
responsible  for  the  liberty,  the  safety,  and 
so  on,  of  the  people  under  their  charge, 
in  some  cases  in  quite  large  hospitals.  I 
know  the  Board  of  Control  feel  quite 
strongly  that  the  responsibility  which 
these  people  have  in  .their  capacity  as 
head  of  the  hospital  is  considerably  more 
than  the  normal  responsibility  of  the 
average  consultant.  That  is  why  they 

raised  the  point. Yes,  I appreciate  the 

point,  and  I know  it  is  a real  one,  but 
I should  be  surprised  if  there  were  not 
elsewhere  individual  consultants  who 
were  also  in  their  own  respective  ways 
carrying  responsibility  above  the  average, 
and  without  any  more  access  to  distinc- 
tion awards. 

3872.  Can  you  call  to  mind  any  com- 
parable oases?— Not  offhand,  Sir,  no.  I 
was  speculating  I am  afraid. 

3873.  Chairman:  The  position  in  Eng- 
land is  slightly  different  I think? — Sir 
John  Hawton:  Yes,  it  is.  We  do  not 
have  quite  the  degree  of  the  problem,  but 
we  should  agree  entirely  with  what  Mr. 
Anderson  said. 

3874.  I must  pursue  that  a little  further. 

It  would  seem  that  simply  having  the 
additional  responsibility  of  administra- 
tion and  superintendence  is  not  a par- 
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ticular  reason  for  a merit  award.  It  is 
not  an  outstanding  contribution  to  medi- 
ciD.e,  but  it  really  is  a separate  and  defin- 
able additional  responsibility,  is  it  not, 
that  usually  from  its  very  nature  prevents 
them  from  taking  on  extra  work  outside? 

1 should  have  personally  thought  that 

the  responsibilities  of  the  kind  described 
by  Sir  Hugh  Watson  of  looking  after 
liberty,  and  protecting  the  liberty  of  the 
subject  and  so  on,  are  not  the  kind  of 
things  for  which  distinction  awards  were 
devised.  I do  not  think  the  distinction 
awards  have  been  thought  of  so  far  as 
relating  to  responsibility  for,  say,  the 
proper  and  decent  custody  of  people 
whose  liberty  is  restricted,  and  I do  not 
think  it  is  that  kind  of  basis  we  should-* 
have. 

3875.  That  is  exactly  what  I was  say- 
ing, that  this  would  not  seem  to  be  a case 
for  distinction  awards,  but  a question  of 
whether  it  is  a case  for  additional  recog- 
nition in  salary  by  virtue  really  of  having 

two  quite  separate  salary  posts. 

When  you  are  dealing  with  whole-time 
posts,  surely  we  must  assume  that  whole- 
time posts  are  whole-time.  Whether  some 
part  of  the  time  is  spent  in  one  way  or 
another,  it  simply  means  a man  is  doing 
two  kinds  of  jobs;  but  the  two  put 
together  are  a whole-time  job,  and  that 
is  the  same  with  the  whole-time  specialist. 

3876.  That  takes  us  back  to  another 
point.  We  know  that  on  a sessional  basis 
part-time  consultants  can  have  anything 
up  to  nine-elevenths,  or  nine  defined  ses- 
sions of  34  hours  each.  Do  you  feel 
the  whole-time  consultant  has  really 
eleven-elevenths,  eleven  sessions,  or  that 
he  does  more  than  eleven-elevenths?— — 
Sir  Thomas  Padmore : More  than  one 
hundred  per  cent,  full  time? 

3877.  More  than  so  many  hours  per 

week. Sir  John  Hawton:  We  have 

always  assumed  full-time  to  mean  for 
convenience  eleven-elevenths,  but  we 
mean,  of  course,  a continuing  respon- 
sibility, on,  the  job  all  the  time. 

3878.  It  is  based  upon  the  five  and  a 

half  day  week? It  is  based  on  that, 

yes. 

3879.  And  in  fact  it  may  be  the 
medical  superintendents  by  virtue  of  this 
additional  responsibility  have  rather  more 
time  involved  than  others,  I do  not 

know. It  may  well  be  a whole-time 

specialist  by  virtue  of  his  continuing 
responsibilities  to  his  patients  may  have 


■to  do  in  fact  more  than  eleven-elevenths, 
indeed  he  may. — Sir  Thomas  Padmore: 
This  is  .the  sort  of  problem  that  arises  all 
over  the  public  services.  Wherever  you 
have  a hierarchical  system  with  grades 
and  fixed  rates  of  pay  you  have  to  cover 
by  one  grade  and  one  rate  of  pay  a 
pretty  wide  variety  of  functions  and  jobs, 
and  even  jobs  which  are  not  strictly 
comparable,  or  indeed  which  nobody 
would  contend  are  exactly  on  the  same 
level  of  responsibility  or  skill  required, 
or  anything  else.  For  instance,  if  you 
look  at  the  Armed  Forces,  you  will  not 
find  that  all  the  generals,  although  they 
are  .paid  the  same  rate  of  pay  at  all  times 
have  the  same  kind  of  responsibility  and 
the  same  kind  of  function  : the  same  is 
true  in  the  Civil  Service.  And  it  is  bound 
to  he  true  in  this  service  too.  It  may  be 
a_  question  whether  having  regard  to  the 
difference  between  the  particular  people 
in  these  mental  hospitals  with  whom  we 
are  concerned,  the  difference  between 
them  and  other  consultants,  whether  the 
difference  is  so  big  that  it  is  not  reason- 
able to  sweep  it  in  in  what  we  call  a 
broad  band.  As  to  the  merits  of  this 
particular  case  I have  no  views — I am  not 
informed  about  them — but  it  certainly  is 
the  case,  and  one  would  expect  to  find, 
that  these  differences  in  types,  and  indeed 
in  importance  of  job,  provided  they  were 
not  too  extreme  to  be  swallowed,  would 
arise  all  over  any  kind  of  graded  service 
of  this  sort.  Therefore  I suggest  the  only 
question  is  whether  this  is  a particular 
instance  that  is  so  extreme  that  it  is  not 
reasonable  to  leave  it,  whether  it  is  so 
extreme  that  some  special  arrangement 
ought  to  be  made. 

3880.  Exactly. 1 should  not  be  in 

the  least  suiprised  to  find  that  if  you 
made  a special  arrangement  here  you  twill 
have  with  you  another  claim. 

3881.  Sir  Hugh  Watson:  There  is,  as 
Sir  Thomas  is  aware,  an  arrangement  for 
paying  schoolmasters  at  a certain  level ; 
certain  salaries  are  weighted  by  responsi- 
bility because  they  are  heads  of 
departments,  and  things  of  that  sort.  That 
is  not  altogether  dissimilar  to  this  case. 
No,  it  is  not. 

3882.  Chairman:  There  is  also,  since 
Sir  Hugh  mentions  that,  the  fact  that 
local  education  authorities,  recognising 
the  quality  of  all  types  of  schoolmasters, 
have  something  at  their  disposal  so  as 
to  give  a bit  extra  to  people  who  may 
happen  to  be  science  teachers.  They 
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may  not,  -but  usually  do  so  at  their  dis- 
cretion, is  not  that  so? 1 believe  so 

yes. 

Sir  Hugh  Watson : I am  told  that  does 
not  apply  in  Scotland  in  the  same  way, 
and  as  Sir  Thomas  has  not  to  bear  that 
burden  in  Scotland  he  can  bear  this  one 
instead. 

Chairman : I think  we  shall  be  able 
to  finish  the  remaining  points  this  after- 
noon. 

{The  proceedings  were  adjourned  for 
lunch ) 

On  Resumption. 

3883.  Chairman:  There  are  only  one 
or  two  questions  arising  out  of  what  we 
were  talking  about  before,  just  to  finish 
that  particular  example.  We  did  happen 
to  mention  the  local  education  authorities 
having  a sum  of  money  that  they  can 
distribute  to  meritorious  people  in  • the 
teaching  profession  over  and  above  the 
Burnham  scale  which  may  go  to  any- 
body. That  has  relation  both  to  com- 
parable professions  and  to  comparable 
attractions,  as  it  were,  and  that  would 
seem  to  be  a precedent  for  letting  local 
bodies  of  one  kind  or  another  have  some 
discretion  in  rewarding  meritorious 
people  in  their  service.  Admitted  that 
those  are  salaried  people,  which  general 
practitioners  are  not,-  but  there  is  some 

kind  of  a precedent  for  that. Sir  John 

Hawton : I do  not  know,  of  course,  what 
the  local  education  authority  position  is, 
I mean  except  what  we  heard  this  morn- 
ing, but  I should  have  thought  that  there 
was  a very  big  difference  between  a local 
authority  directly  employing  salaried  em- 
ployees, and  a body  which  is  simply  in 
practice  distributing  a pool  of  Exchequer 
money  to  doctors,  .and  which  has  no 
jurisdiction,  broadly  speaking,  over  them 
in  the  sense  of  employer  relationship.  It 
is  a contract  for  service  rather  than  of 
service. 

3884.  It  would  be  a considerable  exten- 
sion of  the  principle. 1 should  think 

if  you  began  to  contemplate  it — I am 
only  thinking  aloud,  because  we  had  not 
thought  of  this — you  would  have  to  go 
right  into  the  field  of  altering  the  con- 
stitution of  the  authority  which  had  that 
discretion,  or  else  invent  some  new, 
perhaps,  advisory  or  other  machine  in 
every  one  of  the  areas  to  do  it.  I cannot 
imagine  the  present  system  catering  for 
that  kind  of  thing. 


3885.  No.  I mentioned  it  because 

Dame  Enid  said  earlier  that  nobody  has 
yet  been  able  to  think  of  a good  system 
oi_  rewarding  merit  among  general  prac- 
titioners other  than  the  present  system 
of  counting  heads. No. 

3886.  And  we  may  have  to  do  some- 
thing pretty  novel  if  we  are  to  get  a 

real  family  doctor? -My  first  reaction 

to  that  would  be  that  it  would  be  very 
complicated  indeed  in  the  case  of  the 
present  general  practitioner  service,  and 
also  might,  .unless  one  was  very  care- 
f~»  produce  all  kinds  of  local  anomalies 
which  would  create  the  opposite  of  the 
kind  of  trust  which  you  mentioned  we 
want  to  establish. — Sir  Thomas  Pad- 
more:  I would  have  thought,  too,  Mr. 
Chairman,  that  the  case  of  the  teachers 
which  you  have  mentioned  is  not, 
perhaps,  as  close  an  analogy  as  all  that’ 
because,  if  I remember  rightly,  the 
special  payments  made  to  schoolmasters 
are  responsibility  allowances,  and  not 
attached  to  anything  as  intangible  as  dis- 
tinction or  merit.  I should  think  it 
much  easier  to  run  a system  of  that  kind 
where  it  is  attached  to  special  respon- 
sibility, and  therefore  in  a sense  attached 
to  the  post. 

3887.  But  it  was  an  innovation  which 
at  the  time  was  a quite  revolutionary  ad- 
vance, and  it  may  be  some  other  revolu- 
tionary advance  will  have  to  be  invented 
by  somebody  to  deal  with  this  particular 

problem. -It  may  be,  but  it  would 

be  rather  a different  kind  of  revolutionary 
advance  from  the  one  in  the  teaching 
profession. — Sir  John  Hawton : And  it 
would  have  to  be  in  the  nature  of  things 
administered  by,  I use  the  word  loosely, 
somebody  in  a position  to  know  and 
judge  the  quality  of  every  general  prac- 
titioner’s work.  An  employing  authority 
employing  schoolmasters  is  in  a muen 
easier  position  to  know  which  are  its 
good  schoolmasters.  Certainly  the  present 
Executive  Councils  and  others  have  no 
real  knowledge  of  the  nature  or  the 
quality  of  the  general  practitioner’s  work 
— it  is  not  their  job. 

3888.  All  those  difficulties  are  certainly 

there.  Just  one  other  question  on  the 
same  point.  Would  the  Departments 
feel  that  the  ceiling  of  remuneration  at 
which  a whole-time  consultant  can  aim 
should  be  very  much  superior  to  the- 
ceiling  of  remuneration  that  a single- 
handed  general  practitioner  should  be- 
able  to  aim  at? -This  is  the  question 
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really  we  had,  was  it  not,  yesterday  about 
the  differential? 

3889.  Not  quite. The  relativity  be- 

tween the  two. 

3890.  Not  quite.  You  have  relativity 
in  averages.  I was  thinking  in  terms 
of  the  exceptional  man  in  the  two 
branches  of  the  Service,  because  I do  not 
think  it  has  ever  been  challenged  that 
there  are  exceptional  men  in  general 
practice  as  there  are,  although  there  may 
be  more,  exceptional  men  who  specialise. 

One  does  not  challenge  the  principle, 

of  course,  that  there  are  exceptional  men 
in  both  branches,  but  I should  have 
thought  myself  that  if  you  have  the 
relativity  in  the  averages— if  you  think 
on  the  whole  there  should  be  a higher 
average  for  the  consultant — 'then  I should 
have  thought  that  also  carries  with  it  the 
assumption  that  the  top  level  should  be 
a higher  one  for  the  consultant  than  the 
general  practitioner. 

3891.  It  should  be  higher,  but  perhaps 

in  the  same  sort  of  relationship. As 

the  average? 

3892.  Yes,  although  not  necessarily. 
— ■ — That  would  seem  the  sort  of 
approach,  yes,  I should  have  thought. 

3893.  The  difference  is  that  in  the  hos- 
pital service  you  have  precise  machinery, 
when  it  works,  for  getting  the  best  people 
the  best  remuneration,  and  it  would  seem 
rather  doubtful  that  you  have  quite  that 

machinery  in  general  practice. 1 

accept  that,  I do  not  think  you  have. 
Neither  machinery  is  sure,  but  I do  not 
think  you  have  so  good  a machinery  in 
general  practice. 

3894.  Now  we  will  leave  that,  and  we 

will  turn  to  the  next  paragraph  that  I 
wanted  to  ask  about.  We  again  would 
seem  to  have  covered  this,  but  I would 
like  your  views  on  it.  The  Spens  general 
practitioner  recommendations  really  did 
lay  a great  deal  of  stress  on  the  spread 
of  incomes ; they  really  laid  more  stress 
on  that  than  anything  else,  and  they 
went  into  a great  deal  of  trouble  over 
it.  And  the  only  attempt  at  implementing 
that  seems  to  have  been  to  apply  an 
equivalent  average  income  without  re- 
gard to  the  spread.  It  seems  as  if  the 
attempt  to  produce  a spread  anything 
approaching  the  kind  of  spread  that 
Spens  recommended  was  not  made  to 
begin  with.  A spread  has  been  produced 
but  not  as  a deliberate  attempt  to  im- 
plement the  Spens  spread? Dame 


Enid  Russell-Smith : Yes,  Sir,  -it  is 
broadly  speaking  so,  the  ground  being 
that  we  found  that  the  capitation  system, 
which  is  the  backbone,  but  not  the  whole 
of  general  practitioners’  remuneration, 
was  incompatible  with  a controlled 
spread,  but  we  did  do  certain  things  to 
try  to  widen  the  spread  that  you  would 
get  on  a pure  capitation  system.  The 
special  payments  for  maternity  medical 
services  which  were  mentioned  this  morn- 
ing was  one ; the  grants  for  the  training 
of  the  assistants  was:  another ; the  mileage 
payments  in  rural  practices  were  yet 
another.  A!  those  are  modifications  of 
the  strict  capitation  system  which  aimed 
at  somewhat  increasing  the  possibilities 
of  a spread.  There  is,  also,  of  course, 
ithe  inducement  payment  in  areas  which 
are  specially  unattractive. 

3895.  I am  sorry,  but  do  not  the  in- 

ducement payments  in  unattractive  areas, 
and  the  .mileage  payments  in  fact  reduce 
the  possibility  of  spread  by  evening  up 
rather  than  widening? 1 think  the  in- 

ducement payments  do,  but  not  mileage 
payments,  which  in  some  rural  areas 
may  be  very  considerable. 

3896.  And  they  produce  the  greater 

spread  and  not  a smaller? 1 would 

say  that  they  increase  the  weighting  at 
the  upper  end  in  those  areas. 

3897.  None  of  this  was  done  that  there 
should  be  regard  to  Spens.,  although  you 

have  accepted  Spens  in  principle? 

Not  with  direct  reference  to  Spens, 
though  I do  remember  a conversation 
with  Sir  Will  Spens  at  the  time,  in  which 
he  welcomed  the  maternity  medical  ser- 
vices payments  as  a possible  means 
of  improving  .the  spread  over  a capitation 
system. 

3898.  On  the  whole  it  is  still  true  to 
say  that  really  you  have  not  actually 

/aimed  at  the  .Spens:  distribution? 

No,  we  have  not,  for  the  overriding 
reason  that  with  the  profession’s  full 
agreement  we  wanted  the  capitation 
system  of  payment.  We  wanted  to  pre- 
serve the  capitation  system  as  the  .major 
channel  of  remuneration,  and  tihat  was 
not,  so  far  as  our  experience  went,  com- 
patible with  a controlled  spread. 

3899.  Is  the  result  then  that  you  have 
landed  yourselves  with  a lot  of  doctors 
who  are  very  dissatisfied  because  they 
get  much  less  than  'they  would  have  got 
otherwise,  and  a lot  of  doctors  who  say 
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nothing  but  are  very  satisfied  because 
they  have  a great  deal  more  than  they 
would  have  got  otherwise,  or  is  that  an 

exaggeration? While,  of  course, 

everybody  knows  that  there  is  this  irre- 
concilable difference  between  the  Depart- 
ment and  the  profession  on  the  question 
of  remuneration,  I hope  that  it  is  not 
true  that  a lot  of  doctors  are  dissatisfied 
generally. 

3900.  It  might  still  also  be  true  that 
a lot  of  doctors  are  getting  a great  deal 
more  than  they  would  have  done  on  the 
kind  of  basis  on  which.  Spens  worked. 
— ■ — I think  that  is  possibly  true,  but  we 
shall  be  producing  figures  for  you  later 
from  which  you  will  be  able  to  draw 
certain  deductions  regarding  the  spread. 

3901.  We  will  not  necessarily  be  able 
to  draw  deductions  as  to  whether  the 
doctors  who  now  come  out  better  are 
the  doctors  who  would  have  come  out 
top  if  it  had  been  a different  system. 

No,  no  one  can  say  how  the  Spens 

formula,  if  it  had  been  possible  to 
apply  it,  would  have  fitted  with  the 
pattern  we  have  now  . 

3902.  Just  one  other  question  on  that. 
You  adopted  for  the  external  private 
earnings  one  figure  which  has  remained 
unchanged  since  IDanokwertsf— £2 

millions,  is  it  not? Yes,  private 

practice. 

3903.  Why  have  you  left  that  un- 

changed, and,  as  it  were,  unchallenged 
ever  since? We  have  left  it  un- 

changed because  we  have  not  been  able 
to  obtain  so  far  any  accurate  informa- 
tion as  to  the  extent  of  private  earn- 
ings. We  are  engaged  in  trying  to  get 
better  information  on  that  point. 

3904.  You  have  no  information  at 

present? We  have  no  better  informa- 

tion at  the  present  moment. 

3905.  Do  you  believe  that  the  actual 
figure  remotely  resembles  the  figures  you 

have  taken? 1 do  not  think  we  are 

in  a position  to  say.— Sir  Thomas  Pad- 
more  : We  have  been  exploring  the  pos- 
sibility of  getting  some  better  informa- 
tion on  this  subject.  We  supposed  that 
the  Commission  would  refer  to  the  fact 
tiiat  this  is  an  extremely  old  figure,  a 
figure  about  which  as  Dame  Enid  has 
said,  we  have  no  idea  as  to  its  accuracy, 
or  indeed  as  to  whether  the  true  figure  is 
anything  of  the  same  order  or  not.  We 
have  been  exploring  with  the  Inland 
Revenue  the  possibility  that  they  might 
be  able  to  furnish  the  Commission  with 


some  better  figure.  The  difficulty  we 
■have  come  up  against  is  that  there  are  a 
great  many  practical  reasons  why  the 
Inland  Revenue  find  themselves  unable  to 
do  a comprehensive  situdy  of  the  profes- 
sional earnings  of  general  practitioners 
aPaft  from  what  'they  earn  under  the 
capitation  system.  But  it  looks  as  though, 
if  the  Commission  were  to  think  fit  to 
ask  the  Inland  Revenue  to  do  so,  they 
might  well  be  able,  with  the  collabora- 
tion of  the  health  authorities,  to  do  a 
sample  study  of  sufficient  size  to  justify 
the  drawing  of  fair  conclusions  as  to 
what  the  total  figure  is.  The  difficulty 
abouJt  that  is  that,  as  I undersitand  it,  so 
far  the  representatives  of  the  professions 
have  been  entirely  unwilling  to  contem- 
plate any  use  of  Inland  Revenue  figures 
based  on  a sample  rather  than  on  a com- 
prehensive study. 

3906.  I think  there  is  a difference  be- 
tween ithe  two  professions.  I think  the  den- 
tists have  been  much  more  willing  than 

the  doctors. It  may  be.  I am  not  very 

well  informed  about  the  dental  aspect  of 
the  thing.  It  was  the  £2  millions  in  par- 
ticular about  the  general  medical  prac- 
titioners I was  thinking  of,  and  it  seemed 
to  us  that  if  the  Royal  Commission  would 
like  to  pursue,  the  .possibility  of  some 
useful  information  on  these  lines  being 
got  from  the  Inland  Revenue,  they  might 
think  it  right  to  see  whether  they  could 
not  secure  at  any  rate  some  acquiescence 
from  the  representatives  of  the  profession 
an . a study  of  thalt  kind  being  made.  I 
think  that  the  Revenue  would  find  it 
difficult  to  undertake  a study  and  to 
make  their  figures  available  if  they  were 
doing  it,  as  it  were,  in  the  teeth  of 
declared  opposition  from  the  profession. 
But  if  the  profession  would  be  willing  at 
any  rate  to  acquiesce  in  such  a procedure, 
I should  have  thought  that  it  might  well 
be  possible  for  the  Secretaries  to  consult 
with  the  Revenue  and  get  them  to  under- 
take something  that  would  be  useful. 

3907.  Thank  you  very  much.  We  will 
of  course,  get  a lot  of  figures  from  our 
own  enquiry  into  earnings,  at  least  we 
think  so.  But  we  might  still  wish  to 
pursue  that  suggestion  because  the  present 
position  is  rather  like  that  of  depreciation 
of  plant,  in  'that  the  figure  that  is  used  is 
known  to  be  miles  out,  but  for  some 
reason  it  is  better  to  use  one  that  is 
known  ito  be  extremely  wrong  than  guess- 
ing upon  something  that  may  be  much 
less  wrong. — — ^Except  that  this  one  is 
not  even  known  to  be  miles  out. 
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3908.  The  depreciation  one  you  do 
know  is  miles  out!  We  will  leave  that 
one.  Depreciation  in  general  is  not 
strictly  within  our  terms  of  reference! 
1 recognise  that. 

3909.  In  paragraph  119  you  describe 
how  you  have  from  time  to  time  in  the 
Government  adopted  various  measures 
to  introduce  some  new  habit,  for  instance 
the  financial  inducements  to  encourage 
partnerships  and  to  encourage  group 
practice.  Do  you  consider  that  that  is 
becoming  so  much  an  established  thing 
now  that  financial  inducement  itself  will 

no  longer  be  necessary? Dame  Enid 

Russell-Smith : No,  Sir.  We  do  take 
the  line  that  we  would  like  to  see  a con- 
tinuance of  partnerships,  and  a continu- 
ance of  an  increase  in  partnerships  as 
in  the  past.  We  think  there  is  still  a 
field  for  it,  and  we  say  here  we  see  no 
objection  to  remuneration  continuing  to 
influence  the  increase  of  partnerships  as 
heretofore.  I think  we  may  say  we 
wish  the  partnerships  to  continue  to  in- 
crease. and  I do  not  think  we  could  be 
sure  that  that  would  be  so  if  the  induce- 
ment was  stopped. 

3910.  Partnerships  have  advantages  for 
the  practitioners  as  well  as  for  the 

patients,  have  they  not? Yes,  so  we 

understand. 

3911.  In  rationing  the  amount  of  night 
work,  and  off  duty  time,  for  example, 
as  well  as  in  consultation  between  two 

people  about  the  patients? Yes,  we 

are  advised  that  it  has  very  great  advan- 
tages in  consultation,  and  the  encourage- 
ment of  minor  specialties,  and  in  im- 
proving and  increasing  the  level  of 
professional  skill  as  well  as  the  more 
mechanical  advantages  of  giving  the 
doctor  a rather  better  life. 

3912.  And  these  partnerships  are  given 

financial  inducements  largely  by  the 
transfer  of  more  of  the  central  pool  to 
partnerships? That  is  so. 

3913.  Which  means  that  it  is  at  the 
expense  both  of  those  who  could  go 
into  partnership  but  choose  not  to  in 
some  areas  and  I suppose  in  some  other 
places  of  those  who,  by  the  geographical 
nature  of  their  position,  probably  could 
not  easily  form  a partnership,  is  that 

right?- On  the  present  basis  on  which 

practitioners’  remuneration  is  calculated, 
every  special  payment  is,  of  course,  in 
some  way  at  the  expense  of  other  pay- 
ments. 


3914.  But  you  feel  happy  that  the 
extent  of  this  special  payment  is  not 
sufficient  to  be  an  unwarrantable  hard- 
ship on  any  of  those  who  cannot  go  or 

do  not  go  into  partnership? This 

was  fully  agreed  with  the  profession,  and 
they  have  never  suggested  to  us  that  it 
was  open  to  that  objection. 

3915.  I was  asking  your  view,  and 

not  the  profession’s. We  have  no 

evidence  whatever  that  suggests  that. 

3916.  You  think  on  the  other  hand 
that  the  inducements  are  ample  or 

enough  now? 1 think  so,  because  you 

will  have  seen  from  the  figures  we  have 
given  you  that  partnerships  are  increas- 
ing at  a very  satisfactory  rate. 

3917.  That  is  what  made  me  wonder 
whether  the  time  was  coming  when  the 
inducement  might  be  perhaps  a bit  less 
necessary,  'because  you  will  expect  to 
start  with  an  inducement  to  get  a good 
habit  formed,  but  you  will  not  need  it 

as  much  afterwards. Except  this, 

that  you  see  it  is  a fresh  practitioner  in 
each  case  going  into  a partnership.  The 
individual  has  not  formed  the  habit. 

3918.  No.  Have  you  any  idea  at  all 
of  by  how  much  expenses  are  reduced 

in  partnerships? No,  I am  afraid  we 

have  no  information  on  that. 

3919.  Because  presumably  that  is  an- 
other financial  inducement  in  many  cases 
which  is  in  every  way  in  the  community’s 

interest. Yes.  I think  it  would  vary 

enormously  with  the  type  of  partnership, 
and  the  type  of  area  in  which  doctors 
practised.  Of  course  you  get  partner- 
ships in  which  it  is  difficult  to  see  that 
there  could  be  very  much  reduction  of 
expenses  at  all,  although  you  would  still 
have  the  advantage  of  consultation,  of 
the  doctor  not  being  alone,  and  all  that. 
On  the  other  hand  when  you  get  to  the 
type  of  partnership  that  turns  into  a 
group  practice  you  might  have  a con- 
siderable pooling  of  expenses,  buit  you 
would  also  geit  we  hope  a higher  level 
of  faciliities  which  might  cancel  that  out. 

_ 3920.  The  Commission  understands  the 
difference  between  partnership  and  group 
practice,  and  you  say  that  the  development 
of  partnerships  has  been  satisfactory. 
Does  the  same  apply  to  group  practices? 
— - — Yes.  Within  the  total  money,  set 
aside  for  it  we  have  for  a considerable 
time  had  more  applications  than  we  could 
deal  with.  That  position  will  rectify  it- 
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self  in  time,  because  the  money  is 
advanced,  as  you  will  be  aware,  on 
interest-free  loans,  so  much  each  year, 
and  therefore  the  fund  is  cumulative. 

3921.  Yes.  On  the  whole  you  want 

to  see  the  trend  to  group  practice  pro- 
ceed more  quickly? We  want  to  see 

it  proceed  as  quickly  as  it  can  in  rela- 
tion to  the  money  now  available,  and  we 
would  welcome  an  even  quicker  increase. 

3922.  Is  the  money  available  for  that 
purpose  taken  from  the  central  pool? 
Yes,  it  is  set  aside  every  year. 

3923.  Have  you  considered  taking 
more  if  you  want  more  group  practices? 

No,  we  have  not,  because  it  is  an 

increasing  fund.  It  is  £100,000  every 
year,  and  as  the  loans  are  paid  back  it 
increases,  so  in  time  it  will  clearly  be- 
come excessive.  It  is  merely  a question 
of  spreading  out  the  money  over  the 
time. 

3924.  You  do  not  want  to  pay  it  out 
more  quickly  to  exhaust  the  need  so  that 
you  can  start  as  it  were  distributing  more 

to  everybody  from  the  central  pool? 

There  is  another  factor  coming  in.  It  in- 
volves capital  outlay,  and  we  would  not 
want  suddenly  greatly  to  increase  the 
amount  of  building  done  at  any  one 
time  that  would  not  fit  in  with  the  general 
plan  of  capital  outlay. 

3925.  It  is  not  a very  great  sum. 

No,  it  is  not,  of  course. 

3926.  Going  back  to  a previous  point 
we  in  fact  have  figures  for  six  years  ago 
that  show  that  the  expenses  for  a sample 
over  a fairly  small  period  were  quite 
noticeably  less  in  partnerships  than  in 
single-handed  practices.  That  is  what  I 

would  have  expected. Yes.  You  are 

referring  to  the  figures  we  provided  you 
with? 

3927.  Yes. Yes,  I am  sorry,  I had 

overlooked  that. 

3928.  It  came  from  the  Inland 

Revenue  in  January,  1954. Yes. 

3929.  So  apart  from  anything  you  may 
do  in  the  way  of  transferring  money 
from  one  set  of  people  drawing  from 
the  central  pool  to  another,  there  is  this 
considerable  financial  inducement  that 
is  a direct  saving  to  the  community.  You 
are  prepared  to  pay  the  extra  amount 
by  this  internal  transfer  to  speed  up  this 

process  of  forming  group  practices? 

Yes,  bearing  in  mind,  Sir,  that  at  the 
Outset  of  the  Service  a great  deal  was 
being  thought  and  investigated  about  the 


organisation  of  a general  practitioner 
service.  The  British  Medical  Associa- 
tion among  others  had  committees  which 
reported  on  the  subject,  and  it  was  the 
professional  isolation  of  general  practice 
which  was  said  to  be  one  of  the  great 
obstacles.  That  was  I think  the  reason 
why  the  conception  of  the  health  centre 
caught  on  so  quickly  at  the  time  even 
before  the  implications  of  it  had  been 
worked  ouit. 

3930.  You  feel  everything  points  in  the 

same  direction,  the  advantage  to  the 
practitioner,  the  advantage  to  the  public, 
and  the  advantage  to  the  Service  as  a 
whole? We  do  indeed. 

3931.  Now  can  we  turn  to  Section  13 
— this  question  of  assistants,  which  is 
rather  separate  from  the  rest  of  the 
doctors,  although  perhaps  a bit  more 
parallel  with  the  dentists.  You  say  quite 
firmly  that  the  relationship  is  a personal 
one  between  the  principals  and  their 
assistants,  and  that  you  would  not  wish 
to  intervene  in  that.  None  the  less  there 
are  some  safeguards  that  you  say  exist 
already  to  prevent  exploitation  of  the 
assistant.  It  was  a very  definite  recom- 
mendation again  of  Spens,  was  it  not, 
that  the  assistant  should  be  assured  of  a 
certain  minimum,  which  in  terms  of 
betterment  would  now  be  £1,000  a year? 
Do  the  Ministry  feel  any  responsibility 

at  all  to  see  that  that  is  carried  out? 

The  Ministry  have,  except  in  the  case  of 
the  trainee  assistants  where  the  Ministry 
have  accepted  certain  general  responsi- 
bilities, consistently  regarded  the  condi- 
tions of  service  of  the  normal  assistant 
as  a matter  between  him  and  his 
principal. 

3932.  Are  you  satisfied  that  if  neces- 

sary assistants  should  go  on  in  assistant 
posts  one  after  the  other  without  much 
security  of  tenure  and  constantly  apply- 
ing for  assistantships? We  have  not 

thought  that  was  a matter  in  which  we 
ought  to  intervene.  We  do  think  the 
best  form  of  entry  into  general  practice 
is  by  way  of  assistantships.  We  there- 
fore certainly  would  not  want  to  detract 
from  the  repute  of  an  assistantship, 
and  we  cannot  help  feeling  some  of 
the  criticism  of  the  system  is  perhaps 
exaggerated.  We  also  know  that  there 
is  a small  number  of  people  who,  for 
one  reason  or  another,  either  do  not 
wtish,  or  frankly  are  not  fitted,  to  work 
as  principals.  It  is  only  a small  number, 
but  the  total  number  of  assistants  is  not 
large. 
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3933.  You  will  know  perhaps  that  we 
have  had  a good  many  letters  from 
assistants  complaining  of  exploitation  in 
one  form  or  another.  Does  that  surprise 

you? Not  very  much,  partly  because 

we  know  that  the  unestablished  practi- 
tioners are  a very  active  body ; they  are 
well  organised,  and  they  react  quickly 
and  very  thoroughly  on  behalf  of  their 
members. 

3934.  I was  referring  much  more  to 
individual  letters  that  we  have  received, 
and  not  connected  with  any  particular 

body. 1 am  a little  surprised  that 

you  should  have  received  a very  large 
number  of  individual  letters. 


3935.  You  do  not  think  that  it  would 
be  advisable  to  have  a standard  agree- 
ment, . that  would  really  be  almost  a 

condition  before  you  pay? 1 think 

that  we  would  welcome  anv  voluntary 
steps  which  might  be  taken'  within  the 
profession  to  provide  further  safeguards 
for  assistants,  but  we  would  hope  that 
it  would  not  be  necessary  to  write  them 
mto  statutory  regulations. 

3936.  I did  not  really  mean  them  as 
statutory’,  but  as  a form  of  standard 
regulation,  and  with  the  B.M.A.  perhaps 
taking  the  responsibility  of  vetting  all 

assistant  posts,  something  like  that? 

You  see,  if  you  do  not  make  it  a 
statutory  regulation  how  would  you 
enforce  it? 


3937  I am  looking  at  your  paragraph 
125.  You  say: — 

.“  The  most  satisfactory  arrangement 
might  be  an  agreement  within  the 
profession  to  observe  certain  condi- 
tmns  of  employment  of  assistants 
which  would  avoid  the  necessity  for 
writing  them  into  the  regulations.  ...” 
You  are  suggesting  an  agreement  within 
the  profession  that  is  enforceable  by  the 

profession,  is  that  it? 1 am  suggesting 

a voluntary  agreement  which  doctors 
would  generally  agree  to  observe. 

3938.  An  agreement  to  agree? Yes. 

Chairman : I believe  an  agreement  to 
elective  DOt  Considered  Dwyers  very 


3939.  Sir  David  Hughes  Parry'. 

hZ  Z WJ?et!?er  h mi§ht  be  possible  1 
have  standard  terms  of  agreement? 
rmght  be  possible  to  have  a set  < 
standard  terms  and  get  all  those  know 

among  the  profession. -I  am  sure  tht 

tSe  professional  associations  could  d 
it,  but  we  would  think  it  was  a math 


better  for  them  than  for  a Government 
department. 


3940.  Chairman-.  The  other  thing. 
Dame  Enid,  is  that  we  have  heard,  of 
course,  that  when  a doctor  first  takes 
on  an  assistant  he  is  probably  at  a loss 
financially  for  a time  because  he  is  un- 
likely to  increase  his  list,  immediately 
at  any  rate,  by  the  full  amount  to  com- 
pensate for  the  salary  of  £1,000  or  so 
that  he  will  be  paying  his  assistant.  You 
do  not  feel  that  there  is  any  need  for 
encouragement  in  that  way?  We  want 
to  ensure  that  the  assistant  starts  off  at 

a reasonable  salary. 1 think  that  a lot 

of  my  observations  spring  from  a very 
great  reluctance  to  accept  on  -behalf  of 
the.  . 'Department  responsibility  for 
policing  agreements  -arrived  at  -between 
the  assistants  and  their  principals. 

3941.  That  was  not  -my  point.  The 
point  really  was  whether  the  payment  to 
the.  principal  in  respect  of  the  extra 
patients  the  assistant  may  bring  into 
the  practice  should  be  sufficiently  high  to 
make  it  possible  for  the  principals  to  pay 
whatever ' salary  may  be  thought  -to  be 
appropriate.  We  have  -been  -told  that 
very  often  indeed  they  are  at  a consider- 
able financial  loss  in  the  first  year  or 
so? — pi  do  not  think  we  would  wish 
to.  object  to  a proposal  that  doctors 
with  an  assistant  should  be  paid  extra, 
but  it  would  seem  to  have  the  corollary 
that  you  would  then  -hav-e  to-  ensure  that 
the.  extra  money  was  -passed  on  to  the 
assistant,  and  y-ou  then  do  get  into  this 
rather  in-timate  policing  arrangement 
which  one  would  be  rather  reluctant  to 
embark  on. 


3942.  In  .fact  do  not  local  Executive 
Councils  already  know  the  name  of 
every  doctor  who  has  an  assistant  for 

more  than  three  months? They  do 

indeed. 


.3.943,  Do  -they  not  have  some  respon- 
sibility for  -a  certain  degree  of  super- 
vision over  what  happens? They 

have  no  responsibility  at  all  over  -the 
terms  of  the  assistant’s  employment. 

3944.  No. -And  it  is  that  that  I 

would  -be  reluctant  to  accept  on  behalf 
of  -any  Department  or  any  local  body 
which  was  part  of  the  machinery  of  the 
scheme.  It  is  such  an  intimate  matter. 

he  arrangements  are  bound  to  vary  so 
greatly  according  to  the  assistant’s 
capacity,  according  to  the  way  in  which 
he  is  employed.  A lot  of  assistants  are 
part-time,  a lot  of  them  are  married 
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women,  a small  proportion  of  them  are 
really  unfit  for  other  forms  of  work, 
people  who  have  been  overtaken  by  ill- 
ness or  misfortune  of  various  kinds,  and 
it  would  be  entering  into  questions  which 
rea'ly  do  not  seem  to  me  to  be  suitable 
for  a pubic  body  to  adjudicate  on. 

3945.  In  paragraph  127  you  talk 
about  general  dental  assistants,  and  you 
say  that  it  is  not  surprising  to  find  that 
various  forms  of  inducement  are  being 
offered  to  practitioners  willing  to  serve 
as  assistants,  that  these  have  been  taking 
the  form  of  a bonus  or  payment  of  com- 
mission on  work  done,  and  that  that 
puts  an  undesirable  premium  on  speed. 
Does  not  the  item  of  service  -basis  as 
applied  to  dentists  do  exactly  the  same 
thing?— — Yes,  it  does,  but  the  type 
of  agreement  we  have  got  in  mind  here 
is  something  which,  feeling  that  that 
inducement  to  secure  speed  is  insufficient, 
adds  to  it. 

3946.  I have  not  quite  followed. 

I am  so  sorry.  You  say  the  item  of  ser- 
vice system  already  is  an  inducement 
for  speed.  The  type  of  agreement  with 
the  assistants  we  have  got  in  mind  here 
is  intended  to  reinforce  that  inducement, 
and  to  achieve  even  greater  speed. 

3947.  “Even  greater”?  Could  you 
give  a rather  more  concrete  example? 
- — We  have  in  mind  this  sort  of  thing, 
that  an  assistant  might  be  paid  so  much 
for  the  patients  he  treats  up  to  a cer- 
tain level,  and  then  be  paid  extra  for 
the  extra  number. 

3948.  You  mean  he  might  be  paid 
insufficient  for  a real  normal  assistant’s 
salary,  unless  he  did  more  than  the  basic 
number? — —No.  I think  that  assistants 
in  dentistry  have  a shortage  value,  which 
means  that  they  are  very  well  paid  as  a 
whole,  but  I had  in  mind  a system  so 
designed  to  increase  their . earnings,  and 
to  induce  them  to  achieve  greater  speeds 
than  they  should. 

3949.  I suppose  the  basis  is  really  the 

same  with  doctors  as  with  dentists,  is  it 
not,  that  no  doctor  and  no  dentist  is 
compelled  to  take  on  an  assistant  unless 
he  wants  to?  He  will  not  do  so  unless 
either  in  terms  of  more  leisure,  more 
satisfaction  or  more  money  he  can  see 
that  it  is  worth  while?- The  big  differ- 

ence between  the  two  professions  is  this. 
I think  that  there  is  broadly  speaking 
no  shortage  of  medical  assistants.  There 
is  an  acute  shortage  of  dental  assistants. 


3950.  As  with  doctors  and  dentists 

who  are  not  assistants.  And  if  one 
applies  the  law  of  supply  and  demand  at 
all  that  would  be  reflected  in  the  earn- 
ings both  of  dentists  and  of  their  assist- 
ants in  comparison  with  doctors,  is  not 
that  so? That  is  so. 

3951.  And  that  is  something  that  the 
Ministry,  or  the  Government  as  a whole 
can  do  something  to  relieve  by  quickly 
making  sure  that  there  are  enough  places 

in  dental  schools. That  is  what  we 

are  endeavouring  to  do. 

3952.  You  have  not  quite  got  there 
yet? — ■ — No,  we  have  not. 

3953.  Can  we  go  on  to  Section  15.  In 
Section  15  you  give  us  in  paragraph  130 
the  different  average  sizes  of  list  per 
practitioner  according  to  whether  they 
have  assistants,  are  dn  partnerships,  and 
so  forth.  That  table  would  seem  on  the 
face  of  it  to  show  that  the  single-handed 
practice  with  assistant  is  in  fact  rather 
profitable,  is  that  right?— — Yes,  I think 
it  ds. 

3954.  That  ds  to  say  that  he  has,  for 
instance,  1,400  or  so  more  patients  than 
either  the  completely  single-handed  man 
or  a partner  in  a partnership  of  two? 

■ Yes.  Of  course,  again.  Sir,  there  is 

a good  deal  of  self-selection-  among  these 
figures. 

3955.  Self  - selection? Yes.  The 

single-handed  man  with  an  assistant  will 
belong  probabfly  to  one  of  two  types  of 
people.  Mostly  I thiink  it  is  fair  to 
assume  that  he  will  represent  the  man 
with  the  growing  practice  in  search  of  a 
partner,  and  therefore  one  would  expect 
his  list  to  be  large.  There  will-  be  a 
small  number  of  people,  perhaps,  whose 
health  is  breaking  down,  and  who  are 
selecting  an  assistant  with  a view  to 
succession.  Among  the  single-handed 
people . without  assistants  there  will  be 
a considerable  number  who  for  various 
reasons  are  hardily  in  whole-time 
practice. 


3956  Yes,  I see  that,  but  with  a 
partnership  of  two  they  are  probably 
normally  both  in  whole-time  practice1? 
— —Yes,  but  you  see  the  man  and  an 
assistant  have  3,600  between  them  ; the 
partnership  of  two  will  have  4 500 
between  them. 


3957.  I realise  that,  but  the  man  with 
an  assistant  is  paying  his  assistant 
probably  about  £1,000  a year.— — That  is 
a figure  that  has  been  recently  deduced 
from  averages,  yes. 
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3958.  And  on  the  1,350  patients  he 
will  be  receiving  gross  on  the  average  . . . 
On  the  3,500. 

3959.  On  the  difference  between  3,600 

and  2,250. But  the  loading  comes  in, 

does  it  not— 1 could  not  do  the  sum  in 
my  head. 

3960.  No,  but  it  will  be  quite  a lot 
more  than  £1,000,  obviously. — —Yes, 
though  the  partnerships  will  have  two 
sets  of  loadings. 

3961.  We  have  worked  that  out ; I do 
not  think  we  need  spend  time  on  that. 

I just  want  to  refer  to  this  question  of 
chairside  hours,  because  we  have  never 
quite  got  to  the  bottom  of  how  it  was 
that  what  happened  in  1948  was  so  far 
from  what  had  been  anticipated.  You 
say  you  think  the  Penman  Report  shows 
that,  excluding  the  three  groups  of 
dentists  with  the  lowest  time  who  were 
presumed  not  to  be  in  whole-time 
practice  and  the  two  groups  with  the 
highest  time  who  seemed  to  be  working 
themselves  to  death,  the  average  was  371- 
hours.  You  go  on  to  say: — 

“The  information  in  possession  of 
the  Department  is  insufficient  to  enable 
a view  to  be  expressed  as  to  the 
number  of  chairside  hours  which  can 
reasonably  be  expected  of  the  average 
dentist  at  different  ages.” 

That  is  rather  a fundamental  figure. 
Does  that  mean  you  do  not  really  believe 
the  Penman  Report  figures  are  representa- 
tive, or  'is  it  simply  a question  of  ages 

that  you  are  referring  to? It  is 

principally  ages  ; it  is  also  the  question 
whether  the  Penman  Report  which  was 
based  on  an  -investigation  in  the  first 
half  of  1949  is  representative  of  what 
dentists  are  doing  now. 

3962.  It  is  of  some  importance,  is  it 
not,  to  know  what  are  the  normal  chair- 
side hours  of  dentists  in  what  is  for  them 
full  employment  at  these  different  ages, 
in  view  of  the  feeling  that  there  is  a 
very  marked  and  rapid  decline  in  the 
ability  to  go  on  working  at  full  pitch? 

It  is  information  we  should  much 

like  to  have,  but  I am  a little  doubtful, 
Sir,  whether  it  is  possible  to  go  into  the 
refinement  of  age  groups— the  linking  of 
chairside  hours  with  age  groups.  It 
\yould  mean  a most  detailed  investiga- 
tion and  one  which  would  be  liable  to  be 
falsified  very  quickly. 


3963.  I hope  that  we  shall  get  some- 

thing about  this  in  our  own  questionnaire 
to  dentists  which  is  coming  in  fairly  well, 
but  you  have  not  any  information  on 
that  subject?^ We  have  no  later  in- 

formation than  the  Penman  investigation. 

3964.  And  the  Penman  investigation 

showed  an  increase  of  about  10  per 
cent,  or  so  in  the  hours  actually  worked 
compared  with  what  Spens  had 
suggested? Yes. 

3965.  But  the  earnings  showed  a great 
deal  more  than  you  had  expected  under 

the  items  of  service  payments? Yes. 

There  were  three  factors  in  settling  that 
first  scale  of  fees  which  were  proved  by 
after  events  to  be  wrong.  The  first  was 
the  hours  per  week  ; the  second  was  the 
dental  timings,  the  timings  of  the  indi- 
vidual operations.  Both  of  those  were 
put  into  perspective  by  the  Penman  Re- 
port. The  third  was  the  amount  of  the 
practice  expenses  on  the  volume  of  work 
being  done.  All  those  things  together 
did  produce  results  which  neither  we 
nor,  I am  sure,  the  profession  had  ever 
anticipated. 

3966.  I do  not  think  I have  anything 

I want  to  ask  on  the  emigration  and 
immigration  figures.  Those  seem  satis- 
factorily to  explode  some  of  the  wilder 
rumours  that  were  going  about  at  times 
that  everybody  was  dashing  away  from 
the  country.  You  feel  there  is  no  signifi- 
cant thing  there,  is  that  right? Sir 

John  Hawton : That  is  so. 

3967.  Chairman : Now  I would  like  to 
go  on  to  the  .answer  to  question  No.  (18). 
I take  it.  Sir  Thomas,  that  you  do  not 
feel  that  there  is  any  one  profession  that 
is  by  itself  so  comparable  with  any  one 
other  that  there  could  be  a permanent 
tie — in  particular  one  profession  com- 
parable with  the  medical  profession — but 

more  a group  of  professions? Sir 

Thomas  Padmam : I wonder  in  th-at  con- 
nection if  I might  say  a general  thing 
which  arises  to  some  extent  out  of  what 
you  were  saying  yesterday.  On  this  doc- 
trine of  fair  comparisons  the  suggestion 
is  implicit  in  your  terms  of  reference  that 
medical  remuneration  ought  to  have  re- 
gard to  comparisons  with  other  occupa- 
tions. I think  there  may  have  been  some 
tendency  in  the  past  to  think  that  at  any 
rate  in  the  case  of  general  practitioners 
the  natural  comparison,  and  perhaps  the 
only  important  comparison,  was  that  with 
other  professions  in  what  I might  call 
the  fee-paid  sector,  the  architect, 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  H.M.  TREASURY,  MINISTRY  OF  HEALTH 
AND  DEPARTMENT  OF  HEALTH  FOR  SCOTLAND 


851 


accountant,  lawyer,  in  practice.  I 
would  like  to  submit  that  that  is  by  no 
means  the  only  valid  comparison,  and 
indeed  perhaps  not  even  die  principal 
comparison.  I think  that  attention  has 
been  directed  towards  these  parts  of  the 
professions  because  their  remuneration 
takes  the  form  of  fees  and  because 
they  are  members  in  the  main  of  a 
learned  profession  generally  thought  of 
as  being  closely  comparable  in  some 
respects  with  the  medical  profession.  But 
in  fact  of  course  the  remuneration  of 
general  practitioners,  although  it  is  not 
a salary,  is  the  remuneration  of  a man 
who  is  either  a whole-time — or  fairly 
nearly  a whole-time — -servant  of  the 
public,  and  it  is  incidentally  remuneration 
which  carries  with  it  pension  rights.  It  is 
therefore  I think  at  least  as  closely  anala- 
gous  with  a salary,  although  it  is  not  a 
salary,  as  iit  is  with  the  fees  that 
(say)  a private  practice  lawyer  earns. 
After  all,  although  it  is  not  a 
salary,  it  is  not  at  al  closely 
analagous  with  fees  in  private  professions 
in  that  it  is  not  computed  as  they  almost 
invariably  are  by  reference  to  particular 
services  rendered,  the  scope  of  the  ser- 
vices in  a particular  case  ; it  is  computed 
by  a special  arrangement  which  is  unique 
for  all  sorts  of  reasons,  among  them  the 
fact  that  that  is  the  kind  of  system  of 
remuneration  that  the  profession  wanted. 
But  I do  not  think  that  the  accident  that 
the  remuneration  is  calculated  in  that 
special  way  ought  to  blind  us  to  the  fact 
that  there  is,  as  I would  suggest,  a per- 
fectly valid  comparison  between  re- 
muneration, of  the  general  practitioner 
and  remuneration  received  by  way  of 
salary  by  other  professions  whether  they 
be  engaged  in  public  service  or  whether 
they  be  salaried  officers  in  the  private 
sector.  We  would  therefore  hold — and  I 
think  this  is  pailt  at  any  rate  in  answer  to 
the  question  you  have  just  put  to  me — 
that  of  course  there  are  differences  when 
one  makes  all  these  comparisons,  but  the 
objective  ought  to  be  I think  to  make  as 
wide  a comparison  as  as  reasonably  valid 
rather  than  to  restrict  and  narrow  things. 

Chairman : You  will  know  that  we 
have  been  obtaining  information  about 
a number  of  people  primarily  in  salaried 
employment  as  well  as  others.  For  in- 
stance, far  more  of  the  engineering  pro- 
fession than  of  the  legal  profession  are 
in  salaried  employment  in  one  form  or 
another.  We  have  not  been  restricting 


ourselves  in  any  way  just  to  one  or  the 
'other.  And  of  course  the  hospital  service 
is  broadly  a salaried  service  anyway. 

3968.  Mr.  Gunlake : Of  course,  Sir 

Thomas,  if  there  were  in,  fact  no  appre- 
ciable difference  between  levels  of  re- 
muneration produced  by  way  of  fees — 
thinking  of  my  own  profession  for  ex- 
ample— and  those  produced  by  way  of 
salaries,  it  would  make  no  difference  any- 
way. Have  you  any  reason  to  believe 
there  is  any  difference  in  any  main  pro- 
fession, between  that  branch  which  is  fee 
earning  and  that  branch  which  is 
salaried? None  at  all. 

3969.  Does  the  one  not  influence  the 

other? 1 would  be  rather  surprised  if 

there  were  any  wide  general  differences, 
and  indeed  that  in  itself  might  be  an 
additional  reason  for  at  any  rate  taking 
advantage  of  the  relative  ease  of  dis- 
covering what  are  rates  of  remuneration 
in  salaried  posts  whether  in  the  public 
service  or  outside  it,  compared  with  the 
-relative  difficulty  of  getting  reliable  in- 
formation about  fee-paid  professional 
men. 

3970.  Chairman : Would  you  think  it 
likely  that  on  .the  whole  there  would  be 
a wider  range  an  any  one  occupation 
among  the  fee  earners  or  self-employed 
than  among  the  salary  earners  where  on 
•the  whole  there  is  more  uniformity  over 

a long  period? 1 should  certainly 

expect  'that  there  would.  It  is  obvious 
if  you  look  at  the  Bar  that  the  prizes 
of  success  are  much  greater  in  some 
branches  of  the  private  fee-paid  pro- 
fessions than  any  that  are  available  to 
salary  earners  anywhere. 

3971.  And,  by  contrast,  earnings  at 

ithe  bottom  end  are  very  low? Yes, 

the  reverse  is  also  true. 

3972.  Actually  it  would  appear  that 
in  the  -medical  profession  the  broadly 
salary  earning  branch  of  it,  that  is  to 
say  the  hospital  service,  is  rather  higher 
paid  than  the  fee  earning  capitation 
branch.  And  perhaps  they  have  a wider 
spread  too — I am  not  sure  about  that. 
1 do  not  know. 

3973.  Mr.  Gunlake:  This  is  rather  an 
important  point,  Sir  Thomas,  is  it  not, 
because  it  is  contended  on  behalf  of 
doctors  and  . dentists  that,  whereas  in  the 
old  days  the  top  flight  surgeon-,  dental 
surgeon  or  physician  with  a Harley  Street 
practice  could  rise  to  very  considerable 
remuneration  levels,  they  can  no  longer 
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do  so  and  they  have  therefore  ceased 
in  that  sense  to  be  comparable  with  the 
fee  earning  professions.  Do  you  agree 
that  has  been  the  effect  of  the  Health 

Service? It  is  true ; it  is  of  course 

a 'Universal  feature  of  all  public  services. 

3974.  Chairman : When  you  say 

“ universal  ” you  mean  universal  and  not 

just  this  country,  do  you? 1 would 

have  thought  so,  yes.  Certainly  it  is 
true  in  all  other  countries  with  which  I 
have  any  acquaintance  -in  this  respect. 

3975.  Mr.  Gunlake : Of  course  the 
salaried  person  has  a certain  security  of 
tenure  and  other  advantages  which  might 

be  held  to  compensate? Yes,  and  of 

course  he  is  not  so  likely  to  starve  in 
bis  earlier  years,  as  the  Chairman  was 
saying. 

3976.  Chairman : I think  we  have  it 

quite  clearly  that  'the  Government  accept 
die  principle  of  fair  comparison  rather 
on  the  ‘lines  of  Priestley? They  cer- 

tainly have  accepted  the  recommenda- 
tions of  die  Priestley  Commission  in 
relation  to  the  Civil  Service.  I see  no 
reason  why  they  should  hold  a different 
view  if,  for  instance,  this  Royal  Com- 
mission were  to  make  recommendations 
of  a similar  character. 

3977.  In  fact  you  put  it  as  your  view 

in  one  of  the  earlier  papers  that  that  is 
the  principle  you  think  should  be 
accepted,  and  that  you  do  not  expect 
this  particular  profession  to  be  used  for 
either  holding  back  or  pushing  up  any- 
body else? When  we  apply  it  to  the 

Civil  Service  we  put  it  in  very  simple 
terms  like  this:  that  there  is  no  reason 
either  why  the  Civil  Service  should  be 
a privileged  class  in  relation  to  remunera- 
tion or  why  it  should  be  a depressed 
class.  And  I would  have  thought  the 
same  simple  doctrine  might  well  apply 
to  members  of  other  public  services. 

3978.  Mr.  Gunlake : You  do  say  in 
paragraph  158  section  (e)  that  one  of  the 
advantages  of  the  Priestley  Commission’s 
recommendations  was  that  the  Civil 
Service  should  not  lead  in  these  matters 
but  should  tend  rather  to 'follow  what 
happens  outside.  How  could  that  be 
applied  to  doctors  and  dentists  if  the 
comparison  is  with  other  professional- 
men  including  fee  earning  persons?  How 
are  the  figures  to  be  got  at?  Or  do  you 
contend  that  only  the  salary  earning 
sectors  of  the  other  professions  should  be 
taken  into  account  for  the  purpose  of  a 
comparison  with  doctors  and  dentists? 


— * — iNo,  I would  not  contend  that.  1 
would  contend  that  any  relevant  com- 
parisons about  which  information  can  be 
obtained  should  be  made.  Admittedly  it 
is,  as  I have  already  said,  more  difficult 
to  get  adequate,  comprehensive  and 
reliable  information  about  the  fee-paid 
sector  in  the  professions,  but  it  is  not  by 
any  means  hopeless ; one  can  get  some 
information,  and  indeed  a certain 
amount  of  information  has  been 
obtained  in  the  past,  and  I should  hope 
that  information  of  that  kind  would 
continue  to  be  available  in  the  future. 

3979.  Chairman : I think  we  have  had 
it  from  Sir  John.'  earlier,  and  I think 
you  agreed  that,  apart  from  the  rela- 
tivity between  the  medical  profession  and 
other  professions,  what  was  of  great 
importance  was  the  relativity  within  the 
profession  between  the  different  branches, 
is  mot  that  so?  So  if  that  is  at  any  one 
time  established  it  is  presumably  possible 
to  establish  relativity  with  outside  pro- 
fessions as  regards  the  salary  earners  as 
easily  as  on  any  other  section  of.  it? — — 
Yes.  Obviously  in  the  case  of  this  pro- 
fession, the  medical  profession  par- 
ticularly, what  we  would  call  in  our 
jargon  the  internal  relativities  are  very 
important  to  the  health  and  indeed  the 
morale  of  the  profession. 

Chairman : I do  not  think  I have 
anything  more  on  section  (18).  Then  in 
section  (19)  you  give  us  a very  full 
account  of  the  repercussions  that  would 
follow  from  any  startling  move  in  this 
particular  field.  Mr.  Gunlake,  I think 
you  have  a point  on  this  you  want  to 
raise? 

3980.  Mr.  Gunlake : I would  like  to 
go  a little  further,  if  I may,  -into  para- 
graph 193.  It  .is  here  stated,  and  I dare 
say  many  would  accept  the'  idea,  that 
it  can  be  an  economically  dangerous 
thing  if  too  many  people  are  auto- 
matically insulated  against  inflation. 
What  did  surprise  me  a little  is  that,  in 
addition  to  this  contention,  there  is  set 
out  in  this  paragraph  the  further  idea 
that  it  is  particularly  undesirable  that 
any  such  protection  should  be  afforded 
to  occupations  in  which  remuneration 
is  above  the  average  of  the  community 
as  a whole.  I am  wondering  just  where 
that  leads  us.  Is  it  not  the  case  that 
if  inflation  happens,  as  it  has  happened 
and  perhaps  will  go  on  happening  for 
a time,  many  of  those  people  in  the 
lower  remuneration  brackets  are  auto- 
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maitical'ly  compensated  by  wage  agree- 
ments, and  others  wall  be  compensated 
quite  rapidly  by  appropriate  action  in  the 
industrial  field ; whereas  -the  people  at 
the  top  end  of  the  scale  are  left  out  in 
the  cold  altogether.  It  seems  to  be  con- 
tended here  that  that  is  Treasury  policy 
— that  is  usually  known  as  levelling 
down,  is  it  not?  Have  I misunderstood 
this  paragraph?— — -Where  do  we  say 
this,  Mr.  Gunlake? 

3981.  Chairman : It  is  the  last  sentence 

of  paragraph  193. 1 do  not  think  we 

meant  more  than  this — it  perhaps  is  not 
terribly  well  expressed — certainly  we  do 
not  mean  to  say  that  it  was  in  any  sense 
Government  policy  that  when  remunera- 
tion was  improved  at  the  lower  levels  in 
response  to  changes  in  the  value  of 
money  those  improvements  should  stop 
at  a certain  level ; indeed  I think  recent 
history  in  relation  to  the  public  services 
of  all  kinds  has  shown  that  that  was  not 
the  Government’s  policy  in  this  matter. 

I do  not  think  we  meant  more  here — it 
may  not  be  terribly  well  expressed — than 
to  say  that  there  is  less  justification  on 
hardship  grounds  for  a l-ink  to  the  cost 
of  living  in  the  case  of  people  on  the 
higher  levels  of  remuneration  than  there 
is  in  the  case  of  people  who  are  nearer 
to  subsistence  standard.  I think  that  is 
all  we  had  in  mind. 

3982.  Mr.  Gunlake : I imagine — per- 

haps yon  will  tell  me  if  I am  wrong — 
your  idea  would  be  that  if  those  sections 
of  the  community  in  the  higher  re- 
muneration brackets  do  have  revisions, 
those  revisions  should  take  place  not 
every  three  months  but  every  so  many 
years  ? Certainly. 

3983.  Which  means  they  tend  to  be  a 

little  behind  most  of  the  time? Yes. 

3984.  But  there  is  of  course  a difficulty 
there  to  which  I drew  your  attention 
yesterday.  If,  as  in  the  case  of  the 
doctors,  the  Government  intervenes  at 
a particular  point  of  time  and  says  that 
owing  to  difficulties  at  this  moment  noth- 
ing can  be  done,  and  it  happens  to  be  a 
group  of  people  for  whom  there  has 
been  no  change  for  five,  six  or  seven 
years,  do  you  not  think  that  the  infer- 
ence that  would  be  drawn  by  those  _of  us 
in  other  professions  is  that  it  is  desirable 
not  to  leave  these  matters  _for  a very  long 
period  in  times  of  inflation  ; that  it  is 
as  well  not  to  wait  five,  six  or  seven  years 
before  adjusting  one’s  level  of  fees  and 


so  forth? 1 think  it  may  be  ; certainly 

it  is  not  desirable  to  leave  proper  adjust- 
ments unmade  for  a long  period  out  of 
sheer  inertia  or  neglect. 

3985.  Chairman : This  particular 

paragraph  of  course  refers  only  I think 
to  automatic  adjustment,  does  it  not? 
Yes,  indeed. 

3986.  I think  we  must  not  lose  sight 

of  that  one. In  relation  to  what  Mr. 

Gunlake  said  a moment  ago,  it  certainly 
has  been  the  Government’s  view  in  rela- 
tion to  remuneration  at  the  higher 
levels  of  the  other  public  services  that 
the  case  for  frequent  adjustments  was 
much  less  strong  than  it  might  well  be 
in  times  of  rising  prices  for  those  whose 
pay  was  little  above  subsistence  level ; 
that  it  was  right  that  at  the  higher  levels 
where  in  any  case  the  remuneration  was 
not  so  closely  geared  to  the  use  to  which 
the  remuneration  was  put — was  not  so 
closely  geared  to  the  cost  of  necessities — 
it  was  right  that  there  should  be,  even 
in  times  of  inflation,  a greater  degree  of 
stability  than  is  practicable  at  the  lower 
levels.  But  that  is  not  to  say  that  proper 
adjustments  ought  not  to  be  made 
promptly  when  the  case  for  them 
appears.  But,  as  the  Chairman  says, 
that  is  a very  different  matter  from  auto- 
matic adjustment. 

3987.  Sir  Thomas,  I want  to  come  back 
to  this  point  about  the  tremendous  range 
of  incomes  within  the  medical  profession. 
They  are  not  all  in  the  higher  brackets, 
some  are  really  very  high  but  some 
certainly  are  quite  low,  and  on  any  sort 
of  hardship  basis  there  must  surely  be 
a case  for  dealing  with  some  of  the  lower 
paid  doctors,  however  it  be,  by  capita- 
tion, by  altering  loadings,  by  altering 
this,  that  and  the  other,  much  more  so 
than  in  the  case  of  some  of  the  higher 
paid  ones  in  such  times  when  inflationary 
conditions  prevent  a general  increase. 

1 quite  agree.  These  are  matters  of 

degree,  and  I would  not  like  it  to  be 
thought  that  I think  of  all  doctors  as 
being  extremely  well-to-do  men.  I quite 
realise  there  is  an  extremely  wide  range, 
and  that  of  course  was  no  doubt  the 
very  consideration  that  was  in  mind  when 
the  last  adjustments  were  made  where, 
if  I remember  rightly,  over  some  part 
of  the  field  at  any  rate  they  were  made 
either  more  promptly  or  they  were  bigger 
at  the  lower  levels,  precisely  for  that 
kind  of  reason. 
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3988.  Yes,  I think  the  distribution  of 

it  was  negotiated,  was  it  not? Sir 

John  Hawton There  were  two  things, 
if  I may  say  so,  in  the  medical  profes- 
sion. Your  point  has  been  met  partly 
by  the  loadings  in  the  case  of  the  distri- 
bution of  the  pool  capitation  fee  for 
those  who  would  otherwise  have  been 
lower  earning  and,  in  the  case  of  the 
hospital  staff,  a 10  per  cent,  advance  was 
given  instead  of  the  5 per  cent.,  pending 
the  report  of  this  Commission.  So  I 
think  to  some  extent  your  point  has 
been  met  temporarily  until  we  have  the 
benefit  of  your  recommendations. 

3989.  Up  to  a point.  We  will  leave 
the  hospital  service  on  one  side  and  we 
will  just  talk  about  the  general  practi- 
tioner side  on  this.  I would  suppose 
.that  the  general  practitioner’s  expenses 
have  continued  to  rise,  whether  it  is  for 
paying  a receptionist  or  buying  furniture 
or  anything  like  that,  regardless  of  how 
many  .patients  he  had  on  his  books  at 
that  time.  The  fact  remains  that  from 
1952  until  the  interim  award  in  1957 
the  lower  paid  general  practitioner  just 
as  much  as  the  higher  paid  general  prac- 
titioner had  not  received  anything — is 

that  correct? Dame  Enid  Russell- 

Smith : No,  not  quite.  What  we  pay  into 
the  poo!  for  expenses  is  the  actual 
expenses,  a little  bit  in  arrears,  but  that 
is  a constantly  altering  figure. 

3990.  Yes,  but  the  actual  expenses 
axe  then  paid  out  at  so  much  per  head  ; 
they  axe  paid  out  on  a capitation  basis? 
— - — That  is  true ; they  axe  paid  ouit  on  a 
capitation  basis,  but  the  central  pool  has 
gone  up  consistently  with  the  increase 
in  expenses. 

3991.  Dame  Enid,  the  point  was  that 
if  each  general  practitioner’s  expenses 
have  gone  up  say  £100  because  of  having 
to  pay  more  to  the  receptionist,  more  to 
the  nurse  and  more  for  the  surgery,  the 
man  with  a list  of  1,500  people  only  gets 
one  half  as  much,  or  about  one  half  as 
much,  as  the  man  with  a 'list  of  3,000 
people  towards  those  increased  expenses. 
— — That  of  course  is  a question  of  dis- 
tribution, is  it  not?  The  only  point  I 
was  trying  to  make  was  that  it  is  not 
fair  to  say  that  there  has  been  no  addi- 
tion between  1951  and  1957  in  respect 
of  increased  expenses  for  general 
practitioners. 

3992.  I appreciate  that.  How  much 

■has  the  percentage  gone  up? May 

we  put  that  figure  in  to  you? 


3993.  Yes  please.  But  in  any  case  it 

is  still  the  position  that  when  we  are 
talking  about  the  unwisdom  in  times  of 
inflation  for  the  people  who  are  very 
far  from  the  subsistence  level  having 
an  automatic  adjustment,  and  if  we  are 
thinking  of  doctors  and  their  particular 
standard  of  living  that  they  have  to 
maintain,  there  may  have  been  some 
who  were  far  above  that  level,  but  also 
•there  may  have  been  some  who  were 
very  near  dt.  And  nothing,  as  far  as  I 
know,  was  done  at  all  from  1952  to 
1957  that  helped  those  latter  ones  par- 
ticularly.  No,  that  is  true,  but  under 

the  interim  award  in  1957,  as  the  Secre- 
tary has  mentioned,  not  only  was  an 
increased  percentage  given  to  the  lower 
paid  hospital  doctors,  but  when  we  came 
to  distribute  the  5 per  cent,  to  the 
general  practitioners  we  put  Is.  6d.  on 
tiie  loadings  and  Is.  on  the  capitation 
fee,  which  meant  that  proportionately 
more  went  to  the  medium  sized  lists. 

3994.  We  missed  that  point  before  on 
the  loading.  You  do  regard  a medium 
sized  list  as  from  501  to  1,500 ; why  do 
you  not  take  the  thousand  people  from 
1 to  1,000  instead  of  501  to  1,500? — — 
Because  there  are  a number  of  types  of 
doctors  with  very  small  lists  who  cannot 
be  regarded  as  in  full-time  practice. 
There  are,  ’ for  instance,  a number  of 
women  doctors,  married,  who  are  per- 
haps in  partnership  With  their  husbands 
but  have  a very  small  list ; there  are  a 
number  of  old  doctors  in  semi-retire- 
ment ; 'and  these  particular  types  of  prac- 
titioner were  regarded  by  the  combined 
Working  Party  of  the  Department  and 
the  profession  as  not  being  fully  effec- 
tive whole-time  general  practitioners. 

3995.  I know,  but  the  doctor  with 
1,200  people  on  his  list,  for  instance, 

only  gets  a loading  on  700. Yes,  but 

dt  was  thought  .that  while  that  was  per- 
haps a disadvantage  it  would  be  a far 
worse  abuse  if  the  full  loading  had  been 
given  on  these  very  small  lists  to  people 
who  are  hardly  in  effective  practice  and 
who  do  not  bear  an  equal  share  of  the 
collective  responsibility  accepted  by  the 
profession  for  the  whole  population. 
The  position  of  the  newcomer  is  met 
partly  by  the  initial  practice  allowance 
— that  is,  the  newcomer  in  fully  effective 
practice. 

3996.  With  the  newcomer  I agree  that 
is  so.  This  all  has  a bearing  on  this 
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question,  and  I have  received  the  impres- 
sion that  people  tend  to  think  of  doctors 
as  all  in  the  higher  bracket  group  with 
an  average,  in  the  case  of  general  prac- 
titioners of  £2,200  or  more,  whereas  there 
must  be  plenty  who  are  quite  a bit 

below  that. We  are  very  conscious 

of  it,  Sir.  For  instance,  there  is  no 
retiring  age  for  general  practitioners 
and  there  are  a large  number  of  very 
elderly  doctors  who  are  really  almost 
semi-retired,  and  we  are  very  conscious 
of  the  existence  of  these  special  groups. 

I am  now  able  to  give  you  the  figure 
for  the  percentage  increase  of  expenses. 
Between  1952/53  and  1955/56  expenses 
had  increased  by  25  per  cent.,  and  the 
sum  put  dn  to  the  central  pool  in  respect 
of  expenses  was  of  course  increased  in 
■the  same  way. 

3997.  That  is  a very  substantial  in- 
crease, and  it  did  mean  that  the  man 
with  the  comparatively  small  list  got  a 
very  much  smaller  sterling  contribution 
to  his  increased  expenses  than  the  man 

with  the  big  list? It  did,  but  the  man 

with  the  very  small  list  would  not  have 
anything  like  the  same  expenses. 

3998.  I am  not  talking  about  the  very 
small  lists,  but  the  people  say  with 
between  1,000  and  1,500  on  their  list. 
When  a doctor  gets  up  to  1,500  he  has 

the  full  loading,  does  he  not? He 

has  the  full  loading,  yes  .—Sir 

Thomas  Padmore:  I suggest,  Mr.  Chair- 
man, that  the  position  is  that  so  far  as 
practice  expenses  have  gone  up  in  the 
period  to  which  you  have  referred,  the 
Government  has  reimbursed  that 
amount ; but  it  may  be  .that,  as  a result 
of  the  system,  the  money  has  not  gone 
very  accurately  to  the  people  who  in  fact 
were  incurring  the  additional  expenses. 

3999.  That  is  my  point.  We  feel  sure 
the  system  would  result  in  the  reimburse- 
ment of  expenses  properly  incurred  in 
total  however  clumsily,  but  not  in  the 
proper  reimbursement  of  individuals..  It 
is  a total  sum  divided  on  the  assumption, 
subject  to  this  loading,  that  each  indi- 
vidual patient  in  the  country  attracts  an 
equal  amount  of  expense,  which  is  most 

unlikely. It  is  most  unlikely  both  in 

relation  to  the  basic  expenses  and  in 
relation  to  any  increase  that  miay  take 
place  over  a period. 

Chairman:  Yes,  exactly. 

4000.  Mr.  Gunlake : May  I go  on, 
Sir?  We  have  the  Treasury  on  their 


feet,  if  not  on  their  toes,  and  there  are 
one  or  two  further  questions  I would 
■like  to  ask.  I am  looking  at  paragraph 
18.  I would  like  a little  help,  if  I might 
have  it,  on  this  figure  which  you  have 
seen  fit  to  put  in  here  of  £20  millions  a 
year.  First  of  all  could  we  know  exactly 
what  the  coverage  is?  It  includes  of 
course  general  practitioners.  Does  it 
include  the  specialists,  and  does  it  in- 
clude the  dentists? 1 think  this  was 

for  general  practitioners  only. — Sir  John 
Hawton : I can  answer  that  one ; it  does 
include  the  medical  profession  in  the 
Health  Service,  that  is  to  say,  hospital 
staff  and  general  practitioners,  but  not 
the  dentists.  The  claim  in  this  case  was 
at  that  time  from  the  medical  profession. 

4001.  That  I think  explains  the  nature 
of  the  figure,  but  it  does  not  of  course 
at  this  stage  put  any  meaning  on  it,  and 
that  perhaps  is  still  a matter  for  the 
Treasury  to  help  us  with.  Sir  Thomas, 
you  and  I who  have  spent  all  our  lives 
looking  at  figures  are  not  impressed  by 
a figure  merely  because  it  has  seven 
noughts  in  it ; it  has  no  meaning  unless 

it  is  related  to  something,  has  it? 

Sir  Thomas  Padmore : No. 

4002.  Mr.  Gunlake : I have  been  try- 
ing to  relate  this  to  something  to  put  it 
into  some  kind  of  perspective.  You 
dislike,  I gather,  relating  it  to  the  gross 
national  product  for  reasons  which  you 
mention  in  paragraph  151,  so  if  I 
mention  that  I think  it  is  roughly  one- 
tenth  of  one  per  cent,  of  the  gross 
national  product  you  probably  will  not 
comment  on  that.  Could  you  tell  us  what 
percentage  roughly  this  £20  millions  a 
year  is  of  the  total  gross  cost  of  the 
Health  Service,  for  example? 

Chairman : Do  you  mean  the  total 
cost  of  the  medical  part  of  the  Health 
Service — excluding  the  dentists? 

Mr.  Gunlake : Yes. Do  you  mean 

remuneration? 

4003.  No. You  mean  the  total 

cost  of  the  Health  Service  as  a whole? 

4004.  Yes.  Gross,  before  deducting 
charges. — —-Hospitals  and  everything? 

4005.  Yes.  Can  you  give  me  the 
figure  roughly,  just  to  get  the  order  of 

magnitude. It  is  of  the  order  of  £700 

millions,  a liittle  more. 

4006.  Then  it  is  something  like  3 per 
cent.  I juSt  wanted  to  try  and  put  the 
thing  in  some  kind  of  perspective  because 
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a figure  by  itself  has  no  perspective.  From 
the  point  of  view  of  the  Treasury,  as  I 
understand  it,  this  figure  would  have  two 
viewpoints  from  which  it  would  have 
to  be  looked  at ; firstly  the  finance  point 
of  view  and  secondly  the  economic  point 
of  view.  From  the  point  of  view  of 
finance,  if  this  additional  load  were  put 
on  to  the  cost  of  the  Health  Service  it 
would  have  to  be  found  in  one  way  or 
another  by  the  Treasury.  It  would  mean 
either  an  increase  in  the  weekly  stamp, 
or,  if  that  method  were  not  considered 
right,  there  wc-uld  have  to  be  an  addi- 
tional sum  raised  by  Parliament  in  the 

usual  way — is  that  right? Or  a 

diminution  in  the  extent  of  the  Service. — 
Sir  John  Hawton : But  surely  the  alter- 
natives are  infinite.  You  can  impose 
charges  for  any  part  of  the  Service. 
The  weekly  stamp  has  no  particular 
significance ; it  is  only  one  factor  and 
rather  a minor  factor. — Sir  Thomas 
Padmore : In  fact  you  have  either  to 
raise  it  by  some  form  of  charge,  to  raise 
it  by  some  form  of  taxation  or  to  borrow. 

4007.  Thank  you,  that  helps  me  with 
my  next  question  which  was  concerned 
with  economics  and  more  particularly 
with  econometrics.  Was.it  one  of  your 
purposes  in  inserting  this  figure  to  try 
and  give  some  indication  of  the  extent 
to  which  it  would  add  to . internal  in- 
flationary pressure?— —Sir.  Thomas 

Padmore'.  I do  not  think  so.  We  put 
the  figure  in  because  we  thought  the 
Commission  might  be  interested  in  it. 
It  is  not  a big  figure  'as  these  things  go ; 
it  is  not  a big  figure  in  relation  to 
total  Government  expenditure,  still  less 
a big  figure  in  relation  to  the  total  gross 
national  product.  On  the  other  hand,  it 
is  by  no  means  negligible.  We  have 
just  had  a Budget  in  which  the 
Chancellor  of  the  Exchequer  after 
scraping  around  has  managed  to  make 
certain  remissions  in  taxation,  and  I think 
he  regards  them,  and  I think  everybody 
else  regards  them,  as  not  by  any  means 
negligible.  He  has  given  away  this  year 
in  taxation  £50  millions.  Against  that 
sort  of  background  a figure  of  £20 
millions  'although  not  a very  large  figure 
is,  I suggest,  not  by  any  means  a 
negligible  figure  in  relation  to  the 
national  finances.— MV.  Winnifrith:  The 
context  of  this  .paragraph  was^that  it  was 
thought  in  an  economic  crisis  in  the 
summer  of  1956  yon  could  not  do  any- 
thing here.  I think  the  only  point  of 
sticking  in  £20  millions  was  to  show  it 


was  not  the  sort  of  sum  you  could  just 
laugh  off. 

4008.  Then  you  were  thinking  of  in- 
flation?  Sir  Thomas  Padmore : If 

you  like  we  were,  but  if  we  were  thinking 
of  inflation  we  would  have  taken  it  fur- 
ther than  that.  There  were  reasons  at 
that  time  why  the  Government  would 
have  taken  the  same  view  as  it 
took  about  medical  remuneration 
about  any  pay  increase  in  the  public 
services  whether  the  amount  of  money 
at  stake  from  the  point  of  view 
of  the  Exchequer  was  significant  or  not. 
It  did,  for  instance,  take  that  view 
about  certain  members  of  the  judiciary, 
where  the  cost  in  terms  of  what  was.  in- 
volved for  the  Exchequer  was  absolutely 
negligible.  But  nevertheless  the  Govern- 
ment said:  “We  have  a policy  in 
relation  to  this ; rightly  or  wrongly,  we 
do  not  think  it  right  at  this  time  to 
change  remuneration  at  this  sort  of  level 
in  the  public  service.”  That  was  the 
view  they  took  about  the  judiciary  and 
others ; it  was  the  view  they  took  about 
the  doctors,  and  they  would  have  taken 
that  view  I am  sure  if  the  figure  of 
£20  millions  had  been  £200,000.  The  fact 
that  it  was  £20  millions,  was,  if  you  like, 
an  added  reason  for  taking  that  view  in 
this  particular  instance. 

4009.  Thank  you,  you  have  relieved 
my  mind  a good  deal.  I never  supposed 
that  a figure  of  2 followed  by  seven 
noughts  was  put  in  to  frighten  the  Royal 
Commission.  Am  I right  in  thinking  that 
getting  on  for  one-half  of  this  sum  would 
in  any  case  have  been  taken  away  in  the 
form  of  tax  and  super  tax  at  the  current 
levels  of  remuneration  about  which  we 

are  speaking? 1 should  think  so.  I 

would  have  thought  rather  less  than  half 
hut  a substantial  amount  of  it,  yes. 

4010.  Chairman-.  Can  we  go  back  to 

the  later  parts  of  your  memorandum 
again  now,  unless  you  want  to  add  any- 
thing to  that? No,  I do  not  think  so, 

thank  you. 

4011.  We  come  to  this  part  about  the 
present  methods  of  settling  the  remunera- 
tion, and  I think  broadly  you  feel  that 
the  methods  are  there  and  are  capable 
of  working  and  in  fact  very  often  _ do 
work  for  all  the  minor  and  more  detailed 
matters.  The  main  question  concerns 
■the  setting  up  of  some  method  of  deal- 
ing with  the  basic  questions,  is  that 

rijht? Sir  John  Hawton : You  are 

now  on  question  (20)? 
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4012.  Question  (20),  paragraph  195. 

— — We  have  here — he  has  not  yet 
joined  in — Mr.  Allen  who  manages  all 
the  Whitley  and  negotiating  side  of  our 
Service  aroangementts. 

4013.  You  are  not  to  be  confused,  with 

the  B.M.A.  Professor  Allen? Mr. 

Allen:  Strictly  not. 

4014.  But  I believe  you  did  in  fact 

learn  under  him,  is  that  right? That 

is  so. 

4015.  Really  we  can  assume  that  all 
the  ordinary  matters,  the  day  to  day 
matters  or  die  month  to  month  matters 
that  came  up  and  are  dealt  with  are 
capable  of  being  dealt  with  under 

Whitley  or  other  machinery? Any 

such  matter  affecting  remuneration  is 
capable  of  being  dealt  with  there. 

4016.  And  is  in  fact,  without  more 

than  the  ordinary  amount  of  negotiating 
difficulties  and  troubles? Yes. 

4017.  The  B.M.A.  have  sent  us  a 
document  recently  which  we  have  not 
had  a chance  of  talking  to  them  about. 

I do  not  know  whether  you  have  seen 

that  document,  Sir  John? Sir  John 

Hcswton : I have  not  seen  it.  Dame  Enid 
has  it. 

4018.  They  are  recommending  to  us 
that  a standing  committee  on  medical 
remuneration  be  appointed  by  the  Prime 
Minister.  This  would  be  a small  com- 
mittee under  the  chairmanship  of  an 
eminent  person,  possibly  with  a legal 
background,  its  composition  agreed  with 
the  medical  profession.  The  terms  of 
reference,  also  to  'be  agreed  with  the 
profession,  would  be  to  review  remunera- 
tion in  the  profession  at  annual  intervals 
and  to  make  a report  to  be  issued  pub- 
licly each  year,  'the  basis  of  the  annual 
review  to  be  movements  in  an . index, 
the  details  of  which  would  be  agreed 
between  the  Government  and  the  pro- 
fession. The  Council  has  taken  expert 
advice  and  has  been  assured  that  such 
an  index  could  be  devised  without  diffi- 
culty. I tried  to  read  this  to  see  whether 
it  bore  the  interpretation  of  being  an 
index  of  remuneration  in  other  com- 
parable professions,  or  whether  it  _ only 
bore  the  interpretation  of  'being  an  index 
of  the  change  in  the  value  of  money,  and 
I think  it  bears  the  latter  interpretation. 
Would  you  have  any  views  on  the  prac- 
ticability or  acceptability  of  such  a 
proposal?  I should  add  that  of  oourse 
it  is  said,  I think  quite  clearly,  that  both 
sides  would  undertake  to  accept  the 


recommendations  of  the  committee. 

which  is  material. Sir  Thomas 

Padmore : Of  course  it  is  perfectly 

possible  to  produce  value  of  money 
indices  of  various  kinds ; there  are 
already  some  in  existence.  A much  more 
difficult  thing  would  be  to  produce  an 
index  of  remuneration,  certainly 
remuneration  at  particular  levels,  salaried 
or  professional  remuneration.  Indeed, 
as  far  as  I am  aware,  no  such  index  exists 
at  present,  and  I imagine  there  would  be 
great  difficulty  in  producing  one  that  was 
worth  very  much.  But  indeed  we  have 
the  strongest  views  about  any  idea  of 
linking  remuneration  in  any  public  ser- 
vice to  any  index  of  either  of  those  kinds. 
Perhaps  I might  ask  Mr.  Winnifrith,  who 
rather  specialises  on  some  of  these  things. 

-if  he  would  take  this  up. Mr. 

Winnifrith : I do  not  think  I have  much 
more  to  say  than  has  been  said.  Sir, 
except  that  apart  from_  all  the  evils  of 
working  on  fixed  lines  like  that,  it  seems 
scarcely  necessary  to  have  such  an 
eminent  committee  to  work  such 
machinery.  You  are  really  making  than 
into  a combination  of  a calculating 
machine  and  a rubber  stamp.  You  could 
have  a much  more  humdrum  machine 
for  arriving  at  that  result. 

4019.  Do  you  mean  the  Treasury? 

(. Laughter )- 1 think  that  is  just  about 

our  level! 

4020.  I want  to  come  back  on  what 
Sir  Thomas  said  for  a moment.  I can 
quite  see  your  complete  and  determined 
objection  to  any  automatic  adjustment  of 
remuneration — 'Which,  by  the  way,  the 
B.M.A.  do  not  propose  should  take  place 
too  rapidly  or  too  regularly — but  that  is 
a slightly  different  matter  from  any  such 
one  based  on  any  index  relating  to  the 
value  of  money  or  the  cost  of  living.  If 
it  is  related  to  remuneration  received  m 
comparable  professions  I did  not  think 
you  had  such  a strong  objection?— —Sir 
Thomas  Padmore:  I do  not  think  we 
would  have  the  same  objection  in  prin- 
ciple. The  objections  are  really  of  a dif- 
ferent character.  The  objection  to  tying 
the  remuneration  of  any  public  service  to 
variations  in  the  value  of  money  are 
simply  the  objection  to  insulating  one 
public  service  against  changes  in  the 
value  of  money  when  other  public  ser- 
vices  are  not  in  the  same  position.  Quite 
clearly,  if  you  are  to  have  a system  in 
which  fair  comparisons  prevail,  at  any 
rate  among  the  public  services,  you  must 
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either  link  none  of  them  automatically  .to 
the  value  of  money  or  you  must  Mnk 
them  all.  If  you  do  link  them  all  you 
are  then  in  a situation  in  which  the  pub- 
lic services  as  a whole  might  well  be 
found  to  be  in  a privileged  position  in 
relation  to  the  rest  of  the  community. 
That  is  the  nature  of  our  objection  to 
a link  to  an  index  which  shows  changes 
in  the  value  of  money.  I think  the 
objections  to  an  index,  which  truly 
reflected  changes  in  remuneration  both  in 
the  public  services  and  outside  them  for 
the  sort  of  people  who  might  fairly  be 
compared  with  either  the  services  we 
are  talking  about  or  the  public  services 
generally,  axe  different.  I think  they 
are  simply  the  practical  objection  that 
we  find  it  very  difficut  to  believe  that 
it  would  be  possible  to  work  the  principle 
of  fair  comparison  by  reference  to  an 
automatic  formula  of  that  kind,  that  it 
would  be  possible  to  produce  an  index 
that  really  did  fairly  reflect  the  rather 
wide  variety  of  information  that  would 
go  into  building  it  up.  I would  have  ex- 
pected that,  given  the  progress  that  has 
been  made  in  recent  times  in  statistical 
matters,  if  it  had  really  been  thought 
practicable  to  produce  an  index  of  that 
kind — -a  good  and  reliable  index — such 
an  index  would  either  have  been  pro- 
duced from  official  sources  or  from 
private  sources  before  now ; and  that 
the  reason  why  such  a thing  does  not 
exist  is  precisely  because  it  is  very  diffi- 
cult and  perhaps  impracticable  to  do 
with  the  hope  of  a really  satisfactory 
result  emerging. 

4021.  I quite  see  that.  I am  sure  that 
there  is  not  such  an  index  now.  On  the 
other  hand,  whether  you  take  the 
Coleraine  Committee  or  any  other 
body,  they  would  have  to  have  something 
to  . work  on  if  they  were  to  go  on  this 

principle  of  fair  comparisons. 1 agree, 

but  that  really  is  at  the  basis  of  what 
Mr.  Winnifrith  was  saying ; that  is  why 
you  want  a Coleraine.  Committee.  If 
you  could  have  a reliable  index  that 
would  tell  you  the  answer  reading  it 
off  like  a slide  rule  you  would  not  need 
a committee.  It  seems  to  one  if  the 
principle  of  fair  comparison  is  to  be 
applied  in  the  Civil  Service  or  anywhere 
else  there  will  be,  and  will  continue 
to  be,  scope  for  the  exercise  of  a very 
considerable  degree  of  judgment  by  wise 
men  looking  at  all  the  circumstances, 


and  certainly  not  being  guided  primarily 
or  perhaps  indeed  at  all  by  anything 
in  the  nature  of  an  automatic  index. 
— Mr.  Winnifrith : Perhaps  I might  say 
the  Coleraine  Committee  does  not  work 
in  that  way.  The  Coleraine  Commit- 
tee is  not  guided  by  an  index ; it  is 
guided  by  the  principles  laid  down  by 
the  Royal  Commission  on  the  Civil  Ser- 
vice on  how  the  Civil  Service  should  be 
remunerated,  and  that  does  mean  they 
are  finding  out  for  themselves  what 
is  being  paid  at  any  given  time  to 
people  who  are  doing  what  they  think 
are  roughly  equivalent  jobs.  Incident- 
ally, perhaps  I may  correct  one  point 
made  by  the  B.M.A.  The  B.M.A.  say 
they  used  the  facts  secured  by  the  Civil 
Service  Pay  Research  Unit ; as  far  as 
I know  that  is  not  so.  In  all  their  activi- 
ties up  till  now  the  Coleraine  Committee 
have  relied  on  information  which  they 
have  got  for  themselves. — Sir  Thomas 
Padmore : I should  like  to  make  it  plain, 
Mr.  Chairman — perhaps  it  is  already, 
forgive  me  if  it  is: — (that  although  we  say 
these  things  in  critidsm  first  of  all  of  the 
use  of  an  index  'that  purports  to  measure 
or  indeed  does  measure  changes  in  the 
value  of  money,  and  secondly  of  an  in- 
dex which  we  think  could  do  no  more 
than  purport  to  measure  the  application 
of  the  doctrine  of  fair  comparisons,  we 
have  nothing  to  say  in  criticism  of  the 
suggestion  which  was  put  forward  to  you 
in  this  document  that  there  should  be — 
and  indeed  youx  terms  of  reference  refer 
to  it — some  standing  machinery  for  keep- 
ing this  matter  under  review,  possibly 
by  the  institution  of  something  of  the 
kind  that  exists  for  the  Civil  Service  in 
the  shape  of  the  Coleraine  Committee, 
or  something  different  if  you  thank  fit. 

4022.  There  seems  to  be  at  least  one 
important  difference  between  the  Civil 
Service  and  the  medical  profession  and 
that  is  there  is  not  this  long  history  of 
suspicion  that  seems  to  exist  among  at 
least  some  of  the  leaders  in  the  medical 
profession..  You  may  get  dissatisfaction 
in  the  Civil  Service,  but  there  is  rather 
more  than  that  here.  There  has  been 
suspicion  of  motives  I would  say  within 
the  medical  profession,  and  I would  think 
there  has  got  to  be  not  merely  a com- 
mittee of  thoroughly  independent  and 
praiseworthy  people  but  there  would 
need  to  be  some  definition  of  criteria  that 
these  people  would  have  to  take  into, 
account  if  they  were  to  get  the  full  con- 
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fidence  of  the  profession.  What  do  you 

feel  about  that? 1 would  agree.  I 

do  not  know  as  to  the  question  of  con- 
fidence. There  has  very  commonly  been 
a feeling  ■in  the  Civil  Service  over  the 
years  that  iit  was  treated  as  a guinea 
pig  by  the  Government  in  matters  of 
remuneration.  Although  I think  now, 
largely  as  a result  of  the  Priestley  Com- 
mission and  what  has  followed  it,  the 
atmosphere  is  good,  it  would  be  wrong 
to  suppose  that  there  has  always 
been  a high  degree  of  confidence  and 
goodwill  between  the  Government  and 
its  employees  in  these  matters  of  re- 
muneration. But,  however  that  may  be, 

I would  respectfully  agree  that  if  this 
Commission  were  to  propose  some 
machinery  of  the  kind  we  have  been 
talking  about  for  keeping  medical  re- 
muneration under  review  it  would  be  a 
valuable  thing  that  such  a oommittee 
should  not,  as  it  were,  be  left  to  evolve  its 
own  principles  as  it  went  on  and  thus 
in  a way  to  do  part  of  the  work  of  itbis 
Commission  over  again,  but  that  it  should 
be  given  as  much  guidance  as  possible, 
by  the  Royal  Commission,  and  given  as 
clearly  defined  a job  and  as  much  in  the 
way  of  principles  as  it  proves  practicable 
to  devise. 

4023.  Thank  you  very  much ; I see 
our  task  gets  no  easier!  I just  want  to 
ask  you  a question  about  arbitration. 
You  have  it  quite  clearly  established  in 
your  minds  that  compulsory  resort  to 
arbitration  is  suitable  up  to  a certain 
level  and  that  above  that  level,  roughly 
represented  at  a sort  of  managerial  level 
of  salaries,  it  is  not  appropriate.— — That 
"is  a doctrine  we  have  always  held  in  the 
Civil  Service,  and  it  is  the  doctrine  we 
tendered  in  evidence  to  the  Royal  Com- 
mission on  the  Civil  Service.  On  the 
whole  I think  it  is  fair  to  say  it  was 
accepted  by  them  and  that  it  was  as  a 
result  of  That  they  recommended  the 
creation  of  this  special  machinery  for  the 
higher  reaches  of  the  Civil  Service. 

4024.  You  have  within  the  Civil  Service 
again  a wide  variety  of  salary  levels,  and 
a lot  of  them  are  below  the  £2,000  mark 
or  thereabouts  up  to  which  arbitration  is 
appropriate.  What  about  doctors  who 
are  below  that  levd?  Do  you  feel  that 
doctors  have  to  be  taken  all  as  one  class 
and  as  though  they  were  all  above  that 

level? Mr.  Winnifrith:  I see  no 

reason  at  all  why  you  cannot  split  the 
doctors  bp  in  units  in  the  hospital  service. 


4025.  In  the  hospital  service,  yes. 

And  have  a bar  at  a suitable  point  there. 
It  seems  almost  impossible  to  evolve  a 
similar  structure  for  the  general 
practitioners. 

4026.  That  is  one  of  the  things  we  are 
wondering  about  because  it  does  seem 
as  though  the  quite  considerable  number 
of  general  practitioners  who  earn  a good 
deal  less  than  your  arbitration  figure — 
it  is  a rather  arbitrary  but  probably 
acceptable  limit — are  debarred  from  the 
benefits  of  arbitration  because  some  of 
their  colleagues  are  above  if.  Have  you 
given  any  thought  to  that  matter?  Have 

you  just  realised  it  is  a difficulty? No, 

I have  thought  about  it  for  a long  time 
I am  afraid  only  to  conclude  that  it  is 
insoluble.  I do  not  see  how  you  can 
take  any  pant  of  that  entity  in  isolation 
— Sir  John  Hawton : One  of  the  difficul- 
ties, Sir,  would  be  that  the  general  practi- 
tioner, .who  is  drawing  his  remuneration 
for  a number  of  patients  from  a pool, 
will  vary  his  remuneration  more  or  less 
all  the  time  and  you  would  not  know 
whether  in  :the  one  year  he  was  within 
the  arbitration  limit  and  whether  in  the 
next  year  he  was  outside  it.  With 
salaried  employment  you  know  you  have 
a whole  class  of  people  who  are  in  it  or 
out  of  it.  It  is  just  as  if  you  were  dealing 
with  a self-employed  shopkeeper  ; you  do 
not  know  what  his  fixed  income  is.  That 
would  be  a practical  difficulty. 

4027.  I think  there  is  no  doubt  about 
the  practical  difficulty.  That  is  why  it 
has  not  been  done,  no  doubt.  The 
question  then  becomes : do  you  want  to 
sacrifice  the  whole  Government  principle 
because  a lot  of  people  are  below  the 
arbitration  limit  and  you  can  only  deal 
with  them  provided  you  bring  the  other 
ones  in,  or  do  you  want  to  keep  the 
whole  principle  and  thereby  prevent  the 
lower  paid  ones  from  having  the  benefits 
of  arbitration  at  a time  when  other 
people  are  going  up  and  they  have  not 
gone  up  for  five  years?  Is  not  that  the 

dilemma? -Mr.  Winnifrith : If  you 

had  the  advisory  committee  there  is  no 
earthly  reason  why  they  should  not 
intervene. 

4028.  Mr.  Bonham-Carter : Mr. 

Winnifrith,  are  we  .missing  something 
here  by  not  looking  at  the  question  of 
status,  because  status  comes  into  the 
Spens  Report  and  comes  in  I suspect 
in  this  whole  field  a great  deal?  Would 
it  be  possible  to  arbitrate  on  people  at 
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a higher  level?  In  your  experience  has 

it  been  done? There  have  been 

some  very  odd.  references.  Once  the 
town  clerics  managed,  through  using  the 
Industrial  Disputes  Tribunal  procedure, 
to  get  their  claim  into  that  Court  and  it 
was  settled  there.  I do  not  think  anyone 
thought  'that  was  a very  satisfactory  way 
of  settling  salaries  at  that  level  with  all 
the  complications  that  exist  when  you 
get  to  that  level. 

4029.  Forgive  me — I am  not  attempt- 
ing to  be  anything  but  perfectly  serious 
— hut  would  senior  civil  servants  care  to 
be  adjudicated  on  in  a Court?  I am 

sure  they  would  not. 1 am  sure  they 

would  not  and  I think  the  B.M.A.  took 
precisely  the  same  view  about  doctors. 

4030.  Therefore  what  we  are  talking 

about  as  regards  the  lower  paid  doctors 
Is  merely  the  young  starter  in  the  general 
practitioner  field,  and  you  cannot  legis- 
late differently  I submit,  can  you,  merely 
because  he  is  a young  man  at  the  begin- 
ning of  his  career? -I  would  hope  it 

would  be  settled  otherwise,  and  of  course 
one  ought  not  to  arbitrate  at  all  if 
possible.  Any  settlement  that  can  be 
made  by  negotiation  and  agreement  is  far 
better.  I do  not  see  anything  positively 
indecent  in,  say,  the  junior  hospital 
grades  getting  arbitration  any  more  than 
some  of  our  junior  grades  in  the  ad- 
ministrative class. 

4031.  I took  your  point  very  well 
when  you  mentioned  the  hospital  service 
in  this  connection  to  begin  with,  but  on 
the  general  practitioner  side  they  are 
really  all  the  same,  although  some  are 
lowly  paid  and  some  have  reached  the 
higher  levels.— — Sir  Thomas  Pad  more: 

I think  that  is  so'.  One  must- 1 think 
recognise  that,  although  there  may  be 
marginal  questions  in  relation  to  load- 
ings and  that  kind  of  thing,  as  long  as 
the  system  remains  a capitation  system 
any  'arbitration  about  general  _ prac- 
titioners’ remuneration,  is  really  primarily 
an  arbitration  about  the  capitation  pay 
that  goes  into  the  pool.  And  I do  not 
see  how  you  could  have  an  arbitration 
about  half  of  that  or  about  the  capita- 
tion payments  to  those  who  receive 
smaller  amounts  and  exclude  the  rest. 

4032.  Chairman:  There  is  one  other 
point  on  this,  Sir  Thomas.  Would  you 
agree  that  people  ought  not  to  feel  that 
they  were  being  done  out  of  something 
by  being  denied  recourse  to  arbitration  ; 
that  alternative  methods  of  settling  it 


ought  by  and  large  to  produce  the  same 
sort  of  result,  if  it  is  fair,  as  they  would 
have  done  if  'they  had  gone  to  arbitra- 
tion?  1 would  readily  agree  in 

principle,  and  it  is  one  of  the  reasons 
Why  we  welcomed  the  recommendation 
of  the  Royal  Commission  on  the  Civil 
Service  for  (the  setting  up  of  the 
Coleraine  Committee.  To  me  personally 
the  idea  that  when  there  is  a dispute 
there  shouild  not  in  'the  last  resort  be 
an  umpire  is  repugnant.  I think  that 
any  employer  unable  to  reach  agreement 
with  his  employees  ought  if  possible  to 
be  willing  to  submit  the  disagreement  to 
some  kind  of  arbitration.  But  there  are 
certain  limitations.  There  are  the 
limitations  of  the  actual  system  of 
arbitration  as  we  know  it  in  this  country 
in  its  application  at  the  'higher  levels— 
certainly  in  the  public  services  where  we 
think  it  would  be  inappropriate — and  .it 
is  because  .of  those  limitations  that  we 
have  in  the  Civil  Service  an  alterna- 
tive system  which  differs  from 
arbitration  in  a number  of  ways, 
but  differs  perhaps  more  than  any- 
thing in  that  it  is  advisory  in  its  findings 
and  not  binding,  and  also  in  the  extent 
to  which  it  cannot  be  set  into  motion 
by  a claim  on  behalf  of  one  of  the 
parties.  We  would  have  thought  that 
both  of  those  two  features,  ought  also  to 
be  features  of  any  similar  system  of  con- 
tinuous review  that  might  be  suggested 
by  this  Commission  for  the  medical  and 
dental  professions. 

4033.  You  would  feel,  would  you  Sir 
Thomas,  that  an  advisory  system  only 
continues  to  command  the  confidence  of 
anyone  if  the  advice  is  usually  taken? 

1 would  expect  so.  And  I must  say 

we  as  civil  servants  feel  fairly  confident 
that  it  will  be  very  rare,  if  it  happens 
at  all.  that  the  advice  of  a body  like  the 
Coleraine  Committee  would  not  be  taken. 

4034.  Then  you  mentioned  another 

feature,  that  one  of  these  reviews  can  be 
set  in  motion  on  the  instigation  of  the 
committee  itself — they  do  not  need  any- 
one else  to  ask  them,  which  is  a good 
thing? Yes. 

4035.  Would  it,  almost  as  a by-product 
of  that,  mean  that  there  would  be  rather 
less  stating  of  ex  parte  cases  that 
exaggerated  differences  and  tended  to 
prolong  discussions?  Would  you  hope 
that  that  would  happen?  Public  hear- 
ings in  an  arbitration  per  se  probably 
seldom  tend  to  produce  unity  among  the 
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people  .and  have  not  done  so  in,  this 

case. 1 would  hope  that  any  such 

committee  for  the  medical  and  dental 
services  would  determine  its  own  pro- 
cedure. It  might  well  be  that  the 
extent  to  which  it  would  wish  to  hear 
a case  argued  by  this  side  or  that,  the 
extent  to  which  it  would  wish  to  have 
information  and  memoranda,  might  vary 
from  time  to  time,  but  that  it  should  be 
in  charge  of  its  own  procedure  just  as 
the  Coleraine  Committee  is. 

4036.  Would  you  also  feel — I think  it 

follows  from  what  you  were  saying — 
that  conditions  as  between  any  two  pro- 
fessions or  occupations  change  from  time 
to  time  too,  and  that  it  is  impossible 
to  form  any  absolutely  fixed  and  static 
relation  between  any  two  occupations 
without  ensuring  the  ultimate  extinction 
of  one  or  the  other — is  that  an  exaggera- 
tion?  1 entirely  agree.  “Extinction” 

— I do  not  know;  I hope  it  will  not 
come  to  that ! 

4037.  I was  not  thinking  of  the  Civil 
Service.  I think  we  have  covered  the 

points  I wanted  to  raise  on  that. Mr. 

Winnifrith : Could  I say  one  other  thing 
about  the  advisory  committee  idea.  I 
am  sure  one  of  the  reasons  why  at  the 
moment  at  any  rate  suspicion  in  the  Civil 
Service  about  the  goodwill  of  their  em- 
ployer is  less  is  because  we  have  got  this 
committee,  and  the  reason  why  the  com- 
mittee is  such  a protection  to  us  is  that 
it  is  so  palpably  not  our  creature.  It  is 
broad  based,  it  has  almost  every  kind  of 
profession  represented  on  it  except  the 
civil  servant.  Although  the  staff  are  con- 
sulted about  the  names  which  the  Prime 
Minister  has  in  mind,  the  Prime  Minis- 
ter makes  the  appointments  ; they  are  in 
ho  sense  joint  appointments,  and  that 
quite  palpably  independent  nature  of  the 
body  is  a great  source  of  strength,  be- 
cause obviously  the  more  independent  it 
is  the  less  likely  any  Government  is  to 
disregard  its  advice. 

4038.  Would  you  also  think,  Mr. 
Winnifrith,  that  it  is  perhaps  more  likely 
that  the  Civil  Service  at  the  top  will  be 
more  aware  of  the  impartial  and  inde- 
pendent nature  of  some  people  collected 
from  outside  than  can  really  be  expected 
in  a special  profession  like  the  medical 
profession?  I think  it  might  be  a good 
deal  more  difficult  to  get  people  who  were 
accepted  in  advance  of  their  findings. 
- — Yes,  r think  I would  agree.  There 


is,  of  course,  always  this  idea  that  no 
one  knows  anything  about  a profession 
who  has  not  had  some  intimate  connec- 
tion with  the  profession,  but  I think  that 
is  overdone. 

Chairman:  Yes,  I do  not  think  we 
should  dispute  that  with  you. 

4039.  Mr.  Bonham-Carter : We  are 
agreed,  are  we  not,  Mr.  Winnifrith,  that 
failure  of  the  Government  to  take  the 
advice  of  the  Coleraine  Committee,  ex- 
cept in  most  difficult  circumstances,  will 
destroy  confidence  in  that  Committee 
very  quickly.  That  must  be  a personal 

view  I am  asking  you  for. Indeed  I 

entirely  agree,  but  I would  also  say,  and 
this  point  came  up  yesterday,  that  any 
kind  of  public  service  must  expect  at 
times  to  be  caught  up  in  some  ghastly 
crisis.  When  that  happens  it  does  not 
matter  who  gives  the  advice.  Advice 
may  have  to  be  disregarded. — Sir  Thomas 
Padmore : But  this  is  more  really  a ques- 
tion of  form  than  of  substance,  and  it 
is  the  form,  the  formal  fact,  that  both 
in  relation  to  the  Civil  Service  and  in 
relation  to  other  public  services  all 
governments  hitherto  have  said : “ On 
these  matters  of  remuneration  at  the  top 
levels  we  must  have  the  last  word;  we 
are  not  going  to  be  told  by  anybody  that 
we  must  do  so-and-so.”  In  practice,  in 
the  case  of  the  Civil  Service,  which  has 
had  this  kind  of  machinery,  not  in  this 
form,  for  a very  long  time — because 
from  time  to  time  we  have  had 
Royal  Commissions  and  we  have 
had  other  committees — there  has  been 
no  instance  hitherto  where  the 
Government  has  not  accepted  the 
recommendations  emanating  from  bodies 
of  that  kind.  Although,  as  Mr. 
Winnifrith  says,  sometimes  there  is 
a slight  pause  if  the  recommendations 
come  on  a rather  untimely  occasion,  as 
happened  with  the  committee  which  was 
presided  over  by  Lord  Chorley  which 
made  recommendations  about  rates  of 
pay  at  the  top  of  the  Civil  Service  a few 
years  ago ; there  was  a delay  then  of  a 
bit  under  a year  or  so. — Mr.  Winnifrith : 
We  got  caught  up  by  devaluation. 

4040.  Chairman : There  were  just  one 
or  two  other  rather  minor  points  that 
relate  to  dentists  and  I think  we  can 
deal  with  them  very  quickly. 

The  dentists  do  complain  that  when 
they  are  away  from  their  surgeries  carry- 
ing out  work  necessary  fot  the  admini0- 
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tration  of  the  National  Health  Service 
on  appeal  panels  and  committees — the 
appeal  panels  seem  to  be  'the  important 
ones — their  earnings  are  reduced  because 
they  are  not  at  work.  Have  you  any  idea 
to  what  extent  dentists  are  involved  in 
work  of  this  kind,  and  do  the  Depart- 
ments consider  there  are  any  special 
arrangements  that  should  be  made  to 

meet  this  difficulty? Sir  John 

Hawton:  On  your  second  point,  we  do 
make  arrangements  and  we  do  take  into 
account  the  loss  of  time ; not,  I agree, 
perhaps  equivalent  to  what  would  have 
been  earned  at  the  chairside. 

4041.  The  same  sort  of  rates? We 

do,  of  course,  have  to  remember  that 
there  are  a great  many  people  involved 
in  this  kind  of  work — this  is  not  peculiar 
to  dentists.  There  are  a number  of 
voluntary  people  who  seem  to  be  willing 
to  give  time  freely  and  who  are  in  their 
own  way  just  as  busy,  if  not  busier. 
As  to  your  first  point,  the  extent  to  which 
it  happens,  how  one  can  measure  that  I 

do  not  know. Dame  Enid  Russell- 

Smith : We  might  be  able  to  get  out 
some  estimates. — Sir  John  Hawton : Ob- 
viously, at  is  difficult  to  know. 

4042.  I think  it  would  be  useful  to 
know  since  the  dentists  make  the  point. 
It  would  be  useful  to  know  whether  it 
is  a material  one  or  really  rather  a small 

one. Dame  Enid  Russell-Smith : 

Could  we  know  exactly  what  the  bodies 
are  in  which  you  are  interested  because 
there  are  such  a lot  on  which  dentists 
serve,  and  different  considerations  arise. 

4043.  We  will  ask  the  dentists.  It  was 
the  B.D.A.  who  raised  that  point  that 
they  do  put  a lot  of  time,  for  instance, 

on  these  panels. There  is  one  point 

in  relation  to  this  question  and  that  is 
while  such  work  is  greatly  to  the  benefit 
of  the  Service  and,  therefore,  to  the 
patient  and  the  dentists  who  participate 
in  the  working  of  the  Service,  it  is  also 
to  the  benefit  of  the  profession. 

4044.  Yes.  Do  the  Departments  agree 
with  the  suggestion  that  came  from  the 
McNair  Committee  that  there  should  be 
a recruitment  of  about  800  dentists  a 
year  for  a long  time  ahead?  Is  that  view 

accepted? Sir  John  Hawton : Yes, 

that  view  has  been  accepted. 

4045.  Have  you  any  idea  as  to  when 
that  will  relieve  the  shortage  of  dentists? 

It  depends  so  much  on  the  capacity 

of  the  dental  schools.  We  are  trying  by 


consultation  to  see  what  we  can  do 
about  it. 

4046.  Even  when  you  have  raised  the 
capacity  of  the  schools,  and  the  first  800 
come  out,  that  will  not  put  the  country 
right  for  the  supply  of  dentists.  I 
wondered  how  many  years  you  think 

it  will  take? The  number  we  want  is 

a total  of  10,000. Dame  Enid  Russell- 

Smith:  20,000. — Sir  John  Hawton : The 
total  that  we  are  told  is  needed  is 
20,000  but  you  have  to  subtract  what  we 
have  got  now  from  that.  20,000  is  the 
total  required. 

4047.  Perhaps  we  can  do  a bit  of 
arithmetic  ourselves  on  that.  Then,  we 
have  another  question.  How  frequently 
do  you  recalculate  the  level  of  dentists’ 

expenses? Dame  Enid  Russell- 

Smith  : We  again  get  the  actual  expenses. 

4048.  How  frequently? We  have 

had  two  main  inquiries,  one  in  1952  and 
one  in  1955-1956,  and  we  are  now  doing 
an  annual  sub-sample. 

4049.  And  the  annual  sub-sample  will 

provide  a running  check  on  which  you 
can  work  fairly  often? Yes. 

4050.  Are  there  any  regular  arrange- 
ments for  periodic  inspection  of  dentists’ 
surgeries  to  see'  how  far  they  maintain 

a reasonable  standard? There  are 

no  regular  periodical  inspections  but 
dentists5  surgeries  are  visited  in  two  ways. 
Firstly,  it  is  part  of  their  terms  of  service 
under  the  Executive  Council  that  they 
are  to  maintain  proper  surgeries  and  on 
any  complaints  the  Executive  Council 
would  arrange  to  inspect.  Secondly, 
dentists  are  visited  by  the  Regional 
Dental  Officers  for  various  purposes  and 
they  see  the  surgeries  'then. 

4051.  Have  you  any  other  special 

points  you  want  to  make,  Sir  John? 

Sir  John  Hawton:  I do  not  think  so. 

4052.  Well  then,  it  remains  for  me  to 
thank  you  very  much  for  coming.  I 
think  I should  perhaps  stress  one  thing, 
because  there  was  a point  referred  to 
two  or  three  times  yesterday  by  Dame 
Enid,  about  your  being  prepared  to  con- 
sider any  system  of  distribution  that  was 
agreed  with  the  profession.  Of  course, 
we  regard  our  terms  as  a bit  wider  than 
that,  not  as  arbitrating  on  the  points  of 
difference  between  you  and  the  pro- 
fession, but,  we  hope,  producing  some- 
thing constructive  that  might  not  have 
happened  to  have  occurred  to  the 
Government  or  profession  as  right.  We 
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do  not  regard  ourselves  tied  simply  to 
the  settling  of  differences. 

I have  no  doubt  at  all  that  we  shall 
want  to  see  you  again  at  a later  stage 
when  we  have  more  clearly  focused  on 
more  direct  points,  probably  for  less  time 
and  possibly  with  much  less  warning  and 
briefing  and  preparation.  Whether  you 
think  that  an  advantage  or  not,  I do  not 
know. We  have  the  advantage  of  a 


brief  on  this  occasion  but  sometimes  it 
can  be  a handicap  rather  than  an 
advantage ! 

4053.  In  any  case,  I think,  we  have 
given  you  a rather  long  and  con- 
centrated time  and  I would  like  to  thank 
you  for  the  very  patient  and  thorough 
way  in  which  you  have  answered  almost 

all  our  questions. We  should  like  to 

thank  you  also  for  being  so  tolerant. 


{The  witnesses  withdrew) 
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MINUTES  OF  EVIDENCE 


TAKEN  BEFORE  THE 

Royal  Commission  on 
Doctors’  and  Dentists’  Remuneration 

SIXTEENTH  DAY 

Thursday,  24th  April,  1958 

Present: 

Sir  Harry  Pilkington  ( Chairman ) 

Mr.  J.  H.  Gunlake,  C.B.E.,  F.I.A.,  Mr.  I.  D.  McIntosh,  M.A. 

F.S.S.  Sir  David  Hughes  Parry,  Q.C. 

Professor  John  Jewkes,  C.B.E.  Sir  Hugh  Watson,  D.K.S. 

Mr.  W.  A.  Fuller,  D.S.C.  ( Secretary ) 

Mr.  J.  B.  Hume  (Assistant  Secretary ) 


EXPLANATORY  NOTE  BY  THE  ROYAL  COMMISSION 

The  following  list  of  topics  was  drawn  up  by  the  Royal  Commission  and  issued, 
along  with  an  invitation  to  submit  evidence,  to  all  representative  medical 
organisations : — 

(i)  The  quality  and  quantity  of  recruits  (a)  offering  themselves  and  (b)  accepted 

for  training  as  medical  students. 

(ii)  The  quantity  and  quality  of  newly  qualified  doctors. 

(iii)  Wastage  of  men  and  women  during  training  and  in  'the  first  few  years  after 

qualification  with  any  remarks  on  incidence  and  causation. 

(iv)  The  cost  and  duration  of  training  and  the  extent  to  which  the  cost  is  or 

should  be  met  from  grants  (including  both  the  adequacy  of  the  grants  and 
the  proportion  of  students  receiving  them). 

(v)  The  position  and  prospects  of  a newly  qualified  doctor. 

(vi)  Any  trend  to  excessive  resort  to  certain  branches  of  the  profession  at  .the  cost 

of  others. 

(vii)  The  relative  .advantages  and  disadvantages,  financial  and  'Otherwise,  of  service 

as : — 

(a)  a principal  in  single-handed  general  practice, 

(b)  a partner  in  general  practice, 

(c)  a whole-time  consultant  in  the  National  Health  Service, 

(d)  a part-time  consultant  with  'the  maximum  number  of  sessions, 

(e)  a part-time  consultant  with  only  a few  sessions, 

(/)  a Senior  Hospital  Medical  Officer, 

(§)  a.  doctor  in  any  other  sort  of  practice  or  employment. 

(viii)  The  difficulties  encountered  by  members  of  'the  registrar  grades. 

(ix)  The  difficulties  of  entering  general  practice,  with  special  reference  to  the  posi- 
tion and  prospects,  financial  and  otherwise,  of  assistants. 
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(x)  The  importance  of  private  consulting  practice  as  an  incentive  to  entering  the 

consultant  branch  of  medicine. 

(xi)  Expenses  in  general  practice,  how  far  they  vary  above  and  below  the  average 

and  how  far  payments,  e.g.  towards  capital,  have  to  be  made  which  are 
not  allowable  as  expenses  for  Income  Tax  purposes. 

(xii)  Comparative  treatment  for  Income  Tax  purposes  and  An  relation  to  expenses 

of  whole-time  and  part-time  consultants  in  the  National  Health  Service. 

(xiii)  Any  anomalies  in  the  methods  of  payment  of  any  branch  of  the  profession, 
e.g.  maldistribution  as  opposed  to  wrong  total  volume. 

(xiv)  Comments  on  the  present  system  of  calculating  and  distributing  general 

practitioners’  remuneration  through  a central  pool. 

(xv)  General  comments  on  the  system  of  merit  awards  and  'the  method  of  allotting 

them,  with  any  suggestions  for  an  alternative  system. 

(xvi)  Particulars  of  financial  stringency  suffered  by  any  classes  of  doctors  illustrated 

by  personal  budgets  of  practitioners. 

(xvii)  Special  considerations  of  which  account  ought  to  be  taken  in  discussions  of 
medical  remuneration. 

(xviii)  Specific  proposals  for  medical  remuneration. 

(xix)  The  practicability  of  the  profession  establishing  a fixed  scale  of  payments  for 

assistants  in  general  practice.' 

(xx)  Proposals  for  specific  machinery  or  procedures  to  be  established  for  dealing 

with  future  discussions  of  medical  remuneration. 

(xxi)  Any  factors  other  than  remuneration  which  are  affecting  the  contentment  of 

general  practitioners. 
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EVIDENCE  SUBMITTED  BY  THE  COUNCIL  OF  THE  COLLEGE  TO  THE 
ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’ 
REMUNERATION 

PART  A— MEDICINE 
The  Royal  College  of  Surgeons  of  England 

1 In  1800  the  Company  of  Surgeons  of  London  was  reconstituted  by  Royal 
Charter  as  a Royal  College  of  Surgeons.  In  1843  the  name  was  changed  to  The 
Royal  College  of  Surgeons  of  England.  The  College  is  governed  by  a Council  of 
twenty-four  Fellows  elected  by  postal  ballot  from  the  surgical  Fellows  of  the  College, 
of  whom  there  are  over  4,000  scattered  throughout  the  world.  In  addition,  repre- 
sentatives of  various  special  branches  of  medicine  and  surgery  also  serve  on  the 
Council.  There  is  within  the  College  a Faculty  of  Dental  Surgery  and  a Faculty  of 
Anaesthetists. 

2.  The  College  is  a scientific  and  educational  body.  Its  activities  fall  into  three 
main  headings— (a)  examinations  ; (6)  research  ; and  (c)  postgraduate  education. 

Examinations 

3.  The  College  as  a licensing  body  grants  conjointly  with  the  Royal  College  of 
Physicians  of  London  the  qualifying  diplomas  of  L.R.C.P.,  M.R.C.S.  Study  for  these 
diplomas  must  be  taken  at  recognised  medical  schools  and  hospitals.  In  addition, 
the  College  also  grants  conjointly  with  the  Royal  College  of  Physicians  diplomas 
in  the  following  specialties:  Anaesthetics,  Child  Health,  Industrial  Health,  Laryn- 
gology and  Otology,  Medical  Radio-Diagnosis,  Medical  Radiotherapy,  Ophthal- 
mology, Pathology,  Physical  Medicine,  Psychological  Medicine,  Public  Health,  and 
Tropical  Medicine  and  Hygiene.  The  College  also  grants  the  Licence  in  Dental 
Surgery.  There  are  over  25,000  Members  and  Diplomates  of  the  College. 

4.  The  College  grants  three  Fellowships  (F.R.C.S.,  F.D.S.R.C.S.  and  F.F.A.R.C.S.) 
For  each  Fellowship  candidates  have  to  be  in  possession  of  a recognised  medical 
or  dental  qualification  before  entering  for  a Primary  Examination  in  the  basic 
medical  sciences.  They  must  have  completed  appropriate  recognised  hospital 
appointments  before  sitting  for  the  Final  examination. 

Research 

5.  Research  is  carried  out  in  Surgery  and  allied  subjects  in  the  lab  oratories  of  the 
main  Departments  of  the  College,  which  are  Anatomy,  Physiology,  Pathology, 
Pharmacology,  Ophthalmology,  Dental  Science  and  Anaesthetics,  and  also  at  the 
Buckston  Browne  Farm  at  Downe,  in  Kent.  Each  Department  has  a Professor  or 
Director  in  charge,  together  with  appropriate  staff. 

Postgraduate  Education 

6.  Postgraduate  education  in  the  basic  medical  sciences  is  carried  out  in  the  College 
in  die  Institute  of  Basic  Medical  Sciences  which  is  controlled  jointly  by  ithe  College 
and  the  University  of  London.  Teaching  in  surgery  and  in  the  major  specialties 
is  carried  out  in  organised  courses  in  the  College  itself,  and  by  special  arrangement 
in  various  hospitals  in  London.  The  courses  vary  in  length  between  two  weeks 
and  two  years.  Over  a thousand  postgraduates  are  enrolled  in  the  College  every 
year. 

Consultants  and  the  National  Health  Service 

7.  When  the  consultants  and  specialists  of  the  nation  reluctantly  agreed  to  enter 
the  National  Health  Service,  they  did  so  on  certain  assurances.  (1)  That  no  attempt 
would  be  made  to  introduce  a universal  full-time  hospital  consultant  service ; and 
(2)  that  the  findings  of  the  Spens  Report  (1948)  would  form  the  basis  of  all  arrange- 
ments for  future  remuneration. 
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8.  As  regards  the  first  proviso,  although  in  some  Regional  Boards  minority  groups 
have  from  time  to  time  advocated  an  increase  in  the  number  of  full-time  appoint- 
ments, the  present  day  hospital  staffing  is  based  predominantly  on  the  part-time 
system.  This  arrangement  continues  to  command  the  allegiance  of  the  vast  majority 
of  the  consultants  in  this  country,  and  the  Royal  College  of  Surgeons  stands  strongly 
behind  this  attitude  for  reasons  which  are  set  out  later  in  this  document. 

9.  The  Spens  Report  envisaged  the  maintenance  of  the  economic  position  of 
consultants  and  specialists  in  accordance  with  changing  money  values.  The  salary 
structure  recommended  in  ifche  Report  represented  an  attempt  .to  equate  remunera- 
tion by  salary  with  the  net  earnings  in  private  practice  as  revealed  in  an  analysis  by 
a distinguished  statistician  of  a significant  sample  of  consultants’  incomes  in  the  year 
1938-39.  It  was  clearly  stated  that  the  salaries  recommended  in  1948  were  based 
on  the  1939  values  of  money.  But  it  was  not  until  1954  (four  years  after  the  Danck- 
werts  Award  to  .general  practitioners)  that  the  first  adjustment  was  made.  In  this 
ex  gratia  adjustment  whereas  the  remuneration  of  junior  officers  in  the  hospital 
service  was  in  some  cases  substantially  augmented,  some  senior  consultants  with  the 
highest  distinction  awards  found  that  their  remuneration  had  been  ingeniously 
“abated”.  A further  increase  made  on  May  1st,  1957,  showed  that  the  hospital 
salaries  of  part-time  consultants  holding  a 4,  5 or  6 sessional  contract  and  receiving 
an  A merit  award,  and  those  with  a 5 or  6 sessional  contract  and  a B award,  were 
now  less  than  the  amounts  in  the  corresponding  grades  previous  to  1954!  Such 
derisory  increases  clearly  indicate  a cynical  disregard  of  the  claims  of  the  hospital 
consultants  to  a betterment  award  which  should  go  some  way  at  least  towards 
closing  the  gap  between  the  1939  and  1957  .purchasing  power  of  the  pound  sterling. 

Economic  and  Social  Status  of  the  Consultant 

10.  Although  the  Royal  College  of  Surgeons  is  primarily  concerned  with  the 
maintenance  of  the  academic  standards,  of  surgery  (.both  general  and  special)  and. 
of  anaesthetics  and  dental  surgery,  it  cannot  ignore  the  fact  that  the  material 
rewards  open  to  surgical  consultants  profoundly  influence  both  .the  quality  of 
recruitment  to  'the  art  of  surgery  and  the  way  of  life  of  the  practising  surgeon. 

11.  The  education  'Of  the  would-be  surgeon  is  long,  .arduous,  and  expensive.  After 
qualification  a three-year  period  of  .postgraduate  study  and  practical  experience 
is  demanded  before  the  surgical  aspirant  is  allowed  to  sit  for  the  final  F.R.C.S. 
examination,  but  in  fact  the  average  period  is  five  years.  Moreover,  he  cannot 
enter  for  the  final  until  he  has  passed  a primary  examination  in  the  basic  medical 
sciences — a formidable  hurdle  .to  .be  negotiated.  If  successful  in  obtaining  the 
F.R.C.S.  diploma  he  will  still  need  to  undertake  one  or  two  further  years  of  surgical 
training  before  he  is  likely  to.  obtain  one  of  the  limited  number  of  higher  training 
posts  in  the  rank  of  senior  registrar  at  a teaching  or  non-teaching  hospital.  A 
minimum  period  .of  four  years  in  these  higher  training  posts  is  required  before  the 
young  surgeon  is  considered,  fit  to  undertake  independent  responsibility  as  a con- 
sultant, and  for  some,  the  training  may  be  prolonged  beyond  the  four  years  by 
the  valuable  interpolation  of  a period  of  special  experience  in  a surgical  centre  in 
the  United  .States  or  Europe.  The  remuneration  of  the  senior  registrar  in  the 
first  few  years  after  the  introduction  of  the  Health  .Service  may  have  appeared  to 
provide  a modest  security,  though  with  little  or  no  margin  for  the  essentials  of  a 
professional  way  of  fife.  But  in  1957  the  .augmented  top  salary,  markedly  devalued 
in  purchasing  power,  now  represents  a retreat  rather  than  advance. 

12.  Comparable  austere  circumstances  confront  younger  surgical  consultants  in 
their*  earlier  years.  These  are  men  who  may  have  spent  six  years  or  even  longer 
as  senior  registrars  before  being  elected  to  the  visiting  staff  of  a hospital.  Augmenta- 
tion of  the  basic  salary  by  private  practice  is  often  a slow  process,  and  the  catchment 
areas  of  many  hospitals  cannot  for  economic  reasons  provide  a practice  on  any 
substantial  scale. 

13.  The  modem  surgeon  works  under  conditions  of  heavier  physical  and  mental 
strain  than  his  early  20th  century  predecessors.  It  was  well  said  some  thirty  years 
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ago  by  Sir  John  Bland-Sutton,  a distinguished  President  of  this  College,  that  the 
prime  need  of  successful  surgeon  was  “ robust  health  ”.  This  is  even  more 
true  to-day  as  major  operations  increase  in  length  and  complexity.  But  the  surgeon 
is  not  a mere  operating  machine.  The  art  of  surgery  looks  more  and  more  to  the 
basic  medical  sciences  for  its  subsistence,  and  if  the  surgeon  is  to  keep  abreast 
of  advancing  knowledge  he  needs  “ leisure  ” to  read,  to  write,  and  to  travel.  These 
are  traditional  obligations  to  his  art,  and  they  are  expensive.  The  surgeon  must 
therefore  be  able  to  look  forward  to  a standard  of  professional  earnings  which  allows 
him  to  incur  such  expenditure  without  sacrificing  essential  family  needs.  If  surgeons 
are  so  “ squeezed.  ” that  these  essential  activities  are  no  longer  possible,  then  the 
quality  and  prestige  of  British  surgery  will  decline.  No  civilised  nation,  least  of 
all  Great  Britain,  can  afford  to  contemplate  such  happenings  with  equanimity. 

14.  Material  considerations  do  not  in  the  end  determine  the  choice  of  a career 
in  medicine,  but  members  of  a learned  profession,  so  arduous  in  the  demands 
made  upon  it,  quite  rightly  expect  to  enjoy  a relatively  high  economic  status  in 
society,  and  believe  that  the  highest  rewards  should  be  open  to  men  of  outstanding 
ability  as  in  the  Law  and  other  vocations. 

Questionnaire 

15.  The  College  has  selected  from  the  questions  submitted  by  the  Royal  Com- 
mission those  on  which  it  feels  it  can  usefully  comment. 

Recruitment  •ctnd  Maintenance  of  Medical  Students 

16.  For  the  past  hundred  years  medical  students  have  been  drawn  from  a variety 
of  social  groups.  There  has  always  however  been  a nucleus  in  all  medical  schools 
of  students  from  cultured  homes — the  children  of  parents  rarely  wealthy — e.g.  the 
sons  and  daughters  of  doctors  and  of  the  vicarage  and  manse ; or  from  comparable 
families  whose  children  have  been  brought  up  to  look  upon  medicine  primarily 
as  a vocation.  The  higher  education  'Of  such  children  has  often  demanded  a willing 
sacrifice  on  the  part  of  the  parents.  .Such  sacrifices  are  still  necessary  to-day,  as 
the  gross  professional  income  of  the  parent  too  often  disqualifies  the  child  for 
full  scholarship  grants..  This  ever-present  nucleus  has  acted  as  a leaven  and  has 
been  responsible  for  the  continued  .high  social  prestige  of  the  profession  as  a 
whole,  and  above  all  for  the  maintenance  of  medicine  as  one  of  the  learned 
professions  in  the  community.  Medicine  (would  lose  immeasurably  if  the  proportion 
of  such  students  in  the  future  were  to  foe  reduced  in  favour  of  precocious  children 
who  qualify  for  subsidies  from  Local  Authorities  and  the  State  purely  on  examina- 
tion results. 

Whole-Time  or  Part-Time  Consultant  Appointments 

17.  Although  for  economic  or  other  reasons  there  may  be  a place  for  a limited 
number  of  whole-time  non-academic  consultant  posts,  most  consultant  posts  should 
be  part-time.  An  exclusive  contractual  dependence  on  central  government  or  any  of 
its  agencies  is  not  a desirable  relationship  for  members  of  a self-governing  learned 
profession  for  whom  a substantial  measure  of  independence  is  vital.  This  type  of 
freedom  means  the  opportunity  and  'the  right  to  deal  with  patients  as  individuals  in 
their  own  homes  and  not  solely  with  groups  of  patients  assembled  only  under 
institutional  conditions.  A part-time  contract  with  the  maximum  number  of  sessions 
is  the  most  desirable  arrangement  for  consultants  on  the  staff  of  the  great  majority  of 
non-teaching  hospitals,  and  is  essential  in  the  smaller  centres  where  private  practice 
is  scanty.  Furthermore,  an  appointment  of  this  type  means  that  consultants  tend 
to  live  near  their  hospitals,  and  thus  have  an  opportunity  to  share  in  the  civic  and 
cultural  life  of  the  town  or  city  in  which  the  hospitals  lie.  A maximum  part-time 
appointment  can  also  provide,  both  clinically  and  scientifically,  a satisfying  career 
for  any  consultant  who,  by  reason  of  the  range  of  experience  so  offered,  feels  the 
urge  to  take  part  in  clinical  investigations,  thus  adding  his  contribution  to  know- 
ledge, and  so  fulfilling  his  indebtedness  to  his  art.  A part-time  contract  with  only 
a few  sessions  is  an  appropriate  arrangement  where  it  is  desired  to  retain  the 
services  of  a senior  consultant.  It  is  an  uneconomic  arrangement  for  a young 
consultant  and  is  therefore  not  to  be  regarded  as  an  acceptable  basic  pattern  for 
hospital  staffing. 

31046  A 3 

Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


872 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


Registrars 

18.  Immediately  after  the  war  many  supernumerary  “ registrar  ” appointments 
were  created  whose  holders  were  encouraged  to  undergo  prolonged  training  for  a 
hypothetical  number  of  consultant  appointments  to  be  provided  by  the  forthcoming 
National  Health  Service.  A proportion  of  these  pre-N.H.S.  Act  registrars  have 
reached  the  position  of  highly  trained  senior  registrars  of  more  than  four  years 
standing  without  as  yet  having  a consultant  appointment  in  sight.  There  is  a moral 
obligation  to  ensure  their  future. 

19.  The  title  “ registrar  ” is  misleading  in  that  it  continues  to  be  applied  indiscri- 
minately to  senior  resident  posts  essential  (as  they  were  in  the  past)  to  the  efficient 
day-to-day  working  of  the  hospitals,  but  not  all  stepping-stones  to  the  limited 
number  of  senior  registrar  appointments  now  regarded  as  the  only  true  training 
posts  for  future  consultant  status.  We  are  of  the  opinion  that  the  present-day  title 
of  registrar  should  be  abolished  and  for  these  men  and  women  the  well-established 
titles  of  Senior  House  Surgeon,  Resident  Surgical  Officer,  Resident  Medical  Officer, 
and  so  on  should  be  restored.  This  would  make  it  clear  that  these  men  and  women 
are  not  yet  chosen  as  trainees  for  consultant  posts.  The  term  Registrar  should 
therefore  apply  in  the  future  only  to  present-day  senior  registrars. 

20.  The  opportunities  for  the  absorption  into  practice— both  general  and  specialist 
—of  well-trained  registrars  and  of  a proportion  of  senior  registrars,  have  become 
severely  restricted  in  the  past  few  years  both  at  home  and  abroad.  The  present 
attitude  of  general  practitioners  is  to  regard  a young  doctor  well  trained  in  surgery 
as  unsuitable  to  join  a partnership.  A change  of  attitude  is  most  desirable.  No 
longer  are  there  careers  in  the  Indian  Medical  Service,  and  very  few  in  the  Colonial 
Medical  Service. 

21.  The  virtual  extinction  of  the  general  practitioner-surgeon  class  has  closed  yet 
another  avenue.  This  we  regard  as  a retrograde  step,  for  at  many  hospitals  there  is 
room  within  surgical  teams  headed  by  a consultant  for  the  competent  general 
practitioner-surgeon. 

Private  Consulting  Practice  as  an  Incentive  to  Entering  the 
Consultant  Branch  of  Medicine 

22.  The  sense  of  independence  engendered  by  freedom  to  engage  in  private  practice 
reflects  one  of  the  most  cherished  traditions  of  the  profession — the  doctor-patient 
relationship.  Furthermore,  private  consulting  practice  brings  ia  consultant  in  personal 
contact  with  a wider  range  of  social  groups  in  the  community.  He  meets  men  and 
women  important  in  public  life,  in  business  and  the  professions,  without  the 
embarrassment  of  a pre-arranged  “ national  ” contract.  He  is  free  to  offer  them  his 
skill  at  times  and  places  suitable  to  all  concerned.  Private  practice  augments  a 
consultant’s  professional  income  and  is  thus  one  of  the  important  incentives  appro- 
priate by  long  tradition  for  the  free  and  learned  professions.  The  importance  of 
“differential”  rewards  was  fully  realised  by  the  Spens  Committee  and  it  was  to 
meet  this  essential  demand  that  the  Distinction  Award  system  was  devised.  In 
addition  to  the  incentive  to  'the  individual,  there  is  the  undoubted  value  of  private 
consulting  practice  to  the  nation,  both  as  regards  prestige  and  the  augmentation  of 
the  national  income  by  patients  from  abroad  who  may  wish  to  come  to  this  country 
for  private  treatment. 

Comparative  treatment  for  Income  Tax  purposes  and  in  relation  to  expenses  of 
whole-time  and  part-time  consultants  in  the  National  Health  Service 

23.  The  present  situation  as  regards  the  whole-time  consultant  is  inequitable,  and 
should  be  remedied  without  delay.  It  cannot  be  emphasised  too  often  that  the 
professional  clinical  obligations  of  the  part-time  consultant  and  the  whole-time  con- 
sultant are  identical.  They  are  based  on  a responsibility  for  patients  24  hours  in  the 
day,  seven  days  a week,  and  365  days  a year,  a responsibility  interrupted  only  during 
periods  of  leave  in  which  the  care  of  the  patient  is  delegated  to  a colleague  of  equal 
status.  For  both  the  part-time  and  whole-time  consultant  this  continuous  obligation 
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involves  the  same  need  for  being  on  emergency  call,  and  therefore  the  same  need 
for  the  possession  of  a telephone ; the  use  of  a oar  ; the  obligation  to  attend  meetings 
at  home  and  abroad ; the  same  liability  for  expenses  incurred  in  the  preparation 
of  lectures,  articles  for  the  medical  press  and  text-books — and  so  on.  For  the 
part-time  consultant,  these  are  overhead  expenses  and  non-taxable.  It  is  not  widely 
known  that  the  whole-time  consultant  does  not  receive  their  equivalent  as  direct 
tax-free  allowances  from  his  employing  authority. 


Distinction  Award  System 

24.  As  far  as  we  are  able  to  judge,  the  Distinction  Award  system  seems  to  have 
worked  well  and  so  far  has  given  rise  to  very  little  criticism.  As  we  have  already 
said,  there  must  be  differentials  in  rewards  in  all  free  professions.  Consideration 
might  well  be  given  to  extend  the  system  to  embrace  those  engaged  in  general 
practice. 

Specific  Proposals  for  Medical  Remuneration 

25.  The  College  has  already  in  an  earlier  part  of  this  document  expressed  the 
view  that  the  existing  scales  of  consultants’  remuneration  should  be  reviewed  as 
envisaged  in  the  Spens  Report,  in  order  that  they  should  represent  equitably  the 
present-day  values  of  money. 

Whitley  Council 

26.  We  consider  that  the  Whitley  Council  System,  admirable  no  doubt  for  a 
wide  range  of  manual  and  clerical  occupations,  is  not  the  proper  mechanism  for 
discussions  between  a free  and  learned  profession  and  the  so-called  “ employing 
authorities  ”.  It  should  not  be  impossible  to  devise  an  Arbitration  Council  of  the 
highest  level  which  would  be  acceptable  to  the  medical  profession. 


PART  B— DENTAL  SURGERY 
Preamble 

27.  The  Royal  College  of  Surgeons  of  England  has  been  actively  and  continuously 
concerned  with  dental  education  and  with  the  professional  examinations  taken  by 
dental  students  for  nearly  one  hundred  years.  In  fact,  the  College  was  the  first 
statutory  body  in  the  United  Kingdom  to  introduce  examinations  for  a registrable 
dental  qualification.  These  examination's  'have  been  held  uninterruptedly  since  1860 
and  more  dentists  in  the  United  Kingdom  have  obtained  the  Licence  in  Dental 
Surgery  of  this  College  than  have  taken  any  other  dental  diploma  or  degree.  In  the 
years  1950-54  inclusive  1,106  of  the  2,736  dentists  whose  names  were  added  to  the 
Register  held  this  Licence.  This  extensive  connection  with  the  science  and  the 
practice  of  dental  surgery  was  made  even  closer  by  the  creation  of  the  Faculty  of 
Dental  Surgery  'and  the  'institution  of  a Fellowship  in  Dental  Surgery  by  the 
Council  of  the  College  under  Royal  Charter  in  1947. 

28.  The  Fellowship  in  Dental  Surgery  is  recognised  as  a higher  qualification  which 
most  consultants  in  dentistry  in  England  and  Wales  would  be  expected  to  hold. 

29.  The  Faculty  of  Dental  Surgery  was  founded  to  advance  the  science  and  art 
of  dental  surgery,  to  encourage  study  and  research,  and  to  protect  the  rights  of 
dental  surgeons-  acquired  by  them  as  Fellows  or  Licentiates  in  Dental  Surgery  of 
the  College.  It  is  governed  under  the  Council  by  a Board  elected  by  the  Fellows 
and  Licentiates  and  a Dean  elected  by  the  Board. 

30.  Its  principal  activities  are  concerned  with:  — 

(a)  the  Licensing  and  Fellowship  Examinations  and  the  examinations  for  the 
Diploma  in  Orthodontics, 

( b ) courses  of  instruction  in  connection  with  the  Fellowship  in  Dental  Surgery 
and  other  diplomas  of  the  College, 

(c)  special  lectures  by  eminent  persons  from  the  United  Kingdom,  Dominions 

and  abroad, 
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(d)  inspection  of  hospital  departments  in  relation  to  their  suitability  for  post- 
graduate training, 

(e)  representation  upon  statutory  committees  for  consultant  and  other  appoint- 

ments in  the  hospital  dental  service, 

(f)  promotion  of  research  through  its  Department  of  Dental  Science,  and 

( g ) advising  the  Council  of  the  College  upon  all  matters  connected  with  dental 
surgery. 

31.  The  Royal  College  of  Surgeons  of  England  is  therefore  a body  which  is  fitted 
by  experience  to  offer  evidence  to  this  Royal  Commission  on  dental  surgery  at 
hospital  and  consultant  level.  Moreover,  its  position  as  the  licensing  body  for  a 
high  proportion  of  the  dentists  in  general  practice  leads  it  also  to  extend  its  concern 
to  the  conditions  in  which  these  licentiates  work.  The  causes  of  dissatisfaction 
among  them  were  studied  in  detail  by  the  Committee  on  Recruitment  to  the  Dental 
Profession  and  are  subject  of  comment  in  the  Report  of  that  Committee  (Para- 
graphs 61-74)  and  indeed  of  recommendations  for  a thorough  review  of  the  whole 
system  of  remuneration.  The  striking  decline  in  dentists’  earnings  during  the  latter 
part  of  their  careers,  a circumstance  which  apparently  obtains  in  no  other  profession, 
the  virtual  disappearance  of  the  goodwill  value  of  practices,  and  apprehension  that 
financial  returns  may  be  abruptly  diminished  by  sudden  alterations  in  the  regulations, 
these  are  circumstances  which  the  College  views  with  no  less  concern  than  did 
the  Inter-Departmental  Committee.  The  presentation  of  further  evidence  on  these 
aspects  will,  however,  come  more  fittingly  from  other  professional  organisations. 

32.  The  following  paragraphs,  in  which  the  number  corresponds  to  the  list  of 
questions  supplied  by  the  Royal  Commission,  contain  information  arising  out  of 
the  experience  of  the  College  in  its  educational  activities  and  through  its  connection 
with  hospital  and  consultant  practice. 

(ii)  The  quality  and  quantity  of  newly  qualified  dentists 

33.  When  the  Dentists  Act  of  1921  was  passed  there  were  only  some  five  thousand 
Dental  Surgeons  in  the  United  Kingdom  and  many  of  these  were  medical  men 
with  dental  qualifications.  From  the  days  of  John  Hunter  (1728-93),  who  incidentally 
practised  dentistry  himself,  dental  surgeons  had  regarded  themselves  as  practising 
a branch  of  surgery  and  as  being  required  to  conform  to  the  same  code  of  profes- 
sional ethics  as  general  surgeons.  There  was  also  a strong  family  tradition  so  that 
recruits  were  often  drawn  from  professional  homes  where  learning  and  culture  were 
honoured  for  their  own  sake.  In  the  circumstances  that  obtain  today,  however, 
professional  men  whose  incomes  are  just  above  the  arbitrary  level  for  Local  Educa- 
tion Authority  Grants  often  find  it  impossible  to  give  a professional  education  to 
two  or  three  children,  and  dentistry  is  the  poorer  by  the  subtraction  of  an  element 
which  proved  so  important  in  its  'historical  development  and  which  we  should  expect 
to  have  played  a leading  part  in  its  further  establishment  as  a free,  liberal  and 
learned  profession. 

34.  The  quality,  in  so  far  as  this  refers  to  the  professional  competence  of  the 
new  entry,  however,  is  safeguarded  by  the  standard  of  the  examinations  which 
are  required  to  be  passed  by  candidates  for  the  Licence  in  Dental  Surgery  of  this 
College.  Moreover,  since  the  war — except  for  1952  and  1953 — the  number  of 
applications  for  places  in  the  Dental  Schools  has  been  greater  and  there  has  therefore 
been  an  opportunity  for  the  schools  to  be  more  selective.  The  academic  standard 
of  those  entering  the  profession  is  thus  maintained,  .though  for  the  reasons  we  state 
above  we  could  wish  to  have  more  sons  and  daughters  of  professional  men ; and 
indeed  it  would  seem  to  be  a very  serious  criticism  of  the  conditions  under  which 
Dental  Surgeons  practise  today  that  they  should  often  he  unable  to  afford  to  put 
their  sons  and  daughters  into  their  own  profession.  We  do  not  believe  that  the 
Royal  Commission  will  allow  this  unhappy  state  of  affairs  to  escape  their  notice. 

35.  The  quantity  is  a matter  of  greater  concern. 

36.  Although  there  have  been  more  applicants  since  the  war  there  was  a dangerous 
fall  in  1952  and  1953  which  led  to  the  Committee  on  Recruitment  to  the  Dental 
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Profession  being  set  up.  The  warning  in  the  Report  of  that  Committee  that  the 
number  of  practitioners  is  about  to  diminish,  whatever  steps  be  taken  to  increase 
recruitment,  is  viewed  by  this  College  with  the  gravest  concern  and  we  would  urge 
With  all  'the  emphasis  at  our  command  that  the  remedies  proposed  by  that  Committee 
be  adopted  without  further  delay.  These  ■include  the  building  of  more  schools  and 
the  training  of  more  teachers  as  well  as  securing  a greater  degree  of  contentment 
amongst  members  of  the  profession  themselves  who  must  always  be  the  best  advocates 
in  attracting  new  recruits. 

37.  The  dental  profession  makes  a contribution  to  the  comfort  and  efficiency  of 
the  community  that  is  both  important  to  its  welfare  and  highly  prized  by  the 
individual  though  dental  services  are  no  doubt  taken  very  much  for  granted  so 
long  as  they  remain  available.  It  would  now  appear  that  it  is  already  too  late 
to  avert  a shortage  that  may  well  amount  to  a national  crisis  of  no  small  significance. 
It  is  therefore  a matter  of  great  urgency  to  apply  the  remedies  prescribed.  The 
one  with  which  the  Royal  Commission  is  particularly  concerned  is  that  the  profes- 
sion should  be  relieved  of  financial  anxiety  and  that  the  sense  of  injustice  under 
which  they  labour  should  be  removed.  This  can  only  be  effected  by  establishing 
their  remuneration  on  a scale  to  give  them  an  assured  social  position:  appropriate 
to  the  responsibilities  they  shoulder,  to  the  length  of  their  training,  to  their  arduous 
daily  task  and  to  the  importance  of  the  service  they  render  to  the  community. 

38.  This  is  not  only  a matter  of  justice  but  is  an  essential  corollary  to  the  building 
of  new  schools  if  the  entry  is  to  be  raised  and  maintained  at  the  level  recommended 
in  the  reports  of  both  the  Committee  on  Recruitment  to  the  Dental  Profession 
(1956)  and  the  Inter-Departmental  Committee  on  Dentistry  (1946),  a level  which 
is  minimal  if  the  most  serious  results  of  the  impending  shortage  are  to  be  averted. 

(iv)  The  cost  and  duration  of  training  and  the  extent  to  which  the  cost  is  or  should 
be  met  from  grants  {including  both  the  adequacy  of  the  individual  grants  and 
the  proportion  of  students  receiving  them ) 

39.  While  itihe  length  of  the  degree  course  for  dentistry  is  in  some  Universities 
the  same  as  that  for  medicine,  in  general  the  courses  are  somewhat  shorter.  Never- 
theless, the  cost  of  the  training  is  greater.  This  is  due  in  some  cases  to  higher 
annual  tuition  fees  for  denltal  students;  and  in  any  case,  books,  dental  instruments 
for  use  an  the  clinical  years,  anatomical  specimens,  mechanical  tools  (all  of  which 
the  student  is  required  to  provide  himself)  together  with  hire  'of  microscope  oost 
over  £200. 

40.  These  circumstances  accentuate  the  difficulty  that  professional  men  experience 
in  sending  even  one  child  .to  the  University  for  five  years  'if  their  incomes  are  just 
above  the  level  applied  by  (the  Local  Education  Authorities  in  awarding  their 
grants.  If  they  have  more  than  one  child  to  consider  the  difficulties  may  be 
insurnmuntabfle. 

(vi)  The  relative  advantages  and  disadvantages,  financial  and  otherwise  of  service 
as : — 

(d)  a whole-time  consultant, 

(e)  a part-time  consultant  with  the  maximum  number  of  sessions, 

(f)  a part-time  consultant  with  only  a few  sessions, 

(g)  a Senior  Hospital  Dental  Officer, 

(h)  a General  Dental  Surgeon  in  the  hospital  service, 

(j)  a dentist  in  any  other  sort  of  practice  or  employment. 

General  Comment  on  Hospital  Staffing  Problems 

41.  The  number  of  Dental  Consultant  appointments,  either  full-time  or  part- 
time,  is  quite  insufficient  for  'the  needs  of  (the  Hospital  Service.  Moreover,  those 
who  have  conscientiously  undergone  the  long  course  of  training  as  Registrars,  and 
who  are  worthy  .of  consultant  status,  find  that  few  posts  are  available  to  them.  This 
inevitably  leads  to  frusitraition  and  widespread  dissatisfaction  so  that  it  has  become 
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a matter  of  extreme  difficulty  to  encourage  enterprising  young  men  of  merit  to 
train  as  consultants.  Recruits  to  this  branch  of  the  Profession  have  been  lost  and 
will  continue  to  be  lost  as  long  as  this  feeling  prevails. 

42.  Whatever  may  be  the  reason,  Boards  of  Governors  of  Teaching  Hospitals 
and  Regional  Hospital  Boards  have  not  met  the  basic  requirements  of  the  recom- 
mendations relating  to  the  dental  service  in  hospitals  and  it . would  appear  that  the 
only  solution  is  a separate  central  grant  to  promote  the  hospital  dental  service.* 

43.  The  provision  for  dental  treatment  in  general  hospitals  is  correspondingly 
unsatisfactory ; in  many  either  there  is  no  dental  department  or  else  it  is  inadequate 
in  respect  of  accommodation,  facilities  and  staff.  Consultants  may  have  to  carry 
out  work  which. is  within  the  capacity  of  a general  dental  practitioner  and  which 
the  general  practitioner  could  do  more  economically.  Where  there  is  no  consultant, 
or  where  adequate  facilities  'are  lacking,  registrars  cannot  of  course  be  trained. 

(vi)  (d)  a whole-time  consultant 

(vi)  (e)  a part-time  consultant  with  the  maximum  number  of  sessions 

44.  In  whatever  category  he  may  serve,  the  full-time  Officer  as  at  some  dis- 
advantage in  comparison  with  'his  part-time  colleague  in  respect  of  allowances  for 
taxation.  Nevertheless,  since  private  consulting  practice  is  meagre  in  dentistry  in 
comparison  with  that  in  medicine  and  surgery,  it  would  seem  that  a large  proportion 
of  full-time  or  almost  full-time  posts  is  most  appropriate.  We  regard  this  as  a 
regrettable  necessity  and  we  endorse  the  views  expressed  in  Part  A as  to  the  need 
for  a special  measure  of  independence  to'  which  a professional  man  is  entitled  and 
which  is  essential  to  those  who  have  the  responsibilities  of  leadership. 

(vi)  (J)  a part-time  consultant  with  only  a few  sessions 

45.  This  is  the  usual  type  of  consultant  appointment  now  available  particularly 
in  teaching  hospitals.  It  is  a continuation  of  the  system  of  honorary  appointments 
which  existed  before  the  inception  of  the  National  Health  Service.  The  dental 
consultant  attended  on  a small  number  of  sessions  per  week  without  remuneration, 
and  these  posts  were  only  held  by  those  who  were  sufficiently  interested  in  hospital 
and  teaching  work  to  do  it  'Without  payment ; they  formed  the  backbone  of  the 
voluntary  hospital  system. 

46.  In  teaching  hospitals  there  is  a strong  case  for  the  continuance  of  part-time 
appointments  but  each  should  involve  attendance  on  a minimum  of  3-4  sessions  per 
week.  The  holders  of  these  posts  in  addition  to  carrying  out  clinical  work  play 
a most  impoirtant  part  in  undergraduate  instruction. 

47.  At  present,  however,  a number  who  attend  only  for  one  or  two  sessions  weekly 
have  twenty-five  years  to  serve  and  it  would  therefore  be  necessary  either  to  increase 
the  number  of  consultant  sessions  or  to  wait  until  consultants  retire  and  give  their 
sessions  to  itheir  colleagues.  The  latter  procedure  would  block  the  young  entry  to 
consultant  rank  for  a long  time,  and  we  strongly  urge  that  in  those  teaching 
hospitals  where  this  system  finds  iits  fullest  expression  the  number  of  consultant 
sessions  be  increased. 

48.  Apart  from  the  teaching  hospitals,  we  believe  that,  elsewhere  in  'the  Health 
Service,  dental  consultants  should  be  employed  for  one  or  two  sessions  per  week 
only  in  exceptional  circumstances,  and  the  comments  in  Part  A are  endorsed.  Such 
a system  does  not  promote  efficiency  or  economy  in  the  working  of  the  hospital 
service. 

(vi)  (g)  a Senior  Hospital  Dental  Officer 

49.  Appointment  as  a Senior  Hospital  Dental  Officer  was  intended  for  those  whose 
duties  included  clinical  teaching  or  work  beyond  the  scope  of  a General  Hospital 
Dental  Practitioner.  It  was  not  intended  that  dental  surgeons  in  these  grades  should 

* Section  XI.  Sub-section  92  Ministry  of  Health  Publication  (1950) 

“ The  Development  of  Consultant  Services  ” — Annexure. 
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take  the  place  of  consultants  and  we  deplore  that  some  appointments  of  this  kind 
have  been  made  where  the  posts  carry  the  responsibilities  and.  require  the  experience 
of  a consultant. 

(vi)  (h)  a General  Dental  Surgeon  in  the  Hospital  Service 
50  Attention  must  be  drawn  to  the  disparity  in  sessional  pay  between  General 
Medical  Practitioners  (at  the  rate  of  £175  plus  the  recent  addition  awarded  by 
Parliament)  and  General  Dental  Practitioners  (at  the  rate  of  £150  plus  the  recent 
addition  awarded  by  Parliament). 

51.  There  seems  no  justification  for  this,  particularly  as  a General  Dental  Practi- 
tioner’s practice  expenses  are  much  heavier  than  those  of  a General  Medical  Practi- 
tioner and  continue  when  he  is  away  from  his  surgery . 

(vi)  iff  a dentist  in  any  other  sort  of  practice  or  employment 

52.  Research  Appointments : The  College  has  long  shown  an  interest  in  dental 
research  which  culminated  in  the  creation  of  a Department  of  Dental  Science  within 
the  College  in  1955.  The  position  of  the  whole-time  dental  research  worker  is  con- 
siderably less  advantageous  financially  than  that  of  the  general  dental  practitioner. 
He  requires  much  longer  training  during  which  time  he  is  not  earning  and  then 
obtains  remuneration  which  is  much  less.  He  has  doubtful  security  of  tenure  and 
doubtful  prospects  of  advancement.  Facilities  for  work  are  often  poor  and  there 
are  few  alternative  posts  to  which  he  can  change  if  dissatisfied.  He  does  not  receive 
tax  concessions  to  which  a dental  surgeon  in  general  dental  praatice  is  entitled. 

53.  Teaching  appointments : Junior  dental  teaching  posts  are  increasing  in  number, 
but  do  not  attract  a satisfactory  field  of  applicants  owing  to  the  small  salary  which 
attaches  to  them.  The  junior  whole-time  dental  teacher  suffers  financial  disadvan- 
tage compared  with  the  general  practitioner  of  the  same  age  as  regards  scale  of 
salary  and  liability  to  -taxation.  This  disparity  is  most  marked  at  the  beginning  of  a 
teaching  career  but  an  even  more  serious  factor  in  dissuading  able  young  men  from 
embarking  on  one  is  that  there  are  too  few  senior  posts  to  which  they  may  asp-ire. 

54.  If  any  expansion  of  -the  schools  is  to  take  place  the  recruitment  of  junior  staff 
will  present  greater  difficulties  than  anything  else. 

(via)  Any  special  difficulties  encountered  by  the  Registrar  grades 

55.  As  we  have  said  there  is  much  dissatisfaction  amongst  holders  of  this  type 
of  appointment,  due  to  the  dearth  of  senior  posts  in  the  Regional  Board  hospitals 
and  also  in  the  teaching  hospitals. 

56.  Senior  Registrars:  These  are  men  who  hold  a higher  dental  qualification 
and  not  infrequently  a medical  qualification  also.  In  the  case  of  the  senior  registrar 
with  higher  dental  qualifications  only,  it  is  necessary  for  him  to  spend  2 years  as  a 
registrar  and  3-4  years  as  a senior  registrar.  Taking  into  account  his  house  surgeon 
appointments,  this  means  that  a man  cannot  consider  his  training  complete  until 
11  years  after  commencement  as  an  undergraduate  student.  A man  holding  a 
medical  qualification  may  take  longer  still.  The  dental  surgeon  is  then  between 
28  and  33  years  of  age.  Having  been  encouraged  to  embark  on  a full-time  training, 
on  the  assumption  that  there  will  be  an  appropriate  number  of  full-time  senior  posts 
available  in  the  future,  most  senior  registrars  find  on  completion  of  their  training 
that  there  are  no  consultant  posts  available  owing  principally  to  the  failure  of  the 
majority  of  the  Regional  Boards  to  develop  the  dental  service  in  their  hospitals. 
It  is  true  that  a man  who  has  had  a registrar’s  training  of  seven  years  could  find 
a place  in  private  dental  practice  bu-t  it  would  be  a bitter  disappointment  and  he 
would  have  been  subjected  to  severe  financial  stringency  during  his  training  without 
commensurate  gain. 

57.  As  a result  of  this  situation  applications  for  consultant  training  from  young 
dental  .surgeons  of  the  right  calibre  have  virtually  ceased,  and  in  our  opinion,  i-t  is. 
an  urgent  requirement  that  there  should  be  a sufficient  number  of  full-time  consul- 
tant posts  established  in  order  that  there  may  be  an  uninterrupted  rise  from 
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registrar  to  consultant  status  for  those  who  have  submitted  to  the  arduous  training 
involved  and  are  worthy  of  promotion. 

58.  Excluding  honorary  appointments,  in  England,  Wales  and  Scotland  there  are 
293  dental  consultants  (including  those  in  teaching  hospitals)  and  this  would  at  first 
seem  to  be  a reasonable  number  in  proportion  to  ‘the  total  number  of  dental  surgeons 
in  these  countries.  However,  on  investigation  it  is  found  that  many  of  them  are 
part-time  consultants  and  are  doing  only  from  1-3  sessions  a week.  Estimated  on  a 
full-time  basis,  therefore,  the  total  number  of  dental  consultants  in  England,  Wales 
and  Scotland  cannot  possibly  be  in  excess  of  90,  and  even  this  figure  gives  an  unduly 
favourable  impression  since  most  of  these  consultants  are  concentrated  in  the  teach- 
ing hospitals  leaving  very  few  for  the  hospitals  of  the  Regional  Boards. 

59.  We  have  referred  to  the  discouraging  effect  of  these  factors  on  the  recruitment 
of  applicants  for  consultant  training.  In  contrast,  in  the  specialty  of  orthodontics 
where  a number  of  consultant  posts  have  recently  been  created,  applicants  for 
specialist  training  are  now  coming  forward  in  satisfactory  numbers. 

60.  Registrars : Again,  these  are  training  posts,  mainly  full-time,  but  part-ttime  in 
some  teaching  hospitals.  There  is  the  danger  that  the  holders  of  such  posts  in  general 
hospitals  may  receive  inadequate  training  owing  to  the  shortage  of  consultants  in  the 
Regions.  This  is  a most  regrettable  state  of  affairs,  and  quite  contrary  to  that 
envisaged  when  this  type  of  post  was  created. 

(xi)  General  comments  on  the  system  of  distinction  awards  for  consultants  and  the 
method  of  allotting  them,  with  any  suggestions  for  an  alternative  system 

61.  As  far  as  it  is  possible  to  judge,  the  system  of  Distinction  Awards  is  working 
equitably  and  smoothly.  We  know  of  no  method  less  likely  to  cause  disharmony, 

(xvii)  Proposals  for  specific  machinery  or  procedures  to  be  established  for  dealing 
with  future  discussions  of  dental  remuneration 

62.  We  consider  that  it  is  essential  to  the  healthy  development  of  a dental  consul- 
tant service  that  dental  and  medical  consultants’  remuneration  should  be  equal. 
We  believe  that  this  has  been  a most  valuable  factor  in  implementing  the  dental 
consultant  service  from  the  beginning  and  has  encouraged  a high  standard  of  attain- 
ment based  on  an  equally  long  training  for  dental  consultants. 

63.  We  consider  that  whatever  machinery  be  adopted  for  medical  consultants 
should  also  be  used  in  settling  disagreements  that  may  arise  in  connection  with  dental 
consultants’  remuneration. 


Annexure 

Ministry  of  Health  publication  on 
The  Development  of  Consultant  Services  (pub.  1950) 


SECTION  XI.  Sub-section  92 


It  is  advisable  that  a dental  surgeon  specialising  in  oral  surgery  should  be  available 
in  a large  centre  or  for  a group  of  smaller  centres.  One  such  consultant,  working 
whole-time,  would  probably  meet  the  needs  of  a population  of  about  300,000  ; he 
might  supervise  generally  the  work  of  any  resident  dental  staff,  some  of  whom 
should  be  consultants  in  training. 

James  Paterson  Ross, 

President. 

Lincoln's  Inn  Fields, 


W.C.2. 
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Examination  of  Witnesses 
Sir  James  Paterson  Ross — President 
Sir  Harry  Platt 
Mr.  Harold  Edwards 
Sir  Wilfred  Fish 
Sir  William  Kelsey  Fry 
Professor  R.  V.  Bradlaw 

on  behalf  of  the  Royal  College  of  Surgeons  of  England 
Called  and  Examined 


4054.  Chairman : Sir  James,  we  have 
had  your  memorandum,  and  we  have 
considered  it  carefully.  We  asked  you 
to  come  a little  bit  earlier  this  morning 
than  we  have  been  asking  most  of  the 
bodies  because  we  thought  we  would 
probably  be  able  to  get  through  this 
before  lunch  without  pressing  you  un- 
duly. I do  not  want  to  restrict  you  in 
anything  you  may  want  to  put  either 
on  these  or  other  points  which  may  have 
occurred  since  you  first  got  our  question- 
naire on  which  you  have  given  us  these 
answers ; but  you  may  know  that  we 
were  in  Scotland  a few  weeks  ago  when 
we  saw  the  three  Colleges  up  there, 
including  the  Royal  College  of  Surgeons 
of  Edinburgh.  In  the  course  of  our  visit 
we  asked  some  600  questions,  so  that 
we  have  covered  some  of  the  topics  in 
which  we  are  particularly  interested 
fairly  thoroughly.  We  may  not  there- 
fore need  to  go  into  all  those  so 
thoroughly  with  you.  You  probably 
realise,  and  I do  not  need  to  say,  that 
it  is  our  job  to  test  all  the  submissions 
made  to  us  by  thorough  questioning,  and 
that  if  we  do  not  nobody  else  is  there 
to  do  so.  We  would  hate  it  to  be 
thought  by  any  witness,  either  those 
present  or  those  who  have  appeared 
before  us  already,  that  we  have  made 
up  our  minds  on  any  of  these  particular 
matters  about  which  we  are  questioning. 
Our  questions  are  not  intended  to  show 
that.  You  will  also  know  that  we  have 
already  sent  out  to  doctors  a question- 
naire on  actual  earnings  and  it  has 
already  been  answered  by  a very  high 
proportion  of  them.  A similar  question- 
naire has  also  gone  out  to  members  of 
some  other  professions  and  will  go  to 
a good  many  others,  but  until  we  get 
■those  facts  we  cannot  possibly  deal  with 
the  second  part  of  our  terms  of  reference, 
which  is  broadly  to  recommend  actual 
levels  of  remuneration  in  the  light  of 
the  current  earnings  situation.  I wished 


to  make  just  those  few  preliminary 
remarks. 

Therefore  you  will  appreciate  that  any 
questioning  that  we  may  go  in  for  does 
not  imply  disbelief  in  any  points  you 
have  submitted,  or  scepticism.  Equally 
whenever  we  miss  a point  you  have  made 
in  your  written  evidence  it  does  not 
mean  that  we  have  accepted  any  proposi- 
tion put  forward  -by  you. 

We  have  distributed  the  work  of  this 
Commission  mainly  to  two  sub- 
committees. I do  not  think  it  is  because 
someone  of  your  name  is  President  at 
the  moment  that  we  have  distributed 
this  one  to  the  Northern  sub-committee 
under  Sir  Hugh  Watson,  but  I think 
you  will  probably  be  able  to  talk  in  very 
similar  idioms  if  you  feel  so  inclined. 
Sir  Hugh  has  been  Chairman  of  the 
sub-committee  which  has  considered  your 
evidence,  and  I would  like  him  to  take 
over. 

First  of  all  I see  that  you  are  repre- 
sented by  six  people,  and  I believe  one 
of  you  can  speak  particularly  for  the 

dentists,  ‘is  that  so? Sir  James 

Paterson  Ross:  Sir  Wilfred  Fish,  Sir. 

4055.  To  the  extent  that  there  are  any 
special  points  affecting  the  dental  pro- 
fession rather  than  the  medical  one.  Sir 

Wilfred  will  be  able  to  answer? 1 

would  like  to  make  it  clear  that  there 
are  actually  three  representatives  of  the 
dental  profession  here,  Sir  Wilfred  Fish 
and  Sir  William  Kelsey  Fry,  and  also 
Professor  Bradlaw  ; so  that  actually  there 
are  three  who  can  answer  questions  for 
them. 

4056.  Sir  Hugh  Watson : Sir  James,  in 
your  memorandum  which  you  have- 
given  to  us  you  do  outline  in  the  open- 
ing paragraphs  the  functions-  and  the- 
status  of  the  Royal  College.  Perhaps-, 
we  do  not  need  to  go  into  that  in  detail* 
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beyond  just  saying  for  the  record  that 
the  College  is  a scientific  and  educational 
body? Yes,  Sir. 

4057.  And  as  you  mention  in  your 
paragraph  2 its  activities  fall  into  the 
three  main  headings  of  examinations, 
research  and  postgraduate  education.  As 
you  bring  out  later,  the  Fellowship  of 
the  Royal  College  is  granted  after  some 
very  stringent  discipline  and  very 
stringent  examinations,  and  it  is  in  fact 

a highly  prized  distinction? That  is 

right. 

4058.  May  I take  it  then,  Sir  James, 

that  the  majority  of  your  Members,  and 
of  those  whom  you  represent  here  before 
the  Commission  today,  probably  come 
within  the  consultant  branch  of  the  pro- 
fession?  Yes,  as  far  as  the  Fellows 

are  concerned.  A certain  number  of 
the  Members  also  might  be  consultants, 
but  I think.  Sir,  we  may  say  that  the 
body  that  we  are  speaking  for  principally 
are  the  Fellows  of  the  College. 

4059.  And  therefore  in  your  memoran- 

dum on  the  medical  side  you  do  not  to 
any  extent  deal  with  the  problems  con- 
fronting the  general  practitioner? 

That  is  right,  Sir.  We  have  had  them 
at  the  back  of  our  minds  because  of  our 
Members,  but  we  have  rather  left  that 
subject  to  others  who  are  giving  evidence 
to  the  Commission. 

4060.  Now,  Sir  James,  in  your 
memorandum,  when  you  come  on  to 
deal  with  the  problems  which  confront 
the  Commission,  the  questions  - on 
remuneration,  you  go  back  to  that  basis 
with  which  we  are  all  now  so  familiar, 
the  report  of  the  Spens  Committee  on 
consultants  on  which  lUhe  consultants 
agreed  to  enter  the  Health  Service.  We 
have  had,  as  you  will  appreciate,  many 
opportunities  of  enquiring  into  these 
Spens  Reports,  and  this  one  in  particular. 
Could  you  tell  us,  generally  speaking, 
whether  the  view  of  the  Royal  College 
is  that  Spens  was  a base  on  which  you 

expected  to  rest  for  all  time? May  I 

say  one  thing  before  that  question  is 
answered?  We  rather  hope  that  you  will 
permit  us  to  divide  the  answering  in 
giving  evidence  to  the  Commission  into 
sections.  I would  be  prepared  to  speak 
about  the  general  activities  of  the 
College,  and  Sir  Harry  Platt,  who  has 
been  familiar  with  Spens  from  the 
beginning,  might,  if  you  would  permit 
it,  answer  you  especially  about  these 
matters  which  you  are  asking  me  now. 


4061.  Certainly. Is  that  allowed? 

4062.  Chairman : That  is  absolutely 
right.  You  will  be  asked  questions  by 
many  people,  and  we  would  like  you  to 
allocate  the  answers  to  whoever  is  best 

qualified  to  speak. If  I might  ask 

Sir  Harry  to  reply  to  that? — Sir  Harry 
Platt : I think  that  the  first  question 
is  in  a way  far  too  sweeping.  I was  a 
member  of  the  Spens  Committee,  so  I 
am  very  familiar  with  not  only  its 
findings  _ but  the  spirit  and  the  intent 
behind  it.  What  I would  really  like  to 
emphasise  is  that  the  crux  of  the  whole 
situation  is  this:  the  scale  of  remunera- 
tion the  Spens  Committee  agreed  upon 
as  the  starting  point  and  based  on  1939 
values  bore  no  relation  to  any  of  the 
fuHitime  services,  then  existing — medical 
officers  of  the  Armed  Forces,  in  Govern- 
ment employ,  in  Universities,  scientific 
institutions,  and  so  on.  It  was,  as  we 
say  in  our  memorandum,  and  this  is  most 
important,  a conclusion  based  on  the 
equation  of  a hypothetical  salary  range 
with  the  earnings  from  private  practice. 
The  4,000  odd  consultants  then  existing 
— there  are  now  6,000 — had  never  in 
their  history  considered  that  their 
remuneration — as  with  the  Bar,  which  is 
the  only  other  comparable  profession 
today — bore  any  relation  to  existing  full- 
time services.  That  is  fundamental. 
That  is  the  case,  as  it  were,  for  the 
defence,  that  the  4,000  consultants,  or 
6,000  there  are  now,  represent  a body 
quite  apart  who  were  recruited  through 
a totally  different  set  of  circumstances, 
with  the  highest  diplomas  which  were 
not  necessary  in  ail  these  either  services, 
with  a long  period  of  academic  and 
practical  training ; a body  which  no 
other  branch  of  the  medical  profession 
or  any  full-time  medical  officers  in 
Whitehall  really  compared  with.  I would 
like  to  emphasise  that. 

4063.  I accept  that,  but,  of  course,  as 
you  know  far  better  than  we  do,  before 
the  National  Health  Service  there  were, 
broadly  speaking — there  may  be  many 
more — but  there  were  broadly  speaking 
two  types  of  consultant,  were  there  not? 
In  the  first  place  there  were  consultants 
in  the  local  authority  hospitals  whom 
you  probably  would  not  regard  as  con- 
sultants in  the  sense  in  which  you  were 

speaking  just  now? At  that  time  very 

few  of  those  occupied  in  the  eyes  of  the 
profession,  as  it  were,  -the  higher 
brackets.  It  was  not  a question  of 
remuneration,  but  of  leadership  and 
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status.  It  was  an  artificial  situation 
created  by  one  or  two  local  authorities. 

4064.  And  these  gentlemen  were  all 

paid  by  way  of  salary? Yes. 

4065.  On  the  other  hand  you  had  the 
branch  of  the  profession  which  you 
really  represent  here  today  remunerated 

almost  entirely  by  way  of  fees? Yes, 

and  very  often  with  small  part-time 
salaries  either  at  voluntary  hospitals  or 
local  'authority  hospitals. 

4066.  And  'in  the  voluntary  hospitals, 
gentlemen  who  afterwards  rose  to  the 
highest  positions  in  your  profession 
began,  as  you  say,  with  a token  pay- 
ment and  were  glad  to  be  allowed  into 
these  voluntary  hospitals  in  order  to 

learn  their  profession? -In  order  to 

practise  their  profession.  They  were  not 
appointed  to  the  staffs  of  these  voluntary 
hospitals  until  they  had  acquired  after 
the  highest  academic  attainments  and 
practical  experience  a degree  of  skill 
which  the  governing  bodies  of  those 
hospitals  demanded  when  making  their 
selection. 

4067.  Before  they  got  to  that  point 
they  were  in  the  hospitals  in  some 

capacity  or  another  as  assistants? 

Yes. 

4068.  And  they  were  learning  their 

profession? Yes,  below  the  con- 

sultants. 

4069.  They  were  earning  very  little? 
Very  little  indeed. 

4070.  And  Spens  went  a long  way  to 

rectify  that,  did  he  not? Absolutely. 

4071.  One  of  the  things  that  the  Spens 

Consultant  Committee  did  was  to  put 
the  embryo  consultant  on  a much  more 
sure  financial  footing  in  his  early  days 
than  he  was  before. Quite  so. 

4072.  In  paragraph  9 of  your 
memorandum  you  say,  Sir  Harry,  that 
it  was  not  until  1954  that  the  first  adjust- 
ment on  the  Spens  recommendation  was 

made.  That  is  not  quite  so,  is  it? 

These  I think  are  quotations.  I think  my 
President  would  agree  that  the  Royal 
College  of  Surgeons  is  really  not  con- 
cerned with  half  crowns,  as  it  were.  We 
have  paid  very  little  attention  to  details 
of  remuneration.  We  have  dealt  with 
the  broad  issues  in  terms  of  the  status  of 
the  consultant  and  with  equity  in  the 
background. 


4073.  I quite  accept  that,  and  if  you 
please  we  will  not  talk  about  half  crowns. 
But  may  I ask  you  to  look  please  at 
the  first  sentence  of  your  paragraph  9 
where  you  say:  — 

“The  Spens  Report  envisaged  the 
maintenance  of  the  economic  position 
of  consultants  and  specialists  in 
accordance  with  changing  money 
values.” 

Spens  directed  that  those  who  were  to 
do  the  part  of  the  task  which  he  did  not 
feel  competent  to  carry  out  were  to  have 
regard  to  two  things,  did  he  not?  To 
have  direct  regard  not  only  to  the  value 
of  money,  but  also  to  the  increases  which 
have  in  fact  taken  place  in  incomes,  both 
in  the  medical  and  in  other  professions. 
Yes. 

4074.  So  would  you  agree  that  in 
endeavouring  to  carry  out  the  remit  with 
which  it  is  entrusted  th.is_  Royal  Com- 
mission would  be  doing  justice  to  the 
situation  if  it  had  direct  regard  to  both 
these  factors  as  they  find  them  today? 

Yes,  Sir,  provided  the  basic  meaning 

of  the  original  Spens  scale  of  remunera- 
tion and  salary  scales  is  recognised.  If 
I may  I would  quote  from  “ The  Times  ** 
the  evidence  from  the  Health  Depart- 
ments, and  I would  regard  the  sweeping 
conclusion  there  as  quite  invalid  and 
based  on  the  concept  that  doctors  under 
the  National  Health  Service  represent 
a homogeneous  30,000  or  40,000,  what- 
ever it  is.  . . . 

4075.  Chairman : I did  not  catch  the 
reference,  Sir  Harry.  I am  not  quite 

sure  what  you  are  referring  to. 1 

quote  here : “ An  increase  in  the  pay  of 
National  Health  Service  doctors  will  not 
only  directly  affect  the  pay  of  doctors 
in  these  soheres  the  spheres  mentioned 
above,  doctors  in  the  Civil  Service,  the 
Armed  Forces,  local  government,  Uni- 
versities— “but  is  likely  to  have  wide- 
spread indirect  repercussions  throughout 
the  salaried  classes  in  Government  and 
public  service.”  I challenge  that. 

4076.  Professor  Jewkes : Is  this  from 

the  London  “Times  "I— Sir  Hugh 

Watson : Is  it  a report  of  the  proceed- 
ings of  this  Royal  Commission  last 

week? 1 may  be  out  of  order,  but  it 

is  very  germane  to  the  thesis  which  the 
Royal  College  of  Surgeons  is  maintaining 
in  representing,  as  Sir  James  has  said, 
the  Fellows  of  the  College  who  are  a 
substantial  number  of  the  5,000  or  6,000 
consultants  in  the  United  Kingdom. 
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4077.  Professor  Jewkes:  Could  we 

have  the  date  of  “ The  Times 55  report. 

It  would  be  useful? 1 have  taken  the 

cutting  without  dating  it.  It  is  a few 
days  ago. 

4078.  Was  it  in  connection  with  the 
publication  of  the  Willink  Report,  or 

anything  of  that  kind? It  is  a report 

of  evidence  given  to  the  Royal  Com- 
mission here. 

4079.  Sir  Hugh  Watson : Last  week. 
It  is  in  fact,  Sir  Harry,  a summary  of  a 
portion  of  the  memorandum  put  in  by 

the  Ministry  of  Health. 1 would 

submit,  of  course,  it  is  a remarkable 
bi't  of  innocent  or  deliberate  special 
pleading. 

4080.  It  is  undoubtedly  an  extract 

from  the  Health  Departments’  memoran- 
dum. The  words  are  very  familiar. 

We  challenge  the  very  basis  of  this  idea 
that  the  yardstick  of  the  remuneration 
of  the  consultant,  whether  it  is  in  fees, 
or  from  a system  of  National  Health 
Insurance,  or  voluntary  insurance,  bears 
any  relation  to  the  whole-time  services 
which  have  existed  for  generations. 

4081.  Could  I put  this  question  to 

you?  Some  of  your  colleagues  are  pro- 
fessors in  Universities,  and  some  of  your 
colleagues  are  clinical  professors  in 
Universities? Yes. 

4082.  Those  of  your  colleagues  who 
are  clinical  professors  have  the 
opportunity  of  attaining  to,  and  no  doubt 
many  of  them  do  attain  to,  the  distinc- 
tion awards.  You  must  be  aware  that 
the  remuneration  which  medical  pro- 
fessors, clinical  and  otherwise,  enjoy  has 
in  due  course  repercussions  on  the 
remuneration  of  other  professors  not 
only  in  the  medical  but  in  other  faculties 

in  the  Universities? Yes.  That 

atmosphere  of  envy,  shall  I put  it,  did 
not  exist  before  the  war,  before  the  Act. 
It  was  recognised  that  the  way  of  life 
of  the  clinical  consultant  who  dealt  with 
the  sick  man  was  totally  different  from 
the  way  of  life  of  someone  who  had 
entered  another  walk  iotf  life  enjoying  the 
remuneration,  the  pension,  the  conditions 
of  work,  and  so  on,  of  another  sphere. 
I know  there  has  been  agitation  in  the 
Universities.  I know  in  my  own  Uni- 
versity— when  this  came  in,  I was  still 
an  active  member  of  the  Senate — that 
this  atmosphere  as  it  were  of  criticism 
or  envy  was  fanned  to  some  extent.  But 
that  is  unfortunate,  and  it  does  not  alter 


the  fundamental  situation  that  the  way 
of  life,  the  arduous  and  continuous 
twenty-four  hour  responsibility  of  the 
man  who  deals  with  the  sick  patient  as 
an  individual,  is  a way  of  life  which  is 
unique,  and  which  has  no  comparison 
in  the  full-time  services,  in  the  Armed 
Services,  Whitehall,  the  Universities,  and 
so  on. 

4083.  That  aspect  of  the  matter  has 

been  pressed  upon  us,  and  rightly 
pressed  upon  us,  but  the  fact  remains 
that  before  the  National  Health  Service 
you  and  your  colleagues,  if  you  were 
professors  in  the  Universities,  obtained 
a salary  from  the  University,  but  you 
also  derived  fees  from  your  practice  out- 
side about  which  the  University  knew 
nothing? It  was  not  their  business. 

4084.  Nothing  to  do  with  them  at 

all? No. 

4085.  But  now  the  position  is  quite 
different ; dt  is  known  what  the  re- 
muneration of  clinical  professors  is,  and 
it  has  repercussions.  I would  rather  sub- 
stitute a more  colloquial  word,  if  you 
do  not  mind,  for  your  word  “envy”. 
Is  it  not  part  of  the  general  game  of 

leapfrogging  which  goes  on  today? 

I quite  agree  with  you.  It  is  really 
one  of  the  deteriorations  in  our  society 
that  this  sort  of  thing  is  happening. 

4086.  Can  we  come  back  to  what  the 
Ministry  of  Health  said  last  week?  It 
does  not  seem  .to  me  at  all  unreasonable 
— the  Commission  have  not  had  a 
chance  of  considering  this  among  them- 
selves— dt  does  not  seem  to  me  at  all 
unreasonable  to  suggest  that  the  level 
of  remuneration  of  consultants  who  now, 
whether  they  think  it  is  a good  tiling  or 
not,  are  to  some  extent  at  least  remuner- 
ated on  a salary  basis,  must  have  reper- 
cussions upon  the  remuneration  of  other 
medical  people,  and  in  due  course  on 
other  persons  in  the  employment  of  the 

Crown? 1 think  the  fire  has  been  lit, 

I quite  agree,  and  those  repercussions 
will  go  on  now.  It  is  a pity,  but  I 
quite  agree  it  is  a human  situation. 

4087.  Having  arrived  between  us  at 
that  point,  may  I say  that  this  point  was 
put  up  by  the  Ministry  of  Health  last 
week  as  I understood  it  simply  as  a red 
flag,  more  or  less  by  way  of  saying  to 
the  Commission : “ You  will  have  to  be 
very  careful  what  you  do  here,  because 
if  you  do  this  thing  in  a 'big  way  it  will 
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have  effects.”  That  is  a matter  which 
the  Royal  Commission  will  have  to 
weigh  up  and  decide  what  effect  to  give 
to  it.  But  you  see  now  what  is  meant 

by  that  quotation  which  you  read? 

1 hope  whoever  gave  that  evidence  had 
facts  to  support  it. 

4088.  It  was  given  by  the  senior  civil 

servant  in  the  Ministry  of  Health. 

That  was  his  personal  opinion. 

Sir  Hugh  Watson : No.  I think  it  is 
fair  to  say  that  it  was  the  considered 
opinion  of  his  Department.  It  was  their 
experience. 

4089.  Chairman:  Sir  Harry.  I would 
like  to  go  back  a little  bit  further.  Sir 
Hugh  drew  attention  to  the  point  in 
your  memorandum  where  you  seem  to 
refer  only  to  one  of  the  two  criteria 
mentioned  by  Spens.  _ He  said  direct 
.regard  should  be  paid  not  only  to 
changes  in  the  value  of  money  but  to 
increases  which  had  in  fact  taken  place 
since  1939  in  incomes  both  in  the  medi- 
cal and  in  other  professions.  I was  not 
sure  whether  you  were  challenging  that 

conception  or  not? No,  Sir,  in  actual 

fact  the  evidence  before  the  Spens  Com- 
mittee from  other  professions,  as  far 
as  I remember,  was  not  forthcoming. 

4090.  No. It  was  unobtainable. 

4091.  Spens  said,  “ we  leave  to  others  ” 

the  decision  as  to  what  the  rate  should 
be  in  1948,  or  whatever  year  it  was,  but 
it  should  have  regard  to  these  two  fac- 
tors, and  you  have  only  named  one  here 
in  your  submission  to  us. Yes. 

4092.  Does  that  mean  that  you  think 
the  second  one  named,  by  Spens  ought 
not  to  have  been  taken  into  account?—— 
No  I think  it  represents  part  of  a wide 
remit,  and  that  part  of  it  in  practice 
really  faded  into  the  background.  I 
think  behind  it,  too,  in  the  eyes  at  any 
rate  of  the  medical  members,  was  that 
it  was  a protection  against  any  attempt 
to  reduce  the  consultant’s,  earnings  by 
this  revolutionary  change  into  a salary 
system. 

4093.  Sir  Hugh  Watson:  I quite 

accept  the  point  that  you  made  that  not 
a great  deal  of  information  was  avail- 
able to  the  Spens  Committee  about  the 
remuneration  in  other  professions.  The 
point  that  I think  the  Chairman  has  just 
taken  up  is  that  when  they  considered 


the  whole  matter,  Spens — yon  and  your 
colleagues  on  the  Spens  Committee — 
fixed  what  in  their  opinion  would  be 
appropriate  remuneration  for  consultants 
at  1939  values,  and  then  they  went  in 
for  this  classic  phrase  with  which  we 
are  so  familiar : “We  leave  to  others 
the  problem  of  the  necessary  adjustments 
to  present  day  values  . . That  was 
in  1946,  and  you  remember  Spens  never 
went  a day  further  than  1946 — “We 
leave  to  others  the  problem  of  the 
necessary  adjustments  to  present  day 
values  of  money,  but  we  desire  to 
emphasise  as  strongly  as  possible  that 
suoh  adjustments  should  have  direct 
regard  not  only  to  estimates  of  the 
change  in  the  value  of  money,  but  to  the 
increases  which  have  in  fact  taken  place 
since  1939  in  incomes  both  in  the  medi- 
cal and  in  other  professions.” 1 

agree  that  is  quite  impeccable. 

4094.  What  the  Spens  Committee  had 
in  view  at  that  time  was  that  in.  any 
discussions  which  were  to  ensue  in  the 
future,  and  the  Government  have  always 
said  that  their  view  of  Spens  was  that 
the  remuneration  of  the  medical  profes- 
sion should  he  discussed  with  the  pro- 
fession— in  your  case  in  Whitley  B 
on  the  basis  of  these  two  factors,  due 
regard  being  paid  to  both  of  them.  As 
you  are  aware,  there  was  not  available 
to  Spens  a great  deal  of  information 
about  the  incomes  of  other  professions. 
But  as  the  Chairman  began  by  saying, 
this  Commission  is  sending  out  ques- 
tionnaires to  I think  it  is  17  other  pro- 
fessions, and  we  would  hope  to  get  from 
that  fairly  full  information,  about  the 
spread  of  incomes  in  those  professions  in 
recent  years.  Would  you  agree  that  that 
ought  to  give  a reasonable  basis  of 
comparison? — — ‘ft  would  be,  of  course, 
a basis  of  argument  or  discussion  on 
equitable  increases,  but  again  I come 
back  to  this  point  that  even  the  earnings 
in  accountancy,  engineering,  and  so  on, 
bear  no  relation  really  to  the  earnmgs 
of  consultants  in  this  country.  Whether 
there  is  a percentage  increase  on  present 
day  values,  and  so  on,  which  has  some 
reference  to  the  financial  picture  which 
other  professions  give  is  immaterial,  so 
to  speak,  from  the  point  of  view  of  the 
Royal  College  of  Surgeons.  That  must 
be  left  obviously  to  negotiation  and  dis- 
cussion, but  we  do  represent  a wang.ot 
the  profession  which  in  a free  profession 
has  set  its  own  standards  of  remuneration. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


884 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


4095.  Professor  Jewkes:  When  Pro- 
fessor Bradford  Hill  was  making  a 
census  of  pre-war  earnings  for  the  pur- 
pose of  your  Committee,  he  had  to  find 
his  own  definition  of  consultant  as  there 
was  no  standard  definition  of  consultant. 
He  did  that,  and  he  found  1,700  con- 
sultants who  conformed  to  his  definition. 
He  proceeded  to  collect  figures  for  the 
earnings  of  those  consultants,  and  it  was 
upon  those  earnings  mainly  that  the 
Spens  Consultant  Committee  made  its 
decision.  When  we  turn  to  the  early 
days  of  the  National  Health  Service  we 
suddenly  find  there  are  5,000  consultants. 

Professor  Bradford  Hill’s  analysis 

was  based  on  a sample  of  those  who  sent 
in  a return — a bit  more  than  a thousand 
— those  who  gave  complete  returns  for 
their  net  and  gross  earnings  during  the 
1939  period,  covering  the  whole  range  of 
the  fields  of  medicine,  surgery,  the  major 
specialties,  radiology,  and  the  like.  It 
was  regarded  by  the  statisticians  as  a 
significant  sample.  Those  were  facts, 
those  were  earnings.  It  was  evidence 
of  the  gross  earnings,  and  the  variation 
in  overhead  expenses,  very  high  in  some 
branches  like  radiology,  lower  in  medi- 
cine, and  so  on.  That  was  of  the  4,000 
or  3,000  >odd  consultants  who  were  asked 
to  return  this  information.  It  was  a 
smaller  number,  but  regarded  as  sig- 
nificant, and  on  that  the  mean  income 
was  calculated ; on  that  was  built  die 
merit  award  system  in  order  to  bring 
earnings  throughout  the  age  periods  up 
to  the  earnings  which  had  been  derived 
from  free  practice,  in  the  free  market  as 
it  were,  from  consulting  fees. 

Professor  Jewkes:  I am  afraid  I put 
my  question  very  badly.  Sir  Harry.  What 
I was  meaning  was  that  in  fact  Professor 
Bradford  Hill  took  the  sample  from 
1,700  persons  whom  he  believed  consti- 
tuted virtually  the  whole  of  the  group 
of  consultants  in  England  in  1939. 

4096.  Chairman : In  fact,  Sir  Harry,  I 
think  he  sent  a form  to  every  single 
person  when  that  list  was  compiled.  This 
is  what  he  says : “ All  the  part-time  visit- 
ing staffs  of  local  authority  or  voluntary 

hospitals”. There  were  many  more 

at  that  time  I am  sure. 

4097.  Professor  Jewkes : What  is  the 

explanation  of  the  big  jump  in  the  num- 
ber of  consultants? 1,700  was  not  the 

number  of  consultants  in  1939  in  this 
country.  There  were  many  more.  Since 


the  Act  a great  number  of  new  consultant 
posts  have  been  created.  At  the  beginning 
of  .the  special  Merit  Award  Committee  of 
which  I was  an  original  member,  and  re- 
mained a member  until  last  year,  the 
number  then  was  probably  in  the  whole 
constituency  in  England  and  Scotland 
something  like  4,000.  I am  just  guessing 
ithe  figure,  but  the  number  has  gone  up 
considerably  because  consultants  have 
been  appointed  mow  throughout  the 
whole  of  the  realm  to  the  smaller  centres 
where  no  consultant  previously  existed. 
These  are  people  who  have  gone  through 
this  long  and  arduous  academic  and  prac- 
tical training  which  the  consultant  life 
still  demands. 

4098.  Is  it  possible  that  iwhen  the 
National  Health  Service  was  instituted  it 
did  mean  that  a number  of  people  who 
before  the  war  would  not  have  been  re- 
garded as  consultants  .then  entered  the 

consultant  class? No,  I do  not  think 

so. 

4099.  Sir  Hugh  Watson : I was  rather 
interested  to  round  off  Professor  Jewkes’ 
point— we  were  told  by  Lord  Moran  the 
other  day  that  there  are  now  6,700  con- 
sultants in  England  and  Wales,  and  a 
number,  to  him  unknown,  in  Scotland  in 
addition. — -Mr.  Harold  Edwards:  May 
I say  on  this  point  that  the  term  “ con- 
sultant ” is  a new  term,  and  we  were 
not  consultants  before  the  war,  until  we 
retired  we  were  consultant  surgeons.  I 
have  not  read  Bradford  Hill  so  I am 
speaking  without  adequate  information, 
but  I should  suspect  that  there  was  some 
disparity  caused  by  determining  exactly 
what  a consultant  was  in  those  days.  We 
were  honorary  surgeons  or  honorary 
physicians  unless  we  were  in  full-time 
service,  and  I imagine  that  there  may  be 
as  a.  result  of  -the  great  difficulty  in  de- 
fining this  term  some  disparity  in  the 
numbers  before  the  war  when  this  was 
done,  or  just  before  the  war  when  there 
was  Bradford  Hill’s  review. 

4100.  Professor  Jewkes:  No,  in  con- 
nection with  the  Spens  Report. Just 

after  the  war. 

4101.  Chairman : It  was  done  after  the 
war  in  relation  to  people  known  to  be 

practising  just  before  the  war. 1 recall 

that,  but  I think  probably  the  difficulty 
in  defining  what  was  then  a consultant, 
which  is  entirely  ,a  new  term  since  the 
Act,  might  have  been  one  of  the  reasons 
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at  least  for  this  difference  in  numbers. — 
Sir  Harry  Platt : I would  submit  that  the 
constituency  existing  at  the  time  of  the 
Spens  Report  did  not  represent  any  dilu- 
tion. The  names  were  taken  from  the 
directories  of  the  hospital  staffs,  both  of 
the  voluntary  hospitals,  teaching  and 
non-teaching,  and  of  the  local  authority 
hospitals,  and  really  included  men  of 
consultant  status  in  every  sense  of  the 
word  who  were  not  practising  in  general 
practice. 

4102.  Sir  David  Hughes  Parry  : Could 

I put  it  in  this  form?  I understood  you 
to  say  that  there  were  full-time  salaried 
doctors  on  the  staff  of  local  authorities 
whom  you  would  not  regard  as  consul- 
tants, is  that  right? A mere  handful 

at  the  time. 

4103.  Have  you  any  idea  of  the  num- 
bers of  those  who  are  graded  now  as 

consultants? Most  of  those  by  virtue 

of  long  experience  have  received  con- 
sultant status. — Sir  James  Paterson  Ross : 

I wonder  whether  I might  put  in  a word 
here  to  help  on  Sir  David’s  point?  I 
think  we  would  all  agree  now  with  what 
Sir  Harry  has  said,  that  before  the  war 
many  of  the  local  authority  hospitals 
were,  we  would  regard,  under-staffed, 
and  staffed  by  men  who  had  not  gone 
through  this  training,  men  who  did  not 
have  the  Fellowship  of  the  Royal  College 
of  Surgeons,  for  example.  And  there  is 
no  doubt  whatever  that  one  of  the  effects 
of  the  Health  Service  has  been  to  upgrade 
the  hospitals  in  different  parts,  of  the 
country  so  as  to  give  a more  uniform 
improved  service — in  surgery  we  are 
talking  about  particularly ; and  it  is  for 
that  reason  I think,  among  others,  that 
the  number  of  consultants  has  increased. 
It  is  not  'the  increase  in  the  numbers  of 
consultants  in  the  great  'teaching  hos- 
pitals, the  weh-estabhshed  hospitals,  but 
the  improvement  in  the  standard  of  the 
surgeons  up  and  down  .the  country,  the 
increase  in  the  facilities  available  to 
patients  uniformly  all  over  the  country. 
I think  that  is  one  iof  the  great  changes 
made  by  the  National  Health  Service. 

4104.  Chairman : That  you  would 

regard  as  a considerable  advance,  would 

you,  Sir  James  ? Yes,  Sir. — Sir  Harry 

Platt:  Barrow-in-Furness,  which  Lord 
Moran  used  to  quote,  both  in  Spens  and 
in  the  early  days  of  the  Merit  Award 
Committee,  now  has  a complete  range 
of  consultants,  younger  men,  highly 

31046 


trained,  appointed  since  the  Act,  and 
that  is  the  great  triumph. 

4105.  Professor  Jewkes : I think  the 
point  I am  trying  to  gjet  clear  is  this. 
After  all  you  were  on  the  Sp'ens  Com- 
mittee and  you  know.  When  you  were 
discussing  the  level  of  consultants’ 
earnings  under  the  Health  Service,  were 
you  'thinking  about  1,700  people,  or  were 

you  thinking  of  4,000  or  5,000? -I 

cannot  remember  the  constituency  at  that 
date.  It  was  more  ith'an  1,700.  We  were 
thinking  of  the  whole  lot  who  held  re- 
putable hospital  appointments  and  who 
were  practising  as  consultants  in  the 
sense  that  they  were  consulted  by  general 
practitioners. 

4106.  You  were  'thinking  of  more 
people  than  Dr.  Bradford  Hill  had  taken 

into  his  census? We  regarded  'that  as 

a sample,  those  people  who  took  the 
'trouble  to  fill  up  the  questionnaire  and 
return  the  details  of  .their  incomes. 

4107.  You  were  thinking  of  the 

numbers  in  the  population  from  which 
Dr.  Bradford  Hill  decided  iho  take  the 
sample  ? Certainly. 

4108.  Sir  Hugh  Watson : We  have  had 

a great  deal  of  evidence  about  the  trans- 
lation into  modem  terms  of  the  recom- 
mendations of  your  committee.  It  has 
been  suggested  to  us  that  the  way  in 
which  to  apply  that  double-headed 
recommendation  of  the  Spens  Committee 
is  that  this  Commission  should  recom- 
mend that  the  medical  profession  should 
have  remuneration  based  on  'the  value 
of  money  or  on  the  incomes  earned  by 
comparable  professions  .today,  whichever 
iis  the  greater.  What  would  you  say 
to  that? That  seems  to  me  to  be  pre- 

judging the  whole  situation,  as  it  were ; 
that  is  a plan  of  action  which  the  Com- 
mission will  have  to  consider,  because  I 
think  we  all  appreciate  ithe  very  great 
difficulty  you  are  facing  in  this  quite 
novel  situation.  But  it  seems  to  me 
again  one  of  these  sweeping  statements. 
In  other  words,  are  we  to  take  the  income 
of  Sir  John  Simon,  as  he  then  was,  or 
Sir  Hartley  Shawcross,  and  so  on,  at  the 
Bar,  or  are  we  to  take  the  high  salaries 
of  .the  great  leaders  of  industry  and  cor- 
porations whom  I need  not  mention? 
But  'that  is  your  job.  I am  not  sure  that 
the  medical  profession,  and  particularly 
fine  consultants  for  whom  we  speak, 
really  feel  that  our  case — and  the  Royal 
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College  of  Surgeons  is  not  putting  for- 
ward any  extreme  clarions — should  be 
judged  by  these  other  yardsticks. 

4109.  By  the  yardsticks  laid  down  by 

Spens  you  mean? On  the  spirit  -of 

the  advance  from  that  base,  which  was, 
as  we  said  so  many  times,  the  equating 
of  a salary  with  the  income  earned  in 
free  conditions. 

4110.  Chairman : Sir  Harry,  I think  I 
have  got  the  sense  of  what  you  are 
saying.  How  do  you  consider  that  there 
should  be  some  sort  of  relationship 
established  between  the  earnings  of  con- 
sultants, the  average  consultant  if  you 
like,  and  those  of  other  branches  of  the 
profession,  or  do  you  consider  that  they 
are  so  far  out  'that  it  is  impossible  to 

compare  them? There  should  be  a 

relationship  with  those  in  other  branches 
of  the  profession,  in  general  practice, 
who  deal  with  the  sick  man  as  an 
individual. 

4111.  Other  branches  of  the  profes- 
sion, those  in  general  practice  on  the 
one  hand,  and  earlier  stages  in  your  own 
branch  of  the  profession,  for  instance  the 
registrar,  senior  registrar,  senior  hospital 

medical  officer,  and  so  forth? During 

the  period  of  training  which  leads  up 
to  the  final  act  whereby  a man  becomes 
a consultant,  obviously  I think  we  would 
agree  that  the  scales  of  remuneration 
during  the  time  a man  is  in  statu 
pupillari  should  he  .related  to  the  general 
economic  pattern. 

4112.  I still  do  not  think  you  have 
quite  answered  my  question,  and  I was 
not  quite  sure  you  had  answered  all 
Sir  Hugh’s  either.  Are  you  maintaining 
that  there  should  be  a relationship  or 
that  there  should  not  be  a relationship 
between  the  consultants  and,  if  you  like, 
first  of  all  the  general  practice  branch 

of  the  profession? Yes,  I think  it  was 

felt  in  the  Spens  Committee,  and  later 
in  the  one  on  general  practice,  that  there 
should  he  a lesser  gap  between  the 
general  practitioner,  the  experienced 
general  practitioner,  and  the  earnings  of 
the  consultant  than  had  existed  in  the 
older  days.  The  profession  felt  that  as 
a whole. 

4113.  The  general  practice  report  was 

actually  a good  deal  earlier,  not  later 
than  the  consultant  one. Yes. 

41 14.  But  I am  talking  about  what  you 
feel  now.  Do  you  feel  there  should  be 


a relativity  or  relationship  between  the 
earnings  of  the  consultants  and  those 
m general  practice?- — Yes,  all  those 
who  deal  with  the  sick  person  as  an 
individual  who  have  a totally  different 
contract  in  life  from  those  who  hold 
posts  in  whole-time  services  which  have 
existed  for  generations,  and  who  are  not 
dealing  with  the  sick  man. 

4115.  Sir  Hugh  Watson:  I do  not 
follow  what  you  mean.  Who  are  these 

last  people  to  whom  you  refer? 

Medical  officers  in  the  Armed  Forces, 
medical  officers  in  the  public  health 
services — I shall  probably  not  be  popular 
for  saying  this— in  Whitehall  and  else- 
where, for  whom  the  highest  academic 
qualifications  are  not  necessary  for  that 
way  of  life. 

4116.  Chairman : Nobody  was  suggest- 
ing that  any  of  these  figures  should  be 
identical.  The  question  is  whether  there 
should  be  a relationship,  whether  they 
should  really  have  any  bearing  to  one 

or  the  other  at  all? 1 suppose  in 

justice  there  should  be  some  relationship 
in  order  not  to  create  a feeling  of 
injustice  throughout  the  profession  as  a 
whole. 

4117.  Sir  David.  Hughes  Pany:  It  is 
not  a question  of  envy  or  injustice,  but 
a question  of  recruitment  into  different 

branches,  is  it  not? No,  because  the 

recruitment  to  the  consultant  life — and 
I purposely  avoid  the  word  “ladder” 
which  my  friend,  Lord  Moran,  stumbled 
into — represents  a series  of  hurdles  ; first 
of  all  the  years  of  academic  study  and 
practical  experience  which  are  necessary 
to  take  the  Fellowship  or  Membership 
of  the  Royal  College  of  Physicians,  and 
then  the  long  period  of  hard  training, 
and  that  is  something  quite  unique. 

41 18.  Chairman:  Well,  Sir  Harry, 

there  are  now  quite  a lot  of  people  who 
are  whole-time  consultants',  are  there 
not? Yes. 

4119.  And  the  relationship  as  far  as 
can  be  judged  between  the  average 
whole-time  consultant  and  the  average 
general  practitioner  in  the  same  sort  of 
age  does  show  a very  considerable 
financial  recognition  of  those  facts  as 
far  as  the  whole-time  consultant  goes, 

is  not  that  so? 1 should  think  so.  Of 

course,  even  before  the  war — before  the 
Act— there  were  a very  considerable  pro- 
portion of  general  practitioners  earning 
substantial  incomes,  and  quite  a number 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  ROYAL  COLLEGE  OF  SURGEONS  OF  ENGLAND 


887 


of  consultants,  as  Professor  Bradford 
Hill’s  analysis  revealed,  were  earning 
quite  modest  incomes.  And  that  was  not 
necessarily  during  their  lean  years,  be- 
cause that  always  applied ; so  that  I do 
not  think  there  has  been  a revolutionary 
change  in  the  broad  picture. 

4120.  Sir  Hugh  Watson : I may  be 

wrong,  but  I think  whalt  the  Chairman 
was  trying  to  get  at  was  a much  simpler 
matter  than  I think  you  thought.  T think 
the  Chairman’s  question  was  really  this. 
Do  you  think  there  ought  to  be  a rela- 
tionship between  the  remuneration  of 
general  practitioners  and  the  remunera- 
tion of  consultants? Oh,  yes. 

Sir  Hugh  Watson : I think  that  was 
your  question,  Sir? 

4121.  Chairman : Yes.  I was  trying  to 

find  out  to  whom  you  thought  consultants 
should  be  related? The  general  prac- 

titioners undoubtedly,  because  that  is  the 
same  kind  of  Clinical  life  with  a different 
setting. 

4122.  Professor  Jewkes:  We  have  got 
on  to  the  matter  of  principles  a bit  earlier 
than  I had  expected,  but  since  we  are 
discussing  it  may  I ask  you  about  another 
possible  principle.  The  statisticians  tell 
us  that  the  real  income  per  head  of  this 
country  has  gone  up  by  20  per  cent,  in 
the  last  ten  years  or  so.  Vulgar  people 
would  just  say  that  we  have  never  had 
it  so  good  as  a community,  and  there  are 
people  who  are  talking  about  the  pos- 
sibility of  doubling  the  standard  of  living 
in  the  next  twenty  years,  and  so  forth. 
The  medical  profession  would  not  want  to 
see  itself  cult  out  of  some  share  in  the 
steady  increase  in  the  national  prosperity, 
would  it?  If  you  only  had  your  earnings 
adjusted  to  the  cost  of  living  that  would 
be  tantamount  to  saying:  “We  are  cut 
out  of  the  general  improvement  in 

national  wealth.” No,  I think  it  is 

quite  reasonable,  but,  of  course,  the  pro- 
fession for  two  thousand  years  has  set  its 
own  fees  in  a way  irrespective  of  the 
rise  in  per  capita  income  of  the  nation, 
and  naturally  with  increasing  prosperity 
the  doctor  or  the  consultant  would  adjust 
his  fees  accordingly  in  the  conditions  of 
a free  society.  I think  I rather  regard 
your  question  as  a little  bit  too  broad 
to  be  answered. 

4123.  I was  only  thinking  that  since 
the  level  of  medical  earnings  has  been 
fixed,  as  you  say,  for  2,000  years  in  a 
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free  market,  and  since  now  other  tests 
have  to  be  applied,  other  principles  have 
to  be  observed,  that  the  one  I mentioned 
might  be  one  that  anybody  that  had  to 
make  decisions  at  the  present  time  should 
have  in  mind.  For  example,  as  I say, 
in  the  last  ten  years  there  has  been  this 
real  increase  in  income  per  head  in  this 
country  of  20  per  cent.,  or  thereabouts, 
and  no  one  I think  challenged  the  point 
that  doctors  have  not  had  any  share  in 
'that.  Is  that  felt  by  the  medical  profes- 
sion to  be  unfair? 1 suppose  that 

where  remuneration  comes  from  the  State 
there  is  bound  to  be  a lag  in  increases  in 
remuneration.  But  I think  you  can  see 
from  my  thesis  that  there  is  still  a sense 
of  uneasiness  with  this  concept  of  a pro- 
fessional service  for  consultants,  and  the 
concept  of  the  State  as  a whole  and 
complete  employer. 

4124.  Sir  David  Hughes  Parry : Could 
I suggest  another  principle  that  may  have 
to  be  taken  into  consideration?  Would 
you  agree  in  the  earlier  days  of  the  con- 
sultant’s career  there  is  a much  greater 
economic  security  for  him  than  there  was? 

Would  you  agree  to  that? Yes.  Of 

course  with  spectacular  inflation  the 
■economic  security  which  arose  out  of 
Spens  is  now  rather  a bare  and  austere 
type  of  security  at  senior  registrar  level 
as  we  say  later  on  in  our  memorandum. 
There  is  still  a lean  period  for  the  young 
consultant  in  his  earlier  days,  before  he 
can  either  acquire  some  oonsultanit  prac- 
tice or  before  he  can  qualify  for  a merit 
award. 

4125.  But  there  is  much  greater  security 
really? — Yes,  unquestionably. 

4126.  Can  I take  you  a stage  further 
than  that?  There  is  from  the  fact  that 
■there  is  a guarantee  of  seven  or  eight 
increments  of  salary  for  consultants  an 
element  of  greater  security  in  the  early 
days,  and  even  perhaps  in  the  later  days 

of  the  consultants? Yes,  except  we 

have  still  to  recognise  that  the  security  of 
those  in  higher  training  now  categorised 
as  senior  registrars  is  a security  in  which 
a time  limit  has  been  set  for  the  period 
of  training.  And  (if  alt  the  end  of  four 
or  five  years  still  ‘they  have  not  obtained 
a consultant  post  that  security  in  theory 
and  in  practice  (goes,  vanishes. 

4127.  Chairman'.  We  have  heard  a 

good  deal  of  that  problem,  and  we  will 
shortly  be  coming  to  that  particularly 
and  separately. The  President  will 
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agree  the  College  is  concerned,  deeply 
concerned,  over  this  problem. 

4128.  Sir  David  Hughes  Parry:  The 
point  I was  making  for  was  this,  that  it 
might  'be  that  some  discount  or  allow- 
ance ought  to  be  made  for  that  security 
provided  it  is  an  adequate  security. — * — 
Of  course,  yes,  if  you  adopt  this  funda- 
mental concept  of  the  State  as  the 
employer.  This,  of  course,  is  something 
that  would  be  quite  reasonable  in  view 
of  the  training  he  receives.  But  that  line 
of  argument  is  very  repugnant,  of  course, 
to  the  age-long  traditions  of  the  medical 
profession,  and  it  must  be  so,  and  it 
would  be  repugnant,  Sir  David,  to  the 
profession  of  which  you  are  so  distin- 
guished a member. 

4129.  Sir  Hugh  Watson : Of  course  I 
quite  accept  that,  not  '.being  on  the  same 
basis  as  either  you  or  Sir  David,  but  at 
the  same  time  you  have  already  indicated 
one  way  in  which  the  National  Health 
Service  has  benefited  this  country  to  a 
great  extent,  and  that  is  by  spreading  the 
consultant  service  right  throughout  the 
country.  You  agree  I am  sure  for  the 
Royal  College  that  the  National  (Health 
Service  has  come  to  stay,  and  the  College 
will  accept  that  they  are  now  on  a dif- 
ferent basis  from  what  they  used  to  be, 
however  much  that  basis  may  compare 
unfavourably  in  their  view  with  what  it 

was  'before  the  war? Sir  Hugh,  I 

do  not  think  any  scientific  outlook  would 
agree  that  something  that  has  come  to 
stay  should  remain  unchanged.  It  is 
surely  within  possibility  that  a consider- 
able review,  reorganisation  and  improve- 
ment of  'the  fundamental  structure  of 
the  National  Health  Service  might  take 
place  in  years  to  come,  and  that  _ might 
result  in  something  like  a reversion  to 
the  old  state  of  affairs,  as,  for  example, 
the  situation  which  exists  in  -the  United 
States,  Canada,  Australia,  New  Zealand, 
and  so  on. 

4130.  We  are  concerned  here  with 
remuneration,  and  perhaps  that  is  a wide 
enough  problem  for  us  to  deal  with. 
Now  may  I take  you  a little  bit  out  of 
turn,  and  go  to  your  paragraph  25,  where 
we  asked  you  how.  you  would  suggest 
that  remuneration  in  future  should  be 
dealt  with.  You  do  not  deal  with  it 
very  specifically,  but  you  do  suggest  in 
paragraph  26  that  “ It  should  not  . be 
impossible  to  devise  an  Arbitration 
Council  of  the  'highest  level.  . . .”  You 


probably  know  that  there  is  a general 
principle  that  it  is  not  thought  that  arbi- 
tration is  an  appropriate  way  of  dealing 
with  remuneration  of  people  in  the  higher 
salary  brackets  who  are  employed  by  the 
Crown,  and  we  are  looking  around 
therefore  for  some  other  way.  Now  you 
probably  know  the  British  Medical  Asso- 
ciation have  suggested  something  of  the 
nature  of  the  Coleraine  Committee.  You 

are  familiar  with  that? 1 am  not.  I 

do  not  know  whether  my  colleagues  are. 

4131.  Chairman : You  know  what  it  is. 
It  is  the  Committee  arising  out  of  the 
adoption  by  the  Government  of  the 
recommendations  of  the  Priestley  Com- 
mission on  the  remuneration  of  the  Civil 
Service.— — Yes,  now  I remember. 

4132.  Sir  Hugh  Watson : The 

Priestley  Commission  recommended 
that  there  should  be  set  up  a committee 
which  would  (be  purely  advisory,  and 
that  is  in  fact  the  Coleraine  Committee. 
The  British  Medical  Association  sug- 
gest that  there  should  be  set  up  a body 
apparently  comparable  to  that  which 
would  have  a Chairman  possibly  with 
a legal  background,  that  it  should  con- 
sist of  other  members  agreed  by  the 
Ministry  on  the  one  hand  and  by  the 
profession  on  the  other  hand,  and  that 
it  should  base  its  deliberations  on  an 
index  which  is  'to  be  agreed.  We  have 
not  had  an  opportunity  of  'hearing  from 
the  British  Medical  Association  as  to 
what  they  mean  by  that  index,  whether 
it  is  to  be  an  index  based  entirely  on 
cost  of  living,  or  which  of  the  many 
varieties  of  indices,  with  which  Profes- 
sor Jewkes  is  familiar,  they  are  dealing. 
Would  you  think  .that  some  such  tribunal 
composed  of  eminent  people,  in  which 
both  the  Ministry  and  the  profession 
would  have  confidence,  working  in  an 
advisory  capacity  would  ensure  that  the 
future  remuneration  of  your  profession 
can  be  adjusted  without  the  difficulties 
which  have  attended  it  in  the  last  ten 

years? 1 should  have  thought  that 

the  sort  of  thing  that  you  outline  would 
be  covered  by  our  reference  in  paragraph 
26  to  an  Arbitration  Council. 

4133.  You  see  unfortunately  it  is  an 
essential  principle  of  arbitration  that  if 
you  go  to  arbitration  both  sides  agree  to 
be  bound  by  the  decision  of  the  arbiter. 

1 think  “Arbitration  Council”  here 

probably  should  be  in  inverted  commas ; 
it  is  just  a description  of  a body  which 
is  not  within  the  Whitley  machinery. 
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4134.  Chairman : Arbitration  in  this 

respect  does  not  mean  arbitration? 

No,  it  means  discussion. — Sir  lames 
Paterson  Ross : Yes,  fact-finding  was 
our  idea— an  advisory  body. — Sir  Harry 
Plate.  I think  Sir  Hugh  has  put  forward 
a very  interesting  and  very  acceptable 
point  on  review  machinery. 

4135.  Sir  Hugh  Watson:  Mease  do  not 
run  away  with  any  too  happy  idea  about 
this,  because  we  have  not  had  an  oppor- 
tunity of  testing  what  the  B.M.A.  really 
have  in  mind  about  this  matter.  But 
you  would  feel  generally  that,  supposing 
this  Royal  Commission  were  to  make 
some  recommendation  which  was  accept- 
able to  the  profession  and  to  the  Govern- 
ment, one  that  would  be  continued  and 
reviewed,  by  a body  such  as  the  B.M.A. 
suggest,  or  some  such  body,  that  would 
be  a reasonable  way  of  dealing  with  the 

situation? 1 should  think  eminently 

reasonable,  and  most  acceptable.  You 
did  ask  about  paragraph  25.  The  Royal 
College  of  Surgeons  did  not  put  forward 
any  figures  because  we  understand  that 
our  sister  College,  the  Royal  College  of 
Physicians,  had  entered  that  field.  We 
are  told  .that  they  have  suggested  a scale 
of  increments  on  the  .present  remunera- 
tion. 

4136.  In  other  words,  as  you  said 

earlier,  you  are  not  talking  about  half 
crowns? No. 

4137.  Like  Sir  David  you  are  talking 
about  guineas  rather  than  half  crowns. 
Yes,  the  old  fee. 

Sir  Hugh  Watson:  Now,  Sir  Harry,  I 
think  that  deals  largely  with  the  ques- 
tions on  the  principles  of  remuneration, 
unless  you  or  any  of  your  colleagues 
wish  to  add  anything  on  these  matters. 
I think  we  see  how  you  feel  about  this. 

4138.  Chairman:  I would  like  to  come 
back  to  one  point  that  Sir  David  raised 
on  this  question  of  principle.  He  did 
refer  to  the  question  of  recruitment.  I 
was  not  quite  sure,  but  I rather  thought 
that  Sir  Harry  felt  that  the  question  of 
recruitment,  the  supply  of  suitable 
candidates,  both  into  the  profession  and 
the  question  that  you  did  not  answer  in 
your  memorandum  about  excessive 
resort  to  one  branch  or  another  of  the 
profession — I was  not  sure  that  Sir  Harry 
felt  that  had  very  much  to  do  with  it. 
— -I  do  not  know  whether  Sir  David 
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meant  general  .recruitment  to  the  medi- 
cal profession,  because  my  colleagues 
are  prepared  to  speak  on  that.  I also 
think  any  change  in  remuneration  would 
make  it  less  attractive.  Our  evidence 
really  emphasises  the  importance  _ of 
tradition  as  a stimulus  to  the  entry  into 
a learned  profession,  particularly  of 
father  to  son,  and  so  on. 

4139.  Sir  David  Hughes  Parry:  Was 
paragraph  16  dealing  with  recruitment 

to  the  whole  of  the  profession? 

Yes,  we  were  asked  one  of  your  ques- 
tions, and  we  answered  that  to  the  best 
of  our  ability.  I think  we  do  recognise 
■now  the  competition  for  the  type  of 
medical  student,  the  sons  of  doctors, 
and  the  ones  that  we  mentioned 
here,  who  have  formed  the  profession 
for  generations.  They  are  no-w  subjected 
to  a tremendous  bombardment  of  pro- 
paganda on  other  ways  of  life,  ^eat 
supplements  in  “ The  Times  ” and  ‘ The 
Manchester  Guardian  ”.  The  son  of  a 
doctor  who  has  seen  his  father  working 
hard  says:  “I  am  going  to  be  a 

Cockcroft  or  a Chandos ; I am  not  going 
to  attempt  this  arduous  life  of  a doctor  ”. 
T think  that  is  a new  factor  which  may 
influence  the  quality  of  our  recruits. 

4140.  Does  paragraph  16  represent  the 

view  of  the  Royal  College  on  the  type 
of  person  that  needs  to  he  recruited— 
particularly  the  last  sentence,  which  is 
a little  scathing? Yes.  intentionally 


4141.  Now  I wonder  if  you  could  give 
figures  to  support  that,  or  is  it  merely 
the  result  of  your  general  impression,  is 

it  pure  theory? 1 think  my  colleague, 

Mr  Harold  Edwards,  who  is  engaged 
in  undergraduate  teaching,  will  answer 
that— Mr.  Edwards:  There  were  two 
questions  there,  were  there  not,  Mr. 
Chairman?  First  of  all  the  numbers  and 
secondly  the  quality.  Numbers  are  easy 
to  report  on,  and  as  far  as  my  own 
medical  school  goes  I have  got  out  the 
figures  here  which  axe  very  interesting  to 
me  'at  least,  and  I hope  may  be  to  the 
Commission.  Now  in  1949  we  bad  625 
applications  to  enter  my  medical  school. 
In  1958  we  had  397.  Now  we  work 
that  down  to  an  even  better  figure. 
There  were  in  1949  11'3  applications 
for  each  available  place,  and  in 
7-2  applications  for  each  available  place, 
so  although  these  figures  are  for  a small 
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section  in  one  London  medical  school 
they  do  show  a trend  in  that  less  students 
are  applying  to  enter  medicine.  As  re- 
gards quality'  there  is  no  yardstick.  One 
can  give  only  impressions,  and  one  has 
to  exercise  for  oneself  the  thought  that 
students  are  not  what  they  were  when 
we  were  students.  But  even  allowing  for 
that  we  feel  that  quality  has  deteriorated, 
though  it  is  impossible  to  prove  this — 
there  is  no  proof  available,  there  are  no 
figures  available.  It  is  only  an  impres- 
sion, because  in  medicine  what  are  you 
going  to  compare  quality  with?  What 
are  your  standards?  Is  the  best  doctor 
going  to  be  the  man  who  has  vast  human 
sympathies,  or  the  boy  who  is  top  of  his 
class  and  easily  gets  a State  scholarship? 
What  are  your  determining  factors?  It 
is  what  Sir  Harry  implies,  it  is  not  snob- 
bishness  at  all,  that  the  social  back- 
ground  of  a doctor  is  so  important.  In 
his  work  of  treating  patients  he  has  first 
of  all  a human  problem,  and  secondly 
a scientific  problem.  Our  impression  is 
that  if  you  take  that  as  a yardstick  which 
IS  not  measurable  in  terms  of  science, 
but  only  in  terms  of  impression  that 
the  standards  of  medical  students  are 
not  as  good  as  they  were.  I would  not 
say  they  are  less  industrious.  I think 
they  are  more  industrious,  possibly  a bad 
thing.  I would  not  say  that  they  are  not 
better  at  examinations,  they  probably 
a.  e.  If  you  take  the  other  interesting 
pouii,  the  number  of  students  now  who 
are  financed  by  some  body  or  other, 
mostly  the  State — you  know  of  this,  of 
course  but  it  is  interesting — in  our  own 
medical  school  in  1938  27  per  cent,  of 
the  students  were  financed  by  some  body 
or  other,  and  now  it  is  74  per  cent  • 
and  the  number  of  financed  dental 
students  has  risen  even  more  because 
of  the  increase  in  places  at  dental 
schools.  It  means,  of  course,  that  you 
are  selecting  the  boy  who  is  extremely 
good  at  scholarship,  but  who  is  not 
necessity  the  best  boy  to  train  for  this 
type  of  profession.  So  I would  say  on 
■he  whole  our  impression  is  that  there 
is  a different  standard,  anyway  a dif- 
ferent type  of  individual  who  is  going 

before" 6C*1Cme  n°W  111311  Was  tile  case 

>'ou  have  an  opportunity  to 
se-ect  one  in  seven,  and  it  may  be  that  it 
is  not  the  quality  of  the  student  but  the 
quality'  of  the  selection  that  may  be 
wrong?  That  is  a point  which  we 


could  debate  all  day,  the  method  of 
selection.  You  first  of  all  have  to  base 
it  on  scholarship,  there  is  no  other  wav 
Perhaps  you  may  have  250  students 
applying  at  your  medical  school,  and 
you  are  not  going  to  interview  all  those. 
You  have  to  take  the  first  60  based  on 
scholarships  and  headmasters’  reports 
and  so  on  ; and  most  of  us  believe  that 
the  right  way  then  is  not  the  intelligence 
test  and  writing  essays,  but  the  interview. 
I defy  anybody  to  determine  when  they 
see  a boy  at  the  age  of  seventeen  what 
he  is  going  to  be  like  at  the  age  of 
twenty-three,  and  yet  that  is  the  best 
method  we  have  of  doing  it,  at  least  we 
think  so.  So  that  you  are  quite  right 
m that  there  is  a selection,  but  we  are 
not  sure  it  is  the  right  selection.  And 
as  I say,  and  Sir  lames,  my  President 
would  say  exactly  the  same  thing  about 
it,  I am  sure,  that  we  have  exercised  a 
very  great  deal  of  effort  in  selecting  the 
best  students. 

4143.  Have  you  any  ideas  as  to  the 
number  of  students  whose  fathers  are  in 

the  profession? It  is  a diminishing 

number,  but  I have  no  figures. 

4144.  Because  there  have  been  sug- 
gestions that  those  figures  are  going 
down  possibly  not  only  in  this  country 

but  elsewhere  as  well? There  is 

another  factor,  of  course,  and  that  is  that 
me  general  practitioner  is  outside  the 
scale  of  income  which  enables  the  cost  of 
his  children’s  training  to  be  supple- 
mented by  the  State.  So  toe  type  of 
individual  whom  we  want,  that  of  the 
doctors  sots  who  are  brought  up  in.  toe 
atmosphere  of  medicine,  becomes  less 
and  less  as  toe  doctor  is  .unable  to  send 
ms  son  for  six  or  seven  years  training, 
that  is  toe  economic  reason  why  toe 
st?n^d  K a Afferent  standard  from 
What  the  medical  (student  used  to  be. 

4145.  But  you  can  recruit  now  from  a 
much  wider  field  having  regard  to  these 
subventions  from  toe  State?— That  is 
absolutely  true  that  you  have  a wider 
field  but  a wider  field  does  not  neces- 
sarily mean  a better  field,  because  you 
■have  a changing  level  of  people  who  are 
coming  m,  being  financed  from  outside 
md  knowing  they  are  being  financed 

de’  1 do  not  say  is  a bad 

thing  that  you  have  a wider  field ; it  is 

SwTo?  3 f0™1  ifoing,  because  it  is  a 
good  thing,  I believe— it  is  only  a per- 
sonal  view— to  have  people  in  this  pro- 
fession from  all  fields  but  not 
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substantially  from  one  group  of  social 
background  Which  we  are  getting  now. 

4146.  Chairman : You  say  you  are 
now  getting  students  substantially  from 

one  group? Yes,  I would  have 

thought  we  are  getting  them.  In  fact, 
if  you  take  thear  history  from  schools 
and  the  schools  they  are  going  to  you 
will  see  there  is  a difference  as  compared 
with  before  the  war. 

4147.  Certainly  there  is  a difference. 
There  is  no  doubt  about  it,  but  they  are 
coming  in  now  substantially  from  only 

one  social  group,  are  they? May  I 

put  it  this  way,  Sir.  I am  not  meaning 
this  snobbishly  but  the  group  with  the 
lower  social  background  which  we  all 
understand  is  greatly  different  and  that 
soda!  background  is  now  occupying  or 
now  composing  the  greater  percentage  of 
people  who  try  to  get  into  medical 
school  whereas  before  that  was  a very 
much  smaller  percentage. 

4148.  But  you  are  still  exercising  a 
considerable  degree  of  selection  by 
tests,  on  merit  of  some  kind? — — Yes, 
Sir,  but  I am  now  not  talking  about  the 
people  who  are  selected  but  of  people 
who  enter  and  appear  for  selection. 

4149.  All  the  applicants? AH  the 

500  or  250  who  appear  from  which  we 
would  choose  60. 

4150.  Sir  David  Hughes  Parry : And 
other  things  being  equal  you  would 
prefer  the  son  of  a medical  man ; you 
would  give  preference  to  his  admission? 

Certainly,  in  the  interview.  He  is 

brought  up  in  the  atmosphere,  perhaps 
going  back  to  bis  grandfather. 

4151.  Chairman : Have  you  any 

figures  about  applications  going  further 

back?  You  just  gave  1949. 1 have 

not  the  applications  for  admission  in 
1939  but  they  would  be  far  less  in  1939 
than  in  1949. 

4152.  These  views  which  you  give 
seem  to  be  paralleled  all  over  the  world 
and  I think  in  the  United  States  it  has 
been  remarked  on.  But  you  would  still 
be  getting  more  applicants  now  than 

before  the  war? Yes,  I would  say 

more  now  than  before  'the  war  but  that 
is  only  an  impression. 

4153.  We  had  figures  in  Scotland  that 

bore  that  out  very  much. It  is  very 

easy  to  get  figures.  It  did  not  occur  to 
me  to  get  the  number  of  applications. 

31046 


4154.  Mr.  McIntosh : But  you  feel  the 
number  of  applications  is  falling  off  now 
according  to  the  figures  you  give  us. 
Would  you  be  prepared  to  express  an 
opinion  as  to  how  much  this  is  affected 
by  the  prospective  student’s  knowledge 

about  remuneration? 1 think  that  is. 

an  unanswerable  question,  Sir.  I think 
that  it  must  have  a bearing  because  we 
all  of  us  should  have  knowledge  of  put- 
ting children  into  some  profession  or 
trade ; it  is  very  largely  father’s  choice 
and  not  the  individual’s  choice.  He  has 
to  make  his  choice  at  17  and  it  would 
appear  that  one  of  the  reasons  behind 
this  is  an  economic  one. — Sir  Harry 
Platt : If  I might  just  say,  Sir,  I think 
this  waxing  and  waning  of  entries  to 
medical  school  is  a much  more  complex 
problem  today,  as  indeed  it  always  was. 
Long  experience  in  a great  provincial 
medical  school,  my  own  in  Manchester, 
I think  illustrated  .that,  when,  during  the 
great  depression  periods  in  the  cotton 
trade,  using  that  as  an  'example,  the  indus- 
trialists sent  their  sons  into  the  profess- 
ions— accountancy  and  medicine — instead 
of  keeping  them  in  the  family  firm.  I 
remember  being  very  struck  -by  that. 
Now  this  question  of  decline,  1 thank, 
would  lead  the  Commission  into  all  sorts 
of  bypaths.  The  doctor’s  son  has  to  com- 
pete for  a State  scholarship  today  like  the 
son  of  anybody  else.  I think  the  clientele 
of  the  London  medical  schools  differs  a 
little  over  the  last  forty  years  from  that 
of  the  great  provincial  medical  schools 
where  we  have  always  had  a cross  section 
of  all  classes  and  I do  not  think  that  has 
changed  very  much.  But  the  point  which 
I did  make  is  that  there  is  this  tremen- 
dous competition  for  the  able  boy  or  girl 
and  for  those  from  the  background  which 
we  feel  medicine  still  needs,  with  this 
vocational  sense,  'the  sense  of  being  set 
apart.  It  is  the  fascination  of  the  engin- 
eering and  nuclear  age  which  affects  our 
recruiting. 

4155.  Sir  Hugh  Watson'.  That,  of 
course,  as  affecting  the  recruitment  to 
many  other  professions  besides  medicine. 
It  must  do. 

4156.  Professor  Jewkes:  One  of  tihe 
documents  which  has  been  put  before  us 
regarding  recruitment  is,  of  course,  the 
report  of  the  Willink  Committee.  There 
seem  to  be  various  ways  of  interpreting 
the  conclusions  of  the  Willink  Committee 
but  at  least  one  way  of  interpreting  them 
is  that  there  are,  in  fact,  sufficient  doctors 

A 9 
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at  the  moment.  One  of  the  recommen- 
dations of  the  Willink  Committee,  as  I 
understand  it,  is  that  perhaps  entries  to 
medical  schools  should  be  cut  down 
slightly.  Do  you  feel  that  the  Willink 
Committee  has  got  the  right  story  here? 

Sir  James  Paterson  Ross:  It  is  very 

hard  to  answer. — Mr.  Edwards:  There 
has  been  a good  deal  of  discussion ; 
there  are  many  factors.  I do  not  think 
you  can  pin  down  one  factor.  The 
Willink  Committee  might  have  attempted 
to  do  that. 

4157.  Chairman:  Might  it  perhaps  be 

true.  Sir  James,  .that  in  some  branches  of 
the  profession,  perhaps  in  the  'branch  of 
general  medicine,  for  instance,  there 
might  be  a need  for  fewer  doctors  than 
look  likely  to  come  forward  under  the 
present  circumstances,  whereas  in  other 
branches — for  instance  neuro-surgery — 
there  might  be  a need  for  more;  that 
the  conclusions  of  the  Willink  Committee 
are  not  necessarily  of  unanimous  applica- 
tion throughout? Sir  James  Paterson 

Ross:  I think  that  is  perfectly  right. 
Sir.  You  can  see  from  the  returns,  even 
those  that  are  prepared  by  the  Ministry 
about  the  vacancies  in  certain  specialties, 
that  there  is  more  room  in  some  than 
others.  There  is  no  question  about  it  and 
I think  people  are  often  prepared  to 
switch  from  one  to  another — if  they  are 
wise,  they  are — at  least  they  have  always 
done  that  in  the  past. 

4158.  You  are  speaking  today  for  the 
surgeons.  The  consultants  as  a whole 
are  represented  rather  by  the  Joint  Con- 
sultants’ Committee.  I wondered  whether 
you  would  find  it  easier  to  answer  just 

from  your  own  surgical  branch? 

Within  surgery  I think  there  is  room  in 
some  specialties  more  than  in  others.  I 
think  that  is  perfectly  true. 

4159.  Professor  Jewkes:  You  know. 
Sir  James,  that  was  rather  shot  at  you 
without  notice.  If  the  Royal  College  wish 
to  make  any  comments  subsequently 
Upon  the  whole  question  raised  by  the 
Willink  Committee  I,  for  one,  would  be 

very  grateful  to  have  them. We  would 

be  very  happy  to  go  into  that  carefully. 
We  have  already  had  an  interest  in  it 
but  I do  not  think  we  have  ever  discussed 
it  together  to  get  a considered  opinion 
about  it.  There  is  no  doubt  that  the  ten- 
dency for  certain  men  to  feel  that  there 
are  more  opportunities  elsewhere  is  some- 
thing which  has  been  brought  to  your 


notice  a great  deal.  I mean  people  emi- 
grating when  they  are  really  pretty  well 
trained  and  it  is  not  because  they  are 
not  good  that  they  go  abroad,  it  is 
because  they  feel  there  are  greater  oppor- 
tunities. That  is  the  same  problem,  is  it 
not,  this  question  of  finding  a footing  in 
this  country. 

4160.  Chairman:  Such  figures  as  we 
have  bad  about  emigration  and  immigra- 
tion do  not  show  any  marked  change  in 

the  position. As  I understand  it,  Sir, 

there  has  been  a fluctuation.  There  was 
a great  deal  of  movement  away  in  the 
’(thirties  and  then  it  dropped,  I think,  in 
about  1947,  some  time  like  that,  and  then 
it  is  tending  to  rise  again  now.  I think 
that  is  the  general  impression  but  it  is 
hard  to  get  reliable  figures  about  that. 
Having  been  recently  in  Australia  and 
Canada  myself  I was  struck  with  the 
number  of  very  good  men  who  have 
recently  moved  from  this  country  to 
Canada  and  Australia.  In  conversation 
with  them  I went  into  this  extremely 
carefully.  I asked  them  why  were  they 
not  able  to  do  these  things  at  home,  both 
in  general  practice,  that  is,  and  in  surgery 
and  the  answer  was  they  could  not  afford 
to  run  their  practices  in  this  way  at 
home.  I cross-questioned  them  very 
carefully  about  that  and  I came  to  the 
conclusion  that  what  they  were  telling 
me  was  absolutely  true. 

4161.  In  general,  Sir  James,  I do  not 

think  there  would  seem  to  be  any  great 
disparity  between  doctors  as  a whole  and 
the  community  as  a whole  as  regards 
emigration? 1 do  not  know  that. 

4162.  But  would  your  impression  be 
that  at  least  the  top  doctors  are  finding 
these  extra  opportunities  abroad  more 
readily? — - — No,  Sir,  not  necessarily, 
they  are  in  ail  grades.  I can  think  of 
several  in  my  mind  now  who  have  gone 
to  consultant  posts  in  other  countries, 
but  also  I am  thinking  of  general  prac- 
titioners and  quite  junior  ones  at  that 
who  just  were  dissatisfied  with  their 
opportunities  here  and  have  found  better 
opportunities  abroad. — Sir  Harry  Platt: 
I am  sure  that  is  true  of  general  practice. 
When  I was  in  South  Africa  last  year  I 
wias  quite  surprised  to  find  the  number 
of  young  men,  of  course  quite  a number 
of  consultants,  but  others  in  general 
practice,  who  had  gone  out  since  the  war 
to  South  Africa  where  the  conditions  of 
general  practice  are  most  aititractive,  even 
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in  the  native  reserves,  very  attractive 
indeed. 

4163.  Sir  Hugh  Watson : There  always 
was,  Sir  Harry,  was  there  not,  what  you 
might  call  a considerable  export  of 

doctors  from  this  country  to  India? 

Yes. 

4164.  Which  as  now  closed. Sir 

James  Paterson  Ross : They  did  not  have 
educational  facilities  in  India  like  they 
toe  now,  I think  that  is  partly  the 
answer.  They  now  have  their  own 
medical  schools. 

4165.  What  I meant  as  that  one  of  the 
recognised  outlets  for  a qualified  doctor 
in  this  country  was  to  go  to  the  Indian 
Medical  Service.  That  is  now  closed  and 
to  some  extent  possibly  that  gap  is  being 
filled  by  Oanada,  South  Africa,  and 

other  countries. 1 suppose  there 

always  will  be  a movement.  It  is  a ques- 
tion whether  it  was  for  the  same  reason. 
Most  of  the  people  in  the  past  went 
mostly  for  adventure  and  I think  now.  to 
some  extent  it  is  economic.  They  lake 
the  conditions  of  life  as  they  are  in 
medicine  in  these  other  countries  better 
than  the  conditions  here ; that  was  made 
perfectly  clear  to  me.  They  were  not 
people  who  were  emotionally  unstable 
or  anything  like  that,  they  were  really 
giving  me  hard  facts. 

4166.  Chairman : You  mention  South 
Africa ; as  fax  as  we  can  judge,  at  least 
we  are  told  on  figures  that  are  a bit 
difficult  to  interpret,  that  South  Africa 
is  one  of  the  countries  from  which  there 
has  been  a good  movement  to  this 
country— — Sir  Harry  mentioned  South 
Africa.  I was  in  Australia  and  Oanada. 

4167.  It  so  happens  that  South  Africa 
was  one  of  those  countries  from  which 
there  has  been  a good  movement  to  this 
country. — -Sir  Harry  Platt:  In  medi- 
cine? 

4168.  Doctors,  Does,  that  surprise 
you?- — You  mean  British  graduates 
who  had  gone  out  there  and  then  come 
back? 

4169.  I do  not  think  it  is  possible  for 
the  statistics  to  be  as  complete  or 
thoroughly  dissected  as  that  but  South 
Africa  happens  (to  be  one  of  the  countries 
in  which  the  net  movement  tends  to  be 
this  way.  That  rather  surprises  you  I 

gather? There  is,  of  course,  .we  all 

know,  a very  tense  political  situation 


there  which  intimidates  some. — Mr. 
Edwards:  May  I just  say  one  thing. 

Sir  Hugh  spoke  about  the  Indian  Medical 
Service.  Its  members  were  really  on 
reflection  not  recruited  from  this  part  of 
the  country.  I think  most  of  the  I.M.S. 
came  from  Ireland  or  at  least  a very  high 
percentage  of  them,  not  -that  that  is 
material. 

Chairman : The  trouble  about  the 

statistics,  Sir  Harry,  is  that  when  students 
come  here  from  overseas  they  are 
counted  as  students  and  when  'they  go 
away,  having  taken  their  degrees,  they 
are  counted  as  doctors  and  it  always 
looks  as  if  more  doctors  go  than  come. 

4170.  Sir  Hugh  Watson:  Could  we 

pass  to  another  topic.  Sir  James?  I am 
not  sure  whether  this  is  for  you  or  for 
Sir  Harry.  You  laid  stress  in  your 
memorandum  on  the  desirability  of 
having  the  consultant  service  predomi- 
nantly part-time? Sir  James  Paterson 

Ross:  Yes.  Either  of  us,  I think,  can 
talk  about  that  but  again  Sir  Harry  repre- 
sents in  a way  the  part-time  consultants 
and  perhaps  I represent  in  a way  the 
University  members  that  I mentioned 
earlier  this  morning.  I am  quite  con- 
vinced myself,  although  I am  a Univer- 
sity professor,  of  the  importance  of  the 
part-time  consultant  in  medical  schools 
as  well  as  in  the  Service  as  a whole. 

4171.  This  was  made  quite  plain  to  us 
by  the  Joint  Consultants’  Committee 
when  they  gave  evidence  to  us  some 
months  ago.  The  principal  point  that 
they  stressed  was  professional  freedom? 

Yes,  there  is  freedom,  but  if  I may 

speak  purely  from  the  medical  school 
point  of  view  for  the  moment,  I think 
the  part-time  consultant  and . the  part- 
time  clindcal  teacher  has  a slightly  dif- 
ferent attitude  even  to  his  clinical  work. 
In  other  words,  he  has  to  be  capable  of 
managing  his  patient  from  beginning  to 
end  and  instil  into  his  students  an 
important  attitude  of  independence; 
whereas  there  is  no  getting  away  from 
it,  the  .academic  teacher  does  tend  to  rely, 
to  some  extent,  on  his  assistant  for  some 
details  which,  I think,  the  student  should 
leam  for  himself  and  learn  to  be  inde- 
pendent about.  I hope  I am  making  this 
point  dear? 

4172.  Yes. That  is  why  I think  that 

a part-timer  is  of  tremendous  import- 
ance in  the  teaching,  field..  .Now,  in 
regard  to  practice  I think  it  is  important 
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from  the  patient’s  point  of  view  that  he 
can  feel  that  he  can  get  an  independent 
opinion.  As  Dr.  Geoffrey  Evans  used 
to  put  it,  he  can  'buy  half  an  hour  of  a 
consultant’s  time  that  he  knows  is  entirely 
his  own  because  'there  is,  after  ah,  a great 
difference  between  a private  consultation 
and  a visit  to  a hospital.  A consultant 
gives  the  patient  the  same  treatment  and 
the  same  attention  whether  it  is  in  hos- 
pital or  in  his  consulting  room,  but  the 
patient  feels  that  he  can  bully  a con- 
sultant much  more  if  .he  has  him  for 
half  an  hour  in  his  consulting  room  and 
he  gets  more  satisfaction  from  that.  I 
think  that  is  the  important  thing,  for  the 
patient  to  feel  that  if  he  can  afford  it 
and  wishes  it,  he  can  approach  his  con- 
sultant and  cross-question  him  in  a way 
that  perhaps,  would  not  be  possible  in 
the  hospital  where  there  are  a lot  of 
other  patients  waiting. 

4173.  I am  very  interested  that  you 
should  have  said  that  the  patient  can 
bully  a consultant  in  his  consulting  room 
because  I was  talking  recently  to  an  old 
friend  of  mine  in  Liverpool,  a doctor, 
and  asking  him  what  his  reaction  was 
to  the  National  Health  Service ; and  he 
felt  he  was  being  bullied  by  his  patients. 

A practitioner,  I think,  often  feels 

that,  because  the  patient  has  the  feeling 
that  he  has  -made  a contribution  and 
therefore  the  doctor  should  be  at  his 
beck  and  call  at  any  time.  But  I think 
that  is  a question  of  sending  for  the 
doctor  and  the  doctor  sometimes  feeling 
that  he  is  being  sent  for  unnecessarily. 
I do  not  think  it  applies  to  consultants 
in  the  same  way. 

4174.  I see.  Sir  James,  in  your  para- 
graph 13  you  deal  with  one  aspect  of 
the  difference  in  the  way  in  which  full- 
time consultants  and  part-time  consul- 
tants are  treated  by  the  Health  Service 
in  the  way  of  their  remuneration  and  so 
on.  You  point  out  that  if  the  surgeon 
is  to  keep  abreast  of  advancing  know- 
ledge he  needs  leisure  to  read,  to  write, 
and  to  -travel.  He  must,  -therefore,  be 
able  to  look  forward  to  a standard  of 
professional  earnings  which  allows  him 
to  incur  such  expenditure  without  sacri- 
ficing essential  family  needs.  What 
point  are  you  exactly  making  in  that 

paragraph? -He  has  got  to  have  a 

certain  level  of  income  coming  to  him 
which  enables  him  to  indulge  in  these 
things.  He  must  not  be  so  taken  up 
with  routine  work  that  he  has  no  time 


to  read  and  study  for  himself.  He  must 
be  able  to  visit  other  clinics  more  cer- 
tainly than  a practitioner  who  is  not  a 
consultant.  Also,  I think,  we  do  men- 
tion here  the  question  of  entertaining  his 
friends  from  abroad  who  come  because 
they  aire  making  essential  contacts  and 
it  is  absolutely  necessary  that  that  should 
be  so  too.  I think  that  should  come 
under  what  we  might  call : “ professional 
expenses  ” for  which  we  think  an  allow- 
ance should  be  made. — Sir  Harry  Platt : 
If  I might  .take  over  there,  I go  back 
a longer  span  of  years  than  my 
colleagues,  just  immediately  before  the 
first  world  war,  and  it  was  after  the  first 
world  war  that  the  travelling  of  consul- 
tants became  a habit.  Indeed,  we  have 
now  arrived  at  a stage  when  it  is  an 
obligation.  At  one  time,  as  those  of  us 
well  know  who  go  back  a bit,  the  cost 
of  foreign  (travel  in  the  ’20’s  and  *30’s 
was  comparatively  small  but  today  those 
things  are  exceedingly  expensive — travel, 
the  fares  and  staying  in  hotels,  and  so 
forth.  The  big  income  earners  in  the 
free  market  in  the  old  days  felt  the  cost 
of  travel  very  little.  I do  not  put  myself 
in  that  category  but  I must  have  spent 
over  my  forty  years  a lot  of  money  in 
foreign  travel,  five  trips  to  America,  in- 
numerable continental  visits  and  so  on. 
It  was  well  worth  it.  Now  it  is  very 
necessary  that  that  goes  on.  There  are 
congresses,  there  are  visits  of  small  sur- 
gical colleges  to  bigger  colleges,  special 
centres  on  the  continent  and  in  the 
United  States.  It  is  the  life’s  blood  of  the 
consultant’s  life  and  it  is  now  exceedingly 
costly  and  represents  quite  an  item  out 
of  .the  (part-time  consultant’s  income  or 
full-time  university  consultant’s  income 
which  many  shrink  from  because  it  is  an 
expense  on  top  of  their  basic  family 
needs. — Sir  James  Paterson  Ross : Of 

course  in  industry,  as  you  know  quite 
well,  better  than  I,  all  these  things  come 
under  expense  accounts  and  I think  that 
is  how  people  manage  to  do  their  neces- 
sary travelling  because  it  is  so  expensive. 

4175.  Sir  James,  the  Commission  are 
fully  conscious  of  the  point  which  you 
and  Sir  Harry  make,  that  it  is  nothing 
like  so  easy  now  for  medical  men  to  go 
abroad  as  it  used  to  be  because  of  the 
expense  of  travel  and  hotel  accommoda- 
tion. But  there  are  societies  and  bodies 
and  funds  available  which  provide  grants 
for  some  of  these  things,  are  there  not? 
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Sir  Harry  Platt:  Yes,  for  a few  in- 
dividuals ; there  are  endowment  funds 
of  the  great  teaching  hospitals  here 
and  there  and  actually  a certain  amount 
is  allowed  in  the  budgets  of  the  Regional 
Hospital  Boards  and  the  Boards  of 
Governors.  But  it  is  very  little  and  it 
very  rarely  covers  the  complete  expen- 
diture mow  incurred:  it  is,  I think,  part 
of  the  modem  inflation.  I,  myself,  had 
part  of  my  iposlt-graduate  surgical  training 
as  a young  man  before  the  first  world 
war  in  Boston  at  the  expense  of  my 
father  who  could  very  well  afford  it  in 
those  days ; but  the  cost  of  living  was 
then  really  infinitesimal.  Today  it  is  for- 
midable to  do  that  sort  of  thing  and 
there  are  not  Fellowship  and  endow- 
ment grants  galore  for  all  those  who 
have  to  go  to  international  and  national 

congresses. Sir  James  Paterson  Ross: 

I think  I could  put  it  in  a nutshell  that 
for  the  young  man  training  to  be  a con- 
sultant who  is  going  for  a year  abroad 
there  are  these  Fellowships  and  grants. 

4176.  Yes. There  are  in  the  Health 

Service,  as  Sir  Harry  has  said,  certain 
funds — ^limited  funds  but  still  very  im- 
portant and  welcome  for  members  on 
study  leave  with  pay  and  expenses.  But 
these  are  not  applicable,  with  certain 
rare  exceptions,  to  consultants.  The 
only  exceptional  ones  I can  think  of  are 
in  the  Universities:  sometimes  a person 
who  goes  to  give  a course  of  lectures  or  is 
going  for  a specific  reason  to  another 
University  centre  to  acquire  a technique 
or  to  'learn  something,  there  is  such  a 
grant.  But  you  may  just  say  in  general 
terms  that  these  things  apply  only  to 
the  young  man  and  do  not  apply  to  con- 
sultants as  a whole ",  they  have  to  pay 
their  own  expenses. 

4177.  Chairman:  Have  you  any  idea 
of  the  size  of  the  grants  that  the 
Regional  Hospital  Boards  have  at  then 
disposal  for  this  kind  of  purpose? 

Sir  Harry  Platt:  Just  speaking  from 

memory  the  Manchester  Regional  Hos- 
pital Board  has  something  like  £ 1,200 
a year  or  £1,500.  It  has  to  he  set  aside 
out  of  the  budget  allocated  by  the 
Treasury. 

4178.  How  otherwise  would  you  sug- 
gest it  should  be  done,  Sir  Harry? 

The  .difficulty  is  to  separate  the  young 
men  who  are  in  statu  pupillari  and  those 
at  the  height  of  their  activity. 


4179.  I was  wondering  how  else  you 
might  suggest  it  should  be  done  if  it  was 
not  to  be  provided  for  by  the  Regional 

Boards  in  their  budgets? It  should  be 

done  for  the  full-timer  if  in  receipt  of 
a substantial  income  by  being  a non- 
taxable  expediture,  quite  plainly.  Then 
I think  it  could  be  found. 

4180.  Professor  Jewkes:  You  are 

stressing  this  'point  in  connection  with 
the  whole-time  consultant  rather  than 

the  part-time  consultant? Yes,  I may 

be  in  a minority  about  the  part-time 
consultant.  1 think  if  he  is  in  re- 
ceipt at  the  height  of  his  career  of  a 
substantial  hospital  salary  _ and  good 
merit  award  and  is  able  to  increase  that 
by  private  practice  he  should  pay  for 
this,  as  we  all  have  done  in  the  last 
thirty  years,  out  of  his  own  pocket ; but 
it  should  be  a non-taxable  part  of  his 
expenses. 

4181.  Which  it  would  normally  be  at 

the  moment? Not  admitted  always 

or  not  admitted  in  toto.  It  is  argued  with 
great  zeal  by  minor  functionaries  as  to 
whether  a part  of  it  is  tourism,  part  of 
it  the  improvement  of  a man’s  capacity 
to  practise  in  the  future.  It  is,  in  other 
words,  a capital  improvement.  These 
are  childish  and  ridioulous  obstacles. 

4182.  Chairman:  Is  it  only  the  whole- 

timers  who  get  an  allowance  from  the  Re- 
gional Hospital  Boards,  Sir  Harry? 

No.  A part-time  consultant  may  get  a 
grant  in  aid  if  he  has  to  go  to  read  a 
paper,  say,  at  a congress  in  the  United 
States.  If  it  is  considered  it  is  good  for 
the  regional  hospital  service,  he  may  get 
a small  grant  in  aid. 

4183.  And  if  somebody  is  sent.  and 

gets  a grant  in  aid  from  the  Regional 
Hospital  Board  to  travel  to  one  of  these 
congresses,  is  it  taxed? No. 

4184.  Well  then,  surely  you  are  say- 
ing it  should  not  be  taxed  when  in  fact 

it  is  not. No,  Sir  Harry,  this  is  a 

small  grant  out  of  a very  Bruited  sum 
of  money  made  available  by  a Regional 
Board  which  may  have  hundreds  of  con- 
sultants. 

4185.  What  you  are  saying  really  is 
that  this  sum  ought  to  be  larger,  that 
there  should  be  more  travel  allowed  and 
paid  for  by  the  Regional  Boards  for 
consultants  who  from  time  to  time 
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should  go  and  represent  the  country,  im- 
prove their  mind  and  so  forth? — — 
Ideally  the  subsidy  should  be  to  those 
who  otherwise  find  hardship,  either 
whole-timers  or  part-timers ; I think  it 
is  a question  of  the  individual  My  own 
feeling  is  that  a very  prosperous  con- 
sultant— and  there  are  such — should  be 
prepared  to  find  at  any  rate  a greater 
part  of  this  out  of  his  earnings,  being 
non-taxable,  but  that  is  my  own  personal 

view.: Mr.  Edwards : Both  from 

Regional  Boards  and  from  Boards  of 
Governors  in  teaching  hospitals  there 
is  always  a contribution  towards  ex- 
penses but  there  is  usually  a very  con- 
siderable expense  over  and  above  this 
contribution  which  is  not  taxed.  What 
Sir  Harry  is  saying  is  -that  that  amount 
over  and  above  what  you  have  to  pay 
out  of  your  own  pocket  should  be 
exempt  from  tax.  That  is  not  -the  case 
in  full-time  .posts  and  it  is  not  always 
the  case  for  the  part-timers  that  they 
can  be  exempt. 

4186.  Professor  Jewkes:  So  if  a 

whole-time  consultant  goes  to  a foreign 
conference  it  is  at  his  own  expense ; 
there  is  no  question  at  ah  of  his  being 
allowed  that  as  non-taxable  expense? 
That  is  so. 

4187.  And  that  is  the  difference  be- 
tween the  whole-timer  and  the  part- 

timer?' That  is  the  difference,  but  at 

the  same  time  it  is  not  always  possible 
even  for  the  part-timer  to  get  exemption 
because  of  minor  functionaries,  as  they 
say. 

4188.  Whilst  we  are  on  the  question  of 
whole-time  and  part-time,  Sir  James,  is  it 
your  opinion  that  there  is  a right  sort  of 
balance  between  the  number  of  whole- 
timers  and  ithe  number  of  part-timers? 
Could  a hospital  run  properly  if  there 
were  no  wholentimers  or  no  part-timers? 
Sir  James  Paterson  Ross : A teach- 
ing hospital,  you  mean? 

4189.  Both  types.— — Yes.  There  is  no 
denying  that  before  there  were  whole- 
time  professorial  units  in  teaching 
hospitals  the  hospitals  got  on  very  well. 
But  we  dio  >not  think  Ithe  scientific  side  of 
surgery  and  'the  advance  of  ,the  subject 
was  ipursued  quite  as  well  as  it  should  be. 
The  treatment  of  the  patients  was  very 
satisfactory  but  the  advancement  was  not 
taking  place  as  it  should.  There  was  a 
great  deal  iof  comparison  between  this 


country  and  America  and  so  on.  That 
balance  has,  to  a great  extent,  I think, 
been  put  right  by  the  introduction  of 
whole-time  professorial  units  in  a large 
number  of  teaching  hospitals  in  this 
country.  I think  that  the  proportion  at 
present  existing  in  many  of  the  schools 
— mot  all  of  the  schools,  because  in  many 
of  the  schools  in  London  do  not  have 
professorial  units — but  in  those  that 
have,  I think  the  proportion  is  about  one 
wholeHtime  unit  to  three  part-time  units. 
It  is  probably  about  the  right  proportion. 
In  regard  to  the  Regional  Board  hospitals 
I do  not  know  that  I am  really  in  a 
position  to  state  how  many  whole-timers 
there  should  be  in  that  service  and  I 
would  really  like  Sir  Harry,  who  is  very 
familiar  with  the  Regional  Board  service, 
to  say  _ about  what  the  proportion  of 
wholentime  staff  to  part-timers  in  those 
hospitals  sihould  be— Sir  Harry  Platt : 

I do  not  think  that  one  can  answer  that 
question  and  I cannot  even  remember  the 
figures  from  my  own  Regional  Board 
Which  were  published  only  the  other  day. 
In  the  Manchester  Regional  Board,  of 
which  I am  stiff  a member  and  have 
been  since  the  very  beginning,  we  have 
in  the  new  consultant  appointments  since 
the  Act  tended  to  appoint  some  of  the 
younger  men  for  a period  of  three  years, 
until  they  can  settle  down,  on  a full-time 
contract  with  the  right  at  the  end  of 
three  years  to  ask  the  Board  to  put  them 
on  maximum  part-time;  and  that  has 
worked  very  well.  It  has  given  them 
three  years  to  settle  down  without  undue 
economic  strain  and  when  they  have 
■established  I their  position  they  go  on  to 
maximum  part-time  where  they  are  now 
permitted  to  do  domiciliary  consultations 
and  to  devote  a very  limited  part  of  ithe 
week  to  such  strictly  private  practice  as 
may  come  their  way.  Without  any 
arithmetical  formula  we  found  that  a 
very  useful  working  scheme. 

4190.  Chairman : It  fits  in  on  the 
whole  with  the  needs  of  the  particular 
hospitals  in  the  service?— Absolutely, 
but  there  are  certain  fields  where  ex- 
pensive apparatus  and  so  on  is  involved, 
as  in  radiology  where  many  of  the 
appointments  have  been  deliberately,  at 
the  request  of  the  consultant,  made  on. 
a full-time  basis. 

4191.  Professor  Jewkes : You  would 

let  the  distribution  settle  itself? Yes, 

it  just  finds  ife  own  level. 
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4192.  Sir  David  Hughes  Parry : But  in 
certain  hospitals  you  may  require  a full- 
time  person  to  go  on  as  such  after  the 

three  years? That  is  really  the  pact, 

as  it  were,  with  the  young  consultant 
,at  the  time  of  his  appointment.  It  is  our 
practice  in  our  region  to  .give  him  the 
assurance  that  after  a certain  period  he 
•will  have  the  (right  ito  ask  to  go  part-time. 
■And  it  comes  hack  to  the  majority  feel- 
ing in  the  profession,  no  doubt  voiced 
by  the  Joint  Consultants’  Committee, 
which  is  reinforced  by  this  Royal  College 
and  I think,  probably  our  sister  College 
—I  do  not  know — that  (the  consultants  of 
the  country  are  whole-heartedly  in  favour 
of  a predominantly  part-time  relationship 
with  the  so-called  employing  authority. 

4193. 1 notice  that  the  word  you  used  is 
“ .predominantly  There  must  be  parts 
of  the  service  that  require  full-time  con- 
sultants apart  from  this  younger  genera- 
tion doing  their  first  .three  years?— —Sir 
David,  if  you  ask  me  as  an  individual 
whether  this  service  would  run  at  a high 
level  on  an  entirely  part-time  basis,  my 
answer  would  be,  yes. — -Sir  James 
Paterson  Ross : May  I make  a suggestion, 
Sir?  I do  not  know  whether  Sir  Harry 
Plaltt  will  accept  it,  but  one  answer  to 
Sir  Hugh’s  question  whether  some  -of  the 
people  might  remain  in  whole-time 
service  in  the  Regional  Board  hospitals 
is,  I think,  probably  that  most  of  them 
who  do  so  are  there  in  an  administrative 
capacity  for  part  of  their  time.  In  other 
words,  they  are  essentially  remaining  on 
the  clinical  side  but  instead  of  using  the 
rest  of  their  time  for  private  practice 
they  are  using  that  time  for  the  adminis- 
trative duties  of  the  hospital.  Is  that  not 
so?— Sir  Harry  Platt : In  the  mental 
health  service,  that  is,  of  course,  common 
practice.  (Most  of  the  so-called  medical 
superintendents  who  are  also  consultants 
are  full-time  but  .the  visiting  psychiatrists 
are  predominantly  or  almost  exclusively 
part-time. 

4194.  Chairman : I wonder  whether 
you  can  give  us  a definition,  for  which 
we  have  asked  before  from  time  to  time 
— what  is  a consultant?  What  is  a 
consultant’s  work?  We  have  so  often 
heard  it  suggested  that  consultant  work 
is  being  done  by  other  people  without 
those  people  being  recognised  as  con- 
sultants.  1 think  it  could  be  answered 

if  you  want  a definition,  quite  simply. 
The  essence  of  a consultant  is,  first  of 


all,  that  he  is  consulted  by  other  mem- 
bers of  the  profession  and  patients  are 
referred  to  him.  He  is  completely  and 
absolutely  responsible  for  that  patient’s 
care.  That  distinguishes  the  consultant 
from  anyone  else  who  is  in  statu 
pupdllari.  The  senior  registrars,  many 
of  them  men  of  considerable  experience, 
doing  major  surgery,  carrying  out  res- 
ponsible work  in  fields  of  medicine  and 
obstetrics  and  so  on,  are  not  in  _ the 
final  analysis  responsible  for  that  patient. 
They  have  a delegated  _ function.  The 
consultant  has  the  undivided  responsi- 
bility for  the  care  of  a patient.  The 
general  practitioner,  of  course,  has  the 
same. — Sir  James  Paterson  Ross:  I think 
when  we  say  that  the  registrar  is  doing 
consultant  duty  what  we  really  mean  is 
that,  in  fact,  .this  responsibility  of  the 
consultant  is  honoured  more  in  the 
breach  than  in  the  execution  of  the  thing. 

In  other  words,  the  registrar  is  being 
made  responsible  although  he  is  not  or 
should  not,  in  fact,  be  responsible  for  a 
patient. 

4195.  Sir  Hugh  Watson:  So  that 

really,  Sir  James,  while  in  point  of  fact, 
to  use  Sir  Harry’s  expression,  the  regis- 
trar is  in  theory  in  statu  pupillari,  by 
the  time  he  has  been  a senior  registrar, 
as  we  are  told,  for  3,  4,  5 or  more  years 
he  is  himself,  although  not  in  name,  in 
quality,  very  nearly  of  consultant  status? 

Yes,  Sir.  The  idea  of  the  senior 

registrar  is  .that  he  is  in  training  for  a 
consultant  post  and  so  long  as  there  are 
consultant  vacancies  he  is  an  applicant 
for  them — it  is  a matter  of  supply  and 
demand,  as  you  know,  at  the  present 
■time— and  if  successful  he  changes  his 
status  but  does  not  change  his  capability. 
But  he  is  in  charge  as  a consultant  and 
the  natural  evolution  should  be  from 
senior  registrar  after  the  fourth  year  into 
a consultant  grade. — Sir  Harry  Platt:  So 
it  is  really  quite  simple.  Whatever  he 
does  they  are  not  his  patients.  They  are 
the  patients  of  .the  consultant  who  is  his 
chief. — Mr.  Edwards : And,  of  _ course, 
he  only  undertakes  care  of  patients  at 
the  direction  of  'his  chief.  If  I may  I 
would  just  like  to  underline  the  first 
part  of  Sir  Harry’s  definition  of  con- 
sultants. It  is  derived  from  consultation 
with  the  doctor  and  not  with  the  patient 
and  so  consulting  practice  is  always  m 
association  with  the  patient’s  own  doctor, 
both  in  hospital  where  the  only  patients 
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you  see  are  those  who  are  provided  with 
doctors’  letters  and  in  the  patient’s  home. 
Thialt  is  the  real  definition  of  consultant, 
I think,  but,  of  course,  what  Sir  James 
and  Sir  Harry  say  in  relation  to  senior 
registrars  is  absolutely  right.  They  are 
delegated  and  one  only  allows  one’s 
assistants  to  do  certain  operations  when 
yiou  feel  they  axe  entirely  competent  to 
do  those  operations  and  even  then  it  is 
only  under  direction. 

4196.  Thank  you,  Mr.  Edwards.  You 

have  made  that  very  clear.  I have  always 
understood  this  is  rather  comparable  to 
the  relationship  which  exists  in  another 
profession — ia  client,  his  solicitor  and 
counsel.  Is  that  more  ox  less  a reason- 
able comparison? 1 have  always 

understood  so. — Sir  Harry  Platt : I think 
the  Bar  is  probably  a little  more  rigid 
because  there  are  occasions  when 
patients  do  seek  access  to  a consultant 
without  their  doctor. 

4197.  But  by  and  large.  In  your  para- 
graph 18  you  point  out  the  present  un- 
fortunate position  with  regard  to  senior 
registrars  and  you  say  there  is  a moral 
Obligation  to  ensure  their  future.  We 
have  had  this  problem  put  to  us  by  many 
people  and  many  suggestions  have  been 
made.  What  is  the  solution  of  the  Royal 

College  to  this  problem? Mr. 

Edwards : I think  what  we  are  most 
anxious  to  do.  Sir,  is  to  underline  that 
there  is  a very  big  problem  here  rather 
than  at  this  moment  to  suggest  any  solu- 
tion to  it.  I am  afraid  that  is  not  being 
very  helpful  but  there  is,  as  we  have 
tried  to  show,  a moral  obligation  to 
employ  these  highly  trained  men.  The 
obligation  particularly  refers  to  those 
who  were  given  Government  grants  at 
the  end  of  the  war  in  order  to  enable 
them  to  become  consultants.  To  the 
younger  people  perhaps  this  obligation 
does  not  apply  quite  so  much.  But  to 
amy  one  of  us — and  we  all  have  from 
time  to  time  to  sit  as  assessors — it  is 
always  a most  depressing  experience:  I 
have  jusft  this  last  week  done  this  thing. 
The  man  who  got  the  job,  which  was  a 
very  attractive  job,  Wias  aged  43  ; the 
youngest  applicant  was  34.  There  were 
26  -of  them  and  they  were  all  fully  trained 
surgeons,  most  of  them  had  .their  Master- 
ship of  Surgery.  Thait  is  the  situation 
we  are  facing  all  the  time  and.  it  is  a 
problem  which  we  regard  as  being  very 
much  overdue  for  solution,  one  which 


we  want  to  emphasise,  one  which  we 
want  to  play  our  part  in  pressing  at  all 
events.  As  to  the  solution  of  this  prob- 
lem I think  there  is  already  some  sugges- 
tion which  has  been  made:  I think  Sir 
James  might  mention  something  about 
•that. — Sir  James  Paterson  Ross : I think- 
you  know  that  a suggestion  has  been 
made  that  there  should  be  a thorough 
investigation,  perhaps  by  a working 
party  from  the  Ministry  and  from  the 
profession,  to  look  into  this  problem 
to  try  to  see  exactly  the  size  of  it  and 
what  the  right  solution  should  be  for 
these  young  men.  There  is  no  question, 
as  Mr.  Edwards  has  said,  that  all  of  the 
senior  registrars  who  are  time  expired 
are  capable  of  becoming  consultants  but 
there  are  not  posts  for  them.  The  ques- 
tion at  once  arises  whether  more  con- 
sultant posts  should  be  made  so  that  this 
anomaly  of  senior  registrars  acting  as 
consultants  is  not  perpetuated.  But  that, 
of  course,  is  a matter  of  whether  it  can 
be  afforded  and  so  on.  So  in  a way  we 
would  prefer  mot  to  say  what  we  think 
is  the  solution  of  this  because  it  would 
be  pre-judging  the  solution  as  far  as  the 
working  party  is  concerned,  supposing 
that  working  party  was  formed  and  had 
to  make  a pronouncement.  On  the 
other  hand  I think  we  would  like  to 
make  it  quite  clear  that  we  do  not  think 
they  should  go  on  as  senior  registrars  ; 
we  think  they  should  be  given  security 
Which  they  have  not  got  at  the  present 
time  and  that  they  deserve  recognition 
(for  what  they  are  in  fact,  that  is, 
consultants. 

I wonder.  Sir,  whether  this  particular 
point  has  ever  been  made  to  you  by 
anybody  else.  A reference  has  been 
made  by  Mr.  Edwards  to  'the  early  days 
when  so  many  of  these  men  were  given 
grants  to  complete  their  higher  educa- 
tion because  dit  was  assumed  that  when 
the  Health  Service  was  established  there 
would  be  a meed  for  more  consultants. 
That  was  all  very  carefully  worked  out 
before  the  Service  started  and  it  was  on 
these  figures  that  the  'training  of  these 
men  was  worked  out.  But  what  was 
neglected  or  perhaps  unknown  at  that 
time  was  the  retirement  rate  of  consul- 
tants in  the  National  Health  Service.  It 
was  assumed  that  they  would  go  on  as 
they  had  before  in  ithe  voluntary  hos- 
pitals: men  retired  <at  60,  or  sometimes 
after  a given  number  of  years  on  the 
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senior  staff  of  their  hospital,  and  the 
tendency  was  for  them  to  go  about  60 
or  just  over.  But,  of  course,  as  you 
know,  Sir,  the  retiring  age  of  the  National 
Health  Service  became  65  and  therefore 
many  of  these  young  men  who  had 
expected  to  get  their  promotion  at  the 
age  of  31  or  32  found  themselves  37 
before  they  were  getting  it  and  that 
made  this  great  pool  of  senior  registrars. 
That  is  why  we  feel  responsible  for  them 
because  they  were,  in  other  words, 
encouraged  to  do  this  thing.  In  the 
ordinary  way  people  entering  a profes- 
sion rather  look  to  see  whether  there  is 
going  to  be  work  for  them  before  they 
undertake  a period  of  training  but  these 
men  were  rather  encouraged  to  do  this 
because  it  looked  to  them  as  though 
there  was  going  to  be  work  for  them 
afterwards. 

4198.  Chairman : There  was  actually 
a calculation  about  the  establishment 
that  was  needed  to  fill  ‘the  Service  in  the 
future  and  the  number  of  senior  regis- 
trars bore  some  relation  to  that  calcula- 
tion?  Initially,  Sir,  it  did.  Is  that 

your  question? 

'4199.  Yes. It  was  worked  out,  1 

think  by  P.E.P.  originally  in  conjunction 
with  the  National  Health  Service,  that 
was  in  the  latter  days  of  the  war.  1 
remember  very  vividly  the  whole  thing 
was  being  worked  out  at  that  time. — 
Sir  Harry  Platt:  On  the  other  hand,  I 
think  it  is  true  that  for  those  who  had 
given  long  war  service  there  was  the 
opportunity  for  a subsidised  period  of 
higher  training  and  no  limits  were  set. 
Is  it  not  also  true  that  the  Minister  has 
in  the  last  day  or  two,  recognised  that 
there  is  a moral  obligation  to  ensure 
their  future  by  advising  Boards  of 
Governors  and  Regional  Hospital 
Boards  now  to  perpetuate  the  appoint- 
ment of  senior  registrars  of  great 
senioritv?  He  has  also  said  it  is  con- 
templated that  there  will  be  increment 
on  their  remuneration.-— Sz>  James 
Paterson  Ross:  I hope,  Sir,,  that  what 
I said  just  now  will  not  be  misinterpreted. 
I said  I do  not  think  they  ought  to  go 
oh  as  senior  registrars.  _ I think  their 
appointments  should  continue  as  senior 
registrars  until  something  is  decided 
about  them.  But  what  I meant  is  this, 
it  is  unjust  they  should  go  on  until  the 
ehd  of  th'e  chapter,  uhtdl  'they  retire  from 
practice,  as  senior  registrars. 


4200.  1 think.  Sir  James,  it  has  been 

put  to  us  by  others  in  your  branch  of 
the  profession  that  you  are  really  anxious 
that  there  should  be  a competitive  entry 
to  consultancy? Yes. 

4201.  That  it  should  not  be  automatic. 
No,  Sir.  That  is  important,  other- 
wise if  you  appoint  a senior  registrar  you 
are  really  appointing  a consultant.  It 
must  be  competitive.  The  worst  objec- 
tion is  that  this  pool  has  arisen  in  that 
way  because  it  was  caused  ten  years  ago. 

4202.  Yes,  I think  we  understand  that. 
Sir  Harry  Platt,  you  used  several  times 
the  words  “ in  statu  pupillari  ”.  Does 

that  apply  to  senior  registrars? Sir 

Harry  Platt:  Yes. 

4203.  We  have  not  had  that  particular 
definition  of  these  training  grades  before 
but  you  would  apply  it  right  up  to  the 

time  they  become  consultant? -Y es, 

they  are  undertaking  higher  training 
under  the  direction  of  a consultant.  They 
have  no  ultimate  responsibility  for 
patients  they  treat,  that  is  a delegated 
responsibility,  as  Mr.  Edwards  has  said. 
—Mr.  Edwards:  May  I add  one  thing. 
Sir,  and  that  is  I do  hope  that  the  Com- 
mission recognises  that  a trained  senior 
registrar  is  unemployable  except  as  a 
surgeon.  He  has  no  alternative.  He 
will  nc>t  be  accepted  in  general  practice 
as  an  alternative.  That  is  very  im- 
portant. A second  thing  about  which 
I would  like  to  make  a point  _ is  this 
term  “ registrar  ” is  very  much  misunder- 
stood generally.  A registrar  to  us  before 
the  Health  Act  was  a man  who  was 
in  training.  Unfortunately,  in  my  view, 
there  are  now  two  grades  of  registrar 
— -a  registrar  and  a senior  registrar.  But 
a registrar  is  still  a man  whom  you  are 
training ; it  may  take  nine  or  ten  years 
to  become  a consultant.  I think  we  have 
expressed  our  views  in  our  memorandum 
on  that  but  the  unfortunate  thing  is  this*, 
that  if  a mail  applies  for  a registrar’s 
job  there  is  now  an  implication  already 
that  he  is  in  the  consultant  rank,  as  it 
wbfe,  which  is,  we  find,  an  awkward 
situation.  Many  of  us  would  like  to  see 
a return  to  the  term  “registrar”,  that 
is  a man  whom  you  have  selected  out 
of  a number  for  training  instead  of 
having  these  two  grades. 

4204.  Professor  JeWkes:  The  Ministry 
of  Health  have  given  us  1 lot  of 
statistics  showing  that  the  nuitiber  of 
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registrars  in  the  hospital  service  has  in- 
creased by,  1 think,  68  per  cent.,  between 
1949  and  1956 — a larger  increase  than 
in  any  other  branch  of  the  hospital  staff. 
Now  we  know  that  the  appointment  as 
registrar  is  a short  period  appointment 
and  you  have  told  us  in  your  report 
•that  it  is  becoming  increasingly  difficult 
for  registrars  to  get  back  into  general 
practice.  Taking  those  facts  together  to 
an  outsider  the  position  seems  to  be 
rather  alarming,  that  you  are  going  to 
have  a problem  of  frustrated  registrars 
and  surplus  registrars  just  as  you  have 
one  now  over  senior  registrars.  1 
wonder  whether  this  would  not  give  the 

same  cause  for  alarm? That  is  my 

point.  One  of  the  reasons  there  appear 
to  be  so  many  people  in  training  for 
consultants  is  that  in  the  old  days  there 
used  to  be  resident  surgical  officers,  resi- 
dent medical  officers,  and  other  names 
given  to  these  people.  But  if  you  call 
•them  now  “ registrar  ” they  become 
frustrated  because  they  have  the  im- 
pression they  are  selected  to  become  con- 
sultants. We  would  like  a return  to 
some  of  the  grades,  resident  surgical 
officer,  resident  medical  officer  and  so 
on  which  they  still  keep  in  some 
hospitals. — Sir  Harry  Platt:  From  whom 
the  general  practitioner  was  recruited. 
A few  after  getting  their  Fellowship  or 
M.R.C.P.  passed  on  to  the  present-day 
senior  registrars  but  even  in  the  old  days 
they  could  go  into  general  practice  in 
a partnership  with  these  higher  diplomas, 
not  with  the  length  of  training  our 
modern  M.R.C.P.  has,  and  fulfil  useful 
functions.  We  make  that  point  as  one 
of  the  avenues  closed  in  this  country 
now  is  the  general  practitioner  surgeon 
who  .is  no  longer  functioning  in  the 
smaller  hospitals.  We  do  not,  as  a 
College,  believe  we  couild  go  back  to 
the  old  arrangement  whereby  he  was 
able,  unsupervised  so  to  speak,  to  prac- 
tise major  surgery,  'but  we  do  believe 
he  might  have  a place  within  the  surgical 
team. 

4205.  As  I understand  your  suggestion 
it  is  that  there  should  be  more  flexibility 
in  the  movement  between,  general  prac- 
tice and  the  hosoital  in  both  directions? 
— Unquestionably. 

4206.  We  are  only  concerned  with 
remuneration.  Have  you  any  sug- 
gestions as  to  how  ithe  levels  of 
remuneration  could  be  changed  in;  order 
to  break  down  what  you  suggest,  as  I 


understand  it,  is  the  growing  rigidity 
between  hospital  and  general  practice? 

Mr.  Edwards : It  is  very  difficult  to 

answer  that  question  because  the  thing 
is  all  so  bound  together.  If  you  are 
talking  about  improvements  in  the 
Health  Service  we  believe  that  one  of 
them  would  be  this  greater  flexibility 
and  interchange  between  general  prac- 
titioners and  hospitals. 

4207.  Sir  Hugh  Watson : Can  I ask 
you,  Mr.  Edwards,  whose  problem  is 

that? 1 think  the  problem  is  partly 

a medical  one,  partly  an  administrative 
one,  and  it  must  be  bound  up  with 
remuneration. 

4208.  Is  it  an  administrative  one? 
Because  some  of  your  colleagues  have 
fairly  frankly  admitted  to  us  that  the 
problem  is  really  one  for  the  medical 

profession  themselves. Sir  Harry 

Platt:  It  would  be  in  part.  Sir  Hugh, 
because  we  are  talking  now  of  the  ad- 
mission to  general  practice  of  these 
young  men  who  have  had  considerable 
hospital  experience  which  is  or  should 
be  of  great  value. 

4209.  And  vice  versa? He  can. 

only  get  in  through  selection  by  the 
Executive  Councils. 

4210.  But  there  was  also  a suggestion 
that  the  traffic  the  other  way  is  also 
difficult — from  general  practice  into  the 

hospital  service. Very.  That,  of 

course,  must  inevitably  be  increasingly 
difficult  for  those  who  have  not,  before 
going  into  general  practice,  acquired  the 
higher  diplomas. 

4211.  Professor  Jewkes : Ought  there 
to  be  an  arrangement  that  they  should 
more  frequently  acquire  the  higher  diplo- 
mas for  this  purpose?- — It  is  a very 
formidable  thing  for  a man  to  get  the 
M.R.C.P.  and  Fellowship.  _ It  is  two 
examinations.  You  are  dealing  with  an 
honours  school. 

4212.  Chairman:  More  formidable 

than  it  used  to  'be? 1 think  a little. 

It  was  always  very  formidable. — Mr: 
Edwards : I .think  that  the  difficulty  • in 
bringing  general  practitioners  into  hos- 
pital clinics  can  only  be  appreciated  by 
attending  hospital  clinics  and  seeing  'the 
problems  there,  especially  in  surgery.- 
It  is  a thing  which  we  should  like  to  do 
verv  much  if  it  was  only  technically 
possible.  But  we  should,  certainly  feel 
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that  the  general  practitioner  who  has 
had  an  adequate  surgical  experience  to 
entitle  him  to  do  intermediate  and  minor 
operations  should  be  able  to  do  those, 
as  he  used  to  do  before  the  Act.  We  feel 
there  is  a great  gap  there  which  could 
be  filled,  not  to  the  same  extent  because, 
as  we  know,  surgery  that  should  not  be 
done  was  being  done. 

4213.  It  is  really  primarily  a problem 

for  the  profession? 1 should  have 

thought  primarily  it  was. 

4214.  Sir  David  Hughes  Parry : It  is 
a twofold  problem : bringing  people  in 
who  have  been  general  practitioners  to 
be  consultants  and  getting  those  who 
perhaps  started  with  a view  to  being 
consultants  into  general  practice.  It  is 

not  one  way. Not  entirely  one  way. 

In  fact  most  hospitals  have  general  prac- 
titioners, keen  young  men  who  do  attend 
clinics,  but  it  is  a little  more  difficult 
in  surgery,  I would  say,  than  in  medi- 
cine—Sir  Harry  Platt : I think,  Sir,  we 
have  to  recognise  that  the  way  back 
from  general  practice  to  the  life  of  a 
consultant  today  is  blocked  really  by  the 
economic  factor.  Those  men  who  came 
out  of  general  practice  very  often  lived 
on  their  savings  whilst  they  were  read- 
ing for  these  higher  diplomas.  Very 
creditable  it  was,  and  sometimes  it  took 
a long  time — many  efforts  to  get  the 
M.R..C.P.  or  the  two  examinations  of 
Fellowship.  It  would  seem  to  me  today 
economically  impossible. 

4215.  Professor  Jewkes : What  about 
movement  the  other  way.  Sir  Harry,  from 
the  hospitals  to  general  practice  which 
you  suggest  is  even  more  difficult?  Can 

that  be  eased  in  any  way? Yes,  by 

education  of  the  profession,  by  the 
general  practitioner  being  ready  to 
receive  the  man  who  has  stayed  longer 
in  hospital  resident  posts  than  the  aver- 
age and  the  .improvement  obviously  of 
the  general  practice  of  the  future- 
improved  conditions  for  a more  scientific 
life  and  access  to  'diagnostic  aids,  and 
group  practice.  Surely  the  new  College 
of  General  Practitioners  will  be  giving 
you  evidence  on  the  future  of  general 
practice.  An  increased  academic  stand- 
ard of  general  'practice  which,  I think, 
we  all  feel  we  want,  would  be  a great 
contribution  .to  this  country. 

4216.  We  have  this  extraordinary 
increase  in  the  number  of  registrars  as 


shown  in  the  figures — 68  per  cent,  since 
1949.  Does  this  mean  that  registrars 
are  doing  different  sorts  of  work  than 
the  work  which  they  used  to  do?  How 

has  this  increase  arisen? It  is  quite 

easy.  I think  I can  speak  from  personal 
experience  of  staffing  matters  in  teach- 
ing hospitals  on  the  eve  of  war  and  as 
it  was  before  I left  the  staff  in  1952. 
There  are  greatly  swollen  establishments. 
There  are  far  more  in  the  teaching  hos- 
pitals of  these  young  pairs  of  hands ; 
they  have  more  time  off.  The  house 
surgeons  have  weekends  off  and  time  off 
duty  which  for  my  colleagues  in  our 
young  days  did  not  exist  at  all.  We 
had  to  do  all  sorts  of  work  in  addition, 
e.g.  giving  anaesthetics  for  emergencies. 
That  does  not  happen  today.  That  is 
one  very  simple  explanation  of  the  great 
increase  in  the  establishment.  An  in- 
crease in  establishment  has  not  taken 
place  in  the  non-teaching  hospitals  in 
the  smaller  centres.  They  have  difficulty 
in  getting  even  the  numbers  they  had 
before  the  Act  and  often  before  the  war. 

It  is  only  by  the  existence  in  this  coun- 
try of  a great  many  post-graduates  from 
the  Commonwealth,  from  India,  Pakistan, 
that  these  hospitals  can  find  these  junior 
pairs  of  hands  of  registrars,  or  senior 
registrars.  The  teaching  hospitals 
certainly  have  many  of  them,  a much 
bigger  establishment  of  junior  people. 
— Sir  James  Paterson  Ross : May  I 
add  another  .point.  We  gave  Professor 
Jewkes  to  understand  that  part  of  the 
difficulty  is  in  regard  to  nomenclature 
that  Mr.  Harold  Edwards  mentioned. 
As  he  pointed  out,  the  people  that 
are  now  called  surgical  registrars  and 
certainly  junior  registrars  used  to  be 
called  senior  house  surgeons  or  resi- 
dent surgical  officers  ; in  other  words 
•they  were  not  called  registrars  in  the 
past.  Therefore  a mere  change  of 
nomenclature  has  made  a lot  of  differ- 
ence and  we  would  like  to  make  it  quite 
clear  to  the  Commission  that  what  we 
call  junior  registrars  and  middle  grade 
registrars  do  not  have  difficulty  in  get- 
ting into  outside  work.  It  is  when  they 
become  senior  registrars  it  becomes  hard 
and  the  longer  they  remain  senior  regis- 
trars so  it  becomes  harder  for  them. 

4217.  I happen  to  have  the  figures  in 
front  of  me.  Sir  James.  These  are 
Ministry  of  Health  calculations.  The 
registrars  have  gone  up  by  68*3  per  cent. 
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As  a sort  of  standard  one  might  mention 
consultants  have  gone  up  by  29  per  cent. ; 
registrars  have  gone  up  by  68  per  cent. 
What  are  called  here  junior  hospital 
medical  officers  and  junior  hospital 
dental  officers  have  gone  up  by  47  per 
cent,  and  what  are  called  senior  house 
officers  have  gone  up  by  148  per  cent. 
You  see  the  point  I am  trying  to  get 
clear?  Is  there  a danger  that  by  in- 
creasing the  number  of  young  men  in  this 
section  in  the  hospital  staffing,  particu- 
larly if  it  becomes  more  difficult  to  move 
from  a hospital  into  general  practice,  a 
lot  of  these  young  men  are  going  to  be 
left  out  on  a limb?  Perhaps  it  may  not 
be  appearing  now  but  it  may  do  in  the 

future? The  vast  majority  of  these 

you  have  mentioned  just  now  can  move 
perfectly  well  into  general  practice. 

4218.  Into  general  practice? Yes. 

I think  these  figures  ought  to  be  much 
more  carefully  translated  into  the  old 
nomenclature  when  they  were  all  termed 
registrar,  about  whom  we  are  largely 
concerned. — Mr.  Edwards : Also  it  is  the 
fact  if  you  do  not  know  where  to.  put  a 
man  you  make  him  a registrar  or  senior 
registrar  whereas  otherwise  he  would 
have  had  a different  appointment.  I 
think  it  is  important  to  stress  the  fact 
that  the  amount  of  surgery  and  medicine 
going  on  in  hospitals  has  vastly  in- 
creased over  24  years.  Surgery  of  the 
heart,  for  example,  was  unknown  10 
years  ago. 

4219.  Of  course  surgery  has  vastly  in- 
creased but  .that  has  not  taken  effect  on 
the  increase  of  consultants  who  have 
only  gone  up  by  29  per  cent.  You  are 
telling  us  younger  men  can,  in  fact,  find 

a way  out  into  general  practice? 

The  younger  ones. 

4220.  From  registrar  downwards? 

It  is  not  very  difficult  up  to  the  second 
year  of  senior  registrar.  But  beyond  that 
it  is  extremely  difficult.  It  becomes  diffi- 
cult once  they  _ are  senior  registrars  but 
when  they  are  just  ordinary  registrars  or 
junior  registrars  and  junior  hospital 
medical  officers  they  can  quite  well  go 
into  general  practice. 

4221.  Sir  Hugh  Watson : We  have 
been  given  rather  the  other  impression. 
We  have  very  definitely  been  given  the 
impression  that  particularly  if  young  men 
have  specialised  in  matters  which  do  not 
commend  .themselves  to  .the  general 
practitioner  it  is  very  difficuit  indeed  for 


them  to  get  into  general  practice  for 
which;  as  you  know,  the  competition  is 

very  severe. Yes,  that  is  true,  but  Sir 

Harry  was  saying  there  is  going  to  be  a 
change  of  attitude  to  that.  I think  that 
part  of  the  trouble  is  a natural  one  that 
'they  are  afraid  that  a young  man  who 
has  perhaps  failed  in  his  original  am- 
bition may  be  rather  a sour  character. 
It  is  not  the  training  so  much  as  his 
attitude  to  life  about  which  they  are 
worried. 

4222.  Sir  Harry  mentioned  earlier  on 

that  these  men  . are  regarded  as  in  statu 
pupillari  until  they  reach  the  consultant 
grade.- — -Mr.  Edwards : Up  to  the 

point,  I think,  of  taking  higher  degrees, 
if  a man  has  his  Fellowship  or  M.R.C.S. 
or  M.R.C.P.  which  he  has  to  have  before 
he  can  be  accepted  as  senior  registrar. 
When  he  gets  those  diplomas  I think  he 
is  looked  upon  with  a little  bit  of 
suspicion  when  he  attempts  to  go  into 
general  practice.  I should  have  thought 
it  was  time  it  stopped.  " .. 

4223.  He  has  burnt  his  boats? Yes. 

— Sir  Harry  Platt : I think  it  is  probably 
a ii'ttle  easier  in  . medicine.  There  are 
many  M.R.C.P.s  in  general  practice  but 
now  it  is  increasingly  difficult  for  a 
Fellow  of  the  Royal  College  of  Surgeons. 
But,  Professor  Jewkes,  there  is  one  point 
•in  the  arithmetical  problem  which  is,  of 
course,  the  nomenclature.  You  quoted 
J.H.M.Os.  That  grade  is  only  used  now 
in  the  mental  health  service.  It  is  all 
very  confusing,  that  although  the  con- 
sultants have  not  gone  up  by  astronom- 
ical figures  the  figures  of  registrars  appear 
to  have  done  so.  Surgery  and  medicine, 
diagnostic  and  operative  surgery  has 
become  more  elaborate  and  more  com- 
plex ; investigations  take  longer  and 
employ  a greater  number  of  junior  people 
collecting  the  necessary  data : that,  I am 
sure,  is  an  important  factor. 

4224.  Professor  Jewkes : I understand 
that  perfectly  and  that  means  for  these 
young  people  there  is  a smaller  chance 
than  formerly  that  they  will  become  con- 
sultants. There  are  a proportion  of  them 
who  have  to  move  out  at  some  stage? 
-Undoubtedly. 

4225.  And  anything  we  could  do  in 
the  way  of  reviewing  remuneration  to 
facilitate  that  transfer  you  would  think 

would  .be  important? Mr.  Edwards  i- 

Might  I say  it  is  employment  rather  than 
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remuneration  because  if  you.  give  them 
remuneration  you  give  them  financial 
stability  buit  not  geographical  stability. 
If  they  are  still  senior  registrars  waiting 
one  day  with  their  families  thinking  that 
they  may  have  to  apply  here,  then  this 
problem  is  not  really  remuneration  but 
employment  for  them;  they  are  com- 
pletely trained  and  able  to  be  consultants. 
I think  that  is  the  problem. 

4226.  What  I am  really  wondering  is 
when  you  have  solved  your  senior  regis- 
trar problem  are  you  then  going  to  have 
an  increased  problem  transferred  to 

registrars?' Sir  Harry  Platt : You  will 

require  a lot  of  information  of  the  actual 
potential  vacancies  in  general  practice 
on  this.  Is  general  practice  saturated 
in  various  ways?  Can  a man  get  in  at 
all?  That  is  the  thing,  I think,  you 

need. Sir  James  Paterson  Ross : That 

is  why  we  hesitated  to  answer  your  ques- 
tion about  the  Willink  Report.  We  do 
not  really  know  that. — Sir  Harry  Platt : 
We  do  not. 

4227.  When  we  talked  to  the  general 
practitioners  they  said  it  should  'be  much 
easier  to  go  from  general  practice  to  the 
hospital.  When  we  talk  to  you  you  say 
it  should  he  much  easier  to  get  from 

hospital  into  general  practice. 1 do 

not  know  that  we  gave  the  impression 
that  there  should  be  a barrier  for  the 
ambitious  man  in  general  practice  to 
get  out  of  it  into  the  hospital  field. 

4228.  Sir  David  Hughes  Parry:  You 

emphasised  the  difficulties. The  diffi- 

culties are  very  formidable. 

4229.  Professor  Jewkes:  They  are 

technical? Economical  and  techni- 

cal. 

4230.  Sir  David  Hughes  Parry : But 

when  we  talked  to  the  other  side  they 
mentioned  the  difficulties  in  the  other 
direction.  Professor  Jewkes : Econo- 
mically and  technically. We  recognise 

this  impasse. 

4231.  Sir  Hugh  Watson : May  we  now 
turn  to  the  question  of  merit  awards  with 
which  Sir  Harry  is  very  familiar? — * — 
You  have  had  a lot  of  evidence  about 
it.  As  you  know,  it  was  a device  to 
create  the  same  range  of  remuneration 
throughout  the  age  periods  of  consulting 
life  that  had  been  revealed  to  us.  It  was 
an  ingenious  idea  of  Sir  Will  Spens  him- 
self during  one  of  the  meetings  and 


those  'of  us  who  have  had  something  to 
do  with  it  feel  that  it  has  worked  very 
well.  There  might  be  other  systems  af 
there  had  been  time  to  devise  a totally 
different  framework  but  there  it  is:  I 
can  only  say  that  so  far  it  seems  to  be  an 
equitable  arrangement  and  it  has  worked 
reasonably  well. 

4232.  Chairman : Do  you  prefer 

secrecy  or  not? It  depends  what  you 

mean  by  secrecy.  In  actual  fact  any- 
one who  is  a member  of  a Board  of 
Governors  or  Regional  Board  knows 
that  the  original  names  were  passed 
round  the  table.  I well  remember  the 
first  list  which  appeared  :at  a committee 
of  which  I was  chairman;  I asked  the 
members  to  forget  about  names  as 
quickly  as  possible.  That  has  /been  very 
honourably  practised  throughout  by 
Boards.  People  forget  about  them.  They 
are  not  entirely  secret  but  they  are  not 
published  in  the  journals,  they  are  not 
published  in,  any  list. 

4233.  Sir  Hugh  Watson:  And  the 
general  practitioners  do  not  know  about 

them,  Sir  Harry? They  know  nothing 

at  all  about  it  as  far  'as  I know.  I have 
never  heard  they  were  interested  in  it. 
— Mr.  Edwards:  I think  it  is  tremen- 
dously important  to  keep  these  things 
as  secret  os  possible,  not  'to  protect 
those  who  have  .got  merit  awards, 
but  to  protect  those  who  have  not  got 
merit  awards  because  it  is  a most  in- 
vidious situation  if  you  have  a senior 
man  in  a hospital  who  has  not  got  a 
merit  award  and  it  is  known  to  his  junior 
or  other  people  that  he  has  not  got 
a merit  award  but  his  junior  has.  For 
that  reason,  and  I think  it  is  a conclusive 
reason,  I believe  it  must  toe  secret.  It 
must  be  known  to  all  the  Governors. 

4234.  Chairman:  Does  that  situation 

often  arise? Not  infrequently  by  any 

means. 

4235.  Sir  David  Hughes  Parry : I 
notice  that  Sir  Harry  did  emphasise  that 
it  was  not  so  much  a merit  award  as  a 
method  of  remuneration.  That  was  the 

emphasis? Sir  Harry  Platt:  Yes,  it  was 

a method  of  creating  a pattern,  a salary 
pattern  based  on  distinction  or  merit. 
It  was  assumed  that  a man  who  earned 
big  fees  as  a consultant  had  something 
about  him  which  was  distinguished  or 
meritorious  just  as  at  the  Bar.  It  may 
be  that  that  does  not  always  work  out, 
as  you  know,  Sir  David,  but  there  it  is. 
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4236.  Chairman : Has  the  College  any 
suggestions  as  to  how  the  system  should 
be  extended  to  embrace  those  engaged 
in  general  practice?  We  have  all  been 

devoting  a lot  of  thought  to  that. 

Sir  James  Paterson  Ross : We  were  quite 
convinced  it  would  be  a good  -thing  to 
do  it  but  we  are  rather  hoping  the 
College  of  General  Practitioners  might 
think  out  the  method  and  we  rather  left 
it  to  them.  We  have  not  actually  given 
a lot  of  thought  to  it.  We  know  our- 
selves there  are  some  general  prac- 
titioners who  are  more  distinguished 
than  others.  We  feel  they  should  be 
rewarded  for  that  because  there  is  no 
either  way  of  rewarding  them  but  we 
think  it  should  be  done  by  the  general 
practitioners. 

4237.  Does  that  mean  that  you  do  not 

think  that  the  pure  system  of  number  of 
patients  on  lists  is  a good  way  of  award- 
ing merit? 1 am  quite  sure  it  is  not 

a good  way. 

4238.  Sir  Hugh  Watson : I do  not 
think  I have  any  other  questions  I want 
to  put,  Sir  James. 

Now,  Sir  Wilfred  Fish  has  not  talked 
up  till  now.  We  have  spent  a great 
deal  of  time  with  Mr.  Balding  and  his 
colleagues,  we  have  had  a great  deal 
of  information  from  them  and  I think 
we  understand  the  problems  confront- 
ing the  general  dental  practitioner.  We 
understand  their  sense  of  grievance  with 
the  way  in  which  dental  remuneration 
has  been  dealt  with  by  the  Government 
since  the  war.  We  have  had  some  ex- 
planation from  the  Government  about 
why  it  has  been  dealt  with  in  that  way 
and  the  whole  matter  is  now  under 
review.  I do  not  know  if  you  could  help 
us  about  this : we  know  that  the  earnings 
of  the  average  dentist  depend  on  the 
number  of  treatments  that  he  can  put 
into  his  33  chairside  hours  or  whatever 
number  of  chairside  hours  a week  he 
works  and  we  know  that  these  treatments 
'have  been  worked  out  in  point  of  time 
by  the  Penman  working  party.  Would 
you  think,  Sir  Wilfred,  that  these  things 
ought  to  be  reviewed  from  time  to  time 
in  the  light  of  the  progress  of  knowledge 
and  improvement  in  appliances  and 
technique  aud  so  on,  that  the  timings 
of  dental  operations  ought  to  be 

periodically  reviewed? Sir  Wilfred 

Fish : I think  it  would  be  wrong  to  say 
that  our  Faculty  has  considered  that  side 


of  the  problem  at  all  and  I do  not  think 
it  would  be  right  to  express  an  opinion 
from  the  Faculty.  If  you  were  merely 
asking  for  a personal  opinion  on  the 
matter  that  would  be  quite  a different 
thing.  Even  so,  I do  not  know  that 
either  of  my  colleagues  would  wish  to 
comment  on  it.  I do  not  feel  in  a 
position  to  comment  on  that  myself.  If 
you  say  do  I think  that  the  method  of 
remuneration  is  the  best  that  can  be 
devised,  and  you  .ask  me  personally,  I 
should  be  doubtful. 

4239.  Would  you  wish  to  suggest  any 

other  method,  Sir  Wilfred? 1 would 

rather  not,  Sir,  because  all  kinds  of 
comiplicattions  come  in,  but  some  of  the 
points,  on  which  I am  quite  sure  it  would 
be  fair  to  comment  are  these.  It  is 
wrong  if,  as  we  have  been  assured, 
though  we  do  not  know  it  of  our  own 
knowledge,  the  pattern  of  earnings  of  a 
dentist  falls  off  as  he  gets  older ; that 
would  hardly  seem  to  be  a reasonable 
state  of  affairs. 

4240.  We  are  given  to  understand  that 

that  is  because  owing  .to  the  extra- 
ordinarily tiring  nature  of  his  work  a 
dentist,  after  he  gets  over  a certain  age, 
simply  cannot  put  in  so  many  opera- 
tions in  the  course  of  the  day. There 

are  other  matters  about  it  too.  As  a 
man  gets  older  he  has  wider  experience 
and  ability  and  may  prefer  to  do  these 
tilings  in  a much  better  way,  in  a way 
he  finds  has  advantages  as  has  experience 
develops. 

4241.  Chairman : We  understand  this 
pattern  existed  before  the  Service  and 
quite  independent  of  it,  that  the  dentists 
were  at  their  peak  earning  in  the  earlier 

middle  age. 1 can  discuss  it  for  hours 

but  I do  not  think  it  is  appropriate  to 
discuss  it  as  a representative  of  'the 
College.  We  have  an  enormous  number 
of  Licentiates  of  this  College.  Actually 
one-ithird  of  the  profession  today  hold 
the  L.D.S.  of  the  College  of  Surgeons 
but  the  College  is  concerned  with  their 
examination  and  their  post-graduate 
training,  with  providing  them  with  a 
museum  and  library  facilities  and  with 
carrying  out  research  and  it  does  not 
make  a study  of  the  conditions  of 
remuneration  in  general  practice. 

We  are  much  more  concerned  with 
the  consultant  aspect  of  the  case  and  I 
think  it  would  be  quite  wrong  for  me 
to  express  a personal  opinion'  simply 
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because  I happen,  to  be  'here.  I do  not 
know  whether  Sir  William  would  care 
to  comment  on  general  practice.  . Neither 
of  us  has  had  any  recent  experience  of 
it  and  Professor  Bradlaw  is  in  (the  same 
position  because  he  has  been  a professor 
in  the  Durham  University  for  'a  number 
of  years.  I do  not  know  if  he  has  any 
comment. 

4242.  Sir  Hugh  Watson : On  that 

view  may  we  take  it  that  you  regard 
yourselves  as  representing  largely  the 
denial  consultants  and  that  really  the 
problems  which  confront  you  in  your 
profession  are  very  similar  to  those 
which  confront  Sir  James  in  his  pro- 
fession?  Yes,  very  similar  indeed, 

but  we  would  just  like  to  say  that  we 
would  not  for  one  moment  have  it 
thought  that  we  are  not  concerned  with 
the  Licentiate  who  is  not  a consultant. 
We  are  very  much  concerned  with  his 
post-graduate  education  and  with  research 
that  may  help  him  but  we  are  not  con- 
cerned with  his  conditions  of  work,  if 
I may  put  it  thalt  way. 

4243.  Or  his  remuneration? Yes. 

But  we  have,  as  you  know  from  our 
written  evidence,  some  serious  concern 
about  the  situation  of  the  consultants 
and  in  particular  about  the  shortage  of 
consultant  posits  in  the  country  in  den- 
tistry. That  is  a matter  which  we  feel 
is  extremely  important. 

4244.  I suppose,  Sir  Wilfred,  the 
shortage  of  consultant  posits  is  a matter 
which  depends  upon  the  extent  to  which 
a need  for  consultants  can  be  established? 
At  least  I am  putting  that  , the  wrong 
way  round  but  you  see  what  I mean? 
Yes. 

4245.  Whose  business  is  it  to  appoint 

consultants? May  I 'ask  Sir  William 

to  deal  with  that? — —Sir  William  Kelsey 
Fry:  To  take  you  into  the  history,  we 
are  a very  young  profession  as  com- 
pared with  general  surgery.  Before  the 
Health  Service  came  in  there  were  few 
dental  consultants  with  a result  that 
when  the  Health  Service  was  introduced 
there  were  very  few  consultants  made 
because  there  were  very  few  men  of  con- 
sultant status ; the  rest  were  put  on  the 
hospital  list  as  S.H.D.O.  Now  since  the 
Health  Service  there  is  quite  a consider- 
able number  of  keen  men  who  are  taking 
higher  degrees  and  are  anxious  to  get 
into  (the  Health  Service,  I think,  more 
or  less,  on  a full-time  'basis.  It  has 


been  the  function  of  the  Faculty  for  the 
last  ten  years — and  we  have  only  been 
formed  ten  years — -it  has  been  our  func- 
tion .to  encourage  men  to  work  up  for 
the  consultant  status.  It  is  absolutely 
amazing  to  me  that  when  we  started 
ten  years  ago  there  were  five  men 
applying  and  now  this  term  there  are 
60.  There  is  an  enormous  influx  of 
brilliant  young  men  coming  into  the 
dental  profession.  These  are  the  men 
with  whom  I mix  'and  they  are  all  men 
who  are  anxious  to  get  into  hospital 
service.  But  as  we  have  already  heard 
it  ds  most  frustrating  to  learn  the  length 
of  time  most  of  the  senior  registrars 
have  to  wait  for  appointment.  I happen 
to. know  a Regional  Board  where  there 
are  33  sessional  places  a week,  that  is 
three  consultants  to  .the  whole  of  one 
Regional  Board.  If  you  could  imagine 
a medical  service  without  any  specialists! 
But  there  is  'a  tremendous  need  for  con- 
sultant advice.  You  have  heard  about 
orthodontics ; here  are  men  thrown  out 
'into  practice  just  qualified,  doing 
specialist  work  without  any  consultant 
to  advise  them.  I think  there  would  be 
a great  saving  to  everybody  concerned 
if  there  were  consultant  posts  in  all  -the 
Regional  Hospital  Board  areas. 

4246.  Whose  business  is  it  to  appoint 

them? The  Regional  Boards’.  The 

Regional  Boards  are,  as  everybody 
knows,  hard  up  for  money  and  there 
are  always  expanding  medical  require- 
ments. I will  not  say  that  dentistry  has 
been  a Cinderella  but  there  .is  always 
difficulty  in  getting  money.  There  was 
a time  when  University  Grants  ear- 
marked grants  to  get  money  for  dentistry. 
I seriously  put  it  to  the  Commission 
that,  in  the  same  way  as  mental  health 
where  you  have  had  .to  earmark  money, 
I do  not  see  any  hope  of  getting  a reason- 
able consultant  service  in  this  country 
without  having  money  earmarked  like 
-that.  Men  are  coming  in,  doing 
medicine,  they  are  taking  their  Fellow- 
ship, they  are  going  through  the  whole 
course.  I admit  they  can  go  back  into 
practice  if  they  fail  but  they  are  all 
really  dissatisfied  men  and  unless  we  can 
get  more  consultant  appointments  the 
intake  of  these  men  is  going  to  dry  up. 

4247.  Sir  William,  there  are  two 
reasons  why  there  should  be  consultants : 
-one,  -that  -there  ought  to  'be  a reasonable 
number  of  consultant  posts  to  satisfy  the 
ambitions  of  competitive  senior  regis- 
trars. But  apart  from  that  I understand 
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that  what  you  are  telling  the  Commission 
is  that  there  is  need  throughout  the 
country  for  a large  number  of  consul- 
tants in  dentistry? Not  a large 

number,  an  adequate  number.  In  the 
Region  I mentioned  we  only  have  three 
for  three  million  people.  It  seems  fan- 
tastic. I am  not  asking  for  large  numbers. 

4248.  Chairman : Three  dental  consul- 
tants?  Three  full-time  dental  consul- 

tants to  three  million  people. 

4249.  And  some  part-timers? No. 

There  were  33  half  sessions,  notional 
half  days. — Sir  Wilfred  Fish:  I think. 
Sir,  there  is  a figure  of  one  dental  con- 
sultant to  300,000  of  the  population. — 
Sir  William  Kelsey  Fry : That  was  what 
was  suggested  when  the  Health  Service 
was  started. — Sir  Wilfred  Fish:  That  is 
one  of  the  earliest  suggestions  but  it  is 
some  kind  of  yardstick. — Sir  William 
Kelsey  Fry : Professor  Bradlaw  may 
have  some  other  figures. 

4250.  Chairman : According  to  Appen- 
dix A of  the  Health  Departments’  factual 
memorandum,  there  were  282  whole- 
time  dental  consultants  in  1955,  is  that 

right? Professor  Bradlaw:  May  I 

help  you.  The  latest  figures  are  772  con- 
sultant sessions  in  England  and  Wales 
in  1956.  Those  are  the  latest  available 
figures. — Sir  William  Kelsey  Fry : That 
includes  all  Universities,  full-time  profes- 
sors at  teaching  hospitals. — Sir  Wilfred 
Fish : A very  large  number  of  consultants 
only  do  one  session  or  one  or  two 
sessions  a week.  ' That  is  not  the  whole- 
time equivalent  of  anything  like  700 
dental  consultants  and  you  must  bear  in 
mind  in  considering  that  that  you  are  not 
dealing  only  with  a single  aspect  of 
dental  specialisation.  You  are  dealing 
with  orthodontists,  surgeons,  teachers  and 
the  like  so  that  the  situation  which  Sir 
William  Kelsey  Fry  has  represented  in 
respect  of  his  region  is  not  only  dupli- 
cated in  other  regions  but  by  and  large 
it  is  very  much  worse. 

4251.  On  page  5 of  the  Ministry 
memorandum  there  is  given  a total  of 
676  part-time  sessions  plus,  I suppose, 
27  times  eleven  whole-time  ones  which 

made  about  950. Professor  Bradlaw: 

Yes,  Sir,  the  figures  I have  given  you 
are  the  most  recent  figures  available  to 
the  Ministry. 


4252.  Does  that  mean  that  your  ses- 
sions include  all  the  whole-timers? 

Yes,  Sir. 

4253.  Professor  Jew  fees:  And  when 
the  Ministry  of  Health  gives  us  statistics 
showing  the  number  of  dental  consult- 
ants as  249  that  means  part-time  and 

fulhtime? Yes,  Sir.  It  is  possible 

to  make  available  to  you  the  break  up 
of  whole-time  and  part-time  and  show 
sessions  done  by  part-timers  but  I 
would  welcome  an  opportunity,  Sir,  if 
it  is  not  too  late,  to  say  something  on 
this  problem  from  an  entirely  different 
aspect. 

4254.  Chairman : Yes,  I think  . so. 
Some  of  the  figures  are  a little  bit  con- 
fusing here  but  the  general  picture  is 

not  very  much  vitiated  by  that. No, 

Sir.  What  I would  like  to  address  the 
Royal  Commission’s  attention  to  is  a 
different  aspect  of  the  matter  alto- 
gether. It  is  not  only  a question  of 
the  unsatisfied  needs  in  the  regions.  It  is 
the  effect  on  recruitment  to  the  profes- 
sion and  the  attitude  of  the  members  of 
the  profession  in  consequence.  You  will 
appreciate.  Sir,  that  a very  substantial 
number  of  those  on  the  Dentists  Register 
who  have  dental  qualifications  have  addi- 
tional qualifications.  I am  speaking  from 
memory,  I have  a figure  of  some  2,000 
odd.  Of  the  Board  of  the  Faculty  which 
we  represent  there  is  only  a single  man 
who  has  not  got  a medical  qualifica- 
tion. I doubt  very  much  if  there  are 
any  staff  on  the  London  teaching  hos- 
pitals, except  one  or  two,  who  have  not 
medical  qualifications  as  well  as  higher 
dental  qualifications. 

If  I may  speak  of  Sir  William  Kelsey 
Fry  and  Sir  Wilfred  Fish,  both  of  them, 
when  they  were  younger  men,  have  held 
medical  appointments.  Sir  William  has 
made  perhaps  the  greatest  contribution 
which  has  been  made  to  oral  surgery. 
Sir  Wilfred  Fash,  a doctor  of  science, 
has  contributed  research  which  has 
altered  our  thinking.  The  point  that 
I want  to  bring  home  to  (the  Commis- 
sion, if  I may,  is  that  unless  there  are 
opportunities  for  men  of  this  calibre 
you  will  not  only  continue  the  frustra- 
tion which  exists  now  in  the  dental  pro- 
fession— as  a dean  of  many  years’  stand- 
ing I know  this  very  well — but  you  will 
be  turning  away  from  the  dental  profes- 
sion the  very  elements  which  we  would 
wish  to  see  entering  .a  learned  profes- 
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sion  on  whose  integrity,  on  whose 
scientific  knowledge  and  whose  maturity 
we  must  look  for  advancement  and  for 
co-operation  with  their  medical 

colleagues. 

Chairman : I think  we  have  got  that 
point. 

4255.  Sir  Hugh  Watson:  Yes.  In 
view  of  what  Sir  Wilfred  Fish  has  ex- 
plained about  the  functions  of  the  body 
which  he  represents,  they  are  very  close 
in  their  interests  to  'those  of  the  side 
of  the  Royal  College  which  Sir  James 
represents.  I do  not  think  we  can  use- 
fully pursue  this  matter  further  unless 
there  is  any  matter  you  wish  to  develop, 

Sir  William? Sir  Wilfred  Fish : I 

agree  from  the  general  point  of  view, 
that  has  been  our  intention  and  ideal.  It 
has,  in  fact,  been  our  policy  to  ensure 
•that  dental  consultants  had  ia  correspond- 
ing course  of  training  to  those  in  any 
other  branch  of  surgery  and,  as  you 
know,  we  give  them  approximately  the 
same  kind  of  course,  the  same  number 
of  years’  training  and  .they  must  take 
their  Fellowship  of  the  College  in  dental 
surgery. 

4256.  Chairman : And,  Sir  Wilfred, 
you  do  not  in  the  consultancy  branch 
have  this  same  trouble  about  getting  old 
too  early,  your  earning  power  falling 
off  after  35.  You  would  not  think  you 
would  be  parallel  to  the  medical  profes- 
sion there,  would  you,  much  more  than 
in  the  general  dental  practitioners’ 
branch?— — You  mean  the  dental  con- 
sultant is  not  suffering  from  the 
diminishing  of  income  as  he  gets  older? 

4257.  Yes. There  are  so  few,  if  you 

mean  in  private  practice. 

4258.  What  I mean  is  that  there  is  no 

reason  why  they  should  suffer  the  fall- 
ing off  to  the  same  extent? No,  be- 

cause they  would  become  more  com- 
petent and  in  private  practice  normally 
•their  fees  would  go  up  which  is  normal 
in  private  consultant  practice  ;•  as.  ia  man 
gets  older  he  becomes  better  known.  But, 
of  course,  in  the  Service  it  .is  purely 
a question  of  distinction  awards,  which 
are  not  reduced. 

4259.  At  any  rate  salary  does  not  fall 

° - 7 No.— Professor  Bradlaw : If  I 

might  come  in  briefly.  Sir,  unfortunately 
private  practice  and  domiciliary  visits  for 
dental  consultants  are  so  limited  it  would 
not  make  very  much  difference  if  their 
physical  powers  diminished. 


4260.  Sir  David  Hughes  Parry:  But 

the  merit  awards  are  there? Yes,  Sir. 

4261.  And  they  are  not  taken  away 

once  given? No,  Sir. 

4262.  Chairman : There  was  one  point 
which  arises  from  that  for  you,  Sir  James. 
Do  the  College  consider  that  there  is  any 
case  for  a higher  basic  rate  of  salary 
for  surgeons,  for  any  particular  group 
of  surgeons  or  indeed  any  surgeons  at 
all  as  compared  with  physicians  or  any- 
one else,  or  do  you  consider  that  all 
consultancies  are  the  same?  The  latter, 
I think,  has  been  the  attitude  hitherto. 
— ; — Sir  James  Paterson  Ross:  I think, 
Sir,  that  has  been  accepted. 

4263.  It  has  been  put  to  us  by  one 
branch  of  surgeons  that  there  ought  to 

be  (something  special  for  them. J 

have  never  heard  that  put  forward.  1 
must  say  I have  never  thought  of  it. 
Of  course  it  is  interesting  that  the  con- 
sultants generally  have  been  made  equal 
as  far  as  their  salaries  are  concerned  in 
the  Health  Service  whereas  certain 
branches — we  are  speaking  in  committee 
now — for  example  anaesthetists,  I 
think,  in  the  past  got  smaller  fees  than 
surgeons  did  and  therefore  they  have  had 
a relative  increase  in  salary.  I think 
I am  right  in  saying  .that,  am  I not?  But 
as  regards  one  branch  of  surgery  and 
another  branch  of  surgery  I would  not 
have  thought  there  was  any  ground. — 
Sir  Harry  Platt:  I think  as  a College 
we  really  could  not  support  that  idea. 
Personally  the  idea  of  rewarding  the  ex- 
ceptions— 'thus  is  my  own  personal 
opinion — of  certain  super  scale  payments 
to  attract  to  certain  positions  a man, 
say,  from  Oanada  or  the  United  States, 
might  have  something  in  it.  But  to  say 
that  a thoracic  or  heart  surgeon  or  neuro- 
surgeon, long  hours  and  so  on,  I know 
the  argument,  demands  more  Chan 
surgeons  in  other  fields,  I do  not  think 
we  could  support  that  at  all.  We  are 
not  really  claiming  that  the  surgeon 
should  be  better  paid  than  the  physician. 
The  merit  award  has  made  that  differ- 
ence between  all  consultants  that  some 
are  more  equal  than  others. 

4264.  Professor  Jewkes : But  you  are 
suggesting  that  the  earnings  of  a con- 
sultant in  some  of  these  other  countries, 
United  States,  and  so  on,  are  so  much 
higher  than  they  are  here  that  if  we  are 
ever  going  to  gelt  these  people  to  come 
across  we  have  to  have  a higher  limit? 
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That  is  my  own  personal  view  for 

certain  very  important  fields. — Sir  James 
Paterson  Ross : For  appointments  rather 
than  for  a class  of  specialists. — Sir  Harry 
Platt : If  you  want  to  get  a man  as  in 
the  United  States  you  have  to  offer  him 
more. 

4265.  Chairman : You  want  these 

special  awards  attaching  to  posts? 

We  are  not  recommending  that  as  a 
College.  We  have  discussed  it  and  our 
Council  was  not  unanimous.  Sir. 

4266.  I hope  you  do  not  think  we  have 
questioned  yon  insufficiently.  Sir  William 
and  Sir  Wilfred,  by  devoting  such  a short 
time  to  the  special  problems  of  dentistry 
but  I do  not  think  there  are  any  other 

questions  we  have  on  that  subject. 

Sir  Wilfred  Fish : We  are  only  con- 
cerned that  our  consultant  branch  should 
develop.  When  Sir  William  says  we  are 
a young  profession  I was  thinking  of 


the  early  days  in  dentistry:  we  are  just 
about  to  celebrate  our  centenary  in  the 
College  of  Surgeons.  We  are  not  as 
young  as  ah  that  but  we  are  a small 
profession  and  it  is  very  important 
certainly  that  the  consultant  branch 
should  be  developed  and  not  be  stinted 
in  the  number  of  appointments  that  axe 
made  either  for  the  welfare  of  the 
people’s  health  directly — (because  they  do 
need  consultant  .treatment — or  for  the 
welfare  of  the  profession  where  they  can 
only  have  one  object  and  that  is  to  give 
the  public  better  treatment.  Therefore  I 
think  on  both  grounds  it  is  very  im- 
portant that  there  should  be  an  increase 
in  the  number  of  consultant  posts  and 
for  our  part  we  will  undertake  to  see  that 
our  consultants  are  wel  trained  and  de- 
serve any  encouragement  they  are  given. 

Chairman : I think  thait  concludes  this 
session.  Thank  you  very  much. 


{The  witnesses  withdrew ) 
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ROYAL  COLLEGE  OF  OBSTETRICIANS  AND  GYNECOLOGISTS 


Memorandum  of  Evidence  fo  the  Royal  Commission  on  Doctors’  and  Dentists’ 

Remuneration 


The  objects  of  the  Royal  Collage  of  Obstetricians  and  Gynecologists,  as  declared 
by  its  Royal  Charter,  are  “ 'the  encouragement  of  the  Study  and  the  improvemern 
of  the  practice  of  obstetrics  and  gynaecology,  subjects  which  should  be  mseparab.y 


interwoven 

The  affairs  of  the  College  are  governed  by  an  elected  Council,  which  itself  elects 
the  President,  Vice-Presidents,  Honorary  Treasurer  and  Honorary  Secretary.  London, 
England  and  Wales,  Scotland,  Northern  Ireland,  Eire,  are  represented  on  a geo- 
graphical  basis  by  a specified  number  of  Councillors. 


The  Council  of  the  College  is  precluded  by  the  terms  of  its  charter  from, 
in  any  transaction  with  a view  to  the  pecuniary  profit  or  gain  ot  me  inmyiauai 
members  thereof  ”.  For  this  reason  it  cannot  make  detailed  recommendations  on 
rates  of  pay. 

K wishes,  however,  to  draw  the  attention  of  the  Royal  Commission  to  two 
important  points: — ■ 

(i)  It  is  of  the  greatest  value  to  the  patient  that  obstetric  and ■ SYnpeoology 

should  be  practised  together  as  one  subject  at  consultant  level,  thus  forming, 
with  medicine  and  surgery,  the  three  branches  of  modem  medicine. 

(ii)  Due  consideration  should  be  given  to  the  fact  that  -the  practice  of  obstetrics 
makes  extra  demands  on  those  who  undertake  it.  The  amount 

gency  work,  especially  hy  night,  which  cannot  easily  be  delegate  by 
reason  of  its  character,  is  far  higher  than  in  any  other  branch  of  medicine. 
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If  the  statements  made  above,  which  Council  believes  are  important  for  the 
well-being  of  the  service,  were  generally  accepted  and  implemented  in  practice, 
it  would  still  follow  that  for  an  interim  period  there  would  be  certain  specialists 
practising  obstetrics  only  and  paid  at  a lower  rate  than  those  of  their  colleagues 
who  combined  obstetrics  with  gynaecology  and  held  consultant  (as  opposed  to 
S.H-M.O.)  posts.  The  Council  believes  that  all  hospital  obstetric  beds  should  be 
under  the  control  of  consultant  obstetricians  and  gynaecologists. 

The  Council  of  the  Royal  College  of  Obstetricians  and  Gynaecologists  agrees  in 
the  main  with  the  statement  prepared  by  the  Joint  Consultants  Committee  and 
with  Pant  I of  the  evidence  submitted  by  the  Royal  College  of  Physicians.  It 
has  not  yet  had  an  opportunity  of  considering  any  further  evidence  submitted  by 
the  Royal  College  of  Physicians,  the  Royal  College  of  Surgeons  or  other  bodies. 

With  these  general  observations,  the  Council  would  make  the  fallowing  comments 
on  the  document  submitted  by  the  Royal  Commission.  There  are  certain  questions, 
particularly  some  relating  to  general  practice,  on  which  Council  felt  it  was  not 
in  a position  to  make  worthwhile  comment.  For  this  reason  no  answer  has  been 
given  to  questions  (vii)  (a)  and  (b),  fix),  (xi),  (xiv),  (xvd),  fxix),  (xxi). 

The  following  observations  are  made  on  the  remaining  questions  asked  by  the 
Royal  Commission. 

(i)  The  quality  and  quantity  of  recruits 

This  is  a matter  on  which  the  universities,  undergraduate  medical  schools  and 
pre-clinical  training  units  axe  best  able  to  speak.  It  is  not  until  their  pre-registration 
year  at  the  earliest  that  these  recruits  come  to  the  notice  of  the  College. 

(ii)  The  quantity  and  quality  of  newly  qualified  doctors 

It  would  appear  that  there  is  a sufficient  number  of  qualified  doctors  to  fill  the 
obstetric  and  gynaecological  house  posts.  The  Royal  Oollege  of  Obstetricians  and 
Gynaecologists  has  no  evidence  to  suggest  that  the  standard  of  academic  achievement 
of  the  newly  qualified  doctors  is  deficient,  yet  knows  that  there  has  been  a change 
in  the  type  of  person  taking  up  medicine  as  a oareer.  There  are  fewer  young 
doctors  drawn  from  professional  classes  and  particularly  from  doctors’  homes. 
While  this  is  not  a bad  thing,  ipso  facto,  Council  believes  that  it  indicates  that  the 
professional  classes  regard  medicine  as  a less  satisfactory  oareer  than  previously 
and  if  this  is  so,  it  should  be  viewed  with  misgiving  as  the  tradition  of  service  and 
sense  of  vocation  so  essential  to  the  practice  of  medicine  at  its  highest  level,  are 
less  easily  acquired  by  those  brought  up  in  homes  without  this  background. 

(iii)  Wastage  of  men  and  women  during  training  and  in  the  first  few  years  after 
qualification 

This  appears  to  be  minimal  in  obstetrics  and  gynaecology.  Relatively  few  who 
start  their  training  in  these  subjects  abandon  it  for  specialisation  in  other  branches 
of  medicine. 

(iv)  The  cost  and  duration  of  training 

The  requirements  of  the  Royal  College  are  confined  to  postgraduate  training 
and  are  outlined  in  the  regulations.  At  present  a minimum  of  'three  years  residence 
in  approved  hospitals  is  necessary  for  candidates  for  the  Membership  but  this 
may  be  increased.  Candidates  for  the  Diploma  in  Obstetrics  (a  general  practi- 
tioner’s and  not  a consultant’s  qualification)  are  required  to  hold  a six  months 
resident  appointment  in  that  subject,  again  in  an  approved  hospital.  It  is  the 
opinion  of  the  College  that  every  general  practitioner  practising  obstetrics  should 
have  held  a resident  postgraduate  appointment  in  obstetrics. 

All  the  posts  referred  to  above  axe  paid  posits.  The  Council  would  not  consider 
that,  there  was  a oase  for  supplementary  grants  except  under  very  exceptional 
circumstances,  which  would  be  more  likely  to  apply  at  registrar  level.  It  occa- 
sionally happens  that  a post  in  obstetrics  and  gynaecology,  or  in  another  closely 
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allied,  branch,  e.g.,  pathology,  biochemistry  or  endocrinology,  in  a good  teaching 
unit  would  be  of  great  advantage  to  a trainee  already  moderately  senior.  His 
commitments  and  responsibilities  might  be  such  that  he  would  be  unable  to  meet 
his  financial  obligations  on  the  salary  for  a junior  post,  and  be  forced  by  carcum- 
sitance  to  take  a registrar  post  under  conditions  less  favourable  for  his  training. 
It  would  be  an  advantage  under  such  special  circumstances,  which  admittedly 
are  rare,  if  a grant  could  be  made  available  to  assist  in  the  training  programme. 

(v)  The  position  and  prospects  of  a newly  qualified  doctor 

The  College  submitted  a memorandum  relevant  to  this  question,  to  the  Willink 
Committee  in  July,  1955,  a copy  of  which  is  appended. 

(vi)  Any  trend  to  excessive  resort  to  certain  branches  of  the  profession 

The  College  has  no  evidence  to  suggest  that  there  is  in  relation  to  the  other 
branches  of  medicine  an  excessive  number  of  specialists  in  training  today  in 
obstetrics  and  gynaecology.  The  number  is  probably  influenced  by  the  exacting 
demands  of  this  type  of  practice. 

(vii)  ( c ) The  relative  advantages  and  disadvantages  of  a whole-time  consultant  in 
the  National  Health  Service 

The  grades  referred  to  in  questions  (c)  to  (f)  inclusive  are  grades  in  which  the 
College  is  interested.  The  whole-time  consultant  has  many  disadvantages  under 
the  present  arrangements.  It  is  impossible  for  him  to  fulfil  his  duties  unless 
he  has  a 24-hour  telephone  service  in  his  home,  and  a car  available  night  and 
day — yet  he  obtains  no  tax  relief  at  present  on  these  essential  items.  Membership 
of  learned  societies,  and  the  study  of  scientific  journals  are  an  important  need  of 
a practising  consultant.  Council  feels  that  the  expense  incurred  in  connection 
with  all  the  above,  should  be  allowed  for  income  tax  purposes. 

It  is  in  the  interest  of  both  patients  and  consultants  that  there  should  be  an 
opportunity  for  private  practice.  Whilst  it  is  admitted  that  facilities  exist,  the  cost 
to  the  patient  is  often  prohibitive,  even  though  in  some  instances  offset  by  contri- 
butory insurance  schemes.  These  do  not,  however,  contribute  to  expenses  for 
normal  midwifery.  Thus,  beds  are  occupied  by  many  patients  who  are  able,  and 
would  prefer,  to  make  a contribution  for  the  satisfaction  of  being  a private  patient 
under  the  clinical  care  of  the  doctor  of  their  choice,  but  who  are  unable  to  pay 
the  high  hospital  charges  now  demanded.  An  extension  of  private  bed  accommo- 
dation with  a reduction  in  the  costs — in  recognition  of  the  fact  that  patients  occupy- 
ing such  accommodation  are  not  claiming  accommodation  under  section  (iv)  or 
(hi)  to  which  their  National  Health  Service  contributions  entitle  them — would 
result  in  an  increased  income  to  the  exchequer  and  the  consultant. 

If  increased  private  bed  accommodation  were  provided  it  might  well  result  in 
fewer  consultants  having  a maximum  number  of  sessions  and  more  with  a reduced 
number.  The  Council  considers  that  a hospital  is  better  served  by  two  or  more 
consultants  with  fewer  sessions  than  by  perhaps  only  one  consultant  with  a 
maximum  number  of  sessions.  Because  of  the  exacting  demands  of  obstetric 
practice  it  is  humanly  impossible  for  one  consultant  to  be  constantly  on  duty  day 
and  night.  There  must  therefore  be  more  than  one  consultant  available  in  a given 
area  if  there  is  to  be  adequate  specialist  cover  for  holidays,  illness  and  absence 
from  other  causes,  quite  apart  from  the  demands  of  the  day  to  day  control  of 
the  obstetric  and  gynaecological  service.  This  is  particularly  'important  in  scattered 
areas,  but  without  means  of  securing  a full  income,  that  is  by  private  practice, 
such  an  arrangement  is  impracticable. 

(viii)  The  difficulties  encountered  by  members  of  the  Registrar  grades 

The  present  system  of  staffing  hospitals  is  dependent  to  a great  extent  on 
registrars,  particularly  of  the  Senior  Grades,  whose  posts  are  regarded  as  training 
for  consultant  responsibilities  and  practice.  With  the  limited  number  of  consult- 
ant posts  all  registrars  cannot  hope  to  achieve  consultant  status  and  at  the  end 
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of  their  term  of  office  those  who  do  not  secure  promotion  in  the  special  branch 
or  medioine  in  which  they  have  trained,  find  themselves  unable  to  use  their 
training  m other  branches  of  the  profession. 

They  also  experience  great  difficulty  in  entering  general  practice  because  they 
are  not  equipped  for  this  work.  An  increase  in  the  establishd  number  of  consultant 
posts  on  the  lines  suggested  in  (via)  would  partially  mitigate  this  impasse.  Also 
encouragement,  should  be  given  to  the  system  of  allowing  men  and  women  who 
have  had  specialist  training  as  registrars,  and  yet  have  been  forced  into  general 
practice  because  they  are  unable  to  achieve  consultant  status,  to  be  given  part-time 
employment  in  the  hospital  service  as  clinical  assistants. 


(x)  The  importance  of  private  consulting  practice  as  an  incentive 
It  ds  true  to  say  that  owing  to  the  personal  nature  of  obstetric  and  gynaecological 
work  there  is  a considerable  demand  for  private  attention  which  has  withstood 
the  non-paymg  facilities  offered  by  the  National  Health  Service  more  than  other 
branches. of  consulting  practice.  In  obstetrics  particularly  the  importance  of  private 
practice  is  an  incentive  for  a young  man  to  enter  consultant  practice.  Obstetric 
work  is  arduous  and  whilst  the  ohoice  of  this  branch  of  medicine  is  frequently 
influenced  by  genuine  interest  in  the  work  more  than  by  financial  considerations 
it  is  obvious  that  the  opportunities  afforded  by  private  practice  cannot  be  entirely 
overlooked.  As  already  indicated  under  (vii)  Council  holds  the  view  that  if 
facilities  for  private  care  were  made  available  at  reasonable  cost  it  would  be  to 
the  benefit  of  the  public,  die  exchequer  and  the  consultant. 

(xii)  Comparative  treatment  for  Income  Tax  purposes 
Council  believes  that  whole-time  and  part-time  consultants  should  have  similar 
treatment  by  the  Inland  Revenue  Department  over  such  matters  as  telephones, 
cars,  subscriptions  to  learned  societies,  journals,  etc.,  which  are  as  essential  to  the 
one  as  to  the  other. 

(xiii)  Any  anomalies  in  the  methods  of  payment  of  any  branch  of  the  profession 
. The  work  of  the  general  pracStioner-obstetrfoian  entails  responsibility  and  much 
time.  . It  is  important  therefore  that  such  practitioners  should  have  adequate  tame 
for  this  work  without  suffering  financial  loss.  The  position  in  regard  to  remunera- 
tion of  general  practitioner-obstetricians  is  anomalous.  If  a practitioner  on  the 
Obstetric  List  is  engaged  to  attend  a domiciliary  case  and  carries  out  the  minimum 
^escribed  two  ante-natal  and  one  post-natal  examinations  with  attendance  at 
the  delivery  if  required,  he  is  paid  by  the  Executive  Oouncil  seven  guineas,  the 
duration  of  his  attendance  after  the  confinement  being  limited  to  14  days.’  If 
he  is  called  to  an  emergency  under  the  Medical  Aid  Scheme  he  is  paid  by  the 
Local  Health  Authority  under  different  arrangements  and  his  attendance  after 
delivery  is  for  28  days.  Further  reference  to  this  anomaly  is  made  in  the  College 
Report  on  the  Obstetric  Service  under  the  National  Health  Service,  July  1954 
a copy  of  which  is  appended.  . Council  submitted  to  the  Cranbraok  Committee 
evidence  (a  copy  of  which  is  included)1  to  show  what  excellent  work  general 
practitioner-obstetricians  can  accomplish,  when  associated  with  a consultant  team. 
It  . holds  the  view  that  the  general  practitioner-obstetrician  should  be  adequately 
reimbursed  for  the  increased  responsibility  he  accepts  in  this  type  of  work. 

(xv)  General  comments  on  the  system  of  merit  awards  and  the  method  of  allotting 
them 

Council  is  aware  of  the  criticisms  made  against  the  system  of  merit  awards  and 
has  considered  alternative  proposals,  such  as  recognising  selected  posts  rather  than 
individuals.  . It  is  convinced  that  it  is  more  than  ever  important  under  the  National 
Health  Service  in  which  all  consultants  are  considered  officially  as  being  clinically 
equal,  that  there  should  be  some  system  of  incentive  for,  and  recognition  of,  out- 
standing  work.  While  it  is  unable  at  the  moment  to  suggest  an  alternative  to 

1 These  two  documents  already  published  by  the  Royal  College  are  not  reproduced  in 
this  volume. 
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the  present  merit  award  system,  which  appeals  to  be  working  well,  it  believes  that 
the  possibility  of  providing  better  alternatives  should  be  kept  constantly  under 
review. 

(xvii)  Special  considerations  of  which  account  ought  to  be  taken  in  discussions  of 
medical  remuneration. 


and 

(xviii)  Specific  proposals  for  medical  remuneration 
The  Council  does  not  wish  to  comment  beyond  drawing  attention  again  to  the 
heavy  demands  of  obstetric  work  and  the  impossibility  of  arranging  clearly  defined 
sessions  for  much  of  the  work  involved. 

(xx)  Proposals  for  specific  machinery  or  procedures  to  be  established  for  dealing 
with  future  discussions  of  medical  remuneration 
The  Council  believes  that  the  Whitley  machinery  has  proved  inefficient  as  a 
means  of  adjusting  remuneration  for  the  profession.  It  regrets  the  publicity  which 
has  inevitably  been  associated  with  the  attempts  to  date  to  obtain  adjustments 
of  remuneration.  Council  is  convinced  that  when  doctors  entered  the  National 
Health  Service  in  1948  they  did  so  believing  that  their  economic  status  in  the 
community  would  be  safeguarded  by  the  implementing  of  the  reports  of  the  Spens 
Committee.  Recent  events  would  suggest  that  remuneration  for  the  profession 
has  become  increasingly  a political  matter.  Council  holds  the  view  that  this  is 
oontrary  to  the  spirit  in  which  the  profession  entered  the  Service  in  1948,  and 
believes  that  considerable  barm  has  already  been  done  both  to  the  Service  and 
to  the  profession.  It  believes  moreover  that  if  the  recent  attitude  of  the  Govern- 
ment to  the  claims  of  the  profession,  is  persisted  in  the  result  may  be  serious  for 
all  concerned.  For  these  reasons  Council  is  attracted  to  the  concept  of  an  impartial, 
neutral  body  acting  as  an  intermediary  between  the  profession  and  the  Govern- 
ment A small  permanent  committee,  as  advised  by  Lord  Moran,  with  its  terms 
of  reference  to  keep  under  constant  review  the  scales  of  remuneration  within  the 
National  Health  Service,  and  to  advise  the  Government  when  adjustments  were 
indicated,  would  seem  to  Council  to  be  a practical,  way  of  achieving  these  aims. 

Signed  on  behalf  of  the  Council, 


January,  1958. 


ANDREW  M.  CLAYE, 

President. 
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ROYAL  COLLEGE  OF  OBSTETRICIANS  AND  GYNAECOLOGISTS 

Memorandum  to  the  Ministry  of  Health  (Willink  Committee) 

on  the  Number  of  Medical  Practitioners  and  Medical  Students  likely  to  be  engaged 
in  Obstetrics  and  Gyncecology  in  the  future. 

Memorandum  from  The  Royal  College  of  Obstetricians  and  Gynsecology  on  the 
number  of  Medical  Practitioners  likely  to  be  engaged  in  Obstetrics  and 
Gynsecology  in  the  future. 


The  f oho  wing  report  is  presented  in  response  to  the  invitation  of  the  Committee 
appointed  under  the  Chairmanship  of  the  Rt.  Hon.  Henry  Wi'iink,  M.C.,  Q.c.,  with 
the  following  terms  of  reference : 

“ To  estimate,  on.  a long  term  basis  and  with  due  regard  ,to  all  relevant  considera- 
tions, the  number  of  medical  practitioners  IWy  to  be  engaged  ia  all  branches 
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of  the  profession  in  the  future,  and  the  consequential  intake  of  medical  students 
required.” 

The  report  is  based  on  conditions  appertaining  at  'the  present  time:  no  attempt 
has  been  made  to  anticipate  changed  conditions. 


The  present  position 

In  order  to  discover  how  many  practitioners  are  engaged  in  obstetric  and 
gynaecological  practice  in  all  grades  in  the  National  Health  Service  in  England, 
Scotland  and  Wales,  the  College  has  prepared  a questionnaire  for  Boards  of 
Governors  and  Regional  Hospital  Boards,  the  correlated  replies  to  which  are  given 
in  Appendix  A.  The  College  has  also  obtained  statistics  from  the  Ministry  of 
Health  and  the  Department  of  Health  for  Scotland.  These  statistics,  together  with 
other  information,  were  published  in  the  British  Medical  Journal  Supplement 
26/2/55  p.  66,  and  these  are  given  in  Appendix  B. 

From  the  answers  to  the  questionnaire  it  seems  that  there  is  a total  number 
of  708  Consultants  and  S.H.M.O.s  employed  in  England,  Scotland  and  Wales  (not 
including  9 vacancies  in  establishment  or  a required  increase  in  establishment  of  13). 
But  in  the  B.MJ.  Supplement  the  total  number,  obtained  from  the  Ministry  of 
Health,  was  given  as  580.  The  difference  of  128  may  be  due  to  Consultants  working 
for  more  than  one  Hospital  Board  and  therefore  being  included  in  answers  to  the 
questionnaire  by  more  than,  one  Board.  For  this  reason  the  total  number  of 
Consultants  and  S.H.M.O.s  is  assumed  in  this  memorandum  to  be  580.  Since 
Senior  Registrars,  Registrars  and  House  Officers  are  not  usually  employed  by  more 
than  one  Hospital  Board  the  figures  relating  to  these  appointments  in  the 
questionnaire  are  considered  to  be  correct.  In  the  following  totals  vacancies  in 
establishment  are  included,  but  required  increases  in  establishment  are  stated 
separately.  In  accordance  with  the  opinion  of  the  Council  of  the  College  that  the 
posts  at  present  filled  by  S.H.M.O.s  should  in  fact  be  filled  by  Consultants,  the  two 
appointments  have  been  considered  together. 

"Dio  present  position  in  England,  Scotland  and  Wales  can  be  summarised  as 
follows : — 


(a)  Consultants  and  S.H.M.O.S. 

Total  number  580. 

(In  the  replies  to  the  questionnaire  there  were  623  Consultants  and  94 
S.H.M.O.S,  including  9 vacancies  in  establishment.  Of  the  Consultants, 
526  were  part-time  with  an  average  of  6 sessions  each.  There  was  an 
increase  in  establishment  required  of  13  Consultants  and  no  S.H.M.O.s.) 


(b)  Senior  Registrars. 

Total  number  : 1 15  (including  5 vacancies  in  establishment). 


These  are  distributed  as  follows : — 

1st  year  36 

2nd  year  22 

3rd  year  14 

4th  year  14 

5th  year 

or  supernumerary  or  transitional 29 


(In  addition  there  was  an  increase  in  establishment  required  of  3 Senior 
Registrars.  _ The  above  Statistics  do  not  take  into  account  those  who  have 
finished  their,  consultant  training  but  who  have  no  appointment.  There  is. 
no  way  of  estimating  their  number.) 
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(c)  Registrars. 

Total  number : 232  (including  20  vacancies  in  establishment). 

These  are  distributed  as  follows : — 

1st  year  Ill 

2nd  year  121 

(In  addition  there  was  an  increase  in  establishment  required  of 
8 Registrars.) 

{d)  Senior  House  Officers  and  House  Surgeons,  Registered  and  Pre-registration. 
Total  number : 669  (including  16  vacancies  in  establishment). 

These  are  distributed  as  follows:  — 


Senior  House  Officers  

...  176 

Registered  House  Surgeons 

...  153 

Pre-registration  House  Surgeons  ... 

...  340 

(In  addition  there  was  an  increase  in  establishment  required  of  6 Senior 
House  Officers,  2 Registered  House  Surgeons  and  1 Pre-registration  House 
Surgeon.) 

The  Service  Provided  at  Present. 

As  shown  in  Appendix  B there  are  19,924  obstetric  and  10,443  gynaecological  beds 
in  England,  Scotland  and  Wales. 

From  this  it  can  be  worked  out  that  there  is : — 

1 Consultant  or  S.H.M.O.  for  every  34-5  obstetric  beds  and  every  .1.8 
gynaecological  beds. 

1 Senior  Registrar  or  Registrar  for  every  57-5  obstetric  beds  and  every  30 
gynaecological  beds. 

1 Senior  House  Officer  or  House  Surgeon  for  every  30  obstetric  beds  and  every 
15-5  gynaecological  beds. 

The  Training  of  Consultants  at  Present. 

If  the  average  length  of  service  as  a Consultant  is  30  years  there  will  be  an 
average  of  19-3  consultant  posts  vacant  annually  through  retirement.  In 
Appendix  B it  is  anticipated  that  between  1963  and  1974,  the  average  number  of 
Consultants  and  S.H.M.O.S  retiring  each  year  will  be  20.  At  the  present  rate 
there  will  be  an  average  of  23  Senior  Registrars,  116  Registrars  and  1,162  Senior 
House  Officers  or  House  Surgeons  finishing  their  appomtments  each  year.  Ihus 
for  every  Senior  Registrar  who  completes  his  training  there  are  5 trained  as 
Registrar  and  50  trained,  as  Senior  House  Officer  or  House  Surgeon. 


The  future  position 

At  the  present  time  65  per  cent,  of  births  are  instituitaonial  (see  Appendix  B).  It 
is  the  policy  of  the  College  that  there  should  be  beds  available  in  hospital  for  every 
expectant  mother  who  needs  or  wishes  to  be  confined  in  hospital.  It  is  anticipated 
that  the  total  number  of  institutional  births  might  increase  to  90  per  cent.  Never- 
theless it  is  probable  that  'this  increase  will  be  mainly  in  General  Practitioner 
Maternity  beds  which  means  that  little  addition  to  the  number  of  obstetricians  in 
training  will  be  needed,  because  these  beds  will  be  staffed  by  Genera:!  Practationer- 
Obstetricians  who  will  be  able  to  admit  abnormal  cases  to  an  associated  Hospital 
Maternity  Department,  an  which  'there  are  already  beds  available  for  such 
emergencies. 

It  is  assumed,  moreover,  that  the  proportion  of  part-time  and  full-time  Consultants 
will  remain  the  same  as  at  present. 
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Thus  if  the  requirements  for  increases  in  present  establishment  are  taken  into 
■account  the  future  needs  will  be:  — 

(a)  To  run  the  Service. 


Urns,  as  a rough  guide,  there  will  be : — 

1 Consultant  for  every  35  obstetric  and  20  gynaecological  beds. 

1 Senior  Registrar  or  Registrar  for  every  55  obstetric  and  30  gynecological  beds. 

1 Senior  House  Officer  or  House  Surgeon  for  every  30  obstetric  and  15 
gynaecological  beds. 

It  is. suggested  that  if  there  is  an  increase  in1  the  number  of  Consultant  Hospital 
•beds,  in  those  areas  in  which  there  ds  at  present  a shortage,  there  should  be  a 
corresponding  increase  in  personnel  although  the  general  ratio  suggested  above  may 
hot  be  applicable  to  all  hospitals,  for  the  individual  requirements  vary  with  the 
(type  of  work  carried  out. 

ib)  To  train  Consultants. 

. If  there,  are >20  .Consultants  reaching  (the  age  of  retirement  each  year  there  should 
v ^enl<>r  ^S^strars  fully  trained  annually  ibo  fill  .the  vacant  consultant  posts  and 
to  allow  for  those  who  go  abroad  or  take  up  academic  posts  or  go  into  another 
branch  of  medicine. 

If  the  Induing  of  a Senior  Registrar  ds  for  five  years  this  means  a total  at  any 
tone  time  of  125  Senior  Registrars.  But  in  order  to  run  the  Service  nearly  three 
rimes  as  many  Senior  Registrars  and  Registrars  will  be  needed.  It  is  suggested 
‘therefore  'that  approximately  250  Registrars  are  'trained  ait  any  one  (time  of  whom 
only  one  m five  will  be  selected  (to  proceed  to  Senior  Registrar  to  train  as  a Con- 
sultant, i.e.  125  new  Registrars  each  year.  This  means  (that  selection  as  a Senior 
Registrar  almost  ensures  a Consultant  post  wJien  tbe  training  is  complete. 


Consultants  

Senior  Registrars  

Registrars  

Senior  House  Officers 
Registered  House  Surgeons 
Pre-registration  House  Surgeons 


600 

120 

240 

180 

155 

340 
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the  rate  of  180  each  year),  Registrars  (at  the  rate  of  125  each  year),  Senior  Registrars 
(at  the  rate  of  25  each  year)  and,  finally,  Consultants,  (at  'the  rate  of  20  each  year). 

Thus  it  can  be  worked  out  that  to  replace  a Consultant  and  to  run  the  Service 
on  the  present  system  it  will  be  necessary  to  train  at  the  same  time  1-25  Senior 
Registrars,  6 Registrars  and  60  House  Officers. 

The  above  estimate  assumes  'that  the  pattern  of  hospital  staffing  remains  as  it 
is  at  present  and  makes  no  allowance  for  die  time  occupied  in  National  Service. 


Signed  on  behalf  of  the  Council  of  the  Royal  Oollege  of  Obstetricians 
and  Gynaecologists, 


A.  A.  GEMMELL, 


July , 1955. 


President. 
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APPENDIX  B 

June,  1955. 

Information  received  from  die  Ministry  of  Health  and  the  Department  of  Health 
for  Scotland  regarding  evidence  to  be  submitted  to  toe  WjUrnk  Committee. 

England  & Wales  Scotland 
17,171  2,753 

2,449  423 

690,823  94,714 

64-3  70 

9,118  1,325 


Obstetric  Beds 
G.P.  Maternity  Beds 
Total  Births 
% Institutional  . . . 
Gynaecological  Beds 


'British  Medical  Journal  Supplement-2612155  p.  66. 


OBSTETRICIANS  AND  GYNECOLOGISTS 

Total  Consultants  and  S.H.M.Os  in  Great  Britain  (i.e.,  England,  Scotland  and 
Wales)  580— (England  and  Wales  413  Consultants  and  87  S.H.M.O.S— separate  figures 
for  Scotland  not  available). 


Between  1963-74  toe  average  number  of  Consultants  reaching  age  65  each  vear 
is  20 — before  1963  toe  number  is  less. 


Total  Senior  Registrars  in  Great  Britain  (i.e.,  England,  Scotland  and  Wales)  is  71 : 


1st  year 
2nd  year 
3rd  year 
4to  year 


26 

15 

17 

13 


There  are  however  a number  of  additional  people  at  this  level. 


Examination  of  Witnesses 

Professor  A.  M.  Claye,  President 
Mr.  T.  L.  T.  Lewis 
Mr.  H.  J.  Malkin 
Mr.  J.  H.  Peel 

on  behalf  of  the  Royal  College  of  Obstetricians  and  Gynaecologists 
Called  and  Examined 


4267.  Chairman : Professor  Claye,  we 
have  had  your  memorandum,  which  we 
have  read  with  much  interest.  You 
probably  know  that  we  have  already 
seen  your  sister  Colleges,  toe  Physicians 
and  the  Surgeons,  and  we  -have  also 
seen  the  Colleges  in  Scotland,  so  that 
we  have  covered  fairly  fully  iby  now  a 
good  many  of  the  points  of  general  in- 


terest to  the  Colleges,  and  we  may  not 
need  to  go  into  all  of  them  in  great 
detail  with  you.  We  hope,  therefore, 
that  we  shall  be  able  to  ask  you  all 
the  questions  we  wish  to,  (before  lunch 
today,  and  that  we  may  finish  by  then. 
You  will  know  that  this  is  a public 
hearing  and,  therefore,  if  there  are  any 
things  you  do  not  want  to  be  published, 
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you  had  better  not  say  them.  Once  yes- 
terday somebody  said  “ Since  we  are  in 
Committee,  I Will  say  such-and-such”, 
but  we  are  not.  Anything  that  is  said 
is  liable  to  be  reported.  If  we  press 
you  fairly  thoroughly  on  some  of  the 
representations  you  have  made,  please 
do  not  interpret  that  as  meaning  either 
disbelief  or  hostility.  Equally,  do  not 
interpret  the  fact  that  we  do  not  ask 
you  about  some  points  as  meaning  that 
we  think  they  are  irrelevant,  or  that  we 
accept  them ; it  is  just  for  us  to  make 
up  our  minds  on  them,  in  due  course. 

We  have  got  two  eminent  lawyers  on 
this  Royal  Commission,  who  have  done 
most  of  the  work  in  going  through  the 
submissions  and  getting  an  orderly  way 
of  approaching  our  questions,  and  in  this 
case  Sir  David  Hughes  Parry,  whom  you 
may  already  know,  is  going  to  take  the 
lead  in  asking  most  of  the  questions. 
But  you  will  be  asked  questions  by 
anybody  on  the  Commission,  and  in 
your  turn  I hope  you  will  feel  free  to 
let  any  of  your  colleagues  reply  on  any 
subjects  that  yon  think  are  more  par- 
ticularly up  their  street.  We  want  to  get 
the  best  of  this  opportunity. Profes- 

sor Claye : Yes,  Sir. 

4268.  Sir  David  Hughes  Parry:  May 

I say  before  I begin  that,  if  there  is 
any  matter  which  you  would  like  to 
add  to  what  you  have  already  said  to 
us,  I hope  you  will  take  the  opportunity 
when  we  deal  with  the  different  para- 
graphs?  Yes,  I will  do  that. 

4269.  Or,  if  there  is  any  alteration  or 
modification  you  wish  to  make  there  will 
be  every  opportunity,  and  I hope  you 
will  take  it.  Could  we  begin  on  die  first 
page?  Your  paragraph  (ii)  says: 

“ Due  consideration  should  be  given 
to  the  fact  that  the  practice  of  obstet- 
rics makes  extra  demands  on  those 
who  undeiitake  it.  The  amount  of 
emergency  work,  especially  by  night, 
which  cannot  easily  be  delegated  by 
reason  of  its  character,  is  far  higher 
(than  in  any  other  branch  of  medi- 
cine.” 

I wonder  if  you  have  any  particulars 
that  would  help  us  to  see  the  problem, 
in  the  form  of  statistics,  of  the  number 
of  times  a consultant  may  be  called  out 
at  night?  We  have  a general  impression 
that  the  general  practitioner  and,  per- 
haps, even  the  consultant,  is  not  called 
out  now  as  frequently  at  night  as 


formerly. Yes.  I think  (that  is  true, 

Sir,  but  we  have  not  got  any  definite 
statistical  evidence  about  this.  But 
I think  it  is  the  belief  of  our  Coun- 
cil that,  even  so,  both  (the  consultant 
and  the  general  practitioner  get  more 
calls  in  (this  branch,  than  in  others. 

4270.  But  it  is  a general  impression? 

We  have  not  got  chapter  and  verse 

for  you. 

4271.  Chairman:  When  you  say  that 
due  consideration  should  be  given,  what 
does  “due  consideration”  mean?  Are 
you  implying  that  this  particular 
specialty  should  be  rather  better  re- 
warded than  other  specialties,  on 

account  of  these  extra  claims? 1 

think  that  this  sentence  applies  more 
particularly  to  the  general  practitioner, 
Sir,  and  if  the  general  practitioner  has 
a lot  of  emergency  obstetric  work,  then 
he  needs  the  time  to  do  that,  and  has 
less  time  to  devote  to  other  work  ; some 
sort  of  adjustment  should  be  made  be- 
cause of  that. 

4272.  Sir  David  Hughes  Parry:  On 

page  910,  I think  you  just  state  that  it 
would  be  better  for  us  to  treat  with 
the  Universities  and  the  medical  schools, 
on  the  question  of  the  quality  and  quan- 
tity of  recruits,  but  in  the  follow- 
ing paragraph,  on  the  quantity  and 
quality  of  newly  qualified  doctors, 
you  say  “ There  are  fewer  young 
doctors  drawn  from  professional  classes 
and  particularly  from  doctors’  homes  ”, 
and  you  believe  that  this  indicates  “ that 
the  professional  classes  regard  medicine 
as  a less  satisfactory  career  than  pre- 
viously . . .”  I wonder  if  that  is 

an  impression.  There  are  many  things 
that  contribute  to  this  factor,  are  there 
not?  I wondered  whether  this  did  follow 

logicaEy. Yes,  I think  there  are  a 

great  many  doctors  who  would  have  en- 
couraged their  sons  to  go  in  for  medi- 
cine, who  now  try  to  dissuade  them. 

4273.  Why? 1 think  that  the  un- 

certainty of  a good  living  is  greater 
than  it  was. 

4274.  You  do  not  mean  to  say  (that 
they  are  going  into  other  professions, 
where  they  are  adequately  paid  by 

salary? No,  I do  not  think  so — not 

exactly,  Sir.  There  is  less  enthusiasm, 
I would  say,  in  doctors’  households  for 
the  profession  of  medicine,  for  a great 
many  different  reasons,  and  therefore 
they  do  not  encourage  their  sons  to  the 
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extent  that  they  did  to  go  into  the 
profession. 

4275.  But  it  may  well  be  that  there 
is  a call  from  other  vocations,  scientific 
vocations  for  example.  It  may  be  that. 

Yes.  That  is  not  our  point.  Our 

point  is  that  the  fathers,  themselves, 
dissuade  them  because  they  are  not  happy 
about  the  present  set-up  of  medicine. 

4276.  Chairman : Your  College,  to  a 

greater  extent  than  the  others,  I think, 
covers  the  Commonwealth  as  a whole, 
does  it  not  ? Y es.  Sir. 

4277.  So  you  might,  perhaps,  be  in  a 

position  to  say  whether  this  tendency  is 
universal  or  widespread  in  many  coun- 
tries.  No.  The  countries  of  the 

Commonwealth  .that  I know  best  are 
Australia  and  New  Zealand,  particularly 
Australia,  where  the  arrangement  is 
quite  different. 

4278.  Yes,  but  by  the  word  “ten- 
dency ” I mean  the  tendency  to  encourage 
their  sons  to  go  into  other  things, _ because 
it  has  appeared  to  us  that,  for  instance, 
there  is  a very  parallel  tendency  in  the 
United  States.  I thought  that  perhaps 
you,  in  your  College  particularly,  could 
give  us  a few  facts  'as  to  whether  the 
tendency  for  doctors’  sons  not  to  become 
doctors  is  much  more  marked  here  than 
elsewhere,  or  not. — No,  I am  afraid  I 
have  not  got  any  definite  evidence  about 
that,  Sir. 

4279.  Do  you  think  your  College 
would  be  able  to  get  any,  because  tbis 
is  a point  that  you  are  rather  making, 
and  it  is  particularly  valid  if  it  only 

applies  in  this  country. Yes,  I have 

no  doubt  we  could  make  enquiries  and 
find  out.  My  impression  as  regards 
Australia  is  that  the  doctors  are  very 
happy  with  their  set-up.  I heard  that 
time  and  again. 

4280.  Sir  David  Hughes  Parry : This 
matter  has  been  suggested  to  us  in  other 
vocations,  and  we  are  trying  to  find  out 
why  it  is  that  parents  in  the  medical 
profession  do  not  encourage  their 
children,  if  that  is  so,  to  take  up  the 
career  of  medicine.  It  may  be  .that  the 
parents  are  after  a greater  measure  of 
security  for  their  children  in  salaried 
professions ; it  may  be  that  the  competi- 
tion. of  other  professions  is  much  greater, 
and  that  it  is  easier  now  for  these  young 
people  fto  get  into  these  professions  which 
are  greater  in  number ; it  may  be  that 


it  has  been  found  to  be  very  difficult  to 
get  admission  to  medical  schools — that 
is  a possibility,  is  it  not — and,  therefore, 
many  are  not  encouraged  to  go  in  now, 
because  of  that  difficulty ; and  it  may 
be  'that  the  parents  are  in  an  income 
group  where  they  do  not  get  grants  to 
help  their  children  through  University. 
All  these  things,  obviously,  have  an  effect, 
as  well  as  those  you  have  suggested,  do 

they  not? On  the  question  of  grants, 

I think  that  is  an  important  point. 

4281.  But  you  agree  as  to  the  others? 
1 wonder  if  you  could  just  recapitu- 
late briefly. 

4282.  The  first  one  we  have  already 
mentioned.  You  are  not  quite  certain 
about  'that,  whether  the  parents  advise 
their  children  to  go  into  a more  secure 
profession,  whether  there  is  competition 

from  other  professions? Yes,  that 

may  well  be. 

4283.  And  difficulty  of  admission  to 

medical  schools. Yes,  that  was  the 

point  I wanted  to  take  up,  because  1 
do  not  really  think  there  is  much  diffi- 
culty about  admission  to  medical  schools. 
The  figures  that  you  get  are  swollen, 
because  so  many  people  apply  for 
several  different  medical  schools  and, 
in  fact — certainly  in  the  provinces — we 
have  very  little  choice  with  our  vacan- 
cies about  accepting  people.  I do  not 
know  df  any  of  my  colleagues  would  like 
to  make  any  comment  on  this. 

4284.  Chairman : Which  part  of  the 

provinces  do  you  ‘belong  to,  Professor 
Claye? Leeds. 

4285.  Sir  David  Hughes  Parry : That 
is  the  impression  we  also  got  from  Scot- 
land, but  it  is  another  impression  that  I 

have  from  London. Yes,  I think  that 

may  well  be.  Two  of  my  colleagues  are 
from  London,  and  are  better  qualified 
to  'answer  that  than  I am. — Mr.  Peel : I 
would  say  that,  as  far  as  that  is  con- 
cerned, there  is  no  shortage  of  appli- 
cants to  become  medical  students.  And 
I think  there  is  no  great  difficulty  m 
choosing  suitable  candidates.  I would 
agree  'that  it  is  not  all  that  difficult  for 
a suitable  boy  to  become  a medical 
student.  I think  that  is  a fact  through- 
out the  country. 

4286.  Chairman:  You  mentioned  “a 
suitable  boy  **.  In  Scotland,  particularly, 
we  were  also  told  that  they  were  able 
to  exercise  rather  more  selection,  if  I 
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remember  rigWiy,  with  boys  itban  girls* 
buit  at  any  rate  the  question  of  girls  was 

quite  material. Yes,  X think  it  as  true 

to  say  that  the  medical  schools  have  a 
fairly  fixed  quota  of  the  two;  sexes,  and 
I would  say  that  it  probably  is  more 
difficult  for  a girl  to  itake  up  medicine, 
than  for  a boy,  and  to  get  a place  in  a 
medical  school. 

4287.  Sir  David  Hughes  Parry'.  Who 
has  fixed  the  number  or  percentage  for 

the  women? 1 think  that  is  fixed  by 

the  University  of  London.  That  is  my 
recollection.  At  any  rate,  it  is  by  agree- 
ment amongst  ithe  various  constituent 
parts  of  the  University. 

4288.  I thought  that  the  agreement  on 
the  University  side  was  that  ithe  medical 
schools  should  reserve  not  less  than  20 
per  cent,  of  their  places  for  women.  I 
think  it  is  left  to  the  medical  schools, 
themselves,  to  say  how  many  they  will 
take,  and  I think  it  may  very  well  be  that 
the  medical  schools  among  themselves 

have  reached  agreement. Yes,  I think 

that  is  quite  true. 

4289.  Chairman : Are  you  feeling 

that  parents  are  less  willing  than  before 
to  advise  their  daughters,  as  well  as  their 
sons,  to  take  up  either  medicine  as  a 
whole,  or  your  particular  branch  of  the 
profession,  or  is  it  particularly  sons?1 — ■ — 
Professor  Claye : I would  have  thought 
particularly  sons.  Sir. 

4290.  Sir  Hugh  Watson : Whilst 

giving  a certain  amount  of  weight  to  the 
various  considerations  that  Sir  David  has 
just  put  before  you,  Professor,  I gather 
from  what  you  say  that  your  view  still  is 
that  the  principal  factor  in  this  matter 
is  'the  fact  that  doctors  are  actively  dis- 
suading their  sons  from  following  in 

their  fathers’  footsteps. Yes,  I think 

that  is  so. 

4291.  Could  you  tel  us  exactly  for 
what  reasons  you  think  doctors  are 
doing  that,  because  if  it  is  something  to 
do  with  remuneration,  we  are  here  to 
advise  about  remuneration,  and  we  would 

like  to  know  abouit  it. Yes,  I think 

remuneration  has  a good  deal  to  do  with 
it,  Sir. 

4292.  From  what  point  of  view? 

That  now,  as  compared  with  before  the 
advent  of  the  Health  Service,  the  status 
of  the  doctor,  financially,  is  not  so  good 
as  it  Was. 


4293.  That  applies  to  almost  all  the  j 

professions,  does  it  not.  Professor? j: 

I suppose  it  does,  yes. 

Sir  Hugh  Watson:  I think  Sir  David 
and  I feel  it  applies  to  us. 

4294.  Chairman:  And  you  feel  that  j 
applies  to  the  general  practice  branch,  1 

as  well  as  the  hospital  branch? Yes,  J 

I would  say  so,  from  the  people  I have  ! 
spoken  to.  Sir. 

4295.  Sir  Hugh  Watson : Do  you  feel, 
Professor — I think  this  is  a matter  of 
some  importance — (that  this  is  because 
the  level  of  remuneration  of  doctors  has 
not  been  brought  up  in  accordance, 
roughly,  with  the  standard  of  living,  or 
is  it  deeper  than  that,  or  what  is  it?  5 

1 'think  it  is  partly  that,  and,  of  I 

course,  you  know  there  is  bad  feeling  j 
on  the  subject  of  Spens.  The  doctors  j 
do  feel  that  they  have  not  had  a square  i 
deal  on  that,  and  that  no  doubt  is  one  j 
thing  which  _ will  tend  to  make  parents  j 
dissuade  their  sons  from  going  in. 

4296.  Chairman:  Hiow  long  has  this 

dissuasion  been  going  on? 1 would 

say  for  several  years,  Sir. 

4297.  The  bad  feeling  is  of  more  re- 
cent growth,  is  if  not,  as  regards  the 
question  of  Spens? — ♦ — Yes. 

4298.  Sir  Hugh  Watson:  There  could 

be  no  doubt  that,  at  least  until  1951, 
everything  was  all  right,  because  that  was 
the  year  in  wihioh  Mr.  Justice  Danckwerts 
pronounced  his  award,  which  I think  it 
is  fair  to  say  is  regarded  as  not  un- 
generous by  die  medical  profession. 

Yes. 

4299.  It  is  also  fair  to  say  that  the 
medical  profession,  themselves,  made  no 
claim  after  that  until  1956,  as  I under- 
stand it.  So  all  this  bad  feeling  has 
arisen  since  ithe  claim  was  puit  forward 
by  the  British  Medical  Association  in 
1956?  Is  that  right? — » — I think  very 
largely,  at  any  rate. 

4300.  I do  nott  want  to  appear  to  be 
cross-examining  you  or  tying  you  down, 
but  that  is  only  two  years  ago,  you  see, 
and  after  all  this  Commission  was  set 
up  13  months  ago,  not  so  very  long  after 
ithe  B.M.A.  began  to  prosecute  their 
claim.  You  told  the  Chairman  just  now 
that  doctors  had  been  dissuading  their 
sons  for  several  years,  and  I think  it  is 
most  important  that  the  Commission 
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should  really  have  some  idea  why  they 
have  been  doing  that.  I know  they  have, 

but  I would  like  to  know  why. Yes. 

I tibiink  it  is  true  that  the  profession  did 
not  start  taking  action  on  remuneration 
ait  once.  They  have  a certain  amount  of 
feeling  that  everybody  is  in  this,  and 
they  delayed  until  1956  because  of  that, 
butt  I think  there  was  some  ill-feeling 
before  then. — Mr.  Malkin : Could  I 

mention  two  points.  Sir?  I think  there 
was  a little  more  dissatisfaction  among 
consultants  about  the  interpretation  of 
Spens  than  among  general  practitioners 
in  1952.  It  was  mainly  the  general 
practitioners  who  benefited  from  the 
Danakiwerts  Award.  There  was  a slight 
adjustment  for  consultants,  afterwards. 

4301.  In  1954? Yes. 

4302.  Chairman:  That  was  an  adjust- 
ment that  Sir  Russell  Brain  said  restored 
the  balance  between  the  two  branches  of 

the  profession. Yes,  Sir.  It  was  not 

viewed  quite  as  satisfactorily  by  the  con- 
sultants. Another  point,  which  I think 
worries  a consultant,  is  the  diminishing 
private  practice  which  obviously  affects 
his  remuneration  very  much,  and  a lot 
of  us  think  that  the  cause  of  the 
diminishing  private  practice  is  the  fact 
that  the  patient  has  to  pay  so  much  for 
private  a coommodaition  if  he  or  she 
wishes  to  have  private  treatment. 

4303.  We  will  come  ito  that  later  in 

your  memorandum. Yes,  I appreciate 

that,  Sir,  but  it  is  one  of  the  causes 
arising  from  the  question  that  Sir  Hugh 
Watson  has  put  about  a certain  amount 
of  dissatisfaction,  land  the  tendency  for 
doctors  not  to  encourage  Ithedr  sons  to 
follow  tin  Ithedr  footsteps. 

4304.  One  is  bound  to  take  the  dis- 
couragement or  encouragement  into  the 
profession  as  ia  whole,  and  not  particu- 
larly your  branch,  or  the  consultancy 
branch.  In  your  paragraph  (vd)  you  say 
that  there  is  no  evidence  to  suggest  an 
excessive  number  of  specialists  in  train- 
ing today  in  obstetrics  and  gynaecology, 
but  I rather  gathered  that  you  did  not 
think  there  was  any  excessive  resort  to 
any  particular  branch.  I rather  deduced 

that  from  that  answer. Yes,  that  is 

so,  but  our  families  will  see  us  as  their 
model,  and  our  reaction  is  that  they  will 
go  by  our  experience  in  making  their 
decisions  las  to  whether  they  will  go  into 
medicine  as  a whole. 

4305.  Sir  Hugh  Watson:  This  pull 
away  from  the  professions  is  not  confined 


to  medicine.  Professor  Olaye.  There  are 
many  reasons  why  young  men  are  not 
going  into  any  of  the  learned  professions 
in  (the  numbers  or  the  proportions  which 
they  used  to,  and  Sir  David  has  said 
some  of  the  reasons.  Would  you  agree 
that,  perhaps,  the  young  man  today  has 
more  say  in  this,  than  he  used  to  have 

when  you  and  I were  younger? 

Professor  Claye:  Yes. — Mr.  Peel:  I 
think  it  would  be  reasonable  to  say  on 
this  pul  away  from  medicine  that  re- 
muneration is  only  one  of  the  factors. 

4306.  That  is  what  I wanted  to  get  at. 

What  other  factors  do  you  look  to? 

They  not  only  concern  remuneration,  but 
they  concern  the  whole  structure  of 
medicine,  and  Itihe  change  which  has  taken 
place  since  the  introduction  of  the 
National  Health  Service.  There  are  in- 
evitably factors  of  change  between  before 
and  after  the  National  Health  Service. 

4307.  Wbioh  make  ithe  practice  of 

medicine  less  attractive? Which  make 

the  practice  of  medicine  less  attractive. 

4308.  Chairman:  That  is  one  reason 
why  I was  very  much  hoping  for  some 
factual  information  from  your  College, 
as  well  as  an  impression — some  factual 
information  about  (the  other  parts  of  the 
world,  with  which  you  deal,  where  con- 
ditions are  quite  different.  I think  your 
College  ought  to  be  particularly  well- 

placed  to  'give  us  some  facts  on  that. 

Professor  Claye:  We  will  think  about 
that. — Mr.  Lewis:  'May  I raise  one  point 
about  security?  I (think  at  was  suggested 
by  Sir  David  that,  perhaps,  more  secure 
professions  were  attracting  (the  sons  of 
doctors.  I do  not  know  whether  Pro- 
fessor Claye  meant  it,  but  I think  he 
implied  that,  perhaps,  more  secure  pro- 
fessions were  attracting  the  sons  of 
doctors.  I think  that  the  im- 
pression among  doctors  ds  that  the 
profession  ds  if  'anything  more  secure 
now,  but  at  the  same  time  ithe  restrictions 
are  more  and  the  rewards,  as  has  been 
said,  are  less.  But  on  the  point  of 
security,  I would  have  said  (that  medicine 
is  as  secure  for  a young  man  to  go  into, 
as  any  other  profession. 

4309.  Sir  David  Hughes  Parry : May 
we  move  to  paragraph  (iv)  on  the  cost 
and  duration  of  training?  There  are 
two  matters  I would  'like  to  raise  on  that. 
You  say  “At  present  a minimum  of 
three  years  residence  in  approved 
hospitals  is  necessary  for  candidates  for 
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the  Membership  but  ithis  may  be  in- 
creased.” Is  there  any  further  informa- 
tion on  that? Professor  Claye : The 

College  is  considering  (this  very  question 
at  ithe  moment.  As  you  have  said,  we 
are  a Commonwealth  College  and  we 
have  agreed  a draft  here,  which  has  now 
been  sent  out  to  our  regional  councils  in 
the  Dominions,  for  approval.  That  will 
involve  an  inorease  in  the  length  of  train- 
ing, if  it  goes  .through. 

4310.  And  an  increase  in  ithe  cost?  It 

essentially  involves  -that,  does  it  not? 

Yes.  Of  course,  tthey  are  in  paid  posts 
all  the  time. 

4311.  But  that  is  (the  action  of  the 
College?  It  is  the  College  itself  which  is 
increasing  ithe  length  of  the  training  and 

increasing  ithe  cosit? Yes.  These 

young  men  are  in  paid  posts  all  the  time 
they  ;are  training.  We  hope  they  will  be 
more  effective  gynaecologists  when  they 
have  finished  it,  than  (they  are  now.  That 
is  our  view. 

4312.  The  other  matter  arises  later  on 
in  that  paragraph,  where  you  say  “ It 
is  the  opinion  of  the  GoEege  that  every 
general  practitioner  practising  obstetrics 
should  have  held  a resident  postgraduate 
appointment  in  obstetrics.”  At  present, 
the  man  who  is  doing  his  year  of  intern 
or  pre-registration  clinical  work  has  got 
to  spend  one  year — six  months  in 
medicine,  and  six  months  in  surgery — 
has  he  not?  That  is  the  present  position? 
Y es,  but  this  is  very  broadly  inter- 
preted. Obstetrics  is  regarded  by  the 
General  Medical  Council  as  either 
medicine  or  surgery,  as  convenient. 

4313.  You  were  not  contemplating  that 
the  one  year  should  be  extended  to  18 

months?  That  is  all  I am  asking. 

There  is  nothing  fixed  about  that.  Sir. 
Actually,  we  should  be  very  glad  if  the 
obstetric  appointment  could  be  done 
after  the  pre-registration  year,  because 
we  think  a man  is  in  a better  position 
to  profit  by  it  then.  The  General 
Medical  Council  tells  us  that  there  are 
not  enough  general  posts  for  the  avail- 
able recent  graduates,  unless  some 
obstetric  posts  are  included,  so  that  it 
is  still  true  that  a great  many  obstetric 
posits  are  pre-registration  posts. 

4314.  And  you  really  are  recommend- 
ing that  no-one  should  go  into  this  kind 
of  practice  as  a general  practitioner, 

without  the  six  months  training? We 

do  not  want  a general  practitioner  to 


practise  obstetrics,  unless  he  has  done 
this  appointment  after  graduation. 

4315.  You  do  not  go  any  further  than 
that?  As  far  as  the  general  practitioner 
is  concerned,  you  do  not  ask  for  any 
special  qualifications,  other  than  ithe  six 

months? No.  As  you  no  doubt  are 

aware,  we  give  a diploma  for  this,  but 
we  leave  it  to  the  people  concerned  to 
judge  whether  it  would  be  valuable  for 
them  to  hold  our  diploma,  and  at  the 
moment  a very  great  number  of  ithem 
do  take  it. — Mr.  Peel : Just  listening  to 
Sir  David  and  Professor  Claye  speaking, 
I wondered  (whether  they  appreciated 
the  .point  that  the  year  in  a .postgraduate 
pre-registration  appointment,  which  is 
made  compulsory  by  the  General  Medi- 
cal Council,  is  something  every  graduate 
is  going  to  go  through.  We  believe  as 
a College  that  only  a certain  percentage 
of  general  practitioners  should  practise 
obstetrics,  and  we  feel  that  it  is  ithe  men 
who  have  had  special  postgraduate  ex- 
perience who  should  fall  into  that  group. 
Therefore  we  should  not  be  in  favour, 
I do  not  think,  of  extending  the  12 
months  to  18  months,  because  we  do 
not  feel  (that  it  would  be  necessary  for 
every  doctor  to  have  sax  months^  post- 
graduate education  in  obstetrics. — 
Professor  Claye : That  is  the  position, 
Sir. 

4316.  But  the  young  man  at  this  stage 
does  not  quite  know  into  what  sort  of 

practice  he  is  going. Mr.  Peel:  Yes, 

that  is  quite  true,  but  he  is  not  confined 
to  taking  an  obstetric  appointment, 
necessarily,  in  his  first  12  months. 

4317.  In  paragraph  (vi),  you  say  “ The 
College  has  no  evidence  to  suggest  that 
there  is  in  relation  to  the  other  branches 
of  medicine  an  excessive  number  of 
specialists  in  .training  today  in  obstetrics 
and  gynaecology  Are  you  satisfied 
that  there  are  enough?  You  only  give 
file  limit  on  one  side.  Are  you  satisfied 

that  there  are  enough  in  training? 

Professor  Claye:  Yes,  there  are  enough. 
Sir. 

4318.  You  think  that  it  is  aU  right 

on  both  sides? Yes. 

4319.  Then,  you  deal  with  the  subject 
of  tax  relief.  We  have  had  a good  many 
representations  on  this  matter,  and  I 
think  we  have  got  the  point  here  fairly 
clearly  from  all  the  consultant  groups. 
Is  there  anything  further  that  you  would 
like  to  add,  or  'have  you  any  particulars, 
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statistics  or  anything  of  that  kind  to 
supplement  this? No,  I think  I can- 

not put  it  any  better  than  we  iput  it  there, 
Sir. 

4320.  Mr.  Gunlake : There  is  a point 
in  paragraph  (vii)  -in  which  I was  inter- 
ested. You  say  “ It  is  in  the  interest 
of  both  patients  and  consultants  that 
there  should  be  an  opportunity  for 
private  practice.  Whilst  it  is  admitted 
that  facilities  exist,  the  cost  to  the  patient 
is  often  -prohibitive  . . Can  you 
enlarge  on  that  a little,  and  indicate  why 
it  is  prohibitive,  and  to  what  extent  it 

is  prohibitive? 1 would  like  Mr. 

Peel  to  answer  this,  because  I am  not  in 
private  'practice,  -and  my  colleagues  are. 
—Mr.  Peel : I think  what  the  College 
meant  was  that  the  cost  of  private 
accommodation  in  hospitals  is  extremely 
high,  because  it  is  considerably  over  and 
above  the  overall  cost  of  a bed ; the 
patient  is,  in  point  of  fact,  entitled  to  a 
National  Health  Service  bed  from  his 
own  contribution.  By  taking  the  facili- 
ties in  private  accommodation,  as  he  can, 
he  is,  in  point  -of  fact,  not  only  doing 
what  he  wants  to  do,  but  is  helping  the 
Exchequer  -by  providing  additional  funds 
-towards  the  running  costs  of  the  hospital. 
It  is  merely  felt  -by  patients,  consultants 
and  general  practitioners,  that  if  the  cost 
were  reduced,  and  allowance  -made  for 
the  -fact  that  the  patient  is  relieving  -the 
requirement  of  a National  Health  Ser- 
vice bed,  in  point  of  fact,  there  would 
be  an  increase  in  the  take-up  of  private 
accommodation.  It  would,  in  point  of 
fact,  ultimately  be  to  the  benefit  both  of 
the  public  and  of  the  consultants,  and, 
incidentally,  to  the  benefit  o-f  the 
Exchequer. 

4321.  Chairman:  How  much  is  there 
in  this  in  terms  of  money  per  week,  if 
you  like,  for  a bed?  You  aie  saying 
that  the  hospitals  are  charging  too 

much? That  is  so.  Obviously,  costs 

have  got  to  be  met.  You  would  like  us 
to  quote  the  actual  figures.  The  figures 
for  private  accommodation- vary  between, 
I would  say,  a minimum  of  20  guineas 
a week  'and  something  l-ike  35  guineas 
in  some  of  the  -private  beds  at  teaching 
hospitals. 

4322.  Sir  Hugh  Watson:  In  London? 
In  London. 

4323.  Chairman : But  how  much  of 
that  do  you  think  is  beyond  what  is 
the  real  cost  appropriate  to  that  bed9 


You  are  saying  thait  this  cost  is  rather 
loaded  so  as  to  discourage  the  use  of 

private  accommodation? Supposing 

the  cost  per  bed  in  a hospital  were  £25 
a week,  then  the  cost  of  a private  bed — 
I am  only  quoting  roughly — would  be 
about  £30.  So  that  the  person  contribut- 
ing -towards  the  National  Health  Service 
bed  does  not  take  up  what  he  is  entitled 
to,  and  he  has  to  pay  25  per  cent,  more 
than  the  -actual  cost  of  the  bed. 

4324.  Mr.  Gunlake:  Whilst  you  feel 

that  (the  cost  of  the  private  bed  is  pitched 
too  high,  are  you  contemplating  that  it 
should  be  set  below  the  economic  level? 
As  you  know,  of  course,  it  is  contended 
in  some  quarters  that  drugs  should  be 
supplied  to  private  patients  from  the 
finances  of  -the  National  Health  Service. 
Have  you  anything  similar  in  your  minds 
as  regards  hospital  -beds  for  obstetric 
purposes? We  know  there  are  argu- 

ments on  the  .other  side,  but  I think 
many  people  do  feel  that  the  cost  should 
be  set  below  the  actual  cost,  because  the 
individual  is  not  (taking  np  his  entitle- 
ment. I do  not  know  if  Mr.  Malkin 
would  like  to  add  to  that,  speaking  from 
outside  London. — Mr.  Malkin : I do  not 
kno-w  that  I can  say  much  more  than 
Mr.  Peel  has  already  said.  There  is  one 
point  which  has  not  -been  brought  out, 
though  no  doubt  it  has  on  other  occa- 
sions, (that  there  -are  two  positions.  If 
a patient  comes  in  as  an  ordinary 
National  Health  Service  patient,  and 
wishes  to  have  private  accommodation, 
in  a lot  o-f  hospitals  it  ds  possible,  by 
paying  another  2 guineas  a week,  to 
have  private  accommodation  ; but  if  that 
same  patient  wished,  at  the  same  time, 
to  pay  a surgeon  they  would  have  to  pay 
a large  amount,  as  Mr.  Peel  has  said — 
25  per  cent,  in  excess  of  the  -actual  cost 
— and  in  a way  that  seems  a little  hard. 
I think  the  figures  Mr.  Peel  has  quoted 
would  apply  to  the  provinces,  where  I 
come  from.  They  would  have  to  pay 
20  guineas  .a  week,  but  if  (they  did  not 
-insist  on  a particular  surgeon  doing  the 
job  they  would  get  -it  for  2 guineas  a 
week. 

4325.  Chairman:  Most  hospitals  have 
their  -own  consultant  gynaecologist  and 
obstetrician,  who  would  normally  do 

whatever  needed  to  be  done? Yes, 

but  when  the  patients  go  rin  -they  are 
norm-ally  asked  to  say  that  they  appre- 
ciate -that  no  particular  surgeon  will  do 
the  work,  and  only  overall  control  -or 
responsibility  is  put  -on  to  a particular 
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surgeon.  But  if  (they  say  “ I would  like 
Mr.  So-and-So  to  do  lilt  ”,  and  they  want 
a guarantee  of  that  . . . 

4326.  Then  they  have  to  pay  for  exer- 
cising ‘that  preference? Yes,  and  we 

feel  that  the  difference  'between  the  two 
is  excessive. 

4327.  Sir  Hugh  Watson:  In  the  case 
you  are  talking  about,  they  would  be 
bringing  in  a surgeon  who  is  not  norm- 
ally employed  as  a consultant  in  the 

hospital? 1 did  not  mean  that  at  all. 

Any  private  bed  can  be  filled  by  any 
consultant,  but  that  is  unusual,  at  least, 
in  the  provinces. 

4328.  There  is  one  expression  which 
Mr.  Peel  used,  which  I did  not  under- 
stand, when  he  said  that  the  patient  as 
not  taking  up  her  entitlement.  What  did 

yon  mean  by  that? Mr.  Peel : Merely 

hait,  in  paying  her  contribution  to  the 
National  Health  Service,  the  patient,  if 
:or  example  she  is  going  to  have  a baby 
n hospital,  is  not  taking  an  ordinary  bed 
n ithe  hospital ; she  frees  that  bed  for 
iomebody  else.  Apropos  of  that,  there  is 
one  further  point  I would  just  like  to 
mention.  We  had  'in  mind  that  there 
vas  in  obstetrics,  rather  more  than  in 
yther  branches  of  medicine,  a particular 
lesire  on  the  part  of  the  public  for 
increased  private  acoonmiodaition  in 
hospital,  because  of  the  very  nature  of 
obstetrics.  So  many  patients  do  like  the 
personal  service  of  the  doctor  or 
obstetrician  of  their  choice,  and  if  pri- 
vate facilities  were  Within  reasonable 
bounds  I am  quiite  sure  that  the  patients 
would  take  it  up  very  much  more  than 
they  do.  There  was  the  success  of 
various  contributory  private  schemes 
which  were  in-  existence  before  the 
National  Health  Service,  which  were  very 
popular  indeed  with  the  public,  buit  they 
have  all  been  swept  iaway  by  'the  National 
Health  Service ; and  I think  the  public 
is  missing  something,  or  that  section  of 
the  public  which  would  take  advantage 
of  that  facility  is  missing  something. 

4329.  Sir  David  Hughes  Parry:  You 

partly  answered  the  question  which  I had 
in  mind  ito  'ask.  It  is  based  partly  on  a 
passage  in  your  answer  (to  question  (vii). 
You  say  that  if  there  was  a diminution 
in  (the  charges  of  ithe  hospitals,  'this  would 
result  in  an  increased  income  to  the  Ex- 
chequer (and  the  consultant. Yes. 

4330.  In  other  words,  it  would  be  very 
largely  to  the  advantage  of  ithe  consultant 
that  there  should  be  more  private 


practice.  That  is  ithe  point  that  you  are 
making? Yes,  that  is  so,  and  we  em- 

phasise 'that,  itoo,  apropos-  of  another 
aspect  of  the  thing.  There  are  a certain 
number  of  hospitals  in  different  parts  of 
the  country  Where  there  may  be  rather 
inadequate  cover  by  consultants  for  the 
general  running  and  responsibility  of  the 
obstetric  unit.  In  other  -words,  it  is  far 
better  Ito  have  two  men  available  at  con- 
sultant level  looking  after  one  hospital 
than  have  one  who  is  full-time,  because 
he  cannot  be  on  duty  the  whole  24  hours 
a day  throughout  ithe  year. 

4331.  Many  of  the  other  bodies  which 
have  been  before  us  have  emphasised  the 
importance  'of  the  continuation  of  private 
practice  an  the  profession.  I have  not  yet 
a clear  view  in  my  own  mind  of  the 
advantages  of  being  a private  patient.  I 
wonder  if  you  could  summarise  those 
very  briefly  for  us.  You  emphasise  the 
importance  of  private  practice  for  -the 

consultant.  Is  it  purely  economic? 

I would  not  say  that  for  a moment,  no. 
I think  'the  economic  factor  is  one  factor, 
and  it  is  an  important  factor.  There 
are  many  other  factors,  though,  and  I 
would  ithank  that  it  is  difficult  to  put  them 
in  a nutshell,  but,  if  I can  summarise 
it  in  ithis  way,  when  'one  practises  as  a 
consultant  in  a hospital,  one  practises  as 
the  head  of  a team  and  it he  different 
members  iof  the  team  have  duties  in  re- 
lation to  the  conduct  of  the  individual 
care  of  ithe  patients.  It  is  teamwork.  In 
private  praatiice  it  is  quite  different.  It 
is  an  individual  service  given  to  an  in- 
dividual person,  at  his  own  request.  As 
an  individual  who  practises  both  ways,  I 
think  there  -is  a 'great  deal  of  satisfaction 
to  'be  had  out  .of  both  ways  of  practising 
medicine,  surgery  and  obstetrics.  I think 
that  the  'profession  and  the  public  lose  if 
a man  is  practising  his  profession,  in 
either  of  those  two  channels  exclusively. 
That  would  be  the  way  I would 
summarise  the  thing.  There  are  many 
aspects  of  (this  problem. 

4332.  Mr.  Gunlake:  The  preservation 

of  a sector  of  private  practice  is  some- 
thing that  concerns  other  professions, 
besides  the  medical  'profession.  Would 
you  agree  that  ‘the  preservation  of  an 
element  of  private  practice  is  a very  im- 
portant means  of  retaining  and  pre- 
serving professional  freedom? 1 do, 

indeed. 

43 3 3.  There  is  a danger  that  that  free- 
dom might  ultimately  be  lost,  df  private 
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practice  were  ultimately to  disappear? 
L— That  is  our  bdliief,  Sir. 

4334  Chairman:  In  this  particular 

field  the  dootor-patienit  relationship, 
which  you  are  stressing,  might  very  often 
aDnly  to  the  ‘general  practitioner,  who  has 
deaJt  with  he  woman  concerned  right  up 
to  hait  moment,  rather  than  the  con- 
sultant whom  she  may  not  have  seen  very 
much  Are  you  implying  that  what  you 
would  like  to  see  in  the  ordinary  case  is 
the  general  practitioner  dealing  with 

these  cases  in  hospital? 1 think  there 

is  room  for  both.  I think  we  feel  as  a 
College  that  so  far  as  private  practice  is 
concerned,  as  well  as  so  far  as  . the 
hospital  service  is  concerned,  there  is  a 
place  for  'the  consultant  and  there  is  a 
place  for  the  genera!  practitioner 
practising  obstetrics,  both  in  and  out  of 
hospital,— Mr.  Lewis:  As  far  as  that  is 
concerned,  'the  abnormal  obstetric 
patients  choose  to  go  to  a consultant 
throughout  the  length  of  itheir  pregnancy, 
and  ‘there  you  are  likely  to  have  the  pre- 
sent doctor-patient  relationship  just  as 
much  with  the  consultant  of  their 
choosing,  as  with  a (general  practitioner. 


4335.  I can  quite  see  that  in  the  ab- 
normal oases,  but  the  great  majority  of 
cases  are  not  abnormal.  You  draw 
attention  to  the  'large  number  that  are 
now  going  to  'hospitals,  most  of  whom 
have,  presumably,  only  -been  in  contact 
with  their  general  practitioner  up  to  the 
moment. Yes, 


4336.  So  that  if  they  go  into  hospital 
then,  and  they  oome  under  a consultant 
for  the  first  time,  from  the  purely 
psychological  angle  .it  docs  not  make 
much  difference  whether  it  is  a con- 
sultant allocated  to  them  or  one  of  their 

own  choice? Yes,  that  is  so,  Sir.  Wc 

do  mention  the  ‘general  practitioner 
obstetrician  units  which  would  he 
covered  by  that  paint. 

Chairman:  We  will  come  to  that  later. 

4337.  Sir  Hugh  Watson : Can  you  give 

us  any  idea  what  proportion  of  births 
requirethe  services  of  a consultant?  Mr. 
Lewis  mentioned  the  abnormal  births.  I 
suppose  there  are  cases  where  consultants 
are  called  in,  but  there  must  be  many 
thousands  where  a consultant  is  never 
called  in. Mr.  Peel:  It  is  a very  diffi- 

cult figure  to  give. — Professor  Clave : I 
cancel  you  roughly  what  the  state  of 
affairs  is  in  my  own  hospital.  Aboul  50 
per  cent  of  the  patients  who  book  are 


normal  and  remain  normal  throughout, 
or  have  no  very  significant  abnormality. 
Then  there  are  about  25  per  cent  who 
are  booked  early  in  the  pregnancy,  be- 
cause  they  are  abnormal  ; the  other  25 
per  cent  develop  an  abnormality  during 
pregnancy  and  are  booked  late,  because 
they  have  developed  that  abnormality.  I 
do  "not  know  if  that  helps  you. 

Sir  Hugh  Watson : That  gives  me.  an 
idea. 

4.138.  Chairman:  Is  yours  a general 
hospital,  or  is  it  a maternity  hospital? 
ft  is  a maternity  hospital, 

4339.  Probably,  the  proportion  of 
purely  normal  ones  would  he  higher, 
both  in  domiciliary  births  ami  in  the 
'hospital  in  general  hospitals,  would  it? 
-Than  ‘in  maternity  hospitals? 

4340.  Yes.— --Certainly,  the  lowest 
proportion  of  abnormal  births,  obviously, 
is  in  the  domiciliary  class,  but  t would 
have  thought  there  was  no  great  dili'er- 
ence  between  the  maternity  units  in 
general  hospitals,  and  purely  maternity 
hospitals. 

4341.  Allowing  for  the  domiciliary 
ones,  this  rather  suggests  that  something 
like  two-thirds  never  have  any  abnor- 
mality, and  something  like  one-third 
have  an  abnormality  either  early  on  or 
late,  to  a greater  or  lesser  degree.  Is 
that  a right  conclusion?  About  half 
remain  normal:  one-quarter  are  early 
bookings,  on  account  of  abnormality  . , , 

4342.  Yes,  hut  since  only  about  fit)  per 
■cent  of  all  births  are  hospital  ones, 
probably  about  two-thirds  of  all  truths 
are  normal?  Yes.  You  ate  taking 
into  account  the  domiciliarics. 

4343.  Yes,  Mr,  Peel : May  t just 
clarify  one  small  point,  ami  that  is  that 
the  condition  that  you  visualise  of  the 
normal  obstetric  patient  being  m contact 
with  the  general  practitioner  throughout 
the  pregnancy,  and  then  going  into  the 
hospital  under  the  care  of  the  consultant, 
does  not  frequently  arise,  because  if  a 
patient  has  elected  to  have  a hospital 
birth  privately,  under  a consultant,  then 
the  consultant  looks  after  the  patient 
throughout  the  pregnancy.  If  it  is  tuidet 
the  National  Health  Service,  then  they 
attend  the  ante-natal  clime  of  that  parti* 
cular  consultant,  and  are  not  merely  in 
contact  .with  the  general  practitioner. 
The  stilly  case  where  there  would  be  n 
change  of  person  ts  if  what  rs  thought 
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to  be  normal  becomes  abnormal  at  a 
later  siftage ; then  ithere  is  1a  change  of 
person  responsible. 

4344.  Of  the  half  of  those  who  come 

to  your  hospital,  who  are  completely 
normal  from  start  to  finish,  most  of  them 
would  not,  in  fact,  require  the  care,  at 
any  stage  of  a full  consultant?  The 
delivery,  for  instance,  would  not  require 
the  attendance  of  the  consulting  gyne- 
cologist?  Professor  Claye : That  is 

so,  Sir. 

4345.  Mr.  Gunlake:  Still  on  your 
paragraph  (vii),  you  refer  (to  (the  question 
of  full-time  consultants  and  part-time 
consultants.  This  is  a point  on  which 
we  have  had  ia  'good  deal  of  evidence 
from  other  bodies.  In  the  memorandum 
which  was  supplied  to  us  by  the  Ministry 
of  Health,  which  you  may  perhaps  have 
seen,  we  are  told  that  in  the  middle  of 
1956  there  were  73  whole-time  consult- 
ants in  your  speciality,  :and  391  part-time 
consultants,  who  were  doing  an  average 
of  about  8 sessions  a week  each.  Would 
you  care  to  comment  on  that  picture? 
Is  that  about  right  in  your  view — the 
proportion  between  whole-timers  and 
part-timers,  and  the  average  number  of 
sessions — or  do  you  feel  (that  some 

changes  ought  to  be  made? We  have, 

of  course,  commented  in  paragraph  (vii) 
about  the  desirability  of  consultants 
■having  a smaller  number  of  sessions. 

4346.  May  I take  up  that  point?  The 

average  is  8 sessions  a week.  Included 
in  that  there  will  be  people  doing  very 
few,  so  there  must,  obviously,  be  a num- 
ber of  people  doing  the  maximum  num- 
ber of  sessions.  I gather  from  what  you 
say  that  you  feel  there  is  too  great  a 
tendency  for  people  to  do  too  many 
sessions. Yes,  'that  was  our  case,  Sir. 

4347.  Chairman : I was  not  absolutely 
clear  ^on  that.  First  of  all,  when  you  say 
that  “ a hospital  is  better  served  by  two 
or  more  consultants  with  fewer  sessions 
than  by  perhaps  only  one  consultant  with 
a maximum  number  of  sessions”,  are 
you  envisaging  in  the  consultancy  sphere 
something  rather  like  a partnership  in 

general  practice? Nothing  ,as  close 

as  that,  Sir. 

4348.  Not  as  close  as  that  but,  for 
instance,  you  rightly  say  that  it  is 
humanly  impossible  for  one  consultant 
to  be  constantly  on  duty  day  and  night. 
In  general  practice  there  has  been  de- 
liherately  fostered  an  encouragement  to 


form  partnerships  so  that  the  same  nui 
will  not  always  be  called  out  even 
night ; .there  is  a sharing  of  these  kind 
of  responsibilities.  1 was  wonderim 
whether  you  were  envisaging  anythin! 

of  that  nature  in  that  sense. No,  ® 

were  envisaging  .merely  that  where 'on, 
man  was  off,  the  other  could  do  his  wort; 
under  a sort  of  gentlemen’s  agreement, 

4349.  That  is  -rather  the  same  sort  of- 
relationship.  The  second  thing  is  that : 
if  the  consultant  has  fewer  sessions  than  I 
the  maximum  because  of  this,  what  ate  ■ 
you  envisaging  he  does  during  the  rest 

of  his  time — .private  practice? That 1 

is  the  importance  of  the  first  paragraph  , 
Sir.  We  hope  that,  if  this  alteration' 
were  .made,  a man  would  get  mort  i 
private  .practice  and  that  would  comp®. . 
sate  him  for  his  loss  of  sessions. 

4350.  But  he  will  still  be  on  duty  fo ! 
the  same  amount  of  time  looking  after 
his  patients,  if  he  has  the  same  number 
whether  they  are  private  or  public  will  ’ 

he  not?- Yes,  but  there  will  be  more 

of  him,  as  it  were.  There  will  be  two 
for  instance,  instead  of  one,  so  that  & 
will  have  .a  deputy  when  he  goes  off; 
whereas,  at  .the  moment  there  are  quite 
a number  of  places  where  there  is  onlv 
one  consultant,  and  if  he  goes  off  there 
is  no  consultant. 

4351.  Sir  David  Hughes  Parry : I take 

it  there  are  registrars,  so  there  will  be 
someone  on  duty  for  the  normal  type  of 
case  in  a hospital,  will  .there,  not?-^- 
Yes,  but  a .registrar  is  not  a consultant, 
Sir.  ’ , 

4352.  But  the  registrar  will  deal  with 
anything  except  a real  emergency,  will 

ho  not? Yes,  but  surely  the  point 

about  a consultant  .is  lhalt  he  has  been 
appointed  because  he  is  capable  of 
taking  .the  maximum  responsibility,  and 
a man  who-  is  in  a registrar  post  is  not 
yet  in  that  position.  He  has  to  refer 
difficulties  to  .the  person  who  is  cap-  • 
able  of  taking  responsibility,  and  that  is 
the  consultant. 

4353.  But  if  it  is  a straightforward 
case,  ho  may  not  have  to  refer  it  to  j 

.the  consultant? No.  There  are 

plenty  of  cases  like  that,  of  course- 
44''.  Malkin:  1 think  the  worry. is  felt 
in  a rather  small  town  with  a population  [ 
■of  50,000,  which  is  Itoo  small  to 
'have  more  itban  one  consulitant, 
so  if  that  consultant  ds  away  for 
holidays,  lillness,  weekends,  or  some- 
thing like  that,  he  has  got  get  some 
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cover  from  .the  nearest  (town,  which 
might  be  some  distance  away.  Our  view 
is  that  that  is  unsatisfactory,  because  of 
the  possible  emergency  case.  You  could 
not  encourage  another  consultant  to 
come ; he  could  not  got  a living  as  there 
is  not  enough  hospital  work,  and  he 
would  not  get  enough  remuneration  if 
the  sessions  were  divided  down  to  four 
or  so  each.  If  it  would  be  possible 
for  each  to  do  private  practice  to  recoup 
on  that,  then  we  feel  the  hospital  ser- 
vice would  be  better  covered. 

4354.  Chairman:  Supposing  there  are 
two  consultants,  each  doing  hospital  work 
in  50,000  population  towns,  ten  miles 
apart,  for  nine  sessions,  and  suppose 
they  so  work  it  that  they  cover  one 
another  by  each  doing,  say,  four  or  five 
sessions  in  each  of  the  two  hospitals. 

Does  that  help  you  at  all? We 

thought  it  would.  In  practice  it  does 
not  seem  to  have  done  so,  because  it 
has  been  tried.  It  means  that  one  man 
would  have  to  do  all  hiis  obstetrics  in 
one  town,  and  the  other  man  would  have 
to  do  all  his  gynaecology  away,  because 
the  distance  might  be  too  great  to  give 
adequate  cover.  It  seems  it  is  far  more 
satisfactory  to  have  two  people  inti- 
mately connected  with  one  hospital,  pro- 
vided they  can  make  a living,  than  to 
have  them  separated  by  a go<od  distance. 

4355.  But  they  are  still  going  to  get 
the  same  number  of  patients  in  your 

town  of  50,000  people? Yes,  but  if 

there  were  more  people  able  .to  pay 
private  fees,  which  we  think  there  would 
be  if  the  cost  of  private  accamimiodation 
were  less,  then  the  remuneration  would 
be  more  or  less  the  same. 

4356.  Mr.  G unlake : Is  there,  in  fact, 
any  other  way  by  which  the  number  of 
sessions  could  be  reduced,  other  than 
by  a greater  volume  of  private  practice? 
It  is  about  'the.  only  solution  we  have 

had. Professor  Claye:  Yes,  we  have 

not  been  able  to  think  of  one. — Mr. 
Lewis : The  accent  has  been  on  the  time 
the  consultant  is  off  duty.  The  position 
arises  very  frequently  (that  he  is  busy 
doing  a difficult  operation  on  a case, 
and  one  of  his  obstetric  cases  starts  to 
bleed.  Under  those  circumstances,  it  is 
very  useful,  as  we  have  found  in  London, 
where  on  the  staffs  of  our  hospitals  we 
have  several  consultants,  to  be  able  to 
call  in  a colleague  to  cope  with  an 
emergency,  while  you  are  coping  with 
another. 


4357.  Chairman:  I can  see  that  part 

quite  clearly.  I have  not  quite  seen  how 
the  problem  of  the  50,000  population 
hospital  is  going  to  be  greatly  relieved, 
because  I do  not  see  how  it  is  going  to 
be  able  to  employ  at  a satisfactory  total 
remuneration  two  people,  if  it  can  only 
employ  one  now,  even  if  they  decide  to 
have  half  their  remuneration  each  from 
the  hospital,  and  make  .it  up  by  charging 
fees  for  the  other  half  of  the  same  num- 
ber of  births. Professor  Claye:  We 

visualise  that  if  ithe  charges  for  private 
■beds  were  not  so  exorbitant  there  would 
be  a much  better  demand. 

4358.  Not  more  children  bom? 

No. 

4359.  Sir  David  Hughes  Parry:  We 

now  come  to  paragraph  (viii)  on  the  diffi- 
culties encountered  by  members  of  the 
registrar  grades.  In  the  second  sen- 
tence there  you  say  “With  the  limited 
number  of  consultant  .posts  all  regis- 
trars cannot  hope  to  achieve  consultant 
status.  ...”  What  registrar  have  you 
particularly  i.n  mind  there?  Is  that  all 
grades  of  registrars?  I am  not  quite 
certain. What  I think  we  are  visualis- 

ing there  is  promotion  from  senior 
registrar  to  consultant. 

4360.  You  say  “ With  the  limited  num- 
ber of  consultant  posts  all  registrars  can- 
not hope  to  achieve  consultant  status. 
...”  If  that  is  so,  there  will  be  some 
who  obviously,  for  some  reason  or  other, 
will  not  be  consultants.  What  sugges- 
tion have  you  to*  make  about  them,  as 

regards  their  remuneration? You 

know  you  are  asking  a very  difficult  one 
there.  Sir. 

4361.  lit  is  one  of  the  great  problems 
•that  we  have  to  face,  and  we  are  asking 

you  to  help  us. Some  -of  them,  of 

course,  go  abroad,  some  of  them  lake 
up  academic  posts,  and  I think  some 
manage  to  get  into  some  other  branch. 
It  is  very  difficult  for  them  to  get  into 
general  practice  alt  that  stage,  as  you 
know.  It  is  much  easier  to*  get  into 
general  practice  with  the  absolute  mini- 
mum of  hospital  experience. 

4362.  We  will  come  back  to  that  in 
a moment.  How  would  you  react  to 
the  suggestion,  which  has  been  made  to 
us,  thalt  a certain  number  *of  these  people 
might  be  continued  dn  salaried  posts  in 
hospitals  for  good,  or  until  such  time  as 

they  were  appointed  consultants? 

We  are  against  a sub-consultant  grade, 
Sir,  in  addition  to  what  we  already  have. 
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There  is  the  Senior  Hospital  Medical 
Officer,  whom  we  were  led  to  suppose 
Would  he  a temporary  grade,  but  he 
is  still  persisting.  We  have  already  got 
one  sub-consultant  grade,  and  we  do  not 
want  another. 

4363.  How  many  people  are  really 
involved  in  this?  What  sort  of  number 

is  it? 1 wonder  if  Mr.  Lewis  would 

answer  that.  He  is  the  anan  who  can 
speak  about  the  figures  for  senior  regis- 
trars.— Mr.  Lewis : It  is  extremely  diffi- 
cult to  say  how  many  are  involved,  but 
one  can  go  by  the  number  of  applicants 
there  are  for  various  consultant  posts 
which  come  up  at  ithe  present  time,  and 
for  an  attractive  post  you  can  say  there 
are  between  30  and  50  applicants  for 
each  single  appointment. 

4364.  They  will  all  be  senior  regis- 
trars?  They  will  all  be  senior  regis- 

trars, Sir.  Some  of  them  will  be  not 
completely  fully  trained,  and  they  are 
trying  to  get  known  eaiily;  others  are 
well  'beyond  the  five  years  of  senior 
registrar,  which  would  be  regarded  as 
the  sort  of  fime  a man  should  do  before 
he  is  fully  trained,  and  some  of  them 
will  have  had  just  about  the  right  amount 
of  training. 

4365.  They  will  be  from,  presumably, 

the  second,  'third  and  fourth  years? 

Yes,  the  second,  'third  and  on  up  to  the 
sixth,  seventh  or  eighth,  perhaps.  My 
present  registrar  is  aged  36,  and  he  quali- 
fied when  he  was  23.  He  is  fully 
qualified.  He  has  got  every  diploma, 
and  he  is  among  the  50  or  so  who  have 
been  putting  in  for  the  jobs.  He  has 
been  short-listed  for  three  out  of  the  last 
seven  applications  that  he  has  made. 
That  is  the  typical  sort  of  set-up  at  the 
moment. 

4366.  How  many  vacancies  a year  are 

there? From  .the  Ministry  figures  we 

axe  told  that  in  1963  and  on  for  the  next 
1 1 years,  there  will  be  roughly  20  ; at  the 
moment  it  is  a few  less,  say  15  a year, 
but  it  will  go  up  to  20.  It  depends  on 
the  ages  of  the  consultants  who  are 
actually  consultants  at  the  moment. 

4367.  Chairman : I was  just  looking 
again  at  the  evidence  that  you  submitted 
to  the  Wdllink  Committee,  which  is 
attached  to  this  memorandum.  That 
seemed  to  me  to  show  that  there  was  not 
a very  large  difference  between  the 

number  . . . Between  the  number 

that  we  are  training  and  the  number  that 
we  want?  That  is  absolutely  true.  The 


difficulty  is  .this  pool  of  50  fully  trained 
men,  who  are  now  ready  to  go  into  an 
appointment. 

4368.  And  I ithihk  you  say  you  expect 

normally  to  have  about  20  vacancies  in 
consultancy  a year. Yes. 

4369.  The  mere  fact  that  50  people 
apply  for  one  job,  does  not  necessarily 
make  it  very  bad.  It  depends  how  often 
a job  comes  up,  but  you  say  it  Comes 

up  about  20  times  a year? Yes.  If 

all  those  who  were  now  ready  to  go  into 
consultant  posts,  and  had  done  five  years 
and  onwards,  got  consultant  posts,  the 
position  would  be  solved. 

Sir  David  Hughes  Parry : Would  it? 
On  page  914  it  says  that  there  are  36 
in  training,  for  whom  'there  are  only 
•going  to  be  20  posts. 

4370.  Chairman : You  get  a wastage, 

do  you  not? That  becomes  less  if  you 

follow  on.  We  suggest  that  there  should 
be  25  in  the  first  year,  and  for  each  sub- 
sequent year. 

4371.  I was  not  even  sure  about  that. 
You  are  suggesting  that  each  one  will 
do  five  years?- — Yes. 

4372.  Bult  none  of  'them  will  get  a 

consultancy  until  they  have  done  five 
years? That  is  the  average. 

4373.  Not  the  average,  but  each  one? 
Yes. 

4374.  Sir  David  Hughes  Parry:  I do 
not  think  there  are  any  further  questions 
on  ithe  senior  registrar,  so  I .am  going 
to  ask  a question  on  the  junior  registrar. 

Mr.  Malkin : Could  I just  mention 

one  point?  You  were  asking  how  we 
were  proposing  to  deal  with  these  senior 
registrars.  It  does  follow  on  that,  if  it 
were  possible  to  have  more  consultants 
by  having  a continuation  or  extension  of 
private  practice,  it  would  obviously  be 
possible  to  absorb  quite  a number  of  the 
present  senior  registrars. 

4375.  Chairman:  In  this  evidence  to 
the  Wdihink  Committee,  you  said  that 
ithe  total  number  of  consultants  and 
S.H.MjO.s  was  580,  and  that  when  yon 
had  90  per  cent,  of  births  in  hospital 
you  then  thought  a total  number  of  600 

consultants  would  be  needed. Yes, 

•Sir,  and  I think  that  is  based  on-  maxi- 
mum part-time.  That  is  mot  based  on 
sessions.— — Mr.  Peel : It  is  rather  based 
on  the  situation  as  at  is  at  present.  If 
the  situation  changed,  and  there  were 
more , consultants  doing  less  sessions,  then 
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there  would  be  a larger  number  of  con- 
sultants required.- — -Mr.  Lewis:  Are 

you  concerned  with  the  jump  from  580 
to  600? 

4376.  No.  I was  meaning  that  it  is 
not  really  a very  large  jump.  1 know  the 

580  includes  the  S.H.M.O.s. "Yes,  Sir, 

and  that  jump  included  the  required  in- 
creases in  establishment,  which  the 
various  Governors’  Boards  and  Regional 
Boards  said  they  required. 


4377.  The  total  number  was  580  in 

1955,  and  is  now  how  much? We 

•have’ no  further  figures.-- Mr.  Malkin: 
Those  are  based  on  present  conditions, 
of  course. 


4378.  Sir  David  Hughes  Parry:  May 
We  take  the  position  of  the  registrars, 
without  the  word  “ senior  ’’  before 
them?  How  many  do  you  propose  that 
there  should  be?  You  suggest  on  page 
916,  I think,  that  there  should  he  240. 

Is  that  right? Mr.  Lewis:  A total 

number  of  240.  They  are  appointed  for 
two  years,  so  it  would  be  half  that  num- 
ber appointed  each  year. 

4379.  And  you  envisage  that  120  of 
them  would  become  senior  registrars. 
What  would  happen  to  the  other  120? 

1 am  concerned  with  them. -We 

thought  that  in  the  gradual  training  of 
an  obstetrician  there  would  be  a point 
in  bis  career  when  he  could  either  go 
on  or  turn  back,  and  we  thought  that 
that  point  was  between  registrar  and 
senior  registrar.  We  thought  ;it  was  fair 
to  train  a man  for  two  years,  and  at 
the  end  of  that  time  to  tell  him  that  he 
was  unsuitable,  and  that  he  would  have 
to  go  in  for  another  branch  of  medicine. 

4380.  Chairman : We  have,  in  fact,  to 
■visualise  promotion  for  only  one  in  five 

of  your  registrars? Yes.  There  are 

125  registrars  appointed  each  year  for 
two  years,  at  the  end  of  which  time  of 
those  125  only  25  each  year  will  become 
senior  registrars.  So  one  in  five  of  the 
■registrars  will  become  senior  registrars, 
and  the  other  four  have  to  do  something 
else.  Perhaps  they  go  into  general 
practice  and  do  obstetrics  in  general 
practice.  They  will  be  well  qualified  to 
do  so. 


4381.  Chairman:  Do  you  anticipate 
or  find  at  present  that  there  is  much 
difficulty  about  four  out  of  five,  for  in- 
stance, of  your  registrars  getting  back 


into  general  practice  then? -Not  at 

(hat  stage,  Sir,  no. 

Chairman:  At  that  stage  transfer  is 
reasonably  easy? 

4382.  Sir  David  Hughes  Parry:  It  is 
probably  easier  in  this  specialty  than  in 

some  others? 1 would  say  that  it  was 

probably  easiest  for  a man  doing  general 
medicine  to  go  into  general  practice  from 
the  registrar  level.  But  I do  not  think 
it  is  very  difficult  for  a man  doing 
obstetrics. 

4383.  I had  an  impression  that  a 

general  pracitioner  was  more  xeady  to 
have  a partner  who  had  some  qualifica- 
tions here,  with  a view  to  relieving  the 
older  partner. From  his  obstetrics? 

4384.  Yes. Yes,  I think  that  is 

true. 

4385.  Chairman:  You  would  like  the 
senior  registrar,  then,  to  have  been  quite 
carefully  selected,  to  have  been  through 
a careful  process  of  selection  at  the 
transition  from  registrar  to  senior 
registrar,  and  some  selection  when  he  be- 
came a consultant?  You  do  not  want 
a guarantee  that  the  senior  registrar  will 
be  a consultant?  You  want  to  retain  the 
competitive  element,  but  you  want  him 
to  have  a very  good  chance?  Is  that 

right?-- That  is  so,  Sir.  I think  that 

the  selection  is  at  file  appointment  to 
senior  registrar.  We  have  suggested  the 
training  of  25  senior  registrars  for  20 
consultant  posts.  We  do  not  consider 
that  the  5 or  so,  who  do  not  get  con- 
sultant posts,  will  go  into  general 
practice,  We  think  that,  perhaps,  they 
will  go  abroad  or  do  obstetrics  some- 
where else. 

4386.  You  would  still  expect,  I 

suppose,  that  some  of  them  would  have 
to  wait  a bit  longer?- Yes. 

4387.  There  will  always  be  some  over- 
lap. Do  you  envisage  some  measure  of 
security  for  senior  registrars  in,  the  way 
of  being  put  on  the  establishment  at 
approved  rates  of  salary,  where  they  are 

what  you  might  call  time-expired? 

I think  that  is  so,  Sir,  so  long  as  we  are 
not  faced  with  having  in  our  hospitals 
men  who  are  of  consultant  status  who 
are  permanently  paid  at  senior  registrar 
level,  which  is  what  we  are  very  much 
against. 

4388.  By  consultant  status  you  mean 

taking  the  full  ultimate  responsibility,  do 
you? 1 mean  a man  fully  trained  in 
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a junior  position.  Thait  is,  we  do  not 
want  permanent  senior  registrars  in  our 
hospitals  iais  a permanent  thing.  I think 
if  we  were  'allowed  to  prolong  a man’s 
appointment  for,  say  one  or  two  years 
over  the  average  time,  the  five  years, 
that  would  help. 

4389.  Sir  David  Hughes  Parry : But  it 
would  not  absorb  all:  some  would  be 

turned  away? We.  try  to  fix  this 

figure  of  25  being  trained  each  year  to 
absorb  all.  If  we  felt  (that  was  too  many 
we  might  have  to  say  22  or  23.  That 
was  our  aim  tin  arriving  at  this  figure  ; we 
felit  al  ought  to  be  absorbed  in  some 
way. 

4390.  You  do  make  the  suggestion  on 
page  912,  that  they  be  given  part-time 
employment  in  the  hospital!  service  as 
clinical  assistants.  That  is  a temporary 

measure? These  are  the  two-year 

registrars,  I think. 

4391.  These  are  the  two-year 

registrars. 'They  go  into  general 

practice.  Four  out  of  five  go  in,  and 
because  they  have  done  these  two  years 
might  perhaps  be  given  some  obstetric 
appointment  in  a general  practitioner 
unit  or  even  in  a hospital. — Mr.  Peel : 
We  think  that  this  certain,  percentage  of 
these  men  who  have  done  a period  as  a 
registrar  would  be  very  suitable  people  to 
be  general  practitioner  obstetricians.  If 
given  appointments  as  clinical  assistants 
in  some  of  the  hospitals,  not  necessarily 
the  big  regional  hospi tails  but  certainly 
in  general  practitioner  hospitals  and  pro- 
vincial hospitals,  they  might  well  contri- 
bute towards  reducing  (the  total  number 
of  registrars  required  and  help  to  relieve 
the  situation. 

There  is  one  other  point  I want  to 
make  an  regard  to  the  registrar,  particu- 
larly (apropos  our  being  a Common- 
wealth College:  there  are  a considerable 
number  of  registrar  posts  which  are 
filled  by  men  'from,  overseas  at  the  present 
time.  In  fact  (they  are  a very  important 
contribution  ito  maintaining  the  number 
of  registrars  because  the  registrar  post 
in  our  subject  in  many  hospitals  through- 
out the  country  is  becoming  an  un- 
attractive one  and  it  is  very  difficult  to 
get  men  to  apply  for  registrar  posts. 

4392.  Chairman : Is  there  a difference 
in  this  respect  between  teaching  and 

peripheral  hospitals? 1 think  that  is 

so,  yes. 


" l 

4393.  Have  you  any  suggestions  about  I 
how  to  make  those  equally  attractive?  j 
— —I  think  the  only  way  you  can  ever  ; 
make  it  attractive  is  by  making  it  no  ; 
longer  a dead  end  job.  If  becoming  a 
registrar  for  two  years  means  at  the  end 
of  that  .time  there  is  nothing  for  him  to  ■ 
do  in  that  particular  field,  It  is  no  longer  j 
an.  attractive  post ; and  if  such  a man  j 
could  go  into  general  practice  with  a ’ 
good  experience  of  obstetrics  and  feel  i 
that  he  can  make  a useful  contribution,  j 
it  would  be  an  outlet  for  a considerable  ? 
number  of  registrars. 

4394.  It  was  put  to  us  that  very  often  f 

the  experience  .that  you  got  in  a peri-  j 
pheral  hospital  in  this  country  was  ; 
perhaps  better  than  in  a teaching  ! 
hospital,  was  of  a more  general  nature;  { 
the  registrar  was  more  apt  to  take  j 
decisions  himself? Yes,  I think  there 

is  more  .practical  experience  with  less  j 
controlled  training  if  I can  put  it  that  : 
way. 

4395.  I was  thinking  in  terms  of  be- 
coming a general  practitioner  to  a regis- 
trar who  remained  a registrar  with  a 
view  to  becoming  one  of  your  four  out 

of  five. Yes,  it  is  a very  excellent  j 

training  for  him. 

4396.  A:t  the  same  time  it  is  difficult 

to  get  these  registrar  appointments  filled 
in  the  non-teaching  hospitals  on  the  peri- 
phery?  -That  is  so,  yes. 

4397.  There  is  no  difficulty  in  the  big 
teaching  hospitals?— That  is  so,  yes. 

Sir  David  Hughes  Parry:  Your  para- 
graph (x);  I think  we  know  now  the 
great  importance  which  you  attach  to  : 
private  consulting  practice  as  an  incen- 
tive and  really  for  (the  good  both  of  the 
National  Health  Service  and  of  the  con- 
sultant himself.  I think  we  have  that 
point.  I do  not  know  that  we  need 
pursue  it  any  further.  Then  the  com- 
parative treatment  for  income  tax  pur- 
poses, that  again  I think  we  have  fully 
gone  into  with  other  bodies. 

4398.  Chairman:  This  fee  of  seven 
guineas  to  which  you  refer  in  paragraph 
(xiii)  Professor  Oluye,  that  can  cover  a 
rather  wide  range  of  attention,  can  it? 
Professor  Claye:  Yes,  Sir. 

4399.  The  seven  guineas  can  be  earned 
for  rather  little  or  a great  deal?  - — Yes, 
it  is  the  normal  fee  for  a patient  who 
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books  a general  .practitioner  and  goes 
right  through. 

4400.  But  the  work,  required  to  earn 

the  fee  varies  in  extent? It  may  or 

may  not  very  much.  As  you  know,  the 
Ministry  lay  down  a certain  minimum  of 
attention  which  is  very  much  below  what 
is  the  optimum.  A man  may  do  very 
little  for  his  fee  or  he  may,  if  he  is  a 
conscientious  man  or  if  the  patient  turns 
out  to  have  .trouble  of  one  kind  or 
another,  get  a very  great  deal  more. 

4401.  This  may  be  affected  by  the 
nature  of  the  case?— — Yes,  Sir. 

4402.  But  it  may  also  be  affected  by 

the  inclinations  of  the  doctor? That 

is  the  point 

4403.  To  the  extent  that  it  is  the  latter, 
would  you  feel  it  rather  encourages  the 
doctor  with  an  overloaded  list  to  do  less? 
Certainly  it  does  not  discourage  him. 

4404.  Have  you  any  suggestions  about 
that  particular  point?  Would  you.  like 

to  comment  further  on  it? 1 do  not 

think  1 would.  Sir.  This  is  really  a 
purely  general  practitioner  point.  I do 
not  think  it  is  up  to  us  to  comment  on  it. 


but  I think  you  make  none  yourself? 
Professor  Claye : Yes.  The  Chair- 
man, Sir,  at  the  beginning  I think 
said  if  we  wished  to  modify  our 
opinion  at  all  we  could  do  so 
and  I think  that  we  have  been 
unnecessarily  lukewarm  in  our  remarks 
about  the  merit  award  system.  I think 
we  do  all  want  it.  I myself  have  been 
a member  of  the  Merit  Awards  Commit- 
tee for  the  last  few  years.  I cannot 
myself  imagine  any  fairer  way  of  recog- 
nising merit  than  this  award.  It  is  done 
with  tremendous  care  and  I cannot 
visualise  a better  way  of  doing  it. 

4407.  Yesterday  the  Surgeons  empha- 
sised the  fact  that  it  was  really  a method 
of  securing  differences  in  remuneration. 

I notice  in  the  way  you  present  it  today 
you  indicate  that  it  is  a method  of  recog- 
nising merit. Surely  .it  can  do  both, 

can  it  not,  Sir? 

4408.  I do  not  know. 1 would  have 

thought  so. 

4409.  One  wonders  you  see.  It  really 
was  decided  as  a method  of  pieseiving 
differences  in  remuneration  that  was 
earned  before  1948,  was  it  not?  Yes. 


4405.  We  are  always  looking  for 
opportunities  for  seeing  how  to  reward 
good  doctoring  in  general  practice  rather 
than  simply  taking  the  capitation  fee 
method.  .1  wondered  whether  you  had 

anything  to  suggest  on  that  at  all? 

I do  not  think  1 have  anything  to  say.— 
Mr.  Peel:  The  only  thing  one  might  say 
in  general,  Sir,  would  be  that  in  genera] 
practice,  going  back  to  this  same  old 
question  that  only  a limited  num'ber  of 
general  practitioners  really  want  to  do 
obstetrics  and  are  experienced  to  do  it ; 
we  feel  the  better  paid  they  are  for  that 
service  the  more  they  will  be  able  to 
reduce  their  other  commitments  and  the 
better  service  they  will  give  in  obstetrics 
to  their  patients.  That  is'  the  general 
belief  and  I think  it  would  be  true.  If 
better  rewarded  for  that  particular  ser- 
vice they  could  cut  off  some  of  their 
other  commitments  with  regard  to  capi- 
tation fees  and  the  public  would  get 
better  service  from  the  doctor  for 
obstetrics. 

4406.  Sir  David  Hughes  Parry : I see 
what  you  say  on  the  question  of  merit 
awards  and  the  method  of  allotting 
them.  We  are  aware  of  the  criticisms, 


4410.  That  was  the  object  of  it,  was 
it  not? — - — Yes. 

4411.  One  wonders  whether  the  word 
“ merit  ” or  “ distinction  ” is  not  a part 
of  the  trouble  in  the  minds  of  those  who 
arc  critical  of  the  awards  and  the 
method  of  awarding.  Any  observations 

on  that? 1 am  not  quite  sure  what 

you  are  getting  at,  Sir. 

4412.  I am  sorry.  You  see  the  person 
who  gets  a merit  award  gets  a better 
form  of  remuneration,  does  he  not?  Is 
it  a question  of  paying  a bigger  salary 
or  remuneration,  or  is  iit  really  a question 
of  giving  a merit  .award  as  such  l 

Chairman : You  see,  there  arc  many 
more  consultants  now  than  there  were 
at  the  beginning  of  the  service.  CM  all 
specialties  taken  together  therefore  the 
number  of  people  who  get  a merit  award 
arc  far  more  than  envisaged  by  Profes- 
sor Bradford  Hill  who  made  his  investi- 
gation of  consultants’  earnings  at  the  be- 
ginning. ft  may  be  that  the  percentage 
of  onc-third  at  any  one  time  of  all  con- 
sultants being  meritorious  may  not  be 
just  the  right  conception.  On  the  other 
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hand  it  may  be  right,  that  one-third  of 
all  consultants  should  at  all  times  be 
getting  rather  more  than  the  basic  con- 
sultant amount  as  a means  of  increasing 
their  payment.  I think  that  is  putting  if 

another  way. Mr.  Malkin  : Would 

not  that  imply,  Sir,  if  it  were  just  a means 
of  remuneration  that  it  would  be  auto- 
matic, giving  security,  whereas  ait  the 
moment  it  is  not?  It  is  obvious  security 
must  'be  taken  into  consideration.  I take 
it  we  would  not  have  somebody  on  the 
top  grade.  There  must  be  the  additional 
standing  for  them,  to  recognise  the  work 
they  have  done  ; so  I would  say  it  was 
rightly  called  a merit  award. 

4413.  But  Mr.  Malkin  it  is  given  to 
one-third  of  all  consultants  now  what- 
ever the  number  of  consultants  may  be. 

That  is  right? Yes,  but  then  the 

standard  of  merit  necessary  must  vary 
.in  an  increased  number  of  consultants. 

, — Mr.  Peal  : Then  surely  the  fact  there 
are  three  grades  of  merit  awards  makes 
it  rather  more  sense,  does  it  not?  At 
first  sight  one-third  does  seem  a high  per- 
centage, but  the  fact  there  are  three 
different  grades  of  merit  award,  the 
lowest  of  which  is  not  very  different-— I 
think  only  about  a 20  per  eenl.  addition 
to  salary — makes  more  sense  of  the 
system.  Essentially  surely  it  is  a method 
of  maintaining  the  differential  amongst 
consultants  so  that  outstanding  work  and 
merit  may  receive  additional  remunera- 
tion and  additional  remuneration  not 
merely  to  go  on  with  but  to  provide 
security  for  a particular  position. 

4414.  Sir  Hugh  Watson : Would  you 
say,  Professor  Olaye,  so  far  as  you  know 
that  the  principles  iby  which  the  alloca- 
tion of  these  awards  is  governed  are  wall 
known,  to  all  the  people  who  -are  eligible 

for  them? Professor  Clave : If  has 

been  well  publicised  in  the  British 
Medical  Journal 

4415.  Yes,  but  we  had  Lord  Moran 
before  us  who  told  us  how  -he  did  it. 
In  ibis  own  mind  he  was  quite  satisfied 
that  he  and  his  committee  had  done 
everything  that  was  possible  to  make 
sure  that  the  claim  of  every  consultant 
who  was  eligible  for  a me,rit  award  was 
considered  and  every  consultant  knew 
that.  I gather  you  arc  one  of  Lord 
M-oran’-s  colleagues.  Would  you  agree 

that  is  the  position? -Yes.  11  think 

there  is  very  little  excuse  for  any  con- 
sultant not  knowing  that. 


| 

4416.  Chairman  : Professor  Claye,  jD  ! 
your  memorandum  to  the  Willink  Co®.  . 
m-ittee,  you  said : 

" In  accordance  with  -the  opinion  of  ' 
the  Council  of  the  College  that  the  I 
.posts  at  present  filled  ’by  S.H.-M.0.S  i 
should  in  fact  be  filled  by  consultants,  1 
(he  two  appointments  have  been  con- 
sidered together.”  j 

In  fast,  in  the  total  there  are  about,  in  , 
round  figures,  7.000  consultants  and 
2,600  S.H.M.O.s  at  present  not  gynae-  I 
eulogists  .ill  the  total  range  of  special-  - 
ists.  Now  if  your  recommendation  to  the  • 
WiUink  Committee  applied  throughout 
that  would  add  2.6(H)  people  to  the  total  I 
consultant  establishment.  Would  you  I 
think  that  made  91X)  more  people,  one-  ; 
third  of  that  number,  deserving  of  merit  ! 

awards? Mr.  Malkin:  That  was  only 

recommended  an  respcol  of  our  specialty, 

4417.  You  are  only  dealing  with  your  I 
own  specialty?  Professor  Cline:  On 
the  face  of  it  I think  the  answer  to  your 
question  is  no.  Sir. 

441 8.  It  would  need  some  modification 
to  take  account  of  it?  Yes. 

4419.  Sir  Davit I Hughes  Parry:  That 
is  all  I -have  to  ask.  Sir,  1 think.  Is 
there  anything  further  you  would  like  to 
add?  'Would  you  like  to  raise  any  matter 
I have  not  raised?  Mr.  Peel:  There 
is  just  one  that  occurs  to  me.  going  tack 
to  the  very  first  page  of  our  memoran- 
dum and  I think  your  very  first  question, 
dealing  with  the' amount  of  emergency 
work.  1 .think  one  might  express  it  in 
this  way,  that  in  some  specialties  the 
rate  of  emergency  work  is  very  low.  but 
in  obstetrics  the  birth  of  habies  cither 
normal  or  abnormal  is  evenly  distributed 
round  the  24  hours  of  the  clock.  There- 
fore inevitably  there  must  be  a great  deal 
more  night  work  and  emergency  work 
in  obstetrics  than  practically  anything 
else  except  perhaps  emergency  surgery. 
That  was  the  point  we  wanted  to  empha- 
sise 1 think  so  far  as  the  remuneration 
side  was  concerned.  We  did  feel  there 
should  be  some  method  of  recognising 
emergency  work  for  those  who  practise 
in  obstetrics. 

4420.  Does  that  mean  ,i  difference  in 
remuneration  for  consultants?  -No, 
merely  a recognition  of  the  kind  of 
emergency  work  done  bv  that  particular 
individual.— Professor  Claye:  If  ! may 
say  so.  Sir,  when  the  consultant  makes 
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out  the  work  he  does  for  his  contract 
he  is  supposed  to  include  a figure  for  his 
emergency  work.  This  paragraph  I be- 
lieve applies  solely  to  general  practi- 
tioners. The  consultant  in  imaking  out 
his  figures  should  allow  for  an.  amount  of 
emergency  work  he  is  likely  to  get. 

4421.  Sir  Hugh  Watson : Making  out 

■what  figures? When  we  originally 

got  our  contract  we  were  required  to 
estimate  the  (times  we  put  in  on  the 
various  pants  of  our  work. — Mr  Peel : .1 
think  we  were  meaning  it  as  a continua- 
tion of  that  principle,  that  some  recogni- 
tion should  be  made. 

4422.  Chairman : There  is  just  one 
point  I would  like  to  take  arising  out  of 
that.  Professor  Claye.  It.  is  on  the  ques- 
tion of  what  you  might  call  constructive 
work  because  I would  suppose  that  in 
this  field  there  is  much  scope  for  the 
general  practitioner  or  the  consultant  to 
do  a good  deal  of  educational  work  in 
clinics— in  the  “ Well  Baby  Clinics 
not  a very  euphonious  term.  If  it  is 
done  fey  a whole-time  consultant  that  is 
in  part  of  his  contract,  but  if  done  by 
the  general  practitioner  presumably  at 
the  expense  of  some  patients  on  his 
books.  Have  you  any  views  as  to  the 

extent  of  this? Professor  Claye : I do 

not  think  we  are  well  informed  about  the 
position  of  general  practitioners  with  re- 
gard to  that.  Sir. 

4423.  Do  you  think  there  is  scope? 
There  is  certainly  scope. 

4424.  Do  you  think  it  should  be 

encouraged? Y es. 

4425.  Is  that  one  of  the  things  that 

among  general  practitioners  really  should 
in  some  way  be  recognised  as  good  doc- 
toring, to  get  a reward? The  word 

“merit”  is  getting  a connotation — good 
doctoring,  yes. 

4426.  Because  we  are  anxious  to  find 
ways  of  helping  good  doctoring  that  is 
not  solely  related  to  the  number  of 

heads. 1 certainly  think  that  sort  of 

work  should  be  encouraged. 

4427.  Sir  Hugh  Watson : It  was 

suggested  to  us  the  ideal  doctor  would 
be  the  'one  with  a full  list  and  an  empty 
surgery. Yes,  Sir. 


4428.  Chairman : I do  not  think  we 
have  any  more  questions.  You  have 
made  some  comments  in  your  last  para- 
graph that  are  rather  parallel  to  some 
that  others  have  made  and  'have  a bear- 
ing on  the  Coleraine  Committee,  and  it 
is  for  that  reason  we  have  discussed  it 
with  others.  I do  not  think  we  need  to 

question  you  further  on  that. Mr. 

Lewis:  This  question  of  our  increasing 
the  time  required  for  our  diploma  of 
Membership  of  the  College : it  was 
suggested  by  increasing  it  from  three  to 
five  years  we  might  increase  the  cost  of 
training  a man.  In  fact,  that  would  not 
be  so  because  if  at  the  moment  he  took 
it  after  three  years,  he  would  take  it 
during  his  second  year  as  senior  regis- 
trar. By  increasing  it  by  two  years,  he 
would  take  it  in  his  fourth  year  as  senior 
registrar.  He  would  not  be  eligible  to  be 
a consultant  until  the  fifth,  year.  So 
■merely  giving  him  a diploma  at  a later 
stage  would  not  alter  the  duration  of  his 
training  or  the  cost  of  it.  It  would  be 
merely  giving  his  diploma  at  a later 
stage. 

4429.  Sir  David  Hughes  Parry  : Part  of 

the  training,  indeed  most  of  the  training, 
is  practical,  but  there  are  some  lectures 
and  courses,  are  there? Yes,  Sir. 

4430.  And  study  and  reading? And 

at  one  stage  of  his  career  he  has  to  take 
his  diploma. 

4431.  But  the  study,  presumably  he 
pays  fees  for  the  lectures,  does  he? — — 
If  he  attends  a course ; he  does  not  have 
to  attend  a course. — Mr.  Malkin : Usually 
just  one  course. 

4432.  It  is  lengthening  the  period  of 

practical  training? Yes.  The  diploma 

would  be  the  same.  It  would  be  the 
length  of  practical  training. 

4433.  I should  have  thought  also  there 
was  a parallel  course  which  also  would 

be  lengthened? No.  He  is  working 

all  the  time.-— Professor  Claye:  Mr. 

Lewis  mentioned  five  years.  As  we  are 
being  reported  I would  like  to  make  it 
quite  clear  there  is  no  question  of  our 
increasing,  the  time  of  training  to  five 
years  ait  present. 

4434.  Chairman : We  were  talking 

rather  in  terms  of  your  evidence  to  the 
Willink  Committee  three  years  (ago.  That 
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was  really  what  gave  rise  too  this.  Was 
that  evidence  public,  do  you  know?  I 
imagine  iit  was. I think  'it  was,  Sir. 

4435.  You  keep  on  talking  about 

“ his  ” and  “ him  ”.  Just  as  a matter  of 
interest — I do  not  think  you  told  us  any- 
where— is  this  branch  of  the  profession 
one  which  has  a particular  attraction  for 
women  more  than  men? It  is. 

4436.  What  proportion  of  the  Fellows 

of  your  College  are  women? 1 ought 


to  be  able  to  answer  that  but  I cannot. 

I am  afraid  I do  not  know.  If  you 
would  like  the  figures  we  can  certainly 
get  them  without  any  difficulty. 

4437.  I asked  rather  as  a matter  of 
interest  than  anything  else.  I think  if 
you  have  no  other  points  to  raise  that  I 
concludes  the  session.  Thank  you  very 
much.  It  has  been  a very  interesting 
and  a very  useful  session. — Thank  you, 
Sir. 


( The  witnesses  withdrew) 
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TAKEN  BEFORE  THE 

Royal  Commission  on 
Doctors’  and  Dentists’  Remuneration 

EIGHTEENTH  DAY 

Thursday,  8th  May,  1958 

Present: 

Sir  Harry  Pilkington  ( Chairman ) 

Mr.  A.  D.  Bonham-Carter,  T.D.  Sir  David  Hughes  Parry,  Q.C. 

Mr.  J.  H.  Gunlake,  C.B.E.,  F.I.A.,  Sir  Hugh  Watson,  D.K.S. 

F S S 

Mr.  W.  A.  Fuller,  D.S.C.  ( Secretary ) 

Mr.  J.  B.  Hume  ( Assistant  Secretary ) 

Explanatory  Note  by  the  Royal  Commission 

The  following  list  of  topics  was  drawn  up  by  the  Royal  Commission  and  issued, 
along  with  an  invitation  to  submit  evidence,  to  all  representative  medical 
organisations : — 

(i)  The  quality  and  quantity  of  recruits  (a)  offering  themselves  and  (b)  accepted 

for  training  as  medical  students. 

(ii)  The  quantity  and  quality  of  newly  qualified  doctors. 

(iii)  Wastage  of  men  and  women  during  training  and  in  the  first  few  years  after 
qualification  with  any  remarks  on  incidence  and  causation. 

(iv)  The  cost  and  duration  of  training  and  the  extent  to  which  the  cost  is  or 
should  be  met  from  grants  (including  both  the  adequacy  of  the  grants 
and  the  proportion  of  students  receiving  them). 

(v)  The  position  and  prospects  of  a newly  qualified  doctor. 

(vi)  Any  trend  to  excessive  resort  to  certain  branches  of  the  profession  at  the 
cost  of  others. 

(vii)  The  relative  advantages  and  disadvantages,  financial  and  otherwise,  of 
service  as : — 

(а)  a principal  in  single-handed  general  practice, 

(б)  a partner  in  general  practice, 

(c)  a whole-time  consultant  in  the  National  Health  Service, 

(d)  a part-time  consultant  with  the  maximum  number  of  sessions, 

(e)  a part-time  consultant  with  only  a few  sessions, 
if)  a Senior  Hospital  Medical  Officer, 

(g)  a doctor  in  any  other  sort  of  practice  or  employment. 

(viii)  The  difficulties  encountered  by  member  of  the  registrar  grades. 

(ix)  The  difficulties  of  entering  general  practice,  with  special  reference  to  the 
position  and  prospects,  financial  and  otherwise,  of  assistants. 
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(x)  The  importance  of  private  consulting  practice  as  an  incentive  to  entering 
the  consultant  branch  of  medicine. 

(xi)  Expenses  in  general  practice,  how  far  they  vary  above  and  below  the 
average  and  how  far  payments,  e.g.  towards  capital,  have  to  be  made  wh-ich 
are  not  allowable  as  expenses  for  Income  Tax  purposes. 

(xii)  Comparative  treatment  for  Income  Tax  purposes  and  in  relation  to  expenses 
of  whole-time  and  part-time  consultants  in  the  National  Health  Service. 

(xiii)  Any  anomalies  in  the  methods  of  payment  of  any  branch  of  the  profes- 
sion,  e.g.  maldistribution  as  opposed  to  wrong  total  volume. 

(xiv)  Comments  on  the  present  system  of  calculating  and  distributing  general 
practitioners’  remuneration  through  a central  pool. 

(xv)  General  comments  on  the  system  of  merit  awards  and  the  method  of 
allotting  them,  with  any  suggestions  for  an  alternative  system. 

(xvi)  Particulars  of  financial  stringency  suffered  by  any  classes  of  doctors 
illustrated  by  personal  budgets  of  practitioners. 

(xvii)  Speoial  considerations  of  which  account  ought  to  be  taken  in  discussions 
of  medical  remuneration. 

(xviii)  Specific  proposals  for  medical  remuneration. 

(xix)  The  practicability  of  the  profession  establishing  a fixed  scale  of  payments 
for  assistants  in  general  practice. 

(xx)  Proposals  for  specific  machinery  or  procedures  to  be  established  for  dealing 
with  future  discussions  of  medical  remuneration. 

(xxi)  Any  factors  other  than  remuneration  which  are  affecting  the  contentment 
of  general  practitioners. 


THE  SOCIETY  OF  MEDICAL  OFFICERS  OF  HEALTH 

Memorandum  of  evidence  submitted  by  the  Society  of  Medical  Officers  of  Health 
to  the  Royal  Commission  on  Doctors’  and  Dentists’  Remuneration. 

1.  This  evidence  is  submitted  as  the  result  of  a direct  request  contained  in  a letter 
dated  11th  June,  1957,  from  the  Secretary  of  the  Royal  Commission  on  Doctors' 
and  Dentists’  Remuneration  ; a request  which  the  Society  feels  it  is  its  bounden  duty 
to  comply  with,  although  it  must  be  clearly  understood  that  it  is  a scientific  body  and 
not  itself  directly  concerned  with  terms  and  conditions  of  service  of  its  members, 
The  Society  is,  of  course,  very  conscious  of  the  fact  that  a stage  may  be  reached  in 
any  group  of  persons  when  the  absence  of  financial  incentive  may  seriously  affect 
recruitment  to  and  the  efficiency  of  the  particular  servioe. 

2.  The  Society  of  Medical  Officers  of  Health  was  founded  in  1856.  The  member- 
ship was  originally  restricted  to  medical  officers  of  health,  but  the  constitution  was 
widened  over  the  years  so  that  it  now  includes  public  health  medical  'and  dental 
officers  in  the  employ  of  local  authorities,  an  the  Ministries  of  Health,  Education 
Housing  and  Local  Government,  Labour  and  National  Service,  Pensions  and  National 
Insurance,  in  hospitals,  universities,  laboratories,  the  Armed  Forces  and  Her 
Majesty’s  Overseas  Civil  Service. 

3.  The  membership  of  the  Society  is  now  over  2,300  of  which  two  fifths  are  deputy 
medical  officers  of  health,  senior  medical  officers  and  medical  officers  employed  in 
departments,  just  under  one  quarter  medical  officers  of  health,  one  tenth  retired, 
about  one  sixteenth  medical  officers  belonging  to  the  hospital  service  including  chest 
physicians,  and  roughly  the  same  proportion  of  dental  officers ; the  balance  com- 
prising civil  service  medical  officers  (including  those  in  the  public  health  laboratory 
service),  members  of  the  Forces  and  those  serving  overseas,  those  engaged  in  academic 
duties,  and  others. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OB  SOCIETY  OF  MEDICAL  OFFICERS  OF  HEALTH  AND  941 

THE  SOCIETY  OF  MEDICAL  OFFICERS  OF  HEALTH  (SCOTTISH  BRANCH) 


4.  The  latest  available  figure  for  public  health  medical  officers  in  the  United 
Kingdom,  exclusive  of  Northern  Ireland,  is  2,490. 

5.  The  Society,  therefore,  being  the  largest  representative  body  of  public  health 
medical  and  dental  officers  .in  the  United  Kingdom,  is  well  able  to  speak  for  the 
profession  on  matters  connected  with  the  work  of  those  branches  of  medicine  and 
dentistry. 

6.  Since  the  British  Dental  Association  is  a negotiating  body  and  giving  evidence 
in  connexion  with  dental  officers,  if  has  been  thought  advisable  to  reserve  comments 
chiefly  to  medical  officers  rather  than  to  impinge  on  the  dental  side. 

7.  There  is  a general  agreement  with  the  observation  contained  in  the  letter  from 
the  Commission  of  11th  June  inviting  the  Society’s  views  that  the  majority  of  the 
topics  included  in  the  list  accompanying  the  letter  in  question  are  outside  the 
specialised  field  of  interests  of  public  health  medical  officers.  For  this  reason,  it  is 
proposed  to  offer  comments  on  a proportion  only  of  the  topics  referred  to  in  the 
preceding  sentence. 

8.  (v)  “ The  position  and  prospects  of  a newly  qualified-doctor." 

Though  a career  in  the  public  health  service  has  its  very  real  satisfactions,  these 
differ  in  a nature  from  those  of  the  doctor  engaged  in  curative  medicine.  In  place 
of  the  traditional  personal  doctor-patient  relationship,  he  is,  for  much  of  his  time 
concerned  with  the  community,  rather  than  with  the  individual.  Since  his  under- 
graduate training  has  laid,  its  greatest  stress  on  individual  relationships  in  curative 
work,  the  young  doctor  who  enters  public  health  must  have  a special  interest 
amounting  to  a definite  sense  of  vocation. 

9.  The  medical  officer  of  health  is  the  only  doctor  who  is  by  statute  required  to 
hold  a higher  degree  or  diploma.  It  follows  that  every  doctor  who  intends  to  make 
a career  in  public  health  will  have  to  obtain  a diploma  in  public  health  or  its 
equivalent  as  early  in  his  career  as  possible,  in  addition  to  any  other  non-statutary 
higher  qualifications  which  may  be  of  value  to  him.  But  while  the  doctor  in  clinical 
practice  who  is  seeking  nan-statutory  higher  qualifications  can  proceed  to  them  while 
he  is  actually  working  in  a whole-time  appointment  at  an  appropriate  salary  the 
doctor  in  the  public  health  service,  seeking  the  statutory  D.P.H.,  has  rarely  such 
opportunity.  He  is  commonly  required  to  undertake  a whole-time  course  lasting 
for  a full  academic  year  and  it  is  most  exceptional  for  an  employing  authority  to 
pay  even  a token  salary  to  an  officer  while  he  is  taking  such  a course.  In  a limited 
number  of  centres  it  is  possible  for  a doctor  to  take  a part-time  course  for  the 
D.P.H.  and  to  do  part-time  salaried  work,  but  in  such  cases  the  period  of  the  course 
will  be  proportionately  extended  beyond  one  academic. year,  while  the  remuneration 
for  the  part-time  work  is  unlikely  to  exceed  about  £600  per  annum  and  will  not  be 
adequate  to  maintain  a doctor  who,  being  several  years  qualified,  is  likely  to  be 
married  and  to  have  a family. 

10.  The  rates  of  remuneration  for  members  of  the  public  heaith  medical  service, 
are,  in  many  cases,  so  inferior  that  some  posts  are  advertised  again  and  again  over 
long  periods  without  attracting  suitable  applicants. 

The  following  table  compares  the  rates  of  salaries  in  1950  and  1:957  for  public 
health  medical  officers. 


Kates  oj  salary* 

Industrial  Court  Award,  M.D.C.  No.  27f 
1950  1956  ' 

Medical  officers  employed  in  £850  to  £1,150  by  £50  £1,050  by  £50  to  £1  200 

departments  by  £55  to  £1  475 

Senior  medical  officers £(,250  to  £1,650  by  £50  £1,520  by  £50  to  £1,570 

by  £55  to  £1,955, 

* Irdustrial  Court  (2285)  Public  Health  Service,  8th  December,  1950. 
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Medical  officers  of  health. 

Minimum  of  salary  scale 

Local  authority  population  not 
exceeding 

Between 

75,000  

£1,450— £i, 650 

£1,740— £1,955 

4 increments  of  £50 

4 by  £55  increments 

100,000  

£1,550— £1,850 

£1,850— £2,175 

5 increments  of  £50 

4 by  £55  & 1 by  £5 
increments 

150,000  

£1,750— £2,050 

£2,070— £2,395 

5 increments  of  £50 

4 by  £55  & 1 by  £5 
increments 

250,000  

£1,950— £2,250 

£2,290— £2,605 

2 increments  of  £100 

2 by  £105  & 1 by  £5 

1 increment  of  £50 

increments 

400,000  

£2,200— £2,500 

£2,500— £2,865 

2 increments  of  £1 00 

2 by  £105  & 1 by  £5 

1 increment  of  £50 

increments 

600,000  

£2,300— £2,700 

£2,655— £3,075 

3 increments  of  £100 

3 by  £105  increments 

Over  600,000  

At  discretion 

At  discretion 

In  comparing  salaries  of  doctors  in  the  public  health  service  with  other  doctors, 
it  is  important  to  consider  not  only  the  average  maximum  salary,  but  also  the  chances 
a doctor  entering  the  service  has  of  reaching  a salary  of,  say,  £2, (XX)  per  annum. 

In  evidence  given  to  'the  Industrial  Court  in  1950,  it  was  shown  that  about  90  per 
cent  of  public  health  service  doctors  received  incomes  of  less  than  £2, (XX) ; on  the 
other  hand,  approximate  percentages  were  in  the  order  of  42  for  general  practi- 
tioners, 45  for  senior  hospital  medical  stafE  and  55  for  industrial  medical  officers. 

Minor  cost  of  living  adjustments  since  that  date  will  have  reduced  the  figure  of 
30  per  cent  nearer  to  85  per  cent  but  they  have  not  substantially  affected  this  ratio. 
On  the  other  hand,  there  have  been  general  increases  in  other  branches  of  the  profes- 
sion ; but  the  relationship  shown  by  the  1950  figures  remains  essentially  the  same. 

11.  (vi)  "Trend  to  excessive  resort  to  certain  branches  of  the  profession  at  con 

of  others". 

The  financial  and  other  attractions  of  the  clinical  side  of  the  medical  (and  dental) 
profession  result  in  'the  large  proportion  of  young  doctors  and  dentists  opting  for 
the  hospital  service  or  private  practice.  A consultant  post  in  which  the  holder  may 
qualify  for  a merit  award,  with,  perhaps,  9/ 11th  contract  with  a Regional  Hospital 
Board  or  Board  of  Governors,  is  manifestly  a great  attraction  to  a young  man. 

12.  The  fact  that  substantial  allowances  in  relation  to  inoome-tax  for  expenses  of 
part-time  consultants  and.  general  practitioners  are  obtainable  under  Schedule  D, 
makes  their  financial  conditions  much  more  attractive  than  those  of  public  health 
medical  officers  under  Schedule  E. 

13.  The  very  real  difficulty  experienced  at  the  present  time  in  recruiting  anything 
like  enough,  in  quality  as  well  as  in  quantity,  of  public  health  medical  officers  under 
the  existing  unfavourable  conditions  of  salary,  promotion,  etc.,  is  exercising  a pro- 
found  effect  in  the  preventive  field  at  a critical  time.  The  results  of  hard  campaign5 
against  tuberculosis  and  the  acute  infectious  fevers  are  bearing  fruit,  and  much  is 
waiting  to  be  done  to  improve  domiciliary  service  to  the  handicapped  and  the  old 

'2.  ™e  Prf',entl?n  and  cure  of  mental,  breakdown  responsible  for  filling  nearly 
rii+i,c  nu?B  ■ r °*  hospital  beds  available  for  all  purposes  under  the  National 
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14.  (xii)  “ Comparative  treatment  for  Income-Tax  purposes,  etc.” 

The  Society  does  not  propose  to  offer  any  comments  on  this  topic  at  this  juncture. 
Nevertheless,  it  is  particularly  interested  in  securing  an  increase  in  the  number  of 
appointments  of  public  health  medical  officers  as  consultants  in  preventive  medicine 
to  hospitals,  which  although  not  affecting  many  officers  in  -the  field  of  social  and 
preventive  medicine  at  the  present,  is,  the  Sooiety  hopes,  likely  to  do  so  in  the  near 
future.  Reference  has  been  made  earlier  to  the  discrimination  affecting  public  health 
medical  officers  on  the  subject  of  income-tax  allowances,  expenses  of  membership 
of  learned  societies,  and  so  on. 

15.  (xv)  “ General  comments  on  the  system  of  merit  awards  and  the  method  of 

allotting  them  with  any  suggestions  for  an  alternative  system." 

The  Society  does  not  wish  to  comment  on  the  system  except  to  say  that  whatever 
system  is  used  for  the  recognition  of  merit  or  distinction  should  be  applicable  to 
all  branches  of  medicine  including  preventive  medicine.  At  present  there  are  no 
medical  officers  of  health  receiving  salaries  equal  to  those  of  consultants  with  the 
top  award. 

16.  (xvi)  "Particulars  of  financial  stringency  suffered  by  any  classes  of  doctors 

illustrated  by  personal  budgets*  of  practitioners." 

The  present  scales  of  salaries  for  assistant  public  health  medical  and  dental  officers 
and  for  many  medical  officers  who  have  dependents  to  care  for  result  in  these  officers 
having  to  accept  a lower  standard  of  living  for  their  families  and  themselves  than 
it  is  right  to  expect  of  professional  people  who  have  spent  ait  least  eight  years  in 
qualifying  and  obtaining  a diploma  in  public  health  and,  possibly,  in  acquiring  other 
higher  medical  qualifications  and  a diploma  in  obild  health,  industrial  health, 
bacteriology,  etc. 

17.  (xx)  "Proposals  for  specific  machinery  or  procedure  to  be  established  for 

dealing  with  future  discussions  of  medical  remuneration." 

The  salaries  of  public  health  medical  and  dental  officers  should  not  be  related  in 
any  way  to  those  of  non-medical  officers  employed  by  local  authorities. 

18.  The  Society  claims  that  its  members,  as  members  also  of  the  medical  profes- 
sion, should  have  the  same  right  of  direct  negotiation  and  appeal  to  arbitration 
without  restrictipns,  which  should  be  enjoyed  by  all  members  of  the  medical 
profession. 

19.  As  was  stated  in  the  opening  paragraphs  of  this  submission,  the  Society  is  a 
purely  scientific  body,  and,  therefore,  not  designed  for  direct  negotiation  on  financial 
matters. 

20.  The  Society  desires  to  emphasise  very  strongly  that  the  findings  of  the  industrial 
courts  have  been  arrived  at  entirely  in  relation  to  salaries  paid  to  the  lay  officers  of 
local  authorities.  It  is  a matter  of  deep  concern  to  the  Society  that  the  claim  of 
doctors  in  the  public  health  service  to  be  treated  as  members  of  the  medical  profes- 
sion and  to  be  paid  on  'that  basis  has  been,  up  to  the  present,  completely  ignored. 

21.  Members  of  the  public  health  service  are  at  a special  disadvantage  with  regard 
to  superannuation  benefits.  Non-medical  local  government  officers  commonly  join 
at  a much  younger, age  than  is  possible  for  medical  officers.  The  former  make  small 
superannuation  contributions  for  their  earlier  years,  yet  their  pensions  may  be  greater 
than  those  of  medical  officers.  The  payment  of  additional  contributions  for  added 
years,  which  nearly  all  public  health  medical  officers  have  ;to  consider  in  order  to 
increase  the  amount  of  their  pensions,  is  a particular  hardship. 

A case  may  be  cited  of  a medical  officer  of  health  who  must  contribute  £250 
a year  in  order  to  obtain  the  advantage  of  five  added  years. 


* See  appendix. 
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22.  Lastly,  the  Society  feels  very  strongly  that  mediica.1  officers  of  health  should 
be  regarded  as  consultants  in  social  and  preventive  medicine  (as  recornmended  by 
the  Guillebaud  Committee*  and  supported  by  the  Central  Consultants  and  Specialists 
Committee  and  Council  of  the  British  Medical  Association) ; and  it  is  only  just  that 
their  remuneration  should  be  related  to  that  of  consultants  in  curative  medicine. 
Medical  officers  in  the  public  health  service,  whether  medical  officers  of  health  or 
engaged  in  some  special  branch  of  preventive  medicine  (e.g.,  in  maternity  and  child 
welfare  or  as  school  medical  officers)  should  receive  increased  remuneration  com- 
mensurate with  higher  responsibilities  or  distinction. 


The  salaries  of  medical  officers  of  health  should  not  be  less  than  the  minimum 
salaries  of  consultants  and  the  ceiling  should  not  be  less  'than  the  maximum  salaries 
of  consultants  inclusive  of  merit  awards. 


C.  Metcalfe  Brown, 
Chairman  of  Council. 


H.  D.  Chalke, 

Chairman  of  Executive  Committee. 


Selwyn  Selwyn-Clarke, 

Secretary. 

The  Society  of  Medical  Officers  of  Health. 
Tavistock  House  South, 

Tavistock  Square, 

London,  W.C.l. 

24th  October,  1957. 


* Reports  of  the  Committee  of  Inquiry  into  the  cost  of  the  National  Health  Service  (Cmd.  9663) 
paras.  714  and  715. 
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the  society  of  medical  officers  of  health 

Budget  for  1.3.56  to  28.2.57— Medical  Officer*.  County  Council  and  part-time  M.O. 
borough 


Income: 

Gross  salary  

Family  allowances  , „ 

(8s.  for  part  of  year  & 18s.  for  part  of  year) 

Testamentary  gift 

Legacy  (part)  


Deductions: 

Superannuation 

N.H.I 

Income  Tax 


Net  salary,  etc 

Expenditure:  _ 

Housekeeping 

Housing: 

House  purchase  po  licy 
Rates  (including  water  rate) 
Schedule  “ A ” Tax 

Insurance  _ 

Education  policies  (2) 

Repairs  and  replacements  . . . 
Furniture  and  furnishings  ... 


Car: 

Tax  

Insurance 

Repairs 

Car  hire  purchase 
Petrol  and  oil  ... 


Fuel  and  light  

Telephone  

Holidays 

Subscriptions  to  learned  societies,  etc. 
Personal  expenditure  (new  baby,  etc.) ... 

Total  expenditure 


1,531  19  9 

30  6 0 
113  2 2 
401  0 0 


£2,076  7 Ilf 


91 

18 

4 

17 

11 

0 

237 

10 

0 

£346 

19 

4 

202 

10 

0 

70 

8 

2 

26 

9 

I 

68 

11 

5 

106 

15 

7 

52 

14 

5 

94 

2 

8 

12 

10 

0 

21 

0 

0 

42 

12 

5 

164 

2 

0 

71 

0 

0 

1,729  8 7 


396  7 6 


£621  11  4 


£311  4 5 


78 

2 

8 

30 

0 

0 

45 

11 

6 

14 

14 

0 

231 

17 

2 

■1,729 

8 

7 

* Aged  34  years;’  qualified  1948;  holds  D.P.H.  and  D.C.H.;  wife  and  three  children  born 
1952, 1954  and  1956;  entered  public  health  service  in  1954. 
t Mileage  allowance  is  not  included  because  this  is  absorbed  by  use  of  car  on  duty. 
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air  pollution,  potential  nuisances,  and  so  forth,  but  his  duties  have  now 
become  enlarged  into  something  different— something  bigger.  His  main 
■work  nowadays  is  to  study  all  factors  affecting  the  health  of  the  com- 
munity, and— without  neglecting  the  remaining  infectious  diseases— to 
apply  to  other  health  problems  the  epidemiological  and  other  methods 
which  yielded  such  striking  results  in  reducing  infections." 

5.  The  National  Health  Service  Acts  laid  fresh  emphasis  on  the  local  health 
authority  as  the  ibody  primarily  concerned  with  the  prevention  of  sickness  and  the 
promotion  of  healthy  living.  The  medical  officer  of  health,  the  only  medical  specialist 
in  whose  case  a post-graduate  qualification  is  obligatory  by  law.  must  study  all 
factors  detrimental  to  health,  -must  act  as  expert  adviser  to  the  local  health  authority, 
and  must  deploy  and  direct  a considerable  number  of  professional  stall — departmental 
medical  officers,  health  visitors,  public  health  inspectors,  domiciliary  midwives,  etc, 
His  tasks  range  from  devising  ways  of  reducing  still-births  to  developing  measures 
to  maintain  the  physical  and  emotional  health  of  old  people,  and  from  the  preventitm 
of  infections  to  the  prevention  of  broken  homes. 

6.  Since  no  further  reference  is  made  in  this  memorandum  to  the  non-medical 
professional  workers  in  the  Health  Department,  it  is  perhaps  appropriate  to  indicate 
that,  even  in  a small  population  unit,  a medical  officer  of  health  acts  as  director 
of  a considerable  professional  staff : for  instance,  in  a small  county  borough  of 
75,000  population  his  staff  might  include— 5 medical  officers  (considered  below), 
3 dental  officers  (professional  officers  with  five  years  training),  19  health  visitors 
(professional  officers  with  4i-5  years  training),  4 midwives  (with  4 years  professional 
training),  14  district  nurses  (with  3i  years  professional  training),  8 public  health 
inspectors  (with  3 years  training),  1 physiotherapist  (with  3 years  training),  1 audio- 
metrician (with  2 years  training),  etc,,  to  say  nothing  of  a large  number  of  less 
trained  staff  (e.g.  60  home  helps). 

7.  The  Medical  Officer  of  Health  is,  therefore,  oven  in  the  smallest  population 
units,  a doctor  who  has  taken  a post-graduate  qualification  (requiring  one  academic 
year  of  full-time  study),  who  has  passed  through  various  junior  grades  in  his 
profession,  and  who  has  duties  and  responsibilities  comparable  with  those  of  clinical 
consultants.  The  same  is  true  of  the  Deputy  M.O.H.  in  population  units  large 
enough  to  have  such  an  officer,  while  the  M.O.H.  of  a large  population  unit-having 
progressed  by  merit  from  the  post  of  Deputy  in  such  a unit  or  of  M.O.H,  of 
a smaller  unit — is  entitled  to  'be  compared  with  a consultant  with  a merit  award. 

8.  While  the  M.O.H.  of  a large  population  unit  is  fully  comparable  with  a con- 
sultant with  a merit  award,  and  while  the  M.O.H.  of  a population  unit  of  100,000 
or  above  is  fully  comparable  with  an  ordinary  consultant,  there  are  certain  difficulties 
in  respect  of  the  comparability  of  M.Os.H.  of  small  population  units.  For  instance, 
a public  health  specialist  in  charge  of  the  health  services  of  a town  of  50,000  popula- 
tion may  spend  A of  his  time  doing  the  work  of  a medical  officer  of  health  and 
the  other  A doing  work  that  in  a larger  unit  would  be  undertaken  by  a depart- 
mental medical  officer,  in  any  comparison  it  would  be  fair  to  regard  such  an 
individual  as  equivalent  to  a consultant  for  six  sessions  weekly  and  to  a senior 
hospital  medical  officer  for  five  sessions. 

(6)  Senior  Medical  Officers 

9.  Population  units  of  above  250,000  generally  have  a grade  of  senior  medical 
officer  in  charge  of  large  sections  of  work.  For  example,  the  medical  staff  of  a 
county  of  300,000  population  might  comprise — 

1 M.O.H. 

1 Deputy  M.O.H. 

3 Senior  M.Os.  (in  charge  respectively  of  Ante-natal  and  Child  Welfare  work; 
the  School  Health  Service:  and  the  Health  of  the  Elderly  and  the 
Handicapped). 

16  Departmental  M.Os. 
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10.  The  senior  medical  oflicer,  after  having  taken  a post-graduate  qualification 
(requiring,  as  mentioned,  one  academic  year  of  full-time  study)  and  after  having 
gained  experience  as  a departmental  medical  officer,  has  shown  particular  ability  in 
one  branch  of  the  public  health  Held  and  has  ultimately  risen  by  promotion  to  the 
rank  of  Senior  Medical  Officer.  He  is  in  every  way  comparable  with  a consultant  ■ 
and  is  indeed  the  person  who  is  consulted  by  departmental  M.Os.  on  specific 
problems ; and  it  may  be  noted  in  passing  that  such  public  health  medical  officers 
as  were  at  4th  July,  1948,  graded  as  Senior  Medical  Officers  in  charge  of  tuberculosis 
(and  who  were  transferred  to  Regional  Hospital  Boards  on  5th  July,  1948)  have  "in 
most  cases  now  been  graded  ns  consultants. 

(c)  The  Departmental  M cclical  Officer 

11.  The  Departmental  M.O.  (sometimes  termed  the  Assistant  M.O)  is  the  grade 
containing  more  than  three-quarters  of  alt  public  health  doctors. 

12.  While  the  Departmental  M.O.  may  he  in  some  instances  concerned  with  Port 
Health  work,  with  environmental  hygiene,  with  local  authority  aspects  or  tuber- 
culosis, and  with  the  health  of  the  elderly,  most  doctors  in  this  grade  are  employed 
mainly  at  ante-natal,  post-natal  and  child  welfare  clinics  and  in  the  school  health 
service.  In  these  services  [he  principal  duties  are 

(1)  the  detection  of  deviations  from  physical,  emotional  or  social  normality  at 
an  early  stage-long  before  the  individual  examined  or  his  relatives  have 
recognised  the  presence  of  any  illness  ; 

and  (2)  advising  groups  and  individuals  cm  the  measures  desirable  to  remedy  defects 
at  an  early  stage,  and  to  develop  sound  bodies  and  well-adjusted 
personalities. 

■13.  This  type  of  work  calls  for  a high  degree  or  skill  over  a wide  range  of  physical 
and  psychological  medicine,  and  also  demands  a considerable  knowledge  of  social 
factors  as  related  to  health.  It  may,  incidentally,  he  noted  that,  whereas  in  the  past 
a parent  was  at  liberty  to  have  his  child  examined  by  his  general  practitioner  as  an 
alternative  to  .school  medical  examination,  this  choice  was  expressly  removed  by  the 
Education  (Scotland)  Act,  1946  -0  recognition  of  the  fact  that  special  skills  are 
necessary  for  the  useful  examination  of  .in  apparently  healthy  child. 

14.  In  the  first  few  years  of  his  career  the  Departmental  M.O.  may  legitimately 
be  compared  with  the  Registrar  and  Senior  Registrar  in  hospital,  although  the  junior 
public  health  doctor  is  in  some  respects  better  qualified  and  has  in  some  respects 
a more  responsible  job : — 

e,g.  (1)  The  Departmental  M.O.  normally  takes  his  post-graduate  qualification 
before  taking  up  his  first  post  while  the  registrar  obtains  his  qualification 
during  his  period  as  registrar.  [Until  a few  years  ago  the  then  standard 
scale  specifying  salaries  and  conditions  -the  Askwith  Scale  in  England  and 
the  identical  scale  in  Scotland  -specified  that  the  commencing  M.O,  should 
have  the  post-graduate  diploma  in  public  health  and  should  have  spent  at 
least  three  years  in  the  practice  of  his  profession.] 

(2)  The  registrar  in  hospital  has  the  aid  of  consultants  and  laboratories  imme- 
diately available,  whereas  the  departmental  M.O.  has  often  no  immediately 
available  source  of  help  or  guidance. 

(3)  It  can  reasonably  he  contended  that  more  skill  is  required  to  detect  early 
detects  than  to  diagnose  defects  which  are  already  so  advanced  as  to  make 
he  possessor  realise  that  he  is  ill.  Purifier,  special  skill  and  special 
teaming  are  required  for  the  ascertainment  of  mental  defectives,  and  the 
classification  of  a “ border-line  ’’  defective  is  a task  of  considerable 
responsibility. 

ever  * ffinf  difference  between  the  Departmental  M.O.  and  the  Registrar  is,  how- 
0,,,,:  f ‘hf  ior'!’Cr  docs  m*t' m, the  nwiority  of  cases,  ever  rise  to  a higher  grade, 

are  ordinal  ,'e„tiofu,rs,  rf,'rin«  fr,,'n  Publ|e  health  work  at  the  end  of  their  careers 
between  s L lL;?,ilrtMcnlil1  M.t)s.  Consequently,  the  Departmental  M.O.  of,  say, 
five  ddV of  "iiL3  years  standing,  must  he  regarded  as  the  equivalent  on  the  preven- 
fionerTexcfnMh  T™  hosP*lil1  in  hospital,  or  perhaps  of  the.  general  practi- 

3106S  Cep  h m casM  1 ,e  la,<er  ‘hies  not  hold  a post-graduate  qualification). 

A 6 
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air  'pollution  potential  nuisances,  and  so  forth,  but  his  duties  have  now 
become  enlarged  into  something  different-something  bigger.  His  mm 
■work  nowadays  is  to  study  all  factors  affecting  the  health  of  the  com- 
munity and without  neglecting  the  remaining  infectious  diseases— to 

applyyto  other  health  problems  the  epidemiological  and  other  methods 
which  yielded  such  striking  results  in  reducing  infections. 


e National  Health  Service  Acts  laid  fresh  emphasis  on  the  local  health 
5.  The  National  concerned  with  the  prevention  of  sickness  and  the 

authority  as  the  body  p y d;  j oHjcer  0f  health,  the  only  medical  specialist 
promotion  of  healt I,  is  obligatory  by  law.  must  study  all 

in  whose  case  a post-ff^uaU  quM^^n  r loclll  health  authority, 

and  mustdeploy^ an<fdkect  a considerable  number  of  professional  staff-departmental 
and  must  dtopioy  ana  bl;  h lth  inspectors,  domiciliary  midwives,  etc, 

SfsTsL  Se  * reducing  still-births  to  developing  measure, 

“ Latatain The  physical  and  emotional  health  of  old  people,  and  from  the  prevention 
of  infections  ito  the  (prevention,  of  broken  homes. 


6 Since  no  further  reference  is  made  in  this  memorandum  to  the  non-medical 

as*  swar s as 
*Ssa  vss 

3SdentrofficMr<lprofeiional  officers  with  five  years  training),  19  health  visitors 
fnrofessional  officers  with  4i-5  years  training),  4 midwives  (with  4 years  professional 
training)  14  district  nurses  (with  3i  years  professional  training),  8 public  health 
insroectors  (with  3 years  training),  1 physiotherapist  (with  3 years  training),  1 audio- 
metrician  (with  2 years  training),  etc,,  to  say  nothing  of  a large  number  of  less 
trained  staff  (e.'g.  60  home  helps). 


7 The  Medical  Officer  of  Health  is,  therefore,  even,  in  the  smallest  population 
units  a doctor  who  has  taken  a post-graduate  qualification  (requiring  one  academic 
vear ’of  .full-time  study),  who  has  passed  (through  various  junior  grades  mb 
profession  and  who  has  duties  and  responsibilities  comparable  with  those  of  clinical 
fonsultani  The  same  is  true  of  the  Deputy  M.O.H.  in  population  units  large 
enough  to  have  such  an  officer,  while  the  M.O.H.  of  a large  population  unit-having 
progressed  by  merit  from,  the  post  of  Deputy  in  such  a unit  or  of  M.O.H  of 
a smaller  unit— is  entitled  to  'be  compared  with  a consultant  with  a merit  award, 


ft  While  the  MOH  of  a large  population  unit  is  fully  comparable  with  a cm- 
suLTwffh a merit award, and  while  the  M.O.H.  of  a population  unit  of  10MB 
or  above  is  fully  comparable  with  an  ordinary  consultant,  there  are  certain  difficulties 
in  respect  of  the  comparability  of  M.Os.H.  of  small  population  units,  F or 
a public  health  specialist  in  charge  of  the  health  services  of  a town  of  50,000  popula- 
tion may  spend  A of  his  time  doing  the  work  of  a medical  officer  of  health  and 
the  other  * doing  work  that  in  a larger  unit  would  be  undertaken  by  a depart- 
mental medical  officer.  In  any  comparison  it  would  be  fair  to  regard  such  u 
individual  as  equivalent  to  a consultant  for  six  sessions  weekly  and  to  a senior 
hospital  medical  officer  for  five  sessions. 


( b ) Senior  Medical  Officers  . . I 

9.  Population  units  of  above  250,000  generally  have  a grade  of  senior  medical ! 
officer  in  charge  of  large  sections  of  work.  For  example,  •' 
county  of  300,000  population  might  comprise  — 


the  medical  staff  of  a I 


1 M.O.H. 

1 Deputy  M.O.H. 

3 Senior  M.Os.  (in  charge  respectively  of  Ante-natal  and  Child  Welfare  work; 
the  School  Health  Service : and  the  Health  of  the  Elderly  and  to 
Handicapped). 

16  Departmental  M.Os. 
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10.  The  senior  medical  officer,  after  having  taken  a post-graduate  qualification 
(requiring,  as  mentioned,  one  academic  year  of  full-time  study)  and  after  having 
gained  experience  as  a departmental  medical  officer,  has  shown  particular  ability  in 
one  branch  of  the  public  health  field  and  has  ultimately  risen  by  promotion  to  the 
rank  of  Senior  Medical  Officer.  He  is  in  every  way  comparable  with  a consultant ; 
and  is  indeed  the  person  who  is  consulted  by  departmental  M.Os.  on  specific 
problems ; and  it  may  be  noted  in  passing  that  such  public  health  medical  officers 
as  were  at  4th  July,  1948,  graded  as  Senior  Medical  Officers  in  charge  of  tuberculosis 
(and  who  were  transferred  to  Regional  Hospital  Boards  on  5th  July,  1948)  have  in 
most  cases  now  been  graded  as  consultants. 

(c)  The  Departmental  Meilicul  Officer 

11.  The  Departmental  M.O.  (sometimes  termed  the  Assistant  M.O.)  is  the  grade 
containing  more  than  three-quarters  of  all  public  health  doctors. 

12.  While  the  Departmental  M.O.  may  be  in  some  instances  concerned  with  Port 
Health  work,  with  environmental  hygiene,  with  local  authority  aspects  of  tuber- 
culosis, and  with  the  health  of  the  elderly,  most  doctors  in  this  grade  are  employed 
mainly  at  ante-natal,  post-natal  and  child  welfare  clinics  and  in  the  school  health 
service.  In  these  services  the  principal  duties  are 

(1)  the  detection  of  deviations  from  physical,  emotional  or  social  normality  at 
an  early  stage -long  before  the  individual  examined  or  his  relatives  have 
recognised  the  presence  of  any  illness  ; 

and  (2)  advising  groups  and  individuals  on  the  measures  desirable  to  remedy  defects 
at  an  early  stage,  and  to  develop  sound  bodies  and  well-adjusted 
personalities, 

13.  This  type  of  work  calls  for  n high  degree  of  skill  over  a wide  range  of  physical 
and  psychological  medicine,  and  also,  demands  a considerable  knowledge  of  social 
factors  as  related  to  health.  It  may,  incidentally,  be  noted  that,  whereas  in  the  past 
a parent  was  at  liberty  to  have  his  child  examined  by  his  general  practitioner  as  an 
alternative  to  school  medical  examination,  this  choice  was  expressly  removed  by  .the 
Education  (Scotland)  Aol,  1946  -a  recognition  of  the  fact  that  special  skills  are 
necessary  for  the  useful  examination  of  an  apparently  healthy  child. 

14.  In  the  first  few  years  of  his  career  the  Departmental  M.O.  may  legitimately 
be  compared  with  the  Registrar  and  Senior  Registrar  in  hospital,  although  the  junior 
public  health  doctor  is  in  some  respects  better  qualified  and  has  in  some  respects 
a more  responsible  job : — 

e.g.  (1)  The  Departmental  M.O.  normally  takes  his  post-graduate  qualification 
before  taking  up  his  first  post  while  the  registrar  obtains  his  qualification 
during  his  period  as  registrar,  [Until  a few  years  ago  the  then  standard 
scale  specifying  salaries  and  conditions —the  Askwith  Scale  in  England  and 
the  identical  scale  in  Scotland— specified  that  the  commencing  M.O.  should 
have  the  post-graduale  diploma  in  public  health  and  should  have  spent  at 
least  three  years  in  the  practice  of  his  profession.] 

(2)  The  registrar  in  hospital  has  the  aid  of  consultants  and  laboratories  imme- 
diately available,  whereas  the  departmental  M.O.  has  often  no  immediately 
available  source  of  help  or  guidance. 

(3)  It  can  reasonably  be  contended  that  more  skill  is  required  to  detect  early 
defects  than  to  diagnose  defects  which  arc  already  so  advanced  as  to  make 
the  possessor  realise  that  he  is  ill.  Further,  speeial  skill  and  special 
training  are  required  for  the  ascertainment  of  mental  defectives,  and  the 
classification  of  a “ border-line " defective  is  a task  of  considerable 
responsibility. 

15.  The  big  difference  between  the  Departmental  M.O.  and  the  Registrar  is,  how- 
ever, that  the  former  does  not,  in  the  majority  of  cases,  ever  rise  to  a higher  grade. 
Over  half  of  the  doctors  retiring  from  public  health  work  at  the  end  of  their  careers 
are  ordinary  departmental  M.Os.  Consequently,  the  Departmental  M.O.  of,  say, 
between  5 and  30  years  standing,  must  he  regarded  as  the  equivalent  on  the  preven- 
tive side  of  tire  senior  hospital  M.O.  in  hospital,  or  perhaps  of  the  general  practi- 
tioner (except  that  in  most  cases  the  latter  does  not  hold  a post-graduate  qualification). 

31066  A 6 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


950 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


Salaries  of  Public  Health  Medical  Officers 

16.  (a)  The  Departmental  M.O.  (corresponding  initially  with  the  Registrar  and 
later  with  the  Senior  Hospital  M.O.)  is  at  present  paid  £l,050-£  1,475, 
The  disparity  between  that  salary  maximum,  for  a doctor  likely  to  end 
his  career  in  that  grade,  and  the  present  salary  of  a senior  hospital  medical 
officer  is  startling. 

(6)  The  Senior  Medical  Officer  (corresponding  with  the  Consultant)  receives 
£1,520— £1,955 — i.e.  less  than  even  a Senior  Hospital  M.O. 

(c)  The  Medical  Officer  of  Health  (who  in  small  units  corresponds  with  the 
consultant  and  in  large  units  has  analogies  with  the  Consultant  with 
a merit  award)  may  ibe  'exemplified  by  quoting  the  maximum  for  three 
types  of  population  unit.  [Two  maxima  are  given  in  each  rase,  because 
Local  Health  Authorities  have  been  given  a range  of  discretion,  although 
in  most  cases  Local  Health  Authorities  simply  give  the  lowest  amount 


within  that  range.] 

Population 

Maximum  Salary 

Under  75,000  

£1,960  or  £2,175 

150,000-250,000  

£2,555  or  £2,870 

400,000-600,000  

£2,970  or  £3,390 

It  may  be  noted  'that  in  Sootland  (out  of  271  public  health  M.Os.  including 
52  M.Os.H.)  only  two  medical  officers  of  health  have  population  units  of 
400,000  or  above. 

17.  At  this  juncture  it  may  be  useful  to  'point  out  that  the  health  services  of  Local 
Authorities  are  in  grave  danger  of  collapse  through  general  failure  of  Local  Authorities 
in  recent  years  to  offer  salaries  and  promotion  avenues  comparable  with  those  made 
available  in  the  treatment  services:  'the  notorious  shortage  of  recruits  to  health 
visiting  (a  profession,  in  which  the  rank  and  file  members  have  for  about  seven 
years  been  paid  less  than  ward  sisters,  the  hospital  career  grade,  despite  the  additional 
obligatory  qualification's  of  health  visitors,  and  in  which  senior  posts  as  superintendent 
or  tutor  are  few  in  number  and  glaringly  underpaid),  the  shortage  of  domiciliary 
midwives  (nowadays  paid  less  'than  ward  sisters  in  maternity  hospitals),  the  shortage 
of  local  authority  dental  officers  and  the  shortage  of  sanitary  insjiectors  all  bear 
eloquent  testimony  to  the  unduly  parsimonious  attitude  of  local  authorities  by  contrast 
with  the  relative  generosity  of  :the  central  authorities ; and  the  qualitative  shortage 
of  public  health:  medical  officers,  public  health  dental  officers,  health  visitors,  domi- 
ciliary midwives  and  sanitary  inspectors  is  graver  and  more  alarming  than  the  mere 
quantitative  shortages,  although  even  the  quantitative  shortages  (e.g.  of  health  visitors 
and  dental  officers)  are  far  greater  than  those  to  'be  found  in  most  other  professions. 

A word  on  “ Administration  ” 

18.  The  low  salaries  of  public  health  M.Os. — or  at  least  of  .M.Os.H.  and  Deputy 
M.Os.H. — are  sometimes  'attributed  to  the  fact  that,  although  they  are  recognised  to 
be  doctors  who  have  specialised  in  a particular  field,  part  of  their  work  is 
“ administrative  ",  This  is,  of  course,  a curious  argument  which  certainly  does  not 
apply  outside  the  National  Health  Service:  the  Secretary  and  Deputy  .Secretary  of  a 
Ministry  are  not  paid  less  than  the  'professional  experts  employed  in  that  Ministry 
(e.g.  the  Secretary  of  the  Ministry  of  Health  is  not  regarded  as  worth  less  than  the 
Chief  Medical  Officer  or  Chief  Architect,  although  the  duties  of  the  former  axe 
purely  administrative) ; the  University  Professor  is  not  paid  less  than  his  Senior 
Lecturer,  although  (while  both  undertake  teaching  and  research  duties  without  super- 
vision) the  essential  difference  is  that  the  Professor  has  to  devote  part  of  his  time 
to  administering  his  department ; the  Manager  of  a firm  is  not  normally  paid  less 
than  the  Chief  Engineer ; the  Headmaster  of  a school  is  not  deemed  less  valuable 
than  .the  class  teacher. 

19.  It  seems  to  be  only  in  the  medical  field  that  “ administration  ” is  stigmatised, 
It  is  perhaps  worth  while  to  consider  the  point  in  some  detail.  Administration  is 
essentially  the  art  of  getting  things  done : the  machinery  of  administration  is  provided 
by  executive  and  clerical  staff.  The  head  of  the  organisation  determines  the 
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objectives.  There  are  two  classes  of  doctor  whose  administrative  functions  are 
comparable— the  medical  officer  of  health,  and  the  medical  superintendent  of  the 
mental  hospital. 

20.  To  take  the  medical  superintendent  first:  he  is  undertaking  clinical  curative 
medicine  on  a specialist  and  consultant  plane.  He  is  also  undertaking  administrative 
duties  within  his  hospital  because  his  medical  training  and  experience  is  essential 
for  their  proper  discharge.  That  is  to  say,  his  administrative  duties  stem  from  his 
medical  skill.  If  this  were  not  the  ease  an  administrative  officer  without  medical 
training,  but  with  training  in  administration  would  be  the  appropriate  person  to 
appoint.  The  pattern  of  duties  of  the  medical  superintendent  has  evolved  over  many 
years  of  experience.  He  .is  responsible  for  the  general  supervision  of  the  work  of 
the  medical  staff,  but  the  latter  are  not  his  assistants,  and  have  a wide  freedom  m 
the  discharge  of  their  duties. 

21.  The  medical  officer  of  health  informs  himself  of  matters  affecting  .the  health 
of  the  community  he  serves,  reports  to  the  local  authority,  advises  them  concerning 
necessary  action  and  puts  into  operation  the  schemes  evolved.  He  holds  his  position 
because  he  has  the  whole  .technical  knowledge  gained  by  working  in  subordinate  public 
health  .posts  and  in  addition  because  he  has  the  ability  to  organise  his  department  so 
that  the  technical  knowledge  of  his  colleagues  may  be  properly  applied  to  the  tasks 
in  hand.  In  his  case,  too,  his  administrative  duties  stem  from  his  medical  skill. 

22.  Yet  the  medical  superintendent  of  the  mental  hospital  is  paid  as  a consultant,, 
whereas  the  medical  officer  of  health  is  a consultant,  paid  at  rates  substantially 
below  those  applicable  to  consultants  in  the  National  Health  Service  although  he  is 
carrying  out  medico-administrative  work  of  a highly  skilled  nature,  and  his  colleagues 
ranked  as  senior  medical  officers  and  also  carrying  out  consultant  duties,  are  less 
well  paid  than  even  senior  hospital  medical  officers ; and  his  junior  colleagues  are 
condemned  to  perpetual  registrardom. 

23.  It  has  also  to  be  remembered  that  many  senior  clinicians  devote  a considerable 
part  of  their  time  to  administration. 

Effect  of  existing  disparities 

24.  In  the  nine  years  which  have  elapsed  since  the  commencement  of  the  National 
Health  Service  many  medical  officers  of  health  have  seen  their  erstwhile  junior 
colleagues  translated  to  the  ranks  of  hospital  consultants.  The  tuberculosis  officers, 
venereal  disease  officers  and  infectious  disease  specialists,  who  were  formerly  on  the 
staff  of  a medical  officer  of  health,  have  benefited  ; so  also  have  the  mental  hospital 
superintendents,  obstetricians,  and  other  consultants.  Not  a few  medical  officers 
of  health  are  in  the  position  of  having  received  £10,000  less  in  salary  since  the  start 
of  the  National  Health  Service  than  these  erstwhile  junior  colleagues.  Naturally, 
this  golden  glitter  around  the  hospital  gates  has  diverted  inwards  many  young  doctors 
who  would  otherwise  have  looked  to  public  health  as  a proper  career.  Who  can 
blame  them?  Nevertheless,  the  dogma  “prevention  is  better  than  cure”  remains  as 
true  as  ever,  even  though  the  National  Health  Service  tends  to  make  cure  more 
profitable  than  prevention.  The  preventive  services  must  secure  their  quota  of  good 
recruits.  It  is  essential  to  promote  health  and  prevent  illness  through  well -developed 
maternity  and  child  welfare  services,  school  health  activities,  measures  for  the 
health-maintenance  of  the  elderly,  and  so  forth.  It  is  essential  to  attract  to  the 
preventive  field  doctors  able  to  undertake  research  into  and  prosecute  campaigns 
for  improved  mental  health — over  -half  our  hospital  beds  eater  for  mental  ill-health — 
for  social  health,  for  reduced  delinquency  and  absenteeism.  These  are  the  fields 
of  today  and  tomorrow  for  the  medical  officer  of  health.  The  national  interest 
requires  that  he  shall  receive  adequate  financial  rewards,  comparable  with  those  of. 
his  hospital  colleagues. 

25.  The  curative  services  at  best  simply  restore  the  status  quo.  The  task  of  the- 
public  health  services  is  to  improve  the  health  of  individuals  and  of  the  community. 
It  is  therefore  economically  essential  for  the  well-being  .of  the  community  that 
professional  posts  (medical,  dental,  health  visiting,  nursing,  etc.)  in  the  public  health 
services  should  carry  remuneration,  promotion  prospects  and  conditions  of  service 
at  test  as  good  as  are  available  in  the  curative  services. 
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Examination  of  Witnesses 


Dr.  H.  D.  Chalke,  President 
Dr.  E.  Hughes 
Dr.  J.  B.  Tilley 

Dr.  I.  C.  Monro,  Scottish  Branch  representative 
Sir  Selwyn  Selwyn-Clarke,  Medical  Secretary 

on  behalf  of  the  Society  of  Medical  Officers  of  Health  and  the  Society  of  Medical  Officers 
of  Health  (Scottish  Branch),  called  and  examined. 


4438.  Chairman:  D,r.  Chalke,  you  will 
be  leading  the  discussion,  as  it  were, 
with  Dr.  'Monro  representing  Scotland? 
Has  that  got  any  special  significance  or 
are  you  really  on  this  occasion  pretty 

well  as  one? Dr.  Monro:  I have  a 

separate  memorandum'  on  which  to 
speak  Sir. 

4439.  Chairman:  I must  start,  I think, 
by  reminding,  you,  Dr.  Chalke,  of  the 
correspondence  which  took  place  just 
about  a year  ago  between  Sir  Russell 
Brain  and  the  Prime  Minister,  and  our 
own  public  Statement  issued  later.  We 
know  there  was  a strong  feeling  in  the 
medical  profession  that  their  colleagues 
in  the  public  health  service  should  not 
be  excluded  from  the  scope  of  the  Com- 
mission’s remit  and  the  Prime  Minister 
was  asked  whether  the  terms  of  refer- 
ence included  them.  The  reply  was  that 
the  remuneration  of  doctors  employed 
by  local  authorities  is  excluded  from  the 
scope  of  the  Royal  Commission’s  recom- 
mendations, but  any  claim  on  their 
behalf  through  the  usual  machinery 
would  necessarily  be  considered  in  the 
knowledge  of  any  recommendations  we 
may  make.  A public  statement  of  the 
Commission  (Mowed,  saying  'that  the 
Commission  'are  not  asked  to  recom- 
mend remuneration  for  doctors  and 
dentists  employed  by  local  authorities, 
but  that  these  doctors  and  dentists  are 
among  the  “ other  members  of  the 
medical  and  dental  professions  ” on 
whose  remuneration  evidence  will  be 
received  for  the  purpose  of  comparison. 
That  is  what  we  are  doing  today,  and 
within  that  scope  we  hope  you  will  feel 
free  to  talk  as  widely  as  you  wish.  We 
shall  be  asking  you  many  questions,  but 
it  must  be  understood  that  recommend- 
ing how  much  you  should  earn,  is  not 

within  our  terms  of  reference. Dr. 

Chalke : We  understand  that,  Sir,  and 
we  are  very  grateful  for  the  oppor- 
tunity of  being  able  to  say  a few  words. 


We  are  purely  an  academic  body.  Our 
evidence  here  and  the  verbal  evidence 
we  shall  give  is  based  on  that  fact.  We 
are  speaking  as  an  academic  body  and 
not  as  a 'body  concerned  specifically 
with  medico-political  matters. 

4440.  Dr.  Chalke,  1 should  remind 
you  that  this  is  a public  hearing,  there- 
fore whatever  you  want  to  say  will  be 
heard  by  the  public  who,  1 see,  include 
some  of  your  colleagues  from  the 
Association  of  County  Medical  Officers 
who  we  are  going  to  hear  a little  later, 

Naturally  we  will  want  to  question 
you  thoroughly  on  your  memorandum 
because,  if  we  do  not,  nobody  else  will. 
We  probably  will  not  need  to  take  a 
very  long  time  because  a good  many 
points  have  been  canvassed  very 
thoroughly  with  a number  of  other 
bodies,  so  we  will  be  concentrating 
primarily  on  those  particular  to  you.  I 
hope,  however,  that  you  wifi  not  take 
it  for  granted  that  those  points  we  do 
not  challenge  or  take  up  are  accepted, 
or  equally  that  they  are  considered 
irrelevant.  It  will  be  just  that  we  do 
not  need  to  question  you  about  it. 

We  have  allotted,  as  you  may  know, 
the  task  of  looking  at  the  varioui 
memoranda  of  evidence  we  have 
received,  to  sub-oommittecs  under  our 
two  legal  .members  and  in  this  particular 
case  Sir  David  Hughes  Parry  will  be 
doing  most  of  the  questioning.  But  of 
course  you  may  get  questions  by  any- 
body, and  equally  if  you  prefer  one  of 
your  colleagues  to  ans-wer  any  point, 

that  is  perfectly  in  order. Dr.  Chalke '• 

Thank  you,  Sir. 

4441.  Sir  David  Hughes  Parry:  Dr, 
Chalke,  I just  wnnt  to  get  your  para- 
graph 1 quite  clear.  You  do  regard  your- 
selves as  a scientific  body,  not  concerned 

with  remuneration  as  such? Yes, 

that  is  in  the  terms  of  our  constitution. 
We  a, re  precluded  from  anything  else, 
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4442.  Yes,  but  X take  it  that  you  are 

anxious  to  have  a contented  set  of  mem- 
bers and  that  you  want  to  recruit  the 
best  .persons  possible  into  the  profes- 
sion ; .that  is  your  real  interest? That 

is  the  basis  of  our  thesis,  as  it  were. 

4443.  We  recognise  that,  I think.  I 
will  have  the  opportunity  later  of  asking 
the  County  Medical  Officers  in  what  way 
their  Society  is  different  from  yours,  but 
I think  that  question  I had  better  reserve 
for  them.  You  mention  in  paragraph  2 
the  type  of  person  who  is  a member  of 
the  Society.  Are  they  all  doctors,  quali- 
fied doctors?— — -There  are  a number  of 
dentists,  and  one  or  two  non-medical 
hygiene  officers  in  the  Services.  Perhaps 
I should  say  that  99.9  per  cent  are 
doctors. 

4444.  Are  they  all  full-time  or  some 

full-time  and  some  part-time? There 

are  a few  part-time  but  there  again  the 
vast  majority  are  full-time  career  people 
in  public  health. 

4443.  You  have  partly  answered  the 
question  I was  going  to  ask  next.  You 
seem  to  cover  a fairly  wide  field.  What 
is  the  binding  force  that  brings  them 
together  into  one  Society?— Hygcia ! 
Preventive  medicine.  We  have  expanded 
very  considerably  recently  in  many  new 
fields  of  .preventive  medicine. 

4446.  Chairman:  But  preventive 

medicine  is  found  in  other  branches  of 
your  profession,  apart  from  the  purely 
local  government  one? Yes,  Sir. 

4447.  Sir  David  Hughes  Parry:  And 
the  British  Medical  Association  also  has 
a .public  health  branch  or  division? — — 
The  Committee,  of  which  Dr.  Tilley  is 
the  Chairman. 

4448.  Your  first  main  point,  I think, 
comes  out  in  paragraph  8 — “ The  position 
and  prospects  of  a newly-qualified  doc- 
tor ”.  Naturally  we  are  greatly  interested 
in  that.  You  say  in  your  last  sentence: 

“Sipce  his  undergraduate  training 
has  laid  its  greatest  stress  on  individual 
relationships  in  curative  work,  the 
young  doctor  who  enters  public  health 
must  have  a special  interest  amounting 
to  a definite  sense  of  vocation.” 

I am  not  quite  certain  what  you  mean, 
whether  you  imply  there  is  a neglect  in 
the  teaching  of  preventive  medicine  at 

the  universities  or  what? Sir,  I think 

it  is  safe  for  me  to  say  that  not  only 
recently  but  also  in  the  last  decade  there 


has  been  too  much  emphasis  on  disease  in 
hospitals  and  not  enough  on  prevention  ; 
and  the  young  student  who  has  'the  idea 
of  spending  his  medical  life  in  the  work 
of  prevention  has  to  learn  a great  deal 
that  he  should  have  learned  in  his 
academic  training. 

4449.  Chairman : You  say  “ in  the  last 
decade  ”.  Do  you  mean  that  has  become 
more  pronounced  than  it  was? — — 1 
think,  .Sir,  the  emphasis  has  been,  since 
1948,  on  curative  medicine  and  treatment, 
much  to  the  disadvantage  of  prevention. 

4450.  But  was  that  the  position  before 
1948  or  do  you  say  there  has  been  a 

swing? .There  has  definitely  been  a 

swing. 

4451.  Sir  David  Hughes  Parry:  I am 
driving  at  the  question  of  recruitment. 
If  I may  use  this  expression,  the  noses 
of  the  young  people  are  not  turned, 
when  at  the  university,  in  the  direction 

of  public  health  ; is  that  fair? Dr. 

Hughes:  I think  that  is  a very  fair  com- 
ment, Sir.  In  fact  I believe,  if  I may  say 
so,  that  the  -undergraduate  instruction  in 
public  health  in  certain  medical  schools 
has  been  certainly  played  down  in  our 
time.  I think  it  is  almost  true  to  say 
that  it  has  been  almost  omitted  in  the 
M.B.  examination. 

4452.  That  may  'be  an  element  affect- 
ing the  question  of  recruitment  as  well  as 
remuneration.  It  is  against  your  own 
interests,  but  that  may  be  so?— — -Dr. 
Chalke:  l do  not  think  -so.  I think,  in 
medicine  there  are  fortunately  still  a 
large  number  of  people  left  who  think 
their  role  in  medical  life  is  the  preventive 
side ; tho-se  people  still  exist,  despite  the 
lack  of  remuneration  and  lack  of  status 
compared  -with  other  branches  of  the 
profession. 

4453.  I do  not  know  whether  there  is 
anything  further  you  would  like  to  add 

to  paragraph  8? -Whether  you  would 

include  recruitment  in  that  paragraph. 
Sir— Dr.  Tilley  might  like  to  sa.y  some- 
thing about  the  whole  question,  of 
recruitment. 

4454.  I -think  we  had  better  do  that 
on  paragraph  9.  The  first  point  you: 
make  in  paragraph  9 in  .effect  is  that  the 
medical  officer  of  health  is  the  only  doc- 
tor required  by  statute  to  hold  a higher 
degree  or  diploma.  Let  -us  hear  a little 
about  the  diploma.  Is  it  a hard,  test? 
Very  hard,  Sir,  and  in  addition  it  is 
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a diploma  which  cannot,  in  contradistinc- 
tion to  the  Membership  or  the  Fellow- 
ship of  a Royal  College  be  obtained  when 
the  young  doctor  is  'going  on  with  his 
job. 

4455.  How  many  places  are  there 
where  the  diploma  is  granted — eight  or 

ten? tin  the  region  of  eight  or  ten. 

Some  of  them  in  fact  have  had  to  close 
down  within  the  last  few  years. 

4456.  And  they  have  all  got  a limited 

number  of  students? Yes. 

4457.  And  a fair  number  of  those 
students  are  in  employment  in  the  par- 
ticular town  where  they  are  studying,  is 

that  right? No,  that  is  the  point  I am 

trying  to  make.  To  get  the  Diploma  in 
Public  Health,  one  or  two  local  autho- 
rities now  have  schemes  whereby  they 
will  allow  people  to  enter  the  local  autho- 
rity service  part-time  and  do  a certain 
amount  of  work  in  the  service,  and  take 
the  part-time  curriculum ; but  the 
majority  of  people  have  to  do  nothing 
else  for  a year  whilst  they  are  studying 
for  the  Diploma  in  Public  Health  ; they 
are  not  earning  anything. 

4458.  Sir  Hugh  Watson : Do  they 

qualify  for  grants? Dr.  Tilley.  No, 

Sir.  I know  of  no  occasion  on  which 
anyone  taking  a Diploma  in  Public 
Health  course  has  qualified  for  any  grant 
from  a local  authority  or  elsewhere. 

4459.  Chairman-.  At  what  age  is  this 
year  when  they  normally  take  the  D.'P.H. 

course? About  the  age  of  28, 1 should 

imagine ; 27  to  30  probably. 

4460.  Sir  David  Hughes  Parry-.  At 
what  stage  do  they  take  it?  Is  it  after 
qualifying  or  do  they  take  it  after 
sampling  general  practice  or  after  being 

registrars  or  what? -Dr.  Chalke:  It 

depends.  It  has  changed  a little  recently 
but  I imagine,  after  qualifying  a doctor 
gets  the  urge  to  take  up  public  health  as 
a career  and  then  he  tries  to  find  ways 
and  means  of  getting  his.  D.P.H.  Some 
people  do  it  after  their  national  service  ; 
having  seen  the  extraordinarily  fine  pre- 
ventive service  in  the  Army,  they  make 
up  their  minds  to  take  up  public  health 
and  then  they  have  to  find  the  money  to 
Cover  the  fact  that  they  are  not  earning 
for  a period  while  they  are  taking  it. 
So,  generally  speaking,  I should  say  it 
is  two  or  three  years  after  qualifying. 

4461.  Mr.  Bonham-Carter:  Dr. 

'Chalke,  is  there  any  entry  into  the  ser- 
vice at  a considerably  later  stage  in  a 


doctor’s  career? Yes,  Sir.  There  is 

another  point  mentioned  later  in  our 
memorandum  in  another  context,  (he 
paucity  of  entrants  and  people  who 
apply  for  jobs  at  the  present  time.  Some 
people  'have  come  in  much  later.  1 
think  it  is  fair  to  say  there  were  other 
forms  of  entry  into  public  health  in  the 
old  days.  For  example  the  chest 
physician,  the  tuberculosis  officer  who  in 
the  past,  as  you  know,  was  an  employee 
of  the  local  health  authority  and  very 
often  a deputy  medical  officer,  came  in 
that  way. 

4462.  Sir  David  Hughes  Parry.  But 

at  all  times  he  is  faced  with  the  situa- 
tion where  he  has  to  keep  himself  prob- 
ably for  a full  twelve  months? Yes, 

Sir.— Dr.  Tilley  : Certainly  for  at 

academic  year. 

4463.  It  would  be  interesting  to  us 
to  know  if  you  have  any  views  as  to 
the  sort  of  time  at  which  it  would  be 
ideal  for  them  to  enter.  Should  they 
have  been  in  general  practice  to  see  that 
before  they  enter,  or  would  it  be  batter 
for  (hem  to  take  an  appointment,  if 
they  can  get  it,  as  a registrar?  Have 
you  any  views  on  the  desirable  time  at 
which  they  might  enter,  as  a general 

body. Dr.  Chalke:  Sir,  I would  say, 

again  in  the  past,  the  person  who  became 
a medical  officer  of  health  eventually  had 
done  a host  of  jobs,  had  spent  time  in 
a fever  hospital,  or  a venereal  disease 
department ; he  'had  been  a tuberculosis 
officer  and  then  very  often  he  had  been 
a house  physician  in  a children’s  hos- 
pital. There  are  so  many  facets  of 
public  health  work.  The  wider  the 
experience  of  the  individual  parts 
of  the  service  the  better.  Most  of 
us  'have  done  a little  time  in  general 
practice,  six  months  or  a year,  or  some 
locums.  All  of  us  have  done  jobs  m 
hospitals,  in(  some  eases  quite  senior 
jobs,  and  it  is  after  that  we  have 
come  to  this  wider  field.  Preventive 
medicine  is  rthe  only  branch  of  medicine 
at  the  present  time  which  has  innumer- 
able facets.  There  are  no  branches  ot 
medicine  in  which  preventive  medicine 
does  not  take  an  interest. 

4464.  I see  also,  Dr.  Monro,  that  you 
raise  this  matter  in  your  paragraph  14. 
I do  not  know  if  there  is  anything  you 
would  like  to  emphasise  on  that.  ~Dr- 
Monro : That  is  the  point  of  the  statu- 
tory obligation? 
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4465.  The  statutory  obligation  and  the 
time  at  which  the  persons  enter  into 

the  field  of  public  health. 1 for  my 

part  took  my  Diploma  in  Public  Health 
just  on  nine  years  after  qualifying  in 
medicine.  I did  it  late  because  I had 
sought  a career  in  one  of  the  colonial 
medical  services  and  after  three  and  a 
half  years,  in  all  five  years  overseas,  I 
found  myself  physically  unfit ; so  you 
may  say  I decided  upon  public  health 
approximately  four  years,  or  rather 
entered  public  health  approxi- 
matiy  four  years  after  qualifica- 
tion. Last  year  I took  on  two  new 
doctors  to  the  staff.  One  had  just  four 
years  from  his  date  of  qualification  and 
the  other  rather  longer,  about  six  or 
seven. 

4466.  That  would  be  typical  or 

normal? I think  so,  except  where 

you  are  dealing  with  women,  because 
a woman  does  not  have  her  national  ser- 
vice and  there  is,  I think,  a certain 
attraction  to  women  to  go  into  the 
maternity  and  welfare  services;  they 
may  see  that  as  a career  and  vocation 
rather  earlier  than  a man  going  in  for 
public  health  would  see  the  whole  field 
of  public  health  as  bis  vocation. 

4467.  It  may  'be  that  When  the  Vice- 
Chancellors  of  the  Universities  are 
before  os  we  might  take  the  oppor- 
tunity to  ascertain  the  number  of  those 
who  are  being  trained  in  public  health 
at  the  different  universities  and  those  of 
them  who  are  full-time  in  training  and 
part-time.  I have  an  impression  there 
may  be  quite  a fair  number  in  part-time 
employment  during  their  training  but 
it  may  be  we  will  get  those  figures  from 

the  Vice-Chancellors. Dr.  Chalke : 

There  is  one  danger  there,  Sir ; although 
no  doubt  the  numbers  of  people  taking 
the  diploma  are  up  or  at  least  have  not 
fallen  very  much,  a very  large  propor- 
tion of  them  in  London  and  other  Uni- 
versities are  people  in  the  Services. 
Nowadays  in  the  Forces  everybody  is 
encouraged  to  take  a Diploma  in  Public 
Health:  so  the  numbers,  though  large, 
are  very  largely  due  to  people  who  do 
not  enter  civilian  public  health. 

4468 . Chairman’.  When  they  are  _ in 
the  Services  taking  this,  is  that  also  with- 
out remuneration  or  can  they  take  it 

while  they  are  serving  officers? Yes, 

■Sir.  In  the  Services  the  D.P.H.  has  per- 
haps a higher  status  than  in  civilian  life. 


As  you  know,  senior  officers  are  asked  if 
they  would  like  to  take  _ a higher  qualifi- 
cation, and  a lot  decide  to  take  the 
diploma  of  public  health.  In  the  Army  it 
is  called  Army  Health  and  it 
automatically  carries  specialist  rank ; so 
the  Services  at  least  recognise-  their  status 
as  specialists. 

4469.  He  is  seconded  and  is  still  being 
paid  by  the  Forces  and  is  able  to  go  on 

earning  while  he  gets  his  D.P.H.? 

Yes.  I am  not  qualified  to  speak  for  the 
Services  but  I am  quite  sure  that  is  what 
happens. 

4470.  Mr.  Bonham-Carter : Do  you 
know  if  the  men  going  into  the  Services 
are  National  Servicemen?  Is  this  a situa- 
tion which  is  going  to  change  materially 
if  and  when  National  Service  comes  to 
an  end?— —No,  Sir,  they  are  not 
National  Servicemen  but  career  people 
in  the  Services  who  want  to  become 
specialists  ; they  decide  on  public  health 
and  stay  in  the  Servioes.  They  know 
they  can  get  equal  rank,  status  and  pay 
with  a consultant  or  surgeon,  physician 
and  so  on.  There  is  equality  in  the 
Services. 

4471.  Chairman : Is  the  D.P.H.  a use- 
ful diploma  for  people  to  have  who  are 

not  in  the  public  health  services?- Yes. 

Sir.  I would  like  every  general  practi- 
tioner and  every  consultant  to  have  it. 

4472.  Do  many  general  practitioners  or 

consultants  have  it? No,  Sir. 

4473.  Mr.  Bonham-Carter'.  Or  indus- 
trial doctors? Some  do. 

4474.  Chairman:  Do  you  know  how 
many  people  on  the  medical  register,  for 

instance,  have  the  D.P.H.? 1 would 

not  hazard  a guess,  Sir.  You  mean,  alto- 
gether? 

4475.  Yes. Two  or  three  thousand, 

would  it  be?  I have  no  idea. 

4476.  You  have  2,300  members  your- 
self?  Yes,  Sir. — Dr.  Hughes:  First 

of  all,  Sir,  on  this  question  of  length  of 
period  before  you  enter  the  public  health 
service:  at  my  time  I had  done  seven 
years  in  various  hospital  jobs  and  I think 
that  is  fairly  typical.  Now  of  course 
the  National  Service  commitments  do 
alter  tilings  quite  a bit.  But  it  is  a fairly 
long  period  before  a young  doctor  de- 
cides on  a career.  On  the  question  of 
industrial  medicine  in  the  D.P.H.,  it  de- 
pends on  which  school  you  qualify  in. 
At  the  School  of  Hygiene,  for  instance, 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


956 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


it  is  possible  to  take  overlapping  courses, 
industrial  health  and  public  health,  and 
a great  many  people  do  back  the  thing 
both  ways. 

4477.  Sir  David  Hughes  Parry : E X 
may  summarise,  as  1 see  it  now  in  me 
light  of  your  replies,  as  compared  with  a 
person  going  into  general  practice,  the 
person  who  goes  into  public  health  has 
three,  four,  five,  six  or  seven  years  or 
some  general  work  either  in  the  public 
health  field,  or  specialising  in  tuberculosis 
or  something  of  that  kind,  and  therefore 
his  training  is  longer  than  the  training 
required  for  ithe  person  to  enter  into 
general  practice.  As  regards  consultants 
on  the  other  hand,  we  have  evidence  to 
the  effect  that  it  takes  at  least  seven  years 
to  qualify  to  be  considered  for  a consul- 
tant. Would  it  be  right  to  say  that  your 
period  of  training  is  not  quite  so  long 
and  perhaps  not  quite  so  competitive  as 

that  particular  period  of  training? 

Dr.  Chalke : With  the  proviso  that  in  our 
period  we  are  earning  nothing  when  we 
ire  taking  the  D.P.H.  and  very  little  when 
we  are  doing  the  house  jobs  before  it.  But 
we  must  not  forget  a very  large  propor- 
tion of  the  people  have  higher  qualifica- 
tions in  addition  to  their  D.P.H.  Thera 
are  a number  of  people,  members  or 
fellows  of  the  Royal  Colleges,  and 
certainly  doctors  of  medicine  in  public 
health  as  a whole.  In  fact  to  get  the 
senior  posts  in  public  health  one  requires 
to  be  well  qualified. — Dr.  Monw.  One 
additional  point,  Sir:  'their  training  in 
public  health  does  not  end  with  securing 
the  D.P.H.  and  securing  their  first 
appointment.  It  continues  thereafter. 

4478.  The  training  of  none  of  us  ends 
with  an  appointment. — - — No.  but  the 
training  does  not  end  with  entering  the 
service. 


4479.  Mr.  Bonham-Carter : I wonder  if 
you  would  explain  that,  Dr.  Monro,  fol- 
lowing .Sir  David’s  remark.  Do  you  have 
to  go  on  with  a particular  line  or  course 

of  study? Not  in  that  sense,  but  the 

new  entrant  is  set  to  work  of  a kind  he 
has  never  done  before  and  he  has  to  gain 
experience  and  judgment.  For  instance, 
it  is  only  after  he  gets  bis  first  appoint- 
ment that  he  perhaps  comes  up  against 
the  difficulties  of  deciding  if  a child  is 
mentally  defective. 

4480.  Chairman : But  that  surely  is  as 

Sir  David  said,  something  that  must  hap- 
pen in  every  profession? As  I under- 

stand it.  Sir,  that  phase  is  gone  through 


by  the  senior  registrar.  In  other  words 
our  public  health  new  entrant  and  the 
hospital  senior  registrar  entrant  are  com- 
parable. Both  are  doing  useful  work 
but  both  are  still  learning  their  jobs. 

4481.  Sir  David  Hughes  Parry.  I think 
I have  that  point.  May  we  move  on 
to  paragraph  10?  You  use  the  word 
“departments”  there.  1 am  not  quite 
certain— is  this  a department  of  central 
government  or  local  government?  I 
thought  it  was  a department  of  local 

.government. Dr.  Tilley : This  is  a 

term,  Sir,  first  used  by  the  Oommittee 
which  sat  under  Lord  Askwith.  This  is 
a term  used  for  the  basic  doctor  in  the 
public  health  service,  the  school  medical 
officer  or  the  doctor  working  in  the  child 
welfare  service,  that  is,  a doctor  working 
in  the  school  health  department  or  the 
child  welfare  department  of  a larger 
health  department.  That  is  .the  reason  for 
the  term,  if  you  like,  “ departmental 
officer  ” — not  a doctor  in  charge  of  a de- 
partment, but  a doctor  working  in  a 
department. 

4482.  Who  pays  him?  Is  it  the  central 

or  the  loaal  government? Directly, 

Sir,  the  local  government  authority. 

4483.  Chairman:  Is  he,  for  administra- 
tive .and  disciplinary  purposes,  responsible 
for  instance  to  the  director  of  education 

or  to  the  medical  officer  of  health? To 

the  medical  officer  of  health,  Sir- 

4484.  In  your  case  as  an  example,  Dr. 

Tilley,  taking  a good  sized  county,  how 
many  doctors  would  you  have  responsible 
to  you? In  this  grade,  Sir,  about  four- 

teen ; fourteen,  whole-time  doctors  in  this 
particular  grade  responsible  to  me. 

4485. 1 suppose  in  a borough  like  Read- 
ing, being  more  concentrated,  you  would 

not  have  so  many? Dr.  Hughes:  I 

have  five,  Sir,  plus  a deputy. 

4486.  Five  in  this  grade? Yes,  Sir. 

4487.  Sir  David  Hughes  Parry : What 
proportion  of  these  are  in  your  2,000 
members?  Does  this  particular  grading 
cover  the  majority  of  your  members?— 
Dr.  Chalke : I think  so. 

4488.  You.  have  a fair  number  of  per- 
sons who  are  n,ot  paid  directly  by  the 
loaal  authority.  I am  just  wondering  how 

many  are  covered  by  these  figures. 

You  .are  referring  to  paragraph  3 as  well, 
are  you,  Sir  David,  in,  which  we  give 
roughly  the  proportions? 

4489.  Chairman:  Yes,  you  say  2,300 
members  but  40  per  cent  of  them  are  em; 
ployed  by  local  authorities  under  medical 
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officers  of  health,  25  per  cent  are  medical 
officers  of  health  and  10  per  cent  are  re- 
tired. That  is  the  paragraph  you  are 
meaning? Yes. 

4490.  What  proportion  of  the  40  per 
cent  would  really  be  in  this  grade- 
medical  officers  employed  in  departments 
with  a salary  range  rising  to  a maximum 

of  £1,475? Dr.  Tilley:  Certainly  more 

than  50  per  cent. 

4491.  And  most  of  them  under,  say, 
age  40  to  45  or  up  to  all  ages?— Dr. 
Chalke:  Most  of  them  under  that  age. 
It  is  difficult  to  say  but  the  large  majority 
are  in  that  category. 

4492.  Sir  David  Hughes  Parry : There 
is  another  question  on  the  figures  there. 
You  give  the  figures  under  the  1 950  award 
and  then  the  1956  award,  and  then  you 
say  “ over  600,000 — at  discretion  ”,  I 
wonder  how  many  there  may  be  of  those. 

1 want  to  see  the  structure. Dr. 

Monro : There  is  only  one  in  Scotland. — 
Dr.  Tilley : Speaking  without  checking 
this,  Sir,  I think  about  12  to  14  in  Eng- 
land and  Wales. 

4493.  Between  the  400,000  and  the 
600,000?’  This  is  only  for  the  purpose  of 

seeing  the  structure, Dr.  Monro : 

Again,  only  one  ini  Scotland. — Dr.  Tilley: 
More  than  12,  Sir.  It  Is  a pyramid,  if 
you  like,  with  the  London  County 
Council  at  the  top  of  course — the  one 
single  office — the  London  County  Council 
with  a population  of  over  3 million.  Then 
there  are  three  authorities,  I think,  with 

2 million  population  and  then  about  four 
with  1 million,  including  Glasgow  and 
Birmingham,  and  it  spreads  out ; but  the 
vast  majority  are  well  down  below  the 
400,000  of  course. — Dr.  Chalke : A graph, 
Sir,  or  public  health  salaries  is  Hat  rising 
practically  not  at  all,  until  the  sharp  peak 
at  the  end ; so  different  from  other 
grades  in  which  they  do  go  up  gradually, 
and  there  is  not  that  final  sudden  peak 
ta  the  end. 

4494.  Paragraph  13,  which  is  a matter 
causing  a certain  amount  of  disquiet, 
naturally,  the  one  where  you  declare  that 
there  is  a difficulty  experienced  at  <jhe 
present  time  in  recruiting  anything  like 
enough  in  quality  as  well  as  in  quantity. 
Shall  we  deal  with  the  quantity  first?  Do 
you  know  of  any  recent  appointments,  in 
your  experience?  I would  like  to  know 
how  many  applicants  you  had,  that  sort 
of  thing ; that  would  give  us  some  olue. 
Dr.  Hughes ; I think  it  is  a thing  that 


has  worried  us  all.  Uip  to  about  tiwo 
years  ago  when,  I used  to  advertise  for  an 
assistant,  one  got  hardly  anyone  at  all 
worth  considering.  We  did  in,  fact  intro- 
duce a special  training  scheme  but  we  are 
rather  unusual  in  that.  That  has  im- 
proved, but  the  quantity  was  very  small 
indeed,  and  certainly  did  not  include 
many  .people  who  wanted  to  take  public 
health  as  a career.  And  it  was  because 
of  that  that  my  Council  agreed  to  have 
what  we  call  an  assisted  training  scheme. 
We  are  unusual  in  that  but  it  was  because 
we  were  so  dissatisfied  with  the  quality  of 
the  applicants  and  the  quantity  of  applic- 
ants and  also  the  length  of  time  they 
stayed. 

4495.  Have  things  improved  in  the  last 

two  years? Perhaps  I should  not  take 

this  example  as  typical  because  we  have 
introduced  a scheme  to  help  people.  We 
have  said  they  have  to  have  the  D.P.H.  or 
get  it  as  soon  as  possible  and.  we  are  pre- 
pared to  second  them  on  three-quarters 
the  minimum  salary.  We  have  had  belter 
applicants  since  then  and  in  return  we  ask 
them  to  stay  for  three  years  afterwards. 

I am  hoping  that  is  going  to  show  an  im- 
provement in  the  situation  but  that  type 
of  scheme  is  very  unusual.  I think  my 
colleagues  will  share  the  experience  I had 
two  or  three  years  ago. 

4496.  Have  you  had  more  recent 

experience?  Is  it  better  now? We 

have  just  made  the  second  appointment 
under  this  assisted  training  scheme  and 
I am  hoping  that  will  see  us  through  for 
the  next  two  or  three  years  at  any  rate. 

4497.  And  the  applicants  were  better? 

They  were  men  anxious  to  take  up 

public  health  as  a career,  which  was  one 
of  the  things  we  were  after. — Dr. 
Chalke : My  experience — I remember  the 
difference  now  from  15  or  20  years  ago 
or  even  more,  when  one  applied  for 
appointments  oneself.  There  was  always 
an  enormous  number  of  applicants  then. 
My  experience  in  the  last  year  or  two 
has  been  there  are  very  few  men,  a 
large  number  of  women,  but  very  feyv 
men  applying  for  appointments  who 
were  quite  obviously  the  type  of  person 
who  before  the  war  came  into  tlpe  public 
health  on  a career  basis.  There  are  very 
few  of  those  people  and  there  is  a strong 
tendency  for  people  not  to  stay  in  as 
long  as  they  did  before.  In  my  youth, 
if  you  went  into  public  health  that 
was  your  career  and  you  stayed  there. 
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Now  there  is  a tendency  to  go  out  if 
you  can.  It  has  been  very  hard  in  the 
post-war  years  to  get  a suitable  male 
who  we  are  quite  sure  will  stay  and 
whose  aim  is  to  be  a medical  officer  of 
health. 

4498.  So  you  are  satisfied  there  is  not 
the  number?  That  is  what  I am  con- 
centrating on.  There  is  not  now  and 
there  was  before  the  National  Health 

Service? Yes,  Sir. — Dr.  Tilley : I 

think  that  is  quite  clear  and  every 
authority  in  the  country  would  confirm 
that  the  number  of  applicants  is  very 
considerably  less  than  it  was  before  1448. 
The  thing  that  concerns  us  very  much  at 
the  moment  is  that,  of  those  who  do 
apply,  we  do  not  see  in  them  the  quality 
that  we  would  hope  to  see  for  the  leaders 
of  preventive  medicine  in  this  country  in 
the  future. 

4499.  It  may  be  that  that  can  be 
improved  with  these  assisted  schemes  of 

training? That  may  be  so.  Sir.  But, 

Sir  David,  you  did  ask  earlier  if  the 
training  of  a man  going  through  the 
public  health  service  was  iess  competi- 
tive than  the  consultant.  1 think  that 
perhaps  at  the  present  time  if  by  com- 
petitive you  mean  competition  to  obtain 
posts  and  advancement,  one  would  have 
to  accept  that  that  was  so.  But  it  was 
not  so  prior  to  1948  and  what  has 
changed  of  course  is  the  relativity  of  the 
remuneration  that  one  may  earn  in  the 
public  health  service  as  compared  with 
the  other  parts  of  the  State  medical  ser- 
vice. It  is  on  that  basis  that  I doubt 
very  much  whether  even  with  assisted 
schemes  of  training  for  the  Diploma  in 
Public  Health,  we  can  expect  as  many 
of  the  most  able  men  and  women  to 
come  into  public  health  as  we  could  if 
the  prospects  in  the  two  services  were 
comparable. 

4500.  Mr.  Bonham  - Carter:  Dr. 

Hughes,  you  made  the  point  that  one  of 
your  difficulties,  has  been  that  men  have 
left  the  service.  You  have  not  been 
able  to  keep  them  and  Dr.  Chalke,  I 
think,  confirmed  that.  Do  you  mean 
they  leave  your  own  particular  authority 
or  that  they  went  out  of  the  public  health 

service  altogether? Dr.  Hughes : The 

Press  is  here  and  I hope  they  will  be 
discreet.  I work  for  a pleasant  town  and 
a good  authority.  I hope  they  will  not 
think  I am  criticising  my  authority ; but 
in  the  last  two  odd  yeans  I have  had  four 
people  leave,  the  first  after  six  months 


to  industrial  medicine,  the  second  stayed 
about  twelve  months  and  then  went  to  a 
senior  post  in  a large  city.  The  third 
stayed  six  months  and  went  to  America 
to  become  a medical  officer  of  'health 
himself  in  Carolina  or  somewhere  like 
that,  and  the  fourth  is  leaving  to  go  to 
America  next  month,  I will  stress  again 
that  I have  a very  good  authority  and  It 
is  a very  pleasant  town  I live  in. 

4501.  I can  confirm  that. If  1 might 

ask  for  that  to  be  treated  with  discretion. 

4502.  Chairman : All  four  remained 

in  public  health? One  has  gone  into 

industrial  medicine,  two  have  gone  to 
America  and  one  lias  remained  in  this 
country. — Dr.  Chalke:  A large  number 
went  into  industrial  medicine  and  other 
branches  after  the  war,  I am  sure  partly 
for  financial  reasons. 

450.1.  Sir  David  Hughes  Parry:  Dr. 
Monro,  1 think  you  pay  a good  deal  of 
attention  to  that  in  your  paragraph  17: 
“At  this  juncture  it  may  be  uscfifl 
to  (point  out  that  the  health  services  of 
Local  Authorities  arc  in  grave  danger 
of  collapse  through  general  failure  of 
Local  Authorities  in  recent  years  to 
offer  salaries  and  promotion  avenues 
comparable  with  those  made  available 
in  the  treatment  services.” 

That  is  a matter  which  concerns  us. 

Dr.  Monro:  I think  that  is  quite  true, 
that  we  are  just  not  getting  the  right  kind 
of  people  and  we  are  not  getting  the 
right  numbers.  Two  years  ago  I had 
two  vacancies  and  they  were  duly  adver- 
tised. There  were  four  applicants.  One 
was  already  working  in  an  industrial  con- 
cern, a nationalised  industry,  and  he 
found  he  could  not  afford  to  come  back 
to  a local  authority  public  health  service 
although  he  would  have  liked  to  do  so, 
One  was  an  Indian  lady  who  had  just 
completed  her  D.P.H.  She  wanted  a 
restricted  period  of  experience  in  this 
country,  and  1 regretted  being  unable  to 
help  her  out — I would  have  liked  to  but 
things  being  as  they  were  I did  not  feel 
justified  in  doing  so.  The  other  two: 
one  was  a woman  in  her  middle  thirties 
with  good  general  practice  experience 
and  she  has  done  all  right  so  far  in 
public  health,  and  the  other  was  a 
married  woman  in  her  forties  seeking 
to  augment  the  family  income.  Neither 
of  These  two  had  the  D.P.H.  They  both 
settled  down  adequately,  doing  the  kind 
of  work  within,  their  capacity,  but  they 
wall  never  advance  in  public  health. 
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4504.  Thank  you  very  much.  I think 
you  have  made  your  point,  to  which  wc 
must  pay  attention.  Can  we  move  for- 
ward to  paragraph  14?  Something  has 
gone  oult  of  place  here.  lit  is  headed 
.“Comparative  treatment  for  Income- 
Tax  purposes,  etc.” 

“The  Society  does  not  propose  to 
offer  any  comments  on  this  topic  at 
■this  juncture.  Nevertheless,  it  is  par- 
ticularly interested  in  securing  an 
increase  in  the  number  of  appoint- 
ments of  public  'health  medical  officers 
as  consultants  in  preventive  medicine 
to  hospitals  . . 

I am  not  quite  certain  how  the  two 

paints  come  together. Dr.  Chalkc : 

No,  Sir.  We  really  meant  the  whole 
question  of  salary  to  be  brought  in  at 
that  juncture,  I suppose.  It  does  seem 
a little  out  of  context.  Could  wc  dis- 
miss the  whole  question  of  income-tax 
Sir,  and  go  on  to  the  second  part? 

4505.  We  have  heard  a good  deal 
about  this  income-tax  question  and  we 

are  not  going  to  press  you  on  it. We 

are  interested  naturally  in  the  question 
of  consultants  mentioned  again  in  our 
paragraph  22.  As  you  know,  Sr,  this 
is  a Guillebaud  recommendation  and 
a point  I might  touch  on  perhaps  is 
this  widening  sphere  of  preventive  social 
medicine  today  in  which  the  hospitals 
are  much  more  interested  than  ever.  The 
whole  question  of  hospital  treatment 
now  is  bound  up  with  the  domiciliary 
side  and  local  authority  services  have 
been,  brought  more  and  more  into  the 
picture.  And  it  seems  inevitable  the 
local  authority  consultant  must  be  in 
hospitals  and  he  must  have  the  necessary 
status  for  that  work.  That  in  brief,  Sir, 
is  what  we  moan. 

4506.  I think  1 have  got  your  point. 
Paragraph  15~ifhorc  you  indicate  that 
you  are  not  eligible  for  a merit  award ; 
that  is  because  you  have  not  been  doing 

clinical  work? No,  Sir.  We  make  no 

comment  on  the  desirability  for  merit 
awards  or  the  method  of  giving  them. 
The  point  we  wish  to  make  is  that  there 
should  be  some  comparable  means  of 
financial  reward  for  distinguished  mem- 
bers in  out  branch  of  the  profesesion,  the 
same  as  in  others,  and  our  view  is  that 
we  oan  reach  the  same  end  by  increasing 

the  salary  level  proportionately. Sir 

Selwyn  Selwyn-Clarkc : M ay  I dear  one 
paint,  Mr.  Chairman,  arising  out  of  Sir 


David's  question?  It  is  a fact  that  a 
very  large  number  of  public  health 
medical  officers  do  clinioal  work  and 
there  are  some  public  health  medical 
officers  who  are  consultants  in  clinical 
work.  1 should  not  like  Sir  David  to 
go  forward  with  the  idea  that  public 
health  medical  officers  do  not  do  clinical 
work  and  are  therefore  not  eligible  for 
such  additional  higher  salaries  or  awards 
given  to  our  colleagues  in  other 
branches  of  the  profession. 

4507.  Does  that  refer  to  part-time? 

It  may  refer  to  part-time,  cleanly. 

As  an  instance,  the  medical  officer  at 
Oxford  is  a consultant  in  infectious 
diseases  and  has  beds  in  the  hospital  at 
Oxford,  dealing  with  infectious  disease 
patients. 

4508.  He  is  a full-time  officer? 

Yes,  with  the  City  of  Oxford  Corpora- 
tion. 

4509.  Chairman:  He  is  also  a consul- 
tant?——Yes,  Six. 

4510.  Is  he  eligible  as  such  for  merit 

award? No,  Sir. — Dr.  Chalkc:  A 

large  number  of  medical  officers  of 
health  act  in  this  way  now  as  consultants 
to  the  groups  and  hospitals.  They  have 
clinioal  responsibility.  1 have  dinica1 
responsibility  in  certain  respects.  I can 
not  imagine  anything  more  importan 
clinically  than  the  diagnosis  of  smallpo;. 
or  anything  more  important  than  to  be 
called  in  to  discuss  an  outbreak  of  infec- 
tion, food  poisoning  and  so  on.  It 
depends  on  what  wc  mean  by  the  word 
clinical.  To  me  the  preventing  of  out- 
breaks is  at  least  as  important  as  the 
work  of  people  who  say  they  have 
clinical  responsibilities. 

4511.  I would  like  'to  follow  Sir 
Selwyn 's  point,  Such  a medical  officer 
who  has  beds  at  his  disposal  in  a hospi- 
tal has  the  ultimate  responsibility  for  the 

individual  patients? Undoubtedly, 

Sir.  He  controls  and  advises  on  their 
treatment. 

4512.  I have  not  quite  understood  how 
it  is  that  he  was  not,  as  such,  eligible  for 

consideration  for  a merit  award. 

That  is  one  of  our  contentions,  Sir. 

4513.  Mr.  Bonham-Carter:  He  is 

specifically  excluded  because  he  is  the 

medical  officer  of  health? Dr. 

Chalkc:  Paid  by  the  local  authority. — 
Dr.  Monro : There  is  an  arrangement  by 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


960 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


Which  a medical  officer  of  health  may  be 
also  employed  by  Hospital  Boards. 

4514.  Chairman : Is  he  in  contract,  for 

instance,  with  .a  hospital  authority? 1 

think  the  arrangement  is  between  his 
employing  authority  and  the  hospital  as 
a rale,  but  according  to  which  'service  he 
gives  the  most  of  his  time  his  status  and 
pay  is  determined.  I can  quote  some 
medical  officers  in  the  far  north  of  Scot- 
land who  hold  appointments  as  medical 
officers  of  health  for  very  small  authori- 
ties for  less  than  half  their  time  and 
and  the  remainder  is  devoted  to  the 
Hospital  Board.  They  are  paid,  not  as 
medical  officers  of  health,  under  Whitley 
Council  Committee  C,  'but  as,  in  this 
case,  senior  hospital  medical  officers. 

4515.  But  if  they  are  paid  as  consult- 

ants for  part  of  their  time,  presumably 
they  are  eligible? 1 presume  so. 

4516.  In  England,  are  they  _ not 
employed  by  the  hospitals  on  a sessional 

basis? Dr.  Tilley:  I think,  Sir  Harry, 

there  are  two  distinct  arrangements 
here.  One  is,  as  Dr.  Monro  has  said, 
where  an  arrangement  is  entered  into 
that  a medical  officer  of  health  will  work 
for  the  hospital  authority  for  less  than 
half  of  his  time.  He  may  continue  to 
receive  simply  the  salary  of  a medical 
officer  of  health  and  a fraction  of  his 
salary  is  reimbursed  to  the  employing 
authority.  There  is  a separate  system.  I 
have  no  knowledge  how  widely  the  two 
systems  are  used  ; but  there  is,  I know, 
one  instance  where  the  medical  officer  of 
health  is  in  direct  contract  with  the  Hos- 
pital Board  for  two-elevenths  of  his  time 
and  presumably  for  that  portion  _ is 
eligible  for  merit  award.  That  does  exist, 
Sir.  but  I think  it  is  far  from  common. 

4517.  You  talked  about  the  pyramid 
earlier,  the  one  with  the  London  County 
Council  on  top.  In  a sense  that  gives  the 
competitive  opportunity  for  the  good 
medical  officer  of  health  to  advance,  if 
you  like,  from  the  local  authority  with 
a population  not  exceeding  75,000,  up 
in  stages  on  merit  and  in  competition, 
to  a much  bigger  position  with  bigger 

salary.  Is  that  not  so? 'That,  Sir 

Harry,  is  true.  One  of  our  difficulties  is 
that  the  opportunities  at  the  top  are  very 
limited.  That  is  something,  as  far  as  I 
can  see,  we  cannot  at  this  moment  make 
any  suggestions  about.  Secondly,  the 
remuneration  for  those  opportunities  is 
very  much  less  than  the  top  opportunities 
in  other  'branches  of  the  National  Health 


Service.  In  other  words,  Sir,  were  the 
top  of  the  pyramid  to  receive  remunera- 
tion equal  to  a consultant  with  a full  or 
top  merit  award,  there  would  be  some- 
thing comparable  which  would  be  an 
incentive,  which  would  be  perhaps  going 
a good  way  towards  making  the  public 
health  service  sufficiently  attractive  to 
attract  good  people. 

4518.  Has  that  position  altered  to  the 
disadvantage  of  your  branch  of  the  pro- 
fession since  before  the  war  or  before 

the  National  Health  Service? -Sir 

Harry,  I can  only  say  I believe  that  is  so. 

I am  unfortunately  not  able  to  quote  the 
very  lop  figure,  simply  because  I do  not 
know  it,  but  it  is  my  belief  that  the 
medical  officer  of  health  for  the  London 
County  Council,  for  example,  received 
remuneration  which  was  certainly  com- 
parable, and  in  my  own  opinion  was 
greater  than  whole-time  consultant 
people  in  any  hospital  services  in  the 
country  at  that  time.  It  is  very  difficult 
to  get  an  exact  comparison  because  there 
was  no  whole-time  paid  service  with  any 
agreed  scale  with  which  this  could  be 
compared.  1 am  speaking  from  memory 
— the  whole-time  specialist  jobs,  I know, 
in  hospital  at  that  time  certainly  carried 
a salary  less  than  the  medical  officer  of 
health  of  -the  London  County  Council, 
Now  that  position  has  been  reversed,  Sir, 

I do  nol  know  what  the  arrangement  is 
for  merit  awards  for  whole-time  con- 
sultants— it  is  not  my  field — but  I 
imagine  the  whole-time  consultant  is 
entitled  to  a merit  award  in  some 
circumstances. 

4519.  Sir  Hugh  Watson:  Before  the 
war  there  were  very  few  medical  whole- 
time  consultants.  The  majority  of  consult- 
ants before  the  war  were  people  who  were 
paid  little  or  nolhing  at  all  by  the  hos- 
pital, to  whom  they  gave  voluntary 
service ; they  earned  such  fees  as  they 
could— -and  some  of  them  very  large  fees 

— outside. Yes,  that  is  true,  but  there 

was  before  the  war  something  with  which 
the  medical  officer  of  health  could  be 
compared.  After  1929  when  local  autho- 
rities were  improving  their  services, 
authorities  like  Middlesex,  the  only  one 
I can  quickly  remember,  did  employ 
whole-time  specialists  of  very  high  | 
calibre  but  the  medical  officer  of  health  , 
received  a higher  salary. 

4520.  Chairman:  Dr.  Tilley,  you  are  j 
very  anxious  for  reasons  we  can  under-  . 
stand,  to  make  the  comparison  between  ! 
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the  medical  officers  of  health  and  the 
consultants.  Perhaps  we  can  talk  in 
terms  of  the  general  practitioners  because 
there  we  do  know  from  the  Spens 
Report  about  the  sort  of  level  of  the 
remuneration  then  and  since;  and  you 
are  competing  with  other  branches  of  the 
profession,  including  the  general  practi- 
tioners for  recruits.  .It  would  seem  from 
the  figures  in  the  County  Medical 
Officers’  memorandum  that  the  increases 
in  the  remuneration  of  medical  officers 
are  at  least  of  the  same  order,  are  they 
not,  as  the  increases  received,  as  far  as 
we  know,  by  general  practitioners  under 
Spens.  I do  not  know  whether  you  know 
the  County  Medical  Officers’  memo- 
randum. I am  not  looking  for  the  exact 
comparison  but  just  want  .to  know 
whether  you  really  can  feel,  with  the 
different  branches  of  the  profession,  that 
things  have  gone  very  much  ito  your 

disadvantage  since  the  war. Dr. 

Tilley:  1 am  at  a disadvantage,  Sir 
Harry,  in  that  I have  not  the  memo- 
randum here.  I think  that  question  could 
well  be  asked  of  my  colleagues. 


4521.  I think  you  have  an  idea you  are 

not  able  to  substantiate  the  figures— that 
in  fact  other  branches  of  the  profession 
have  gone  ahead  more  quickly  than  the 

medical  officers. Yes,  Sir.  There  is 

a factor  that  must  be  borne  in  mind  here. 
When  .people  came  into  employment  in 
local  government  and  public  health  ser- 
vices before  1928  they  were  entering  a 
pensionable  service.  There  are  many 
factors  involved  in  a man  making  his 
decision  as  to  what  particular  branch  or 
line  he  is  going  to  take  in  his  career  and 
I think  we  must  accept  that  the  prospect 
of  a pension  will  attract  a large  number 
of  very  able  men  who,  without  the  oppor- 
tunity of  a pension  in  other  spheres, 
would  not  go  there.  Today  that  position 
no  longer  holds.  The  young  man 
qualifying  knows  that  whichever  branch 
of  the  National  Health  Service  he  goes 
into  the  question  of  pension  remains  the 
same  and  therefore  that  attraction  to  the 
public  health  service  has  gone.  As  we 
feel  that  the  remuneration  is  also  less 
attractive  than  the  levels  of  today  in  the 
other  services,  we  seriously  feel  that  the 
tuture , no  t so  much  the  present  occupants 
of  posts,  but  the  future  is  very  bleak  as 
r!j,?s  ma'nta™"S  a good  standard  in 
looking  after  the  community  health  of 
this  country  is  concerned. 


4522.  Sir  David  Hughes  Parry ; May 
we  move  on  to  another  matter,  paragraph 
17  of  your  memorandum: 


.“  ThJ  salaries  of  public  health  medi- 
cal and  dental  officers  should  not  be 
related  in  any  way  to  those  of  non- 
medical  officers  employed  by  local 
authorities." 


The  word  “related”  there  rather  con- 
tused me.  There  must  be  surely  some 
relation  between  the  salary  of  the  medical 
officer  of  health,  in  a particular  place 

the  other  higher  officers? Dr. 

Chalke : 1 here  may  ibe  some  relation, 
5r\  but  ,the, 'b^sis  of  our  argument  is 
that  we  should  first  and  foremost  be  paid 
as  doctors.  We  are  first  and  foremost 
doctors  and  our  salaries  should  be  rele- 
vant to  the  salaries  of  other  doctors  or 
■specialists  in  all  branches  of  the  profes- 
sion. It  is  only  a secondary  point  that 
we  happen  to  be  employed  by  local 
authorities,  but  because  our  branch  of 
medicine  is  in  the  field  of  local  authority 
work  we  always  find  ourselves  related — 
as  we  say  in  paragraph  20  about  the 
industrial  Court- — our  salaries  are  always 
so  closely  linked  with  those  of  other 
chief  officers  that  the  fact  seems  to  ,be 
forgotten  that  we  are  primarily  doctors 
and  want  to  be  treated  as  doctors  in 
status  and  pay. 


452.1.  Paragraph  21 — the  opening  sen- 
tence says: 

. “ Members  of  the  public  health  ser- 
vice are  at  a special  disadvantage  with 
regard  to  superannuation  benefits. 
Non-medical  local  government  officers 
commonly  join  at  a much  younger  age 
than  is  possible  for  medical 
officers.  , . .” 

and  so  on.  You  want  to  establish  a rela- 
tion there,  do  you  not? -Only  because 

it  is  our  last  hope,  Sir,  as  it  were,  in  view 
of  the  fact  that  this  relationship  persists 
in  everything,  so  surely  we  can  stake  our 
claim  for  some  .part  of  the  benefits  which 
other  local  authority  people  got.  I think 
that  is  fair,  Sir. 

4524,  Chairman : There  must  in  fact, 
Dr.  Chalke,  be  a relativity  here  between 
you  and  other  doctors  since  you  all  come 
under  the  same  original  recruiting  and  go 
through  the  same  medical  schools  at  the 
beginning;  but  there  also  must  be  in 
fact  a relativity  among  the  employees  of 
any  large  employing  body,  whether  a 
local  authority  or  a big  industrial  body. 
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You  cannot  ignore  your  colleagues  in 

other  walks  of  life,  entirely.— No,  S r 

We  do  not  quite  mean  that  there  should 
be  no  relationship  at  all. 

4525.  You  do  say  it  should  not  be  re- 
lated in  any  way. We  mean.  Sir,  we 

should  not  as  doctors  be  prejudiced  be- 
cause non-imedical  members  of  local 
authority  staffs  get  certain  salaries,  ihere 
is  always  this  close  linkage,  but  there 
o-bviously  must  be  some  connection. 

4526.  You  say  status  and  pay  ; in  what 
way  are  you  prejudiced  in  status?-— I 
do  not  know  that  we  are  prejudiced  an 
status.  But  the  medical  officer  has  not 
the  status,  for  example,  or  the  pay  of  the 
Town  Clerk.  For  example  in  the  Indus- 
trial Court  it  was  said — I think  someone 
said— “No,  we  could  not  possibly  have 
a salary  scale  of  this  sort  because  the 
medical  officer  would  be  getting  as  much 
as  the  Town  Clerk.”  There  is  always 
such  a close  link  between  the  two.  We 
want  to  be  treated  as  doctors,  Sir. 


4527.  Do  you  think  medical  officers 
of  health  might  have  been  aware  of  the 
position  of  town  clerks  when  they  entered 

the  service? 1 am  sure  _ they  would 

but  they  were  so  interested  in  preventive 
medicine  and  did  not  look  so  far  ahead, 
to  consider  such  matters. 

4528.  Dr.  Tilley  said  they  looked  so  far 

ahead  as  to  think  of  a pension. JDr. 

Monro : Sir,  I think  there  is  a point 
worth  bearing  in  mind,  that  in  1938  the 
total  personal  income,  untaxed,  in  this 
country  was  £5,078  million,  of  which 
£212  million  went  to  the  rates.  In  1956 
the  figure  was  £17,035  million  income,  of 
which  £551  million  went  to  rates.  If  the 
rates  had  risen  proportionately  they 
would  have  been  £711  million.  I think 
quite  frankly  that  the  local  authorities, 
our  employers,  are  slipping  and  it  is  not 
only  we  who  are  suffering  but  the  sani- 
tary inspectors,  the  water  engineers,  the 
road  surveyors  and  all  the  rest.  M you 
go  into  it  you  will  find  similar  difficul- 
ties of  filling  vacancies,  and  incompetent 
staff.  ,1  would  like  to  say  this  and  this 
to  me  is  frightfully  serious : without  the 
sanitary  inspector,  the  water  engineer, 
the  drainage  engineer  and  the  man  who 
empties  the  dustbin,  50  million  people 
cannot  live  in  this  island. 

4529.  Mr.  Bonham-Carter : Dr,  Monro, 
I take  your  point.  What  is  worrying  me 
a little  is  that  one  might  find,  if  we  went 
into  a different  branch  of  medicine— the 
industrial  branch— if  they  argued  the 


same  way  as  you  are  arguing  it  might  be 
very  strongly  to  their  disadvantage. 
Would  you  think  the  principle  you  are 
putting  forward  on  this  is  really  (a)  a 
practical  one,  and  (It)  has  some  advantage 
to  [the  profession  as  a whole  1 fn  other 
words  would  it  not  be  better  to  establish 
a doctor  in  the  community  in  which  he  is 
working,  and  pay  him,  in  accordance  with 

his  skill? Dr.  Monro : 1 am  not  sure 

I quite  grasp  that. 

4530.  You  are  on  this  point  that  you 
are  at  a disadvantage  by  your  remunera- 
tion being  in  relation,  to  that  of  other 
local  government  officers.  There  are  other 
doctors  who  may  have  the  same  situation, 
that  is  to  say  their  remuneration  is  re- 
lated to  people  whom  you  may  think  it 
would  be  to  your  advantage  to  be  related 
to  Therefore  you  might  have  another 
branch  of  the  profession  arguing  entirely 
against  this  point  of  principle.  Is  rot 
realty  the  answer  that  it  is  an,  exceedingly 

difficult  one  to  uphold  in  practice? 

Dr.  Tilley : I am  not  so  sure,  Mr. 
Bonham-Carter.  I take  your  point,  and 
I imagine  the  group  of  doctors  we  may 
be  thinking  of  must  stand  in  relationship 
to  people  with  whom  they  work  in  an 
industrial  field  and  thoir  colleagues  with- 
in the  hierarchy  of  the  company,  and  this 
may  be  to  their  advantage.  That  does  not 
hold  in  the  public  health  service.  This  is 
not  quite  a fair  thing  but  it  comes  to  me 
that  this  might  be  regarded  as  several 
separate  companies  working  in  -the  same 
building.  The  medical  officer  of  health 
is  running  his  health  department.  He  may 
have  very  little  contact  indeed  with  the 
gentleman,  who  is  running  another  depart- 
ment of  the  local  authority.  He  may  not 
even  see  him  for  months  on  end.  He 
may  not  be  concerned  in  what  happens 
in  a particular  department.  It  seems  to 
me  unreal  to  relate  A to  B if  you  are 
going  to  recruit  into  A from  a particular 
field,,  which  is  the  medical  profession.  We 
all  feel  this  very  strongly,  that  our  re- 
lationship in  a public  health  department 
is  with  the  doctors  who  work  and  lave  in 
the  community  which  we  serve,  the  con- 
sultants, general  practitioners,  and  the 
hospitals.  Our  relationship,  Sir,  with  the 
other  officers,  county  surveyors  and  so 
on,  by  and  large  is  simply  that  of  a mem- 
ber of  the  public  and  we  certainly  do 
not  feel  that  parity  which  may  be 
suggested  to  you  from  other  sources  is  at 
all  a proper  method  of  procedure. 

4531.  It  has  not  been  suggested  but 
experience  suggests  that  it  is  the  employer 
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which  causes  the  common  binding  factor. 
In.  groups  of  people  employed  by  the 
same  person  almost  inevitably  you  get  a 
relationship  built  up  through  the  cm- 

player. Dr.  Chalke : With  the  change 

of  structure  in  1948  the  paradox  arose 
that  many  persons  who  were  previously 
deputy  medical  officers  of  health  now- 
worked  under  another  authority  and 
became  consultants.  The  chest  physicians, 
tuberculosis  officers  and  so  on,  they  were 
all  deputy  medical  officers  of  health,  and 
they  immediately  became  consultants 
because  they  were  employed  by  another 
authority.  The  venereal  disease  consult- 
ant and  so  on,  all  benefited  by  working 
for  another  authority.  Bui,  more  import- 
ant, although  we  medical  officers  of  health 
are  actually  employed  by  the  local  autho- 
rity, our  work  has  broadened  so  much, 
we  spend  so  much  time  working  in  the 
hospitals,  in  and  out  of  the  hospitals  with 
general  practitioners.  Wc  are  in  fact 
primarily  doctors,  and  we  should  he 
considered  as  doctors  as  part  of  the 
medical  services  of  this  country. 


4532.  Sir  David  Hughes  Parry : 1 sec 
the  argument  all  night,  but  1 should  have 
thought  the  salary  of  the  medical  officer 
of  health  must  have  some  relation  to  the 
salary  of  the  other  members  of  other  pro- 
fessions working  for  the  same  local 

authority? Exactly,  in  the  same  way 

that  the  salary  of  a senior  medical  officer 
in  the  Army  is  in  some  way  related  to 
that  of  other  officers,  but  he  gets  a lot 
more. — Dr.  Hughes'.  There  is  one  point, 
if  I may  come  in.  The  salaries  we  arc- 
discussing  in  the  main  are,  if  we  may  use 
the  word,  imposed  salaries,  whereas  in 
industry  I imagine  that  the  contracting 
parties  settle  it  between  themselves. 
There  is  a national  award  for  National 
Health  Service  salaries.  1 do  not  think 
the  comparison  is  quite  true. 

Mr.  Bonham  Carter:  1 wonder  if  you 
would  argue  the  other -way  if  it  was  t« 
your  advantage. 


4533.  Chairman : Dr.  Chalke,  the  im- 
portant, thing  really  is  whether  you  are 
getting  into  your  branch  a fair  proporlion 
m quality  and  in  quantity  of  the  whole 
ot  the  entrants  to  the  medical  profession? 
Dr.  Chalke:  Yes. 


. 4534  ,That  a really  the  point,  ' 
nave  bad  a good  many  statements  h 
which  perhaps  necessarily  are  rather  di 
offl-t  to  substantiate  by  statistics.  Do  \ 


think  you  can  do  any  more  than  that, 
or  would  you  prefer  it  to  remain  as  a 

generalised  thing? 1 think  we  would 

have  to  generalise. 

4535.  You  know,  Dr.  Chalke,  of  course, 

that  we  ourselves  have  been  making  a 
survey  of  the  actual  earnings  of  doctors 
employed  in  the  National  Health  Service 
and  of  members  of  many  other  profes- 
sions. In  your  particular  branch  we 
know  the  figures  of  the  scale? Yes. 

4536.  But  that  will  show  some  interest- 
ing iigures  about  what  is  actually  happen- 
ing in  the  different  branches  of  the 

profession. All  medical  officers  of 

health  are  not  in  the  National  Health 
.Service. 

4537.  All  medical  officers  are  not? 

Not  all.  Some  of  them  are  not — in  the 
metropolitan  boroughs,  for  example.-- 
Dr.  Hughes:  One  point  on  that  is  if  you 
arc  going  into  figures  you  may  consider 
the  question  of  vacancies  and  so  forth. 
Establishment  is  a very  different  sub- 
ject. i think  it  is  true  to  say  most  of 
us  realise  we  require  more  stall  than  we 
have  got,  and  it  might  be  we  could  get 
authority  to  increase  the  establishment, 
but  because  of  this  difficulty  we  have  not 
pressed  for  the  increase.  I think  some 
of  us  are  in  that  position. 

4538.  You  feel  you  arc  under-staffed? 

Wc  arc  under-staffed,  and  there  is 

really  little  point  in  asking  for  more  stall 
when  we  have  an  awful  job  in  filling  satis- 
factorily the  establishment  we  have  got. 
In  my  own  case,  for  instance,  1 think 
probably,  especially  with  this  new  work 
which  is  coming  along  on  polio  vaccina- 
tion we  shall  want  more  staff,  but  there 
is  little  point  in  asking  for  an  increase 
in  staff  when  it  is  difficult  to  fill  the  estab- 
lishment we  have  got. Dr.  Chalke:  It 

is  inevitable  in  my  view  that  this  side  of 
preventive  medicine  will  expand  and  we 
will  require  more  staff.  It  is  inevitable  ; 
more  and  more  people  are  being  treated 
at  home.  The  domiciliary  services  will 
increase,  home  treatment  will  increase, 
and  the  services  we  must  provide,  home 
helps,  health  visitors,  and  so  on,  must 
increase,  and  our  link  with  the  hospital 
will  increase.  We  shall  want  to  expand, 
and  it  is  doubtful  whether  we  shall  get 
the  staff  to  do  it. — Sir  Selwyn  Selwyn- 
Clarke : Might  I add  one  further  point  in 
connection  with  the  seventeenth  para- 
graph of  our  memorandum?  I would 
like  to  refer  you,  Sir,  to  the  memorandum 
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from  the  Local  Government  Board  in 
1910,  if  I may  quote  from  it: 

“The  salary  offered  to  a medical 
officer  of  health  who  devotes  his  whole 
‘time  to  public  health  work  should  in 
the  Board’s  view  be  sufficient  to  attract 
men  with  good  qualifications  and  to 
retain  their  services.  The  medical 
officer  should  not  be  placed  in  a 
position  of  inferiority  in  this  respect 
to  other  medical  men  in  the  district. 

It  is  not  sufficient  a medical  man  is 
found  to  accept  a salary  offered.  It  is 
important  the  salary , should  be  such 
that  it  will  be  worth  the ? whale  of  a 
capable  man  to  accept  it”. 

We  have  heard  a great  deal  of  criticism 
against  the  National  Health  Service  on 
the  grounds  that  it  is  made  up  of  three 
divisions,  and  those  three  divisions  are 
lacking  in  the  co-ordination  that  should 
exist  between  them.  Some  few  years  ago 
the  late  assistant  medical  officer,  the 
senior  administrative  officer  .in  Newcastle 
wrote  that  one  of  the  chief  failures  in  co- 
operation between  hospital  and  local 
authority  services  lies  in  the  division  < of. 
the  medical  profession  into  two  salaried 
groups  of  grossly  unequal  status. 
Although  our  Society  has  nothing  to  do 
with  the  terms  and  conditions  of  service 
— it  is  outside  our  purview — we  are  very 
concerned  with  the  quality  of  the  recruit 
to  the  service.  We  are  very  anxious, 
just  as  they  are  in  Scotland,  not  to  see 
this  service  disrupted  with  at  the  con- 
sequences to  the  welfare  of  the  com- 
munity. I do  think  that  we  are  entitled 
to  push  our  claim  that  we  should  be 
regarded  as  doctors,  and  have  our  con- 
ditions determined  on  that  basis,  and 
not  on  what  a borough  engineer  or 
borough  surveyor,  or  this,  that  and  the 
other,  a layman,  receives.  Although  of 
course  there  must  be  some  relativity  that 
should,  not  come  into  the  picture  in  so  far 
as  the  determination  of  the  actual  remun- 
eration is  concerned,  in  my  humble  sub- 
mission. 

4539.  Most  of  your  members  are  in 

fact  employed  by  local  authorities? 

That  is  so. 

4540.  I suppose  they  put  this  point  to 

their  own  employers,  to  the  local  authori- 
ties?  1 would  not  know  whether  they 

have  or  not. 

4541.  I suppose,  Dr.  Chalke,  it  is  quite 
likely  that  this  point  has  not  escaped  your 
attention  on  those  occasions  also,  is  that 
right? — —Dr.  Chalke'.  No. 


4542.  Are  the  local  authorities  satisfied 
with  the  quality  and  quantity  of  recruits 
they  are  getting,  or  could  you  not  give 

a generalised  picture  on  this? 1 could 

not  say  whether  they  are  or  not. 

4543.  But  it  is  very  .much  in  their 
interests  to  have  their  services  properly 

run? We  know.  Whether  our  lords 

and  masters  know  I just  do  not  know. 

4544.  They  are  the  people  whom  you 
would  normally  tell  if  you  thought  you 
were  unable  to  get,  for  instance,  any 

applicants  for  vacanies? They  know 

that.  They  do  know  that  because  they 
are  the  people  who  make  the  appoint- 
ments on  our  recommendations. 

4545.  Sir  Hugh  Watson:  I suppose 
Dr.  Monro  has  made  it  plain  to  the 
Counity  Council  of  Lanarkshire  about 
the  situation  which  exists  in  getting 

assistants  in  his  services? Dr. 

Monro : They  knew  the  difficulties  that 
I had  in  the  first  instance,  though  I must 
say  quite  clearly  in  ithis  that  through 
canvassing  the  D.P.H.  classes  just  before 
the  “ hatch  ”,  I secured  my  requirements 
without  undue  difficulty. 

4546.  Chairman:  You  mean  yours  is 
rather  one  of  the  more  enterprising 
authorities  that  gets  the  degree  men? 
1 would  only  admit  to  being  lucky. 

4547.  Mr.  Gunlake:  I wonder  if  1 
could  ask  a question  which  has  been 
rather  worrying  me  in  the  last  hour.  You 
haye  said  a good  deal  about  your  special 
interest  in  preventive  medicine  as  a 
branch  of  the  science,  and  you  have  also 
talked  about  the  difficulty  of  recruitment 
into  your  particular  branch  of  the  pro- 
fession. It  might,  I think,  be  superficially 
inferred  from  that  line  of  argument  that 
it  is  the  special  duty  of  the  local  autho- 
rities to  foster  and  encourage  preventive 
medicine,  .but  that  is  not  the  position  at 
all.  Preventive  medicine  is  a thing  which 
is  worthy  of  encouragement  of  itself,  and 
it  should  not  be  the  local  authorities' 
specific  responsibility  to  do  so.  H it  is 
not  being  encouraged  as  much  as  you 
would  like,  it  might  well  be  the  fault  of 
central  goverment  in  general  rather  than 

of  the  local  authorities. Dr.  Chalk: 

We  do  look  upon  preventive  medicine 
as  in  the  purview  of  medical  officers  of 
health. 

4548.  That  is  ithe  point  I wanted  to 
bring  out,  because  preventive  medicine 
on  the  one  hand,  and  social  or  com- 
munity medicine  on  the  other,  are  not  the 
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same  thing,  they  are  not  identical.— 
They  are  so  bound  up  one  with  the 
other  There  is  no  term  which  includes 
the  modern  concept  of  promotion  of 
health  and  positive  health,  and  so  on, 
and  all  these  terms  in  my  view  mean 
more  or  less  the  same  thing.  The  point 
surely  is  this,  that  the  need  for  health 
promotion,  call  it  what  you  will,  social 
medicine,  has  widened  so  much  that 
everybody  musit  take  a part ; but  the 
medical  officer  of  health  seems  to  be  the 
pivot  the  central  person,  the  co- 
ordinator. In  the  modern  tripartite 
National  Health  Service  the  one  person 
who  co-ordinates  the  work  from  hospital 
to  general  practice,  industrial  medicine 
the  one  essential  person  is  the  medical 
officer  of  health,  and  you  must  have  him. 
He  must  co-ordinate  all  this,  he  must 
stimulate  health  education  in  the  public, 
and  stimulate  his  colleagues  to  join 
together  to  improve  this  'health  promotion 
which  is  becoming  more  important  every 
day— and  it  is  becoming  even  more  im- 
portant than  it  has  ever  been  in  this 
automatic  and  atomic  age  which  is  now 
beginning.  The  person  who  must  control 
and  co-ordinate  all  this  is  the  medical 
officer  and  the  control  centre  is  the 
public  health  department. 

4549.  Sir  Hugh  Watson  ■ Are  medical 
officers  of  health  frequently  ^ consulted 

by  general  practitioners? Frequently. 

That  is  a very  gratifying  feature  in  the 
last  few  years.  The  general  practitioners 
are  now  coming  to  regard  the  public 
health  service  as  something  which _ is 
inevitable  for  the  satisfactory  carrying 
out  of  their  practice.  Take,  for  example, 
the  case  of  health  visitors.  In  certain 
cases  health  visitors  are  seconded  to 

groups  of  general  practitioners  to 

work  with  them.  In.  other  cases 

there  is  a shortage  of  health  visitors 
and  they  cannot  be  used  more 

widely,  but  the  general  practitioner  is 
coming  to  look  upon  the  health  visitor 
as  blis  handmaiden,  as  his  almoner  who 
does  the  social  work  for  him,  particu- 
larly with  the  new  problem  of  the  aged. 
He  also  looks  upon  the  home  help 
service  as  an  essential  part  of  his  service  ; 
and  to  co-ordinate  all  this  work  and  be 
the  link  with  the  hospital,  on  the  geriatric 
side,  the  old  people,  there  is  the  medical 
officer  of  health — 'more  so  than  ever, 
because  public  health  has  changed  from 
the  old  days  of  infectious  disease  pre- 
vention, sewers  and  drains,  and  so  on. 


4550.  Mr.  Gunlake:  If  that  be  so  it 
does  tie  the  thing  to  local  authorities 
and  their  finances.  We  have  the  point 
from  Dr.  iMonro  that  the  whole  of  the 
local  authority  service  is  a vast  depressed 
area,  and  a smaller  proportion  of  the 
net  taxable  income  is  going  into  that  par- 
ticular object  than  was  the  case,  so  the 
outlook  for  preventive  medicine  seems 
to  he  pretty  poor.  That  is  your  con- 
tention?^  Yes.  In  fact  though  we  are 

local  authority  employees  we  work  more 
with  general  practitioners  and  hospitals 
than  ever  before. 

4551.  Sir  David  Hughes  Parry : I 
wonder  if  I may  ask  one  question  on 
the  Scots  memorandum.  It  is  on  page 
950,  under  the  word  “ administration  ”. 
You  are  obviously  pressing  a point 
there.  Would  you  like  to  state  your 
point?  I am  not  quite  certain  whether 
I have  Igot  it.  Willi  you  place  it  in 
opposition  to  the  argument  which  has 
been  placed  that  the  doctor  ought  to  be 
paid  more  because  he  has  got  what  is 
described  as  clinical  responsibility  for  the 
patient,  and  that  is  why  he  should  be 
paid  more  than  a member  of  some  other 
profession  where  that  responsibility  for 
life  and  death  does  not  occur?  That  has 
been  pressed  again  and  again  on  us. 
You  are  pressing  the  other  side,  if  I 

may  put  it. Dr.  Monro : 1 think  the 

point  I want  to  make  is  this  ; I attend 
.to  the  administration  of  contain  Acts, 
orders  and  regulations  in  the  course  of 
my  duties.  I am:  chosen,  as  the  adminis- 
trator for  that  purpose  because  I have 
medical  Skill  in  the  particular  brand  of 
medical  training.  These  Acts  and  orders 
which  I administer  relate  in  fact  to  the 
medical  needs  of  people  or  groups  of 
people.  In  fact  I am  really  arguing 
that  in  the  case  of  the  medical  officer  of 
health  .there  is  no  essential  difference 
between  cKnicat  medicine  and  adminis- 
trative medicine.  Does  that  answer  the 
point? 

4552.  Yes.  In  effect  yon  are  doing 

both? Yes. 

4553.  Chairman-.  It  has  been  put 
to  us  by  almost  everybody  that  has 
appeared  before  us  that  their  particular 
body  has:  special  reasons  why  they 
should  be  specially  rewarded.  For 
instance,  the  general  practitioner  says 
there  is  this  question  of  night  work. 
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which  X suppose  does  not  apply  to 
medical  officers  of  health  as  much  or  as 
often  as  to  the  general  practitioner  deal- 
ing with  maternity  cases  frequently.  Is 

that  so,  or  not? It  depends  upon 

what  the  person  feels  about  odd  on®68 
infectious  oases.  They  have  a bad  habit 
of  riiEbginig  up  after  midnight,  Sir. 

4554.  You  answer  them  on  the  tele- 
phone and  turn  over  I Dr.  Chalke: 

The  medical  officer  of  health  is  always 
on  duty.: — Dr.  Cookson:  From  experi- 
ence over  a good  many  years  now  the 
amount  ,of  additional  out  of  hours  work 
in  a larger  department— I was  formerly 
in  a smaller  one — is  less,  and  also  even 
in  a smaller  department  it  did  decrease 
with  the  start  of  the  National  Health  Ser- 
vice. I have  done  a good  deal  of 
general  practice  in  my  day,  and  1 do 
not  think  that  I had  any  less  night  work 
as  <a  medical  officer  of  health  than  as 
a general  practitioner  when  I started,  but 
it  is  less  now. 


4555.  You  see  you  probably  know,  Dr. 
Monro,  that  the  medical  officers  ot 
boarding  schools  get  a reduced  capta- 
tion fee  for  two  reasons,  and  one  is 
because  they  are  not  on  duty  for  the 
whole  of  the  population  at  any  time. 
Are  there  certain  responsibilities  .that  do 

not  come  your  way? -I  would  make 

this  point,  that  the  medical  officer  of 
health  is  expected  to  know  the  answer, 
and  give  At  over  the  telephone.  The 
clinician  is  at  least  entitled  to  examine 
his  patient  first.— Sir  Selwyn  Selwyn- 
Clarke : I would  say  too  that  the 

medical  officer  of  health  has  a lot  of  other 
duties,  for  example  public  health  educa- 
tion, which  he  has  out  of  hours,  lectur- 
ing to  voluntary  organisations,  and 
others.  He  also,  a®  has  been  pointed 
out  may  be  called  out  in  connection 
with  infectious  disease,  poliomyelitis  and 
what  not,  .and  he  may  have  a whole 
series  of  queries  sent  to  him  in  connec- 
tion with,  for  example,  a Windseale 
incident,  the  hazards  of  radiation.  He 
may  have  to  advise  where  to  put  a per- 
son, an  old  person,  who  needs  hostel 
accommodation,  or  home  accommoda- 
tion. He  will  have  very  much  more 
work  if  Parliament  agrees  to  implement 
the  recommendations  of  the  Royal  Com- 
mission on  Mental  Illness  and  Mental 
Deficiency.  I would  like  to  make  the 
point  that  the  M.O.H.  is  not  a 9 till 
5 officer.  He  is,  as  the  President  of 
the  Society  pointed  out,  a man  who 


may  'be  called  upon  at  any  moment.  1 
have  personal  knowledge  of  members  of 
our  Society  working  all  through  the 
weekend  over  some  serious  outbreak  of 
infectious  disease  in  the  area. 


4556.  I was  rather  anxious  to  get  the 
degree  of  it.  I know  the  fact  is,  that 
as  in  many  other  jobs,  it  does  happen 
that  you  have  an  extreme  amount  of 
work  under  pressure  and  responsibility 
from  time  to  time,  but  from  the  way  it 
has  been  put  to  us  by  the  general  prac- 
titioner we  are  told  that  they  have  more 
of  that  than  the  M.O.H.  Is  that  right? 

Dr.  Tilley:  It  must  be  abundantly 

plain  to  the  members  of  the  Commis- 
sion that  the  medical  officer  of  health  is 
not  likely  to  be  called  out  of  bed  as 
often  as  the  man  with  a large  practice, 
but  if  you  make  that  comparison  we 
make  the  comparison  also  that  your 
medical  officer  of  health  in  my  opinion 
is  as  likely  to  be  called  out  of  bed  on  the 
same  number  of  occasions  as  the  con- 
sultant bacteriologist  or  pathologist.— 
Dr  Hughes:  I would  rather  like  to 
stress  the  fact  that  there  is  quite  a lot 
of  this  out  of  hours  work,  so  to  speak, 
and  my  impression  is  that  it  is  growling 
with  one  thing  and  another.  Certainly 
in  the  last  few  years  1 find  myself  get- 
ting busier  and  busier  and  taking  more 
work  home— not  having  to  get  out  to 
the  .middle  of  the  night,  but  doing  it  in 
late  hours. 


4557.  May  I put  just  one  further 
question  on  this  for  relativity?  Do  1 
take  it  from  what  you  say  about  recruit- 
ment, that  if  by  any  chance  the  rest  ot 
the  medical  profession  were  to  get  an 
increase  in  'their  pay,  for  one  reason 
and  another,  and  you  did  not  the 
recruitment  to  your  branch  would  tail 

off? Dr.  Chalke:  Yes,  Sir,  un- 

dmifbtedlv. 


4558.  But  in  fact  you  arc  really  on 
the  whole  saying  that  you  ought  to 
catch  up? Y es. 


Chairman:  The  difference  is  some- 
thing that  will  emerge  more  dearly 
when  we  have  the  real  facts. 


4559.  Sir  David  Hughes  Parry:  May 
I add,  Sir,  and,  if  1 understand  your 
argument,  irrespective  of  whether  there 
is  any  general  increase  in  local  govern- 
ment salaries  to  non-medical  men.  1 
took  it  that  was  your  line  of  argument : 
Yes. 
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4560  Chairman : If  there  happened  to 
be  a general  increase  to  local  authority 
non-medical  men  you  would  not  like 

to  be  left  out? No,  in  other  words  in 

presenting  our  case  this  morning,  we  are 
altruistic  in  this  as  an  academic  body. 
All  we  are  concerned  with  is  improve- 
ment in  recruitment  and  the  standard  of 
public  health  work. 

4561.  Are  there  any  points  that  you 
feel  we  have  not  covered  adequately 
bearing  in  mind  all  the  time  that  we 
are  not  entitled  to  make  any  recommen- 
dations at  all  as  to  what  your  remunera- 
tion should  be?  We  are  trying  to  get 

a general  picture, Sir  Selwyn  Selwyn- 

Clarke'.  One  point  I should  like  to  make 
—perhaps  I shall  be  criticised  for 
making  it— I would  like  to  mention  the 


point  that  the  Prime  Minister  did  at  one 
period  say  that  the  question  of  includ- 
ing the  public  health  medical  officers  in 
the  terms  of  reference  was  being  con- 
sidered. 1 submit  the  implication  is 
that  the  Prime  Minister  and  his  advisers 
did  feel  that  the  public  health  medical 
officers  had  reason  to  be  dissatisfied  with 
their  present  status. 

4562.  1 think  you  must  make  your 
own  interpretation  of  what  the  Prime 
Minister  and  his  advisers  were  thinking. 
1 cannot  comment  on  that.  Then  I think 
that  is  ail.  And  now  we  will  have  a 
few  words  with  the  Association  of 

County  Medical  Officers  of  Health. 

Dr.  Chalkc.  Thank  you  very  mu* 
indeed. 


(The  witnesses  withdrew ) 

Royal  Commission  on  Doctors'  and  Dentists’  Remuneration 

THE  ASSOCIATION  OF  COUNTY  MEDICAL  OFFICERS  OF  HEALTH 
OF  ENGLAND  AND  WALES 

I.  The  membership  or  the  Association  of  County  Medical  Officers  includes  all 
County  Medical  Officers  of  England  and  Wales,  and  whilst  it  es J&d“s/h?R 
doctors  employed  by  local  authorities  are  not  amongst  those  for  whom  the  Royal 
Commission  have  been  asked  to  recommend  levels  ot  remuneration,  this 
dam  is  submitted  on  the  basis  that  County  Medical  Officers  are  amongst  other 
members  of  the  medical  profession  on  whose  remuneration  evidence  wtl  be  r© le  ved. 
The  Association  is  submitting  this  memorandum  of  evidence  because  it  wishes 
to  draw  attention  to  certain  matters  concerning  the  _ remuneration  of JCounW 
Medical  Officers  which  it  believes  are  not  widely  appreciated  Tal ,"1® 
of  money  as  a measure  of  the  resources  in  manpower  and  he  materials  deployed 
in  a service  and  the  number  of  medical  stair  as  an  index  of  the  extent  Pj ' 
bilities  exercised,  evidence  is  given  later  concerning  certain  representative  counU^s 
showing  the  extent  of  change  as  between  1938  and  1956-Hirgely  in  1945  and  1948. 
Up  till  1948  the  remuneration  of  County  Medical  Officers  was  .based  on  he 
recommendations  of  the  Askwilh  Committee,  first  set  up  in  1929,  but  on  the 
introduction  of  the  National  Health  Service  this  function  was  undertaken  by 
Committee  “C"  of  the  Whitley  Councils  for  the  Health  Services  (pre:ft 
The  consequence  can  best  be  expressed  by  a statement  published  in  the  County 
Councils  Gazette  of  March,  1956,  appearing  in  a report  of  a conference  of  repre- 
sentatives of  local  authority  associations  and  the  London  County  Council  hem 
to  discuss  a variety  of  matters  concerning  negotiating  machinery  and  national 
awards : — 

“ It  seems  clear  now.  particularly  since  the  recent  Award  of  the  Industrial 
Court  giving  to  medical  officers  the  same  salary  increases  as  were  agreed  wtm 
chief  officers  of  local  authorities,  that  the  salary  structure  of  local  authority 
medical  officers  is  tied  definitely  to  the  salary  structure  of  other  chief  officers 
of  local  authorities.  The  conditions  of  service  of  medical  officers  are  almost 
identical  and,  indeed,  the  .Staff  .Side  of  Committee  C have  not  been  . 
in  asking  for  the  conditions  of  service  of  the  A.PX  Council .and the  Joint 
Negotiating  Committee  for  Chief  Officers  to  be  applied  to  doctors  as  and 
when  changes  have  taken  place.  In  the  view  of  the  Conference,  medical  offi 
should  take  their  place  alongside  their  colleagues  as  local  government  ornc 
in  distinctively  local  government  negotiating  machinery. 
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With  t'heiir  responsibilities  increased  (it  is  difficult  to  establish  any  logical  reason 
for  their  remuneration  having  been  dealt  with  by  the  Askwith  Committee  on  the 
basis  of  comparison  with  other  members  of  their  profession  and  then  after  1948 
on  the  basis  of  comparison  with  other  Chief  Officers  in  local  government  who 
have  no  part  in  the  National  Health  Service  and  who  are  responsible  for  the 
administration  and  management  of  services  that  can  be  clearly  identified  as  belong- 
ing to  local  government  only  with  practically  no  association  with  similar  professional 
activities  elsewhere. 

II.  The  Association  wishes  to  place  on  record  the  fact  that  it  finds  it  difficult 
to  understand  why  the  situation  arises  that  the  remuneration  of  County  Medical 
Officers  is  not  being  directly  considered  because  the  terms  of  reference  of  the 
Commission  refer  to  doctors  taking  any  part  in  the  National  Health  Service  and, 
unlike  any  other  branch  of  local  government,  Local  Health  Authorities’  services 
provided  under  Part  III  of  the  National  Health  Service  Act  are  beyond  question 
an  integral  part  of  the  national  services  provided  under  this  Act. 

Paragraph  4 of  the  Commission’s  statement  on  the  12th  April,  1957,  seems  com- 
pletely at  variance  with  the  terms  of  reference,  which  have  never  been  amended. 
It  is  clear  that  Medical  Officers  of  Health  employed  by  County  District  Councils 
are  not  included  and  the  point  occurs  to  the  Association  that  these  officers  have 
been  confused  with  Medical  Officers  of  Health  to  Local  Health  Authorities. 

It  will  .be  widely  known  that  in  the  organisation  and  management  of  Local 
Health  Authorities’  services,  successive  Minsters  of  Health  and  successive  authorita- 
tive bodies  such  as  the  Guillebaud  Committee  have  repeatedly  urged  the  necessity 
for  the  closest  possible  integration  of  services  as  between  the  three  main  branches 
provided  under  Parts  II,  III  and  IV  of  the  Act.  The  inclusion  of  County  Medical 
Officers  in  medical  committees,  associated  with  Regional  Hospital  Boards,  Hospital 
Management  Committees  and  Executive  Councils  is  evidence  of  their  share  in  the 
services.  Since  the  management  of  County  Council  health  services  under  Part  III 
of  the  National  Health  Service  Act  is  directed  by  County  Medical  Officers,  it  is 
ironical  that  the  need  for  integration  should  be  continually  urg’ed  by  successive 
Ministers  of  Health,  yet  those  who  must  direct  its  practical  application  have,  for 
a review  of  remuneration  at  least,  apparently  no  part  in  the  National  Health 
Service. 

III.  Whilst  the  Association  only  wishes  to  offer  evidence  in  respect  of  the 
remuneration  of  County  Medical  Officers,  it  is  necessary  to  emphasise  that  they 
are  doctors  responsible  for  the  management  and  direction  of  an  essential  part  of 
the  National  Health  Service ; though  they  are  not  wholly  engaged  in  seeing 
patients  and  are  partly,  or  wholly,  occupied  in  administration,  the  latter  being  an 
essential  factor  in  the  Health  Service.  The  doctor’s  administrative  acts  are  informed 
and  directed  by  his  medical  and  public  health  knowledge  and  experience  in  a way 
which  is  impossible  for  a lay  administrator.  Every  County  Medical  Officer  must 
be  a registered  medical  practitioner,  which  means,  that  he  has  followed  the  same 
training  as  general  practitioners  and  specialists.  In  addition,  he  is  obliged  also 
to  acquire  a Diploma  in  Public  Health  or  Degree  in  Sanitary  Science  and  an 
additional  qualification  is  frequently  held.  Certain  of  the  statements  concerning 
preventive  medicine  in  the  preliminary  memorandum  of  evidence  submitted  to  the 
Commission  by  the  British  Medical  Association  make  clear  the  importance  of 
services  for  which  County  Medical  Officers  are  responsible.  Thus : 

Para.  84 — “Doctors  maintained  and  improved  the  health  and  efficiency  of 
the  working  labour  forces.  . . . The  Health  Service  is  an  investment' — 
particularly  in  respect  of  the  improvement  in  the  health  of  children 
Para.  107 — “The  first  concerns  of  medicine  are  maintenance  of  health, 
prevention  of  illness,  restoration  of  the  sick  ”, 

Para.  136  The  Consultant  has  “considerable  responsibility  for  advising  on 
[hospital]  administration  on  matters  of  policy  and  development”. 

The  Association  realises  the  dangers  of  taking  statements  out  of  context,  but 
considers  it  justifiable  to  use  these  sentences  as  a striking  illustration  of,  and  indeed 
as  tributes  to,  the  importance  of  the  kind  of  activities  for  which  County  Medical 
Officers  are  responsible. 
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IV.  In  the  same  memorandum  the  British  Medical  Association  stresses  the  need 
to  maintain  adequate  recruitment  (Paras.  47  and  91)  and  remarks  on  the  late  aae 
of  entry  to  pension  schemes  (Para.  93).  Both  of  these  conditions  apply  forcibly  to 
the  County  Medical  Officers  and  the  first  is  of  paramount  importance 


Local  Authority  Services  suffer  competition  from  the  opportunities,  conditions 
of  service  and  rates  of  remuneration  in  the  various  spheres  of  medical  employment. 
The  Association  is  convinced  that  the  .present  condition  of  local  government  service 
is  not  attractive  to  young  medical  practitioners  and  that  as  a consequence  there 
will  be  difficulty  in  the  future  in  finding  enough  .people  of  capacity  to  occupy 
senior  administrative  appointments  where  heavy  responsibilities  now  exist. 

The  local  government  services  provided  under  the  National  Health  Service  Act 
although  a separate  entity,  are  themselves  an  integral  part  of  the  National  Health 
Service.  All  pleas  for  closer  integration  and  closer  association  of  services  must  be 
nullified  if  the  two  parts  of  the  service  almost  entirely  engaged  in  clinical  work 
are,  as  at  present,  far  more  attractive  to  medical  practitioners  than  the  third 


The  Association  is  greatly  concerned  lest,  as  a result  of  the  Commission's  finding 
this  position  should  be  made  worse.  The  avoidance  of  sickness  in  childhood  and 
the  proper  care  of  the  aged  and  sick  at  home,  and  well  devised  health  education 
are  worth  a great  deal  to  the  community  in  terms  of  saving  and  the  prevention 
of  human  suffering  and  distress.  It  is  false  economy  not  to  give  remuneration 
commensurate  with  that  of  other  brunches  of  the  .profession  to  those  who  provide 
the  medical  and  administrative  knowledge,  and  carry  the  day  to  day  responsibility 
for  the  workings  of  these  services. 


V.  It  is  appropriate  to  refer  to  the  interchange  of  letters  that  took  place  following 
an  interview  between  the  Chairman  of  the  Council  of  the  British  Medical  Association 
and  the  Minister  of  Health  on  the  26th  April,  1957,  In  the  penultimate  paragraphs 
of  the  Minister’s  reply  he  said — 

“ Finally,  I have  thought,  as  you  asked  —about  the  .position  of  the  public 
health  medical  officers.  I cannot  add  anything  of  substance  to  what  I said  in 
my  letter  of  the  17th  April  on  this,  but  let  me  repeat  that  I am  sure  that 
any  settlement  for  others,  following  the  Commission's  report,  could  not  fail 
to  be  taken  into  account  considering  the  position  of  these  officers,  and  any  claim 
through  the  normal  machinery  would,  of  necessity,  be  considered  in  the  light 
of  the  report  and  of  any  settlement  subsequent  to  it  ", 

VI.  The  present  position  arises  from  the  operation  of  the  existing  normal  machinery 
of  negotiating  medical  officers  of  health  salaries.  With  all  respect  to  the  Minister, 
the  Association  has  doubts  whether  his  belief  could  be  borne  out  in  practice  if, 
as  the  Minister  appears  to  suggest,  the  existing  Whitley  Council  machinery  for  deter- 
mining the  salaries  of  Medical  Officers  of  Health  still  continues  to  be  used,  The 
Munster  of  Health  is  not  represented  on  Whitley  Committee  C,  the  negotiating 
7?“.™  determination  of  salaries  and  conditions  of  service  for  Medical  Officers 

u it  * Indeed,  the  salaries  of  these  Medical  Officers  of  Health  arc  derived 
wnolly  from  rate-borne  funds  and  are  not  eligible  for  government  grants  under 
the  present  individual  gram  system.  The  British  Medical  Association  representing 
me  medical  staff  employed  in  local  government  service,  irrespective  of  whether  they 
°”  National  Health  Service  work  or  not,  has  consistently  argued  in 
Whitley  Committee  C that  the  remuneration  of  Medical  Officers  in  local  government 
bf  “d  “pon  t£e  remuneration  in  other  branches  of  the  .profession,  but  the 

shmdri£w"LSlf?  55s  hcld.  ,th?  V10W  lhat  lhc  salaries  of  County  Medical  Officers 
sncmld  bc  related  to  those  paid  elsewhere  m Ihe  local  government  service. 

have  becn  made  to  Medical  Officers  of  Health  since 
P48  “f  bwb  df ?;>v.e,  fr°m  findings  of  Industrial  Courts,  since  agreement  could  not 
IndirctHoi  C'  ln,Whll'ey  Committee  C.  On  both  occasions  the  Award  of  the 
?°vrt  resulted,  so  fur  as  Medical  Officers  of  Health  are  concerned,  in  a 
rrf  tL  1~  1 nes  be,n8  aPPlied  on  the  same  basis  as  applies  to  other  chief  officers 
tw  a 1 government  service,  and  the  Association  believes  it  to  be  incontrovertible 
machine™  !»rds  of.the  Industrial  Courts,  as  part  of  the  Whitley  Council  negotiating 
y,  represent  a tacit  acceptance  of  the  view  of  the  Management  Side. 
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VIII.  The  grounds  for  the  Association’s  doubts  Will,  therefore,  -be  appreciated 
since  it  would  seem  to  follow  that  if  the  tenor  of  the  Whitley  Council  machinery 
for  County  Medical  Officers  has,  as  the  result  of  two  Industrial  Court  Awards,  been 
to  relate  their  remuneration  and  conditions  of  service  to  those  applicable  to  other 
chief  officers  in  the  service  of  the  County  Councils,  any  financial  settlement  applicable 
to  general  practitioners  and  hospital  staff  would  have  no -more  bearing  m the  future 
than  it  has  in  the  past  in  dealing  with  Local  Authority  medical  staffs.  Indeed, 
on  the  present  basis  of  Whitley  Committee  C procedure,  the  Minister  s opinion 
quoted  above  is  tantamount  to  saying  that  the  remunerations  of  chief  officers  in 
local  government  service  would  need  reconsideration  on  the  basis  of  any  settlement 
that  might  be  made  for  the  majority  of  the  medical  profession. 

IX.  As  a matter  of  history  it  should  be  recalled  that  up  to  1948  the  remuneration 
of  Medical  Officers  of  Health,  and  indeed  of  other  Medical  Officers  emjfioyed  m 
the  local  government  service,  was  based  on  the  recommendation  of  a Committee 
presided  over  by  Lord  Askwith,  which  was  set  up  m 1929.  This  Committee  based 
Us“«ornmlndations  not  on  the  level  of  salaries  obtaining  at  that  time  or  subsequently 
in  local  government  service  generally,  but  on  the  remuneration  which  might  properly 
he  paid  for  whole-time  Medical  Officers  in  local  government  service.  The  recom- 
mendations were  eventually  accepted  by  a large  majority  of  local  authorities  and 

the  opinion  of  the  Asst&atkm  were  successful  in  attracting  and  retaining  in  the 
local  government  service  competent  and  well  qualified  medical  men  and  women. 

It  is  well  to  recall  that  the  Committee  under  the  Chairmanship  of  Lord  Askwith 
was  not  set  up  without  difficulty  and  it  was  the  Minister  of  Health  himself  who 
olaved  a great  part  in  bringing  together  the  various  bodies  who  eventually  came 
to  yagree  Mith  hfm  At  a meeting  on  the  25th  April,  1928,  when  the  creation  o 
the  Committee  was  under  discussion,  the  Minister  said  to  the  representatives  of  local 
authorities : — 

“The  interest  of  the  Ministry  of  Health  in  this  matter  lay  in  the  maintenance 
of  an  efficient  standard  of  public  health  service.  It  was  not  to  support  the 
B M.A.  as  such.  The  Ministry  had  a further  interest— to  secure  that  due  economy 
should  be  exercised  in  local  government.  Therefore,  it  might  be  put  this  way, 
that  the  Ministry  desired  to  see  the  lowest -salaries  paid  that  are  compatible 
with  the  maintenance  of  an  efficient  public  health  service,  but  was  an  efficient 
public  health  service  to  be  measured  only  by  the  efficiency  of  the  Medical 
Officer  in  question?  The  answer  to  that  must  necessarily  be  in  the  negative 
because  no  Medical  Officer  of  a county  or  district  could  adequately  perform 
his  or  her  duties,  or  maintain  an  efficient  public  health  service,  unless  they  were 
working  in  harmonious  co-operation  with  other  medical  men  in  the  district* 
and  if  there  were  antagonism  between  the  Medical  Officer  and  the  general 
practitioners  of  the  neighbourhood  that  must  necessarily  injure  the  efficiency 
of  the  public  health  service. 

It  could  not  be  expected  that  things  would  always  remain  where  they  were 
50  years  ago,  circumstances  changed,  times  changed,  conditions  changed,  and 
it  was  necessary  to  change  with  them.  Nowadays,  when  rates  of  remuneration 
were  settled — he  was  not  speaking  of  public  bodies  in  particular,  but  of  industry 
or  any  other  body — they  were  constantly  settled  by  collective  bargaining.  Every 
Government  since  the  National  Health  Insurance  Act  had  had  to  deal  with  the 
medical  profession  in  regard  to  remuneration  under  that  Act,  and  throughout 
had  had  to  deal  with  them  collectively 

The  Association  would  go  further  and  say  that  in  the  experience  of  its  members 
the  salaries  the  Askwith  Committee  thought  appropriate  for  County  Medical 
Officers  were,  in  general,  higher  than  those  paid  to  other  chief  officers  in  the  local 
government  service,  and  that  it  is  true  to  say  that  in  the  majority  of  cases,  after  the 
Clerk  of  the  County  Council,  the  County  Medical  Officer  was  the  best  paid  officer 
in  the  service  of  the  Authority. 

X.  The  members  of  the  Association  are  concerned  as  to  the  consequences  which 
they  believe  are  arising  from  the  methods  whereby  the  remuneration  of  the  County 
Medical  Offioers  has  been  determined  since  1948.  They  do  not  believe  that  the 
services  provided  by  Local  Authorities  under  Part  III  of  the  National  Health  Service 
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Act  and  the  allied  School  Health  Service  provided  under  the  Education  Aot  of  1944, 
can  be  maintained  at  full  efficiency  and  integrated  closely  with  other  branches  of  the 
National  Health  Service  on  the  assumption  that  in  a National  Health  Service 
maintained  wholly  from  public  funds  there  can  be  two  grades  of  medical  practi- 
tioner, one  engaged  largely  in  clinical  medicine  and  the  other  engaged  mainly  in  the 
organisation,  management  and  direction  of  large-scale  health  services  and  regarded 
and  paid  as  local  government  officers  who  have  received  medical  training.  The  local 
government  service  can,  and  docs,  offer  facilities  for  training  in  post  solicitors, 
treasurers,  engineers  and  architects  hut  it  cannot  train  medical  practitioners,  who 
must  spend  a considerable  number  of  years  in  medical  schools  and,  when  working 
in  a iocal  health  authority’s  service,  must  do  so  in  close  harmony  and  association 
with  their  professional  brethren,  whose  remuneration  is  almost  entirely  now  paid 
from  public  funds. 

XI.  The  following  table  gives  some  statistics  concerning  the  duties  and  respon- 
sibilities of  certain  County  Medical  Officers,  the  basis  of  comparison  being  as 
between  the  years  1938-39  and  1957-58  : — 


County  A 

County  B 

County  C 

County  D 

Total  Population  

1938 

1 ,385,600 

749.9(H) 

302,600 

108,660 

1956 

1,601,000 

902,200 

364,600 

127,400 

Population  for  Maternity  and 
Child  Welfare  Services  . . . 

1938 

477,410 

442,750 

262,813 

82,770 

1956 

1,601,000 

902,200 

364,600 

127,400 

Population  for  School  Health 

1938 

692,800 

474,900 

272,230 

82,770 

1956 

1 ,60 1 ,000 

902,200 

364,600 

127,400 

Health  Department  Staffs: 

Total  Whole-time  

1938  9 

362 

195 

182 

24 

1957 

1,704 

1,029 

341 

179 

Total  Part-time  

1938-9 

77 

169 





1957 

1,825 

776 

358 

124 

Total  Medical  Staff,  whole- 

1938  9 

30 

n 

12 

4 

time  

1957 

51 

21 

5 

4 

Women  Medical  Officers, 

1938  9 

6 

2 

3 

1 

whole-time  

1957 

35 

13 

3 

3 

Whole-time  Medical  Officers 

possessing  the  Diploma  in 

1938  9 

16 

7 

4 

1 

Public  Health  

1957 

13 

5 

3 

2 

Gross  Expenditure  on  Health 

1938  9 

11407,696 

£218,062 

£87,106 

£36,515 

Services  

Annual  Salaries  of  Chief 
„ Officers  of  County  Council 

1957  8 

£2,503,740 

£1,274,985 

£582,330 

£182,947 

County  Medical  Officer 

1938  9 

£1,60(7  ■ 
£1,750 

£1,350 — 
£1,500 

£1,600 

£800— 

£1,000 

1957  8 

£3,180 

£3,705 

£3,025 — 
£3,390 

£2,710 - 

£2,975 

£2,070-- 

£2,340 

County  Treasurer  

1938-9 

£1,700  (no 
scale) 

£1,250— 

£1,500 

£1,000— 

£1,300 

£950 

1957-8 

£3.180- 

£3,705 

£3,075- 

£3,390 

£2,760  - 
£3,025 

£1,995— 

£2,225 

County  Education  Officer  ... 

1938-9 

£1,500- 

£1,750 

£1,250— 

£1,500 

£1,500  (no 
scale) 

£850 

1957-8 

£3,180- 

£3,705 

£3,075— 

£3,390 

£2,710 

£2,975 

£1,995— 

£2,225 
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County  Surveyor 


1938-9 

1957-8 


County  Architect 


1938-9 


1957-8 


County  A 

County  B 

County  C 

County  D 

£1,500  (no 

£1,250— 

£1,500 

£1,300  (no 
scale) 

£950 

£3,180 — 
£3,705 

£3,075— 

£2,710— 

£1,095 — 

£3,390 

£2,975 

£2,225 

£1, 500- 
El, 600 

£1,300 

Part-time 
Architect 
employed 
with  retain- 
ing fee  on 
a per  cent, 
basis 

£550 

£3,180— 

£3,705 

i 

«o 

o 

0 

01 

Hi 

£2,340  - 

£1,995- 

£2,865 

£2,710 

£2,225 

The  differences  in  the  populations  or  me  ''r,  andtll. 

Health  Service  Areas  arc  due  to  the  fact  that  under  the  Education  Ac  , > 1 . 

NationalHealth  Service  Act,  1946,  those  County  Dhtnct Councils  responsible  fot 
these  functions  transferred  their  duties  to  the  County  Councils. 

Attention  is  called — 

(1)  To  the  increase  in  the  number  of  whole-lime  female  medical  officers,  which 

is  clue  to  the  difficulty  in  recruiting  men.  Many  of  the  women  are  marned 
and,  while  appreciating  that  their  valuable  services  alone  enable  the  wwk 
to  be  maintained,  because  of  their  domestic  commitments  and  the  absence 
of  the  Diploma  in  Public  Health  the  great  majority  of  them  have  no 
intention  of  accepting  the  higher  posts  in  the  local  government  service, 

(2)  The  difference  in  the  number  of  whole-time  M^ical  M«  pos««S  the 


Diploma  "in  Public  Health.  Nothing  could  show  more  clearly  that  the 


Diploma  m imonc  nmnui. 

number  of  those  who  have  this  qualification,  and  are  therefore  eligible  for 
promotion  to  appointments  as  County  Medical  Officers,  has  sharply  declm 
in  proportion  to  the  number  employed  and  the  Assoc uiU on  is^  concern^  m 
to  the  prospects  of  future  selection  for  'the  highest  posts,  where  this  qualifi- 
cation is  essential,  in  the  medical  services  of  County  Councils. 

XII.  The  purpose  of  this  evidence  is  to  set  out. era-tain  in  roWton  to 


All.  me  purpose  or  mis  oviuuuue  xo  w . 

duties  and  responsibilities  that  devolve  upon  County  Medical  Officers  of  t 
England  and  Wales.  It  is  appreciated  that  the  Commission  will  be  using  remunera- 
tion  standards  obtained  in  many  professional  fields  for  the  purpose  of  com^nsm 
in  discharging  the  main  responsibilities  laid  upon  them  in  their  terms  of  , 

i '.a x.  calarv  nosition  of  Counfi 


m aiscnargmg  me  mam  res>pirawu'umw  xaiu  ujjvu  - n„,nhI 

The  Association  considers  that  so  far  as  the  present  salary  position  of  County 
Medical  Officers  is  concerned  the  former  basis  of  comparison  no  longer  exists  as 

. . .1  nn  era  etrtA  in  fipln<!  rtf  lyrttlGral  OraOttC6 


Medical  umcers  is  uonceiucu  me  wiura  «». 

between  them  and  their  senior  colleagues  engaged  m the  fields _ ol  general  practice 
and  hospital  work.  Prior  to  1948  the  County  Medical  Officer  in  the  local  govern- 
ment  service  was  not  paid  on  a basis  that  was  linked  with  other  chief  officers. 

...  _ j*  . it.  - j.  ntit/'Prc  nflRftn  U 


ment  service  was  not  paiu  on  a oasis  uuai  wua  X ::  ; , A„ 

general,  the  remuneration  that  was  paid  to  County  Medical  Officers  was  based  upon 
recommendations  of  the  Askwith  Committee  and  those  r^pommenda  ions  had  no 
j i_  ii t-rN  r>i-Vi rvr  l rtftirtcrs  in  the  local  government 


recommend auons  01  me  auvuh  va»«ui»iw  ^ y . r 

regard  to  the  rates  payable  to  other  professional  offioers  in  the  local  government 
The  Association  has  no  doubt  that  in  making  Us  recommendation  th 

• i_  lU.  -Pn  n.1-  iU.it  O/Mmtti  K4iWiiPtil  fimPPrS.  11K6 


service,  me  Association  nas  no  uvuui  umi.  hi  uv* 

Askwith  Committee  took  into  account  the  fact  that  County  Medical  Officers,  like 
other  medical  officers  in  local  government  service,  had  benefits  of  superannuation, 
sick  pay  and  paid  holidays  that  did  not  apply  to  general  practitioners  and  the  majority 
of  medical  staff  working  in  voluntary  hospitals.  Two  great  changes  have  taken 
place  since  1948  ; the  first  is  that  many  of  the  benefits  such  as  superannuation  am 
sick  pay  now  apply  far  more  widely  and  the  second  is  that  the  remuneration  o 
County  Medical  Officers  has,  by  the  operation  of  Whitley  Council  machinery,  become 
i ui.  _ Mniof  nfRppvo  in  thf»  o'rtvftrnment  service. 


UOUniy  ivieaicai  unices  nas,  uy  mu  upuuuiuu  ut  "““’*'-.7  ... — - . 

;died  to  the  salary  structure  of  other  chief  officers  m the  local  government  serea 
The  Association  would,  therefore,  wish  to  place  on  record  its  opinion  that  any 
deductions  which  might  be  drawn  by  comparisons  as  between  the  remuneration 
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received  by  County  Medical  Officers  and  their  professional  colleagues  working  in 
other  branches  or  the  National  Health  Service  would  be  fallacious.  The  Association 
considers  the  continuance  of  the  present  Whitley  Council  arrangements  whereby  the 
chief  medical  officers  of  County  Councils  have  their  basis  of  remuneration  tied  to 
that  of  other  chief  officers  is,  in  the  long  run,  inimical  to  the  proper  functioning  of 
the  National  Health  Service  because  it  is  futile  to  believe  that,  in  the  final  analysis, 
recruitment  for  higher  medical  posts  in  one  branch  of  the  medical  service  can  be 
compared  with  the  recruitment  to  branches  of  other  local  government  services. 

XIII.  Reference  has  been  made  to  the  then  Minister  of  Health’s  statement  to  the 
representatives  of  local  authorities  when  the  Askwith  Committee  was  being  formed 
in  1928  and  the  Association  believes  that  the  final  note  of  this  memorandum  should 
be  to  repeat  that  what  the  Minister  said  then  is  just  as  true  now.  “No  medical 
officer  of  a County  or  a District  can  adequately  perform  bis,  or  her,  duties  or 
maintain  an  efficient  health  service  unless  he  is  working  in  harmonious  co-operation 
with  other  medical  men  in  the  district."  There  cannot  be  harmonious  co-operation 
between  members  of  the  medical  profession  if  members  of  one  section  in  the 
National  Health  Service  are  regarded,  for  remuneration  purposes,  by  their  employers 
not  as  medical  men  hut  as  local  government  officers  with  medical  training. 


Examination  of  Witnesses 

Dr.  A.  Elliott 
Dr.  J.  S.  Cookson 
Dr.  C.  D.  L.  Lycett 
Dr.  G.  Ramaoe 

on  behalf  of  the  Association  of  County  Medical  Officers  of  England  and  Wales,  called 
and  examined. 


4563.  Chairman : Now  you  have 

listened  to  the  previous  evidence? 

Dr.  Elliott : Yes. 

4564.  And  we  have  I imagine  covered 
a vary  great  deat  of  the  ground  that 
is  of  interest  to  you,  is  that  so? — —Yes, 
Sir,  quite  a lot  of  it  is  common  ground. 
Of  course  the  point  of  the  Association 
of  County  Medical  Officers  is  that  it 
includes  all  the  county  medical  officers 
in,  England  and  Wales,  all  of  whom  are 
engaged  in.  National  Health  Service 
work.  All  the  county  medical  officers  are 
engaged  in  National  Health  ,Service 
work,  although  the  purpose  of  their 
appointment  was  required  by  other  legis- 
lation. We  have  touched  on  the  point 
where  we  say  the  whole  of  our 
remuneration  is  at  present  borne  by  the 
rate  funds.  Some  of  our  county-district 
colleagues  are  not  employed  in  the 
National  Health  Service  as  such. 

4565.  You  are  employed  in  the 
National  Health  .Service  and  that  is  one 
particular  reason  why  you  would  have 
hoped  that  you  would  have  been  within 

our  terms  of  reference? We  would 

have  hoped  so.  We  realise  that  we  are 


not.  90  per  cent  of  our  work  is  con- 
nected with  school  health  and  National 
Health  Service  work,  and  the  other  10 
per  cent  is  in  relation  to  general  medical 
duties,  some  arising  out  of  other  legist 
lation,  amd  some  arising  out  of  medical 
functions  relating  to  our  county  staffs. 

4566.  Now  on  the  particular  points 
then  that  you  would  wish  to  make,  you 
give  us  some  very  interesting  figures  on 
recruitment,  which  'is  one  of  .the  subjects 
that  seems  to  us  to  be  most  important. 
Are  you  having  the  same  bind  of  diffi- 
culties as  your  colleagues,  or  is  it  not 

so  marked? Wo  have  not  the  same 

kind  of  difficulties.  In  my  view — and  I 
have  been  in  the  local  authority  ser- 
vices for  nearly  25  years — we  can  only 
manage  to  maintain  our  services  by  re- 
cruiting women,  mainly  married  women, 
t am  not  in  any  way  denigrating  their 
services,  but  1 think  we  made  the  point 
that  it  is  a common  experience  in  coun- 
ties that  we  are  maintaining  our  service 
by  employing  people  who  for  domestic 
and  other  reasons  do  not  wish  to  seek 
promotion  on  the  preventive  side.  This 
does  not  make  us  feel  happy  about  the 
future  administration  of  local  authority 
services. 
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4567.  Do  you  find  when  there  are 
vacancies  to  be  filled,  senior  posts,  that 
there  are  not  many  people  apply  for 

them? 1 think.  Sir,  without  a doubt 

that  what  was  said  'by  the  Society  is  true. 
Two  months  ago  we  advertised  a post 
for  what  X would  call  a beginning 
administrative  assistant  on  my  central 
staff.  There  is  my  deputy,  three  senior 
assistant  specialists  and  we  wanted  one 
below.  Now  I recall  the  same  post 
being  advertised  20  years  before  the 
war  started,  and  then  there  were  42 
applicants  and  out  of  a short  list  of  five 
four  have  done  extremely  well  since. 
On  this  occasion  there  were  ten  appli- 
cants, two  or  whom  only  were  _ worthy 
of  interview,  both  were  in  their  fifties 
and  neither  was  suitable  because  they 
are  older  than  all  the  rest  of  us.  We 
have  not  been  able  to  fill  that  post.  It 
is  not  easy  at  the  present  moment,  in 
county  councils  at  least,  to  find  people 
who  have  followed  the  public  health 
service.  Clearly  we  can  make  it  a career 
on  promotion  for  people  who  eventually 
come  out  at  the  top,  but  the  stream  is 
not  as  broad  as  it  was. — Dr.  Ramage : I 
agree  with  that.  Also  as  it  is  easier  for 
people  now  to  obtain  posts,  unfortun- 
ately there  is  not  the  same  urge  on  them 
to  go  through  the  long  process  of 
acquiring  experience  which  was  described 
by  our  colleagues. 

4568.  Here  is  perhaps  something  we 
did  not  touch  on.  To  what  extent,  Dr. 
Elliott,  do  medical  officers  of  health 
when  they  have  reached  the  senior  status 
as  a M.O.H.  tend  to  stay  in  the  same  place 
regardless  of  the  fact  that  after  a very 
few  years  they  reach  the  salary  ceiling 
for  the  post?  To  what  extent  do  they 
move  on  to  bigger,  and  therefore  rather 
more  highly  paid  posts?  That  may  apply 
more  in  the  towns  than  in  the  counties. 

Dr.  Elliott : We  can  only  speak,  and 

would  only  wish  to  speak,  on  this  matter 
for  the  counties. 

4569.  People  would  go  from  the 

county  to  a town  and  vice  versa? 

Not  so  much.  Since  the  war  I recall 
only  one  county  medical  officer  who  has 
come  from  a town.  All  the  others  come 
from  counties,  either  small  counties  or 
from  largish  counties  where  they  were 
deputies. 

4570.  Why  is  that?  I am  rather  sur- 
prised to  hear  that  there  is  this  marked 
line  of  differentiation  so  that  on  the 
whole  there  is  not  much  flow  between 


the  counties  and  boroughs. Dr. 

Ramage-.  I think  there  is  more  move- 
ment at  the  next  lower  level  of  appoint- 
ment. I can  cite  myself,  for  instance; 

I came  from  a county  borough  to  my 
present  authority  as  deputy,  and  I think 
that  is  the  experience  of  a number  of 
authorities.  Their  deputies  may  be  re- 
cruited more  widely,  but  as  the  adminis- 
tration of  the  department  and  other 
aspects  of  the  work  are  considerably  dif- 
ferent in  the  counties,  when  it  comps 
to  the  appointment  at  the  ceiling  they 
tend  to  take  the  .person  who  has  had  an 
active  part  in  the  administration  of  the 
county. — Dr.  Lycett:  I think  the  answer 
is  also  in  the  small  number  of  authorities 
with  large  populations,  and  therefore 
larger  salary  scales.  Speaking  as  a medical 
officer  of  a medium-sized  county,  in  fact 
there  are  very  few  authorities  that  offer 
any  real  financial  inducement  owing  to 
the  small  number  of  large  authorities  and 
to  the  ways  in  which  the  authorities  con- 
cerned have  interpreted  this  proviso  of 
discretion  where  there  is  over  600,000 
population. 

4571.  I am  sorry,  I have  not  quite 

got  that  point. Xt  was  brought  out  I 

think  during  the  evidence  of  the  Society 
of  Medical  Officers  of  Health  that 
authorities  with  populations  of  over 
600,000  had  discretion  as  to  the  scales 
they  applied  to  medical  officers  of  health. 
Clearly,  if  they  applied  their  discretion 
fairly  largely  ithere  would  be  scales  for 
the  post  much  above  those  of  the  medium 
authorities,  and  more  incentive  to  move 
for  promotion.  As  it  is  there  is  not  a 
great  deal  in  it  to  make  up  for  the  cost 
of  moving,  and  one  thing  and  another. 

4572.  I think  on  the  figures  that  you 
give  in  your  paragraph  XI  for  county 
medical  officers  on  the  whole  three  out 
of  four  of  them  would  seem  to  be  re- 
ceiving incomes  right  up  to  the  over 
600,000  class.  That  is  right,  is  it  not? 

Dr.  Elliott-.  But,  Sir,  A and  B are 

at  discretion. — Dr.  Ramage : There  are  a 
number  of  counties  with  populations 
over  600,000  which  have  decided  that  the 
rate  of  400,000  to  600,000  should  not  be 
exceeded. 

4573.  It  would  mean  that  just  as  the 
borough  medical  officer  from  a borough 
of  over  600,000  probably  does  not  apply 
for  any  job  as  a county  medical  officer, 
similarly  most  county  medical  officers 
do  not  really  go  except  to  your  biggest 
towns,  would  that  also  be  true?  Once 
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vou  are  within  one  branch  or  other  you 

stay  there? Dr.  Elliott:  I think  that 

is  true.  One  naturally  wishes  to  stay  in 
a particular  branch.  Most  have  started 
at  a fairly  early  age.  If  you  are  in  the 
county  you  go  on  for  the  county,  but 
then  you  do  get  applicants  for  special 
jobs  in  the  county  and  county  boroughs. 
An  appointments  committee  of  a county 
borough  seeking  a medical  officer  of 
health  would  ) think  rather  be  inclined 
to  go  for  a man  who  had  been  with  a 
county  borough,  and  the  same  would 
apply  to  the  county.  The  county  medical 
officer  in  Hampshire  appointed  recently 
came  from  Bournemouth,  but  by  and 
large  I think  that  is  true. 

We  really  are  not  putting  to  you  our 
view  on  salary  and  fixing  of  salaries. 
We  realise  the  point  that  you  are  not 
in  that  sense  the  Industrial  Disputes 
Tribunal  or  the  Industrial  Court.  I 
think  what  we  want  really  to  say  with 
considerable  emphasis,  is  that  the 
National  Health  Service  is  a tripod. 
There  are  three  branches.  It  is  a com- 
prehensive service.  The  young  practi- 
tioner, that  is,  the  doctor  in  his  late 
twenties,  in  the  case  of  the  hospital  ser- 
vice, and  in  the  case  of  the  general  prac- 
-tioner  field,  knows  he  is  going  into  those 
fields,  he  knows  he  is  going  to  be 
employed  and  remunerated  its  a pro- 
fessional man,  us  a doctor.  When  he 
oomes  to  the  third  branch  of  the  ser- 
vice there  his  remuneration  is  based 
upon  the  fact  that  he  is  a local  govern- 
ment officer  first  and  a doctor  second. 
It  is  clear  therefore  that  for  the  young 
man  who  had  not  up  to  that  period  had 
any  contact  with  local  government,  who 
has  been  almost  entirely  brought  tip  in 
the  hospital  field,  because  that  is  where 
his  training  fakes  place,  the  weight  is 
against  him  to  go  in  for  the  field  where 
it  is  made  quite  plain  that  he  is  a focal 
government  officer,  and  not  a profes- 
sional officer  which  previously  he  has 
been  treated  as. 


4574.  Is  that  a new  feature,  or  was  it 

exactly  the  same  in  the  old  days? 

No,  Sir,  it  is  entirely  new  since  1948. 
In  fact  it  did  not  really  apply  until  the 
first  Industrial  Court  Award  of  October 
1950.  From  1929  until  1948,  and  until 
1950  when  we  had  the  carry-over, 
doctors  in  the  local  government  service, 
whether  employed  in  hospitals,  mental 
hospitals  or  general  hospitals,  whether 


employed  in  the  field,  were  dealt  with 
as  doctors.  The  scales,  as  we  have 
endeavoured  to  point  out  in  our 
•memorandum,  had  no  regard  to  what 
was  paid  elsewhere  in  local  government, 
and  it  is  a point  we  want  to  emphasise 
again.  You  have  already  had  it,  but 
we  are  quite  unable  to  see  why  there 
should  bo  a link  between  the  salaries 
of  doctors  in  local  government  and  other 
non-medical  people.  It  is  a matter  of 
administrative  convenience  that  certain 
services  are  administered  by  the  elected 
body,  but  there  is  no  community  of 
interest  between  the  other  county  officers 
and  the  county  medical  officer.  They  are 
not  recruited  from  the  same  field.  It 
could  well  have  happened,  as  in  the 
case  of  the  executive  councils  in  1948, 
that  the  National  Health  Service  Act  had 
set  up  separate  public  health  boards 
independent  of  County  Councils  and  it 
could  not  then  have  bean  argued  that 
the  salaries  of  doctors  employed  by 
public  health  boards  to  carry  out  Part 
III  services  should  be  linked  to  local 
government.  If  they  had  been  surely 
the  hospital  services  should  have  been 
linked  to  local  government  too.  Wo  have 
taken  the  view  that  it  is  only  a matter 
of  administrative  convenience  that  the 
Part  III  health  services  are  administered 
as  part  of  focal  government  and  it  docs 
not  mean  there  should  be  this  link  o£ 
salaries  of  chief  officers. 

4575.  You  do  feel  that  in  all  there  must 
be  some  relativity  between  all  kinds  of 
people,  whether  local  government  or 
private  industry,  or  anywhere  at  al? 
There  must  be  some  sort  of  relationship 
between  what  different  people  are  earn- 
ing in  their  grade,  and  you  cannot  con- 
sider any  particular  group  of  people 

completely  separately? 1 am  rather 

outside  my  terms  of  reference  here,  but 
can  you  make  such  a broad  generalisa- 
tion? It  is  a matter  of  the  supply  and 
demand  in  employment,  and  so  on. 
What  we  want  to  say  as  an  Association 
is  this,  that  come  what  may  we  believe 
that  in  the  future  of  the  public  health 
service  all  local  government  doctors 
should  be  treated  as  doctors  throughout, 
that  the  position  that  arose  when  doc- 
tors were  paid  from  public  funds,  by 
local  authorities  from  1929  to  1948 
should  still  continue,  and  that  there 
should  be  a separate  negotiating 
machinery.  While  we  naturally  hope 
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that  that  would  result  in  better  payment, 
we  still  say  we  stand  or  fall  by  the 
machinery  'being  established  even 
.though1  we  he  dealt  with  worse,  because 
if  we  in  the  public  health  service  came 
into  the  general  field  then  we  believe 
our  recruitment  problems  would  be 
greatly  eased.  Doctors  would  be 
treated  as  doctors  in  ithe  National  Health 
Service  and  not  as  local  government 
officers  first  and  doctors  second. 

4576.  You  come  back  to  this  very 
important  question  which  seams  quite 
basic  about  recruitment.  The  Society 
said  to  us  that  they  had  not  got  precise 
facts  and  figures  but  they  have  a strong 
general  impression  which  I gather  they 
have  always  had.  Have  you  anything 

more  definite? 'We  could  make  some 

enquiries.  We  have  not  obtained  them, 
but  there  is  a difficulty  here  at  the 
moment.  My  own  whole-time  strength 
is  51,  but  we  have  nearly  200  part-time 
medical  officers  some  of  whom  are 
married  women  who  can  only  work 
■part-time,  others  are  general  prac- 
titioners. But  those  numbers  fluctuate 
very  much,  and  at  the  present  moment 
are  extremely  high  due  to  the  poliomye- 
litis vaccination  programme.  But  it  is 
sometimes1  the  case  that  when  one  bias 
to  recruit  whole-time  staff,  if  you  are  not 
quite  happy  about  the  calibre  of  people 
available,  you  can  postpone  selection  for 
the  time  being  and  use  part-time  staff. 
We  have  no  difficulty  at  the  moment ; I 
‘have  a waiting  list  of  140  people  wishing 
to  do  part-time  work  for  us.  So  that 
if  it  were  found  that  at  the  moment  there 
was  no  difficulty  in  recruitment  it  could 
we®  be  because  there  is  at  the  time  you 
made  ,the  enquiry  an  ample  supply  o-f 
part-time  staff  which  happened  to  be 
convenient  at  that  time.  What  I think 
we  are  all  agreed  upon  is  that  the  public 
health  service  is  not  at  the  moment 
among  the  first  choices  of  .the  young 
graduate  after  some  years  to  hospital. 

4577.  You  have  given  us  one  or  two 
reasons  as  to  why  th-ait  should  be  so,  and 
much  of  that  seems  to  be  perhaps  for  the 
profession  to  put  right,  to  make  it  quite 
clear  to  the  medioal  schools  and  in 
medical  publications,  and  so  forth,  that 
on,  this  'tripod,  as  you  referred  to  it,  the 
three  fags  are  equal.  There  is.  also,  you 
would  say,  the  question,  of  remuneration  ? 

; 1 do  mot  think  there  is  any  use  quot- 

ing personal  experiences.  What  is  it 
that  deteaimtoes  men  or  women  in  .the  first 


flush  of  their  professional  life  to  go  info 
a certain  line?  It  may  be  economic,  fcj 
wish  to  have  further  training  which  they 
can  or  cannot  afford  to  take.  It  may  bt 
family  reasons.  It  may  be  some  expert 
ence  from  their  teachers.  I do  not  think 
it  is  possible  to  take  a young  medical 
graduate  educated  in  freedom  and 
individualism  and  suggest  he  should 
follow  some  particular  line  because 
it  happened  to  be  for  the  public 
good.  If  one  has  trained  for  clinical 
medioine  one  would  naturally  wish 
to  follow  one’s  bent,  and  that 
would  be  one's  first  choice.  There  are 
people  who  come  along  with  the  inten- 
tion always  of  doing  clinical  work  nr 
social  work,  may  be  in  this  country  or 
abroad.  If  you  are  not  very  strong  in 
one  or  other  direction,  quite  obviously 
not  only  remuneration  is  going  to  come 
in,  but  also  the  way  in  which  you  are 
regarded  as  a person,  and  if  in  local  gov- 
ernment you  are -not  going  to  be  regarded 
as  a doctor  first  and  as  a local  govern- 
ment officer  second,  but  a local  govern- 
ment officer  first  and  a doctor  second,  we 
can  understand  why  we  come  low  in 
desirability. 

4578.  We  asked  this  question  aboul 
status  of  the  Society,  and  I did  not  gather 
from  their  replies  that  their  status  in  the 
local  community  was  much  different  from 
that  of  other  doctors.  Would  you  in  the 
counties  take  a rather  different  view? 
"Tf™5,  S‘r‘  asa"1  is  not  anything  on 
which  the  Association  can  speak.  I can 
only  say  what  J think  as  a .person,  and 
my  oolleagues  1 am  sure  would  put  for- 
ward another  view.  I do  not  know  whai 
status  is  in  this  context.  It  has  very  little 
to  do  with  pay.  It  depends  upon  the 
capacity  of  the  man  in  relation  to  his  pro- 
fessional colleagues.  It  relates  to  the 
advice  his  professional  cod-leagues  would 
get  from  Mm.  1 think  it  is  probably 
appreciated  from  what  has  been  said  this 
morning  that  wc  have  to  be  fully  know- 
ledgeable on  an  enormous  range  of 
medical  subjects  from  poliomyelitis  vac- 
cination to  appearing  in  court  as  authori- 
ties on.  epilepsy  and  appeals  on  driving 
licences.  It  is  our  capacity  in  medicine 
which  determines  our  status,  and  not  out 
remuneration,  and  therefore  if  the  local 
authority  are  going  to  recruit  people  who 
can  cover  a wide  field  of  medicine  we 
come  back  to  the  point  that  they  are 
doctors  first ; it  is  not  recruitment  of  local 
government  officers  with  medical  training 
That  is  my  personal  opinion. 
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4579.  Sir  David  Hughes  Parry : It  may 
be  that  you  are  taking  rather  a narrow 
vSew,  because  after  all  you  are  only  con- 
sidering recruitment  from  the  time  that 
the  man  has  qualified.  Those  who  go 
into  medicine,  those  who  go  into  the  law, 
those  who  become  engineers — in  other 
words,  those  who  become  the  chief  en- 
gineer, the  town  derk,  and  so  on,  they 
are  all  drawn  from  the  same  community, 
are  they  not?  lit  has  got  to  be  effective 

at  that  stage. 1 do  not  quite  follow 

your  point.  Surely  we  want  to  recruit 
between  the  ages  of  25  and  35. 

4580.  T am  going  back  a little  further 

to  recruitment  from  the  schools  to  the 
medical  profession,  and  there  may  well 
be  an  opportunity  even  at  that  early  stage 
for  people  to  go  in  for  what  they  call 
public  service.  I am  wondering  whether 
more  ought  not  to  be  done  at  the  medical 
schools  to  inform  the  students  who  are 
qualified  as  doctors  to  know  of  the  possi- 
bilities of  the  public  health  service. 

Dr.  Ramage : That  would  be  a very  good 
thing,  but  I would  like  to  refer  to  this 
question,  of  status,  to  the  point  I men- 
tioned a little  while  ago  about  people  now 
being  able  to  enter  the  local  authority 
service  with  less  experience  than  formerly. 
If  it  becomes  known,  as  it  is  from  time  to 
time,  that  a fairly  high  proportion  of  the 
doctors  in  local  authority  service  have 
had  a limited  experience  in  other  fields, 
then  they  cannot  be  regarded  in  quite  the 
same  way  by  their  colleagues.  The  older 
generation,  and  1 am  sorry  to  say  we  here 
fall  into  that  now,  were  obliged  to  take 
a series,  not  only  of  higher  qualifications, 
but  a series  of  hospital  jobs  as  our  col- 
leagues from  the  Society  mentioned,  and 
therefore  we  believe  we  enjoy  a certain 
amount  of  esteem  by  our  colleagues 
which  greatly  helps  our  worik.  We  fed 
that  position  is  rather  endangered  by  what 
has  been  happening  since  1948.  If  that 
has  any  relationship  to  status  that  is  how 
I would  look  at  it. 

4581.  Chairman-.  On  this  particular 
matter  the  question  of  status  and  pay  is 
to  some  extent  linked,  and  the  figures 
you  give  in  paragraph  XI  would  seem  to 
show  that  the  increases  that  have  been 
enjoyed  by  the  county  medical  officers 
since  1938  are  quite  considerable.  On 
the  whole  they  are  in  the  region  of 
double,  sometimes  a bit  more,  but  round 

about  that. Dr.  Elliott:  About  225 

per  cent. 


4582.  Which  is  not  very  far  from  what 
has  happened  in  other  branches  of  your 

profession. First  of  all  these  are 

county  medical  officers.  These  are  gross 
figures.  I am  not  suggesting  anything  on 
the  other  sides  of  the  profession  in  rela- 
tion to  pant-time  and  general  practice 
expenses,  but  I think  one  would  generally 
think  that  was  a material  advantage 
when  you  are  quoting  net  figures  in 
relation  to  general  practitioners. 

4583.  I am  simply  talking  of  the  per- 
centage increase  since  before  the  war. 

The  second  point  is  this,  that  it  is 

by  no  means  comparable,  is  it,  with  the 
change  in  the  value  of  money  over  the 
last  20  years.  The  third  point  is  we  would 
ask  the  Commission  to  look  at  the 
change  in  responsibility.  We  are  not 
really  comparing  like  with  like,  .because 
from  1938  considerable  additional  duties 
have  been  put  on  us.  But,  Sir,  I do 
want  to  make  the  point  again  that  we 
are  not  submitting  these  figures  to  you 
as  a form  of  salary  claim. 

4584.  I realise  that. We  put  them 

forward  for  comparison  with  our  pro- 
fessional colleagues  in  local  government 
to  show  that  in  fact  the  parity,  the  com- 
parisons which  have  gone  before,  the 
relationship  between  us  and  our  col- 
leagues in  local  government  did  not 
obtain  until,  1950,  that  is  the  date  of  the 
first  Industrial  Court  Award.  That  is 
the  reason. 

Chairman : 1 think  that  point  is  quite 
clear. 

4585.  Mr.  Bonham-Curter:  That 

award,  and  subsequent  awards,  have 
been,  I take  it,  related  to  the  cost  of 
living,  or  the  change  in  the  value  of 
money,  call  it  what  you  will?  They  have 
been  amended  to  recognise  that  sort  of 

change,  is  that  correct? No.  The  first 

Industrial  Court  Award  was  a result  of 
the  agreed  reference  to  the  Court  by  the 
Whitley  Council  ‘ C ’.  Briefly  the  Staff 
Side  of  Whitley  Council  'C'  in.  1950 
argued  that  doctors  in  Ihe  public  health 
service  generally  should  be  treated  as 
doctors  and  not  related  to  other  local 
government  officers.  The  Management 
Side,  the  local  Authority  Associations 
Side,  argued  that  the  time  had  now 
arrived  that  all  medical  officers  should 
be  treated  as  local  government  officers, 
anti  they  wished  to  relate  the  salaries 
of  chief  medical  officers,  to  the  salary 
of  chief  officers  elsewhere.  That  issue 
was  put  forward  solely  in  relation  to 
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the  arguments  of  two  sides,  and  the 
Industrial  Court  decided  in  favour  of 
the  Management  Side.  The  second 
Industrial  Court  Award  was  concerned 
with  cost  of  living,  but  the  same  battle 
was  fought  over  again  with  the  same 
result.  The  principle  established  in  1950 
has  not  been  disturbed,  and,  of  course, 
the  trade  union  question  of  reference 
to  the  Industrial  Disputes  Tribunal  can- 
not arise.  The  situation  that  we  have 
outlined  here  whereby  since  1950  this 
tie-up  has  been  between  the  doctor  and 
■the  other  local  government  chief 
officers  was  not  the  case  from  1929  to 
1950. 

4586.  Chairman : Now  on.  a somewhat 
different  point,  have  you  any  idea  as  to 
the  average  age  at  which  somebody  will 
achieve  the  status  of  county  medical 
officer?  I mean  in  present  circumstances, 

I am  not  looking  baok  to  the  past.— — 
There  are  only  62  counties,  63  counting 
the  L.C.C.,  which  usually  counts 
separately,  although  Dr.  Scott  is  a mem- 
ber of  our  Association.  It  so  much 
depends  on  the  mortality  rate,  or  the 
retirement  rate  of  existing  county 
medical  officers.  Frequently  the  deputy 
is  appointed.  It  is  so  fortuitous,  I do 
not  think  there  can  be  any  generalisa- 
tion. 

4587.  We  have  had  some  figures  about 
the  age  at  which  people  will  achieve 
consultant  status,  and  so  forth,  and  I am 
wondering  whether  in  fact  most  people 
will  achieve  full  county  medical  officer 
status  by,  for  instance,  40  or  50  or  not? 

Dr.  Ramage:  It  would  be  a lucky 

man  who  achieved  his  chief  post  at  the 
age  of  40.  It  has  happened,  but  usually 
it  is  about  40  plus. 

4588.  That  is  the  sort  of  age? 1 

think  if  we  take  the  L.C.C.  we  would 
have  to  say  it  would  be  well  over  50, 
but  that  is  perhaps  rather  exceptional. 

4589.  Sir  Hugh  Watson : Quite  outside 
this  point  and  separately  by  itself,  is 
there  any  interchange  between  Scotland 
and  England  of  county  medical  officers 

of  health? Dr.  Elliott'.  Practically 

none. — Dr.  Ramage : I think  it  is  one 
way. — Dr.  Elliott:  I cannot  recall  any 
appointment  having  ibeen  made  of 
county  medical  officers  from,  Scotland. 
In  a number  of  counties  medical  officers 
are  Soots  having  started  their  public 
health  career  there. 

I would  not  like  the  Commission  to 
take  entirely  the  point  that  you  must  be 


at  least  40  before  you  become  a county 
medical  officer.  I would  say  the  answer 
is  broadly  correct.  I do  not  think  there 
is  much  chance  after  50.  The  authority 
would  look  for  a younger  man. 

4590.  Chairman : 1 was  trying  to  get 
an  approximate  relationship  between  the 
age  at  which  people  normally  tend  to 
become  consultants,  which  varies,  and 
that  at  which  they  tend  to  'become  county 
medical  officers.  It  is  a bit  different,  but 

not  very  much  different? The  man 

who  got  it  at  40  plus  would  think  he  was 
fortunate. 

4591.  Sir  David  Hughes  Parry:  I take 

it  the  competition  for  the  higher  posts  is 
still  very  keen? Yes,  Sir. 

4592.  One  has  to  try  to  look  at  the 
structure  as  well,  because  We  have  to 
look  over  the  whole  period.  I was  taking 
County  A in  your  table  and  they  had 
in  1938,  16,  but  they  now  have  13  whole 
time  medical  officers.  How  many  of  those 
are  aspiring  to  be  chief  medical  officer 

of  health? 1 think  you  have  read  the 

wrong  figures.  At  the  moment  we  have 
51  whole-time  medical  officers,  as 
opposed  to  30  before  the  war.  Taking 
those  in  possession  of  the  Diploma  in 
Public  Health  it  was  16  then  and  13 
now.  The  point  in  putting  the  figures  in 
about  the  D.P.H.  is  that  only  those 
officers  are  eligible  to  become  deputies  or 
principals  in  counties. 

4593.  That  is  why  I chose  them.: — 
Out  of  that  total  number,  you  must 
relate  it  to  the  total,  many  of  those  are 
expecting  to  stay  as  they  are. 

4594.  I am  looking  at  those  who  are 
really  fully  qualified  to  be  considered, 
How  many  of  those  can  expect  to  be 
chief  medical  officer  of  health? — 
County  A is  my  own  county,  of  course, 

4595.  I did  not  know  that. Dr. 

Ramage:  I think  it  is  true  that  those  who 
have  got  their  Diploma  in  Public 
Health  and  who  have  decided  to 
make  public  health  their  career, 
necessarily  have  a better  prospect  of 
the  senior  post.  But  I come  back  to  the 
point  again — and  I would  not  like  to 
criticise  these  men  who  come  in  par- 
ticularly—that  it  is  true  that  they  get  the 
post  -now  with  less  experience  to 
formerly.- -iDr.  Cookson:  Can  I make 
a point  here  from  the  point  of  view  of 
the  smaller  counties?  We  have  spoken 
of  the  counties  A,  B and  C.  If  you  turn 
to  those  in  county  D,  I think  the  effect  of 
the  pyramid  that  we  were  speaking  of 
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this  morning  is  even  more  marked,  be- 
cause although  one  does  not  want  to 
make  much  of  the  differentiation  between 
the  counties  A,  B,  C and  D,  we  do  see 
there  a great  deal  of  difference  in  the 
remuneration  between  those  in  com- 
parable counties  D,  to  the  other  branches 
of  'the  profession.  If  we  could  take  just 
one  example,  that  in  1938  a county  D 
employed  four  medical  officers  more  or 
less  of  that  particular  grade,  and  now 
they  employ  one ; the  other  three  have 
gone  into  other  branches  of  medicine, 
and  there  their  remuneration  is  that  of 
consultants.  So  one  has  the  difficulty  of 
status  and  remuneration  in  counties  D 
perhaps  rather  more  marked  than  in  the 
other  ones,  Now  there  are  18  county  Ds 
with  a population  below  150,000,  roughly 
a third  of  your  total  of  your  62  counties. 
There  are  quite  a number  of  county  Ds 
and  very  few  county  As. 

4596.  Chairman-.  The  county  D rates 
before  the  war  were  fairly  low.  They 
have  gone  up  quite  sharply,  as  have  the 
salary  increases.— If  we  are  to  consider 
ourselves  as  doctors,  I would  compare 
myself  with  the  other  three  doctors  who 
were  in  county  D before  the  war  who 
are  doing  similar  work  now  to  what  they 
were  doing  then,  and  are  now  paid  as 
consultants  with  the  status  of  consultants, 
which  is  very  considerably  in  excess  of 
the  figures  which  have  been  given  under 
county  D.  The  status  of  the  county 
medical  officer  of  the  county  D if  it  were 
in  any  way  connected  with  remunera- 
tion must  have  dropped  substantially. 
—Dr.  Elliott-.  1 think  Dr.  Cookson  is 
probably  referring  to  the  position  of  the 
old  tuberculosis  officer  who  became  chest 
physician  in  1948.  It  did  so  happen  that, 
dealt  with  under  the  old  Askwith  Agree- 
ment, one  officer’s  salary  overnight  was 
trebled  by  changing  from  one  branch  of 
the  National  Health  Service  to  the  other ; 
by  going  from  the  local  authority  service 
to  the  public  service  his  salary  was 
trebled  overnight. — Dr.  Cookson-.  May  1 
add  on  that  that  the  same  applies  -to  the 
medical  superintendent  of  the  mental 
hospital,  and  the  same  applies  to  the 
medical  superintendent  of  a general  hos- 
pital ; it  is  not  just  the  chest  physician 
and  the  tuberculosis  doctor.  So  far  as 
county  D is  concerned  there  were  four 
senior  medical  officers  who  were 
employed  in  1938  to  1939  ; three  are  now 
consultants  and  one  is  remunerated  with 
the  same  status  as  the  other  chief  officers 


of  the  local  authority.  That  applies  in 
county  D,  but  does  also  apply  in  17  other 
counties. 

4597.  Mr.  Bonham-Carter ; All  the 
witnesses  ,we  have  heard  this  morning 
obviously  feel  very  strongly  and  deeply 
about  this  thing,  and  therefore  there  is 
one  last  question  I want  to  .put  about  it, 
this  link  between  the  'M.O.H.  and  the 
other  local  authority  officers.  Does  that 
arrangement  preclude  the  doctors’ 
remuneration  being  on  any  occasion 
looked  at  by  itself  with  a view  to  making 
sure  that  the  normal  law  of  supply  and 

demand  is  being  applied? Dr.  Elliott : 

First  of  all,  Sir,  of  course  any  chief  officer 
in  local  government  can  have  a salary 
scale  fixed  front  a range.  There  is  discre- 
tion, as  you  know,  according  to  the 
population,  so  it  is  theoretically  possible 
for  the  county  medical  officer,  or  for  the 
county  treasurer  for  that  matter,  to  have 
a different  salary,  and  this  appears  clear 
on  the  basis  of  the  law  of  supply  and 
demand.  If  you  ask  me  personally 
whether  local  authorities  proceed  on  that 
basis,  in  imy  view  they  do  not. — Dr. 
Ramage : Yes,  I should  agree  with  that. 
The  local  authorities  have  worked  out 
this  case  very  forcibly  at  the  Industrial 
Count,  and  we  feel  that  they 
reached  by  administrative  convenience,  I 
might  even  say  by  conclave,  the  classify- 
ing of  all  their  heads  of  departments.  I 
think  we  find  it  hard  to  say  in,  the  years 
1929  to  1950  that  .their  machinery 
worked  badly  just  because  the  medical 
officer  received  a little  more  than  the 
other  officers.  It  was  the  case  in  my 
own  county.  I first  came  as  deputy  in 
1940  and  succeeded  in  1946,  and  there 
was  a differential  in  salary  there,  but  the 
service  seemed  to  work  perfectly 
satisfactorily. 

4598.  Your  argument  then,  is  that  if 
they  reached  a point  that  there  was  such 
a shortage  of  applicants  for  the  post  of 
county  medical  officer  they  would  still 
he  so  hidebound  that  they  would  not 
adjust  the  salary  accordingly ; they  arc 

bound  by  this  Industrial  Court? That 

is  the  impression  one  has  from  the  force 
of  the  range  of  arguments  that  they  put 
forward. — Dr.  Elliott  -.  At  the  present 
moment  there  is  no  shortage  of  county 
medical  officers.  All  we  arc  saying  is 
that  you  have,  of  course,  three  grades, 
principal,  deputy  and  senior  assistant,  and 
it  is  our  senior  assistants  where  our 
troubles  are  coming.  We  cannot  recruit 
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the  men  we  want,  and  our  field  of  recruit- 
ment is  not  as  wide  as  it  was  20  years 
ago. 

4599.  Chairman : I think  it  was  put  to 
us  by  Dr.  Tiley,  who  is  a county  medical 
officer,  that  one  of  the  important  dif- 
ferences was  that  before  the  war,  yours 
was  the  only  branch  of  .the  medical  pro- 
fession that  qualified  for  pension  and 
superannuation,  and  that  now  other 
branches  come  into  it  and  that  that  is 
a difficulty  of  recruitment.  Would  you 
go  all  the  way  with  Dr.  Tiley  on  that? 

No,  Sir,  I would  not.  One  has  to 

take  superannuation  into  account,  but  I 
do  not  think  a young  man  of  25  or  26 
attaches  all  that  importance  .to  his  pen- 
sion at  the  age  of  65,  and  I am  sure  that 
women  do  not  attach  all  that  importance 
to  it,  because  I presume  they  hope  they 
are  going  to  get  married,  and  .the  pension 
does  not  matter.  We  believe,  again 
coming  back  to  the  same  point,  and  you 
must  be  tired  of  hearing  it,  that  from 
1929  up  to  1948  practically  the  whole  of 
the  whole-time  salaried  medical  profes- 
sion were  in  local  government  service, 
either  outride  or  inside  the  hospitals, 
but  in  local  government  service.  Now- 
the  State  has  become  the  paymaster 
and  there  is  a difference  between  the 
three  branches  of  ithe  service  in  the 
attitude  of  the  paymaster  to  the  person 


who  receives  the  pay.  In  two  cases,  in  j 
two  branches  of  the  service  the  payment 
is  made  to  the  doctors  as  doctors,  and  in 
the  other  one  it  is  not,  they  are  secondly 
doctors. — Dr.  Ramage : I think  if  I may 
comment  on  that,  we  do  not  want  to  be 
drawn  too  far  on  this  question  of 
salaries,  but  we  wish  to  be  doctors  come 
what  may,  whether  up  or  down.  When 
we  make  a comparison  of  doctors  with 
people  in  local  authority  work  before  the 
war  and  make  the  comparison  now,  the 
fact  that  the  other  doctors  may  receive 
the  advantages  of  superannuation  and  so 
on  should  be  borne  in  mind.  In  reality 
the  doctors  in  local  government  prior  to 
the  war  were  better  off  than  appeared 
from  just  looking  straight  at  their 
salaries,  and  that  advantage  has  gone. 

4600.  I do  not  think  I have  any  more 
questions.  Do  you  feel  you  have  made 

that  point  sufficiently? 1 think  we 

have  made  it,  thank  you  very  much. 

4601.  I rather  understand  you  want  to 
be  .thought  of  as  doctors!  {Laughter) 
Then  I f blink  that  concludes  the  meeting 

unless  you  have  any  other  point?- 

Dr.  Elliott : We  wash  (to  thank  the  Com- 
mission very  much  for  hearing  us 
separately.  We  do  very  much  appreciate 
it. 


{The  witnesses  withdrew) 
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Explanatory  Note  by  the  Royal  Commission 

The  following  list  of  topics  was  drawn  uip  by  the  Royal  Commission  and  issued, 
along  with  an  invitation  to  submit  evidence  to  all  representative  medical  and  other 
interested  organisations. 

ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 

(i)  The  quality  and  quantity  of  recruits  (a)  offering  themselves  and  (6)  accepted 

for  training  as  medical  students. 

(ii)  The  quantity  and  quality  of  newly  qualified  doctors. 

(iii)  Wastage  of  men  and  women  during  training  and  in  the  first  few  years  after 

qualification  with  any  remarks  on  incidence  and  causation. 

(iv)  The  cost  and  duration  of  training  and  the  extent  to  which  the  cost  is  or  should 

be  met  from  grants  (including  both  the  adequacy  of  the  grants  and  the 
proportion  of  students  receiving  them). 

(v)  The  position  and  prospects  of  a newly  qualified  doctor. 

(Vi)  Any  trend  to  excessive  resort  to  certain  branches  of  the  profession  at  the  cost 
of  others. 

(vii)  The  relative  advantages  and  disadvantages,  financial  and  otherwise,  of  service 
as : — 

(a)  a principal  in  single-handed  general  practice, 

( b ) a partner  in  general  practice, 

(c)  a whole-time  consultant  in  the  National  Health  Service, 

(d)  a part-time  consultant  with  the  maximum  number  of  sessions, 

(e)  a part-time  consultant  with  only  a few  sessions, 

(/)  a Senior  Hospital  Medical  Officer, 

(g)  a doctor  in  any  other,.sppCOf  practice  or  employment. 
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(viii)  The  difficulties  encountered  by  members  of  the  registrar  grades. 

{ax)  The  difficulties  of  entering  general  practice,  with  special  reference  to  the 
position  and  prospects,  financial  and  otherwise,  of  assistants. 

(x)  The  importance  of  private  consulting  practice  as  an  incentive  to  entering  the 

consultant  'branch  of  medicine. 

(xi)  Expenses  in  general  practice,  how  far  they  vary  above  and  below  the  average 

and  how  far  payments,  e.g.  towards  capital,  have  to  he  made  which  are  not 
'allowable  as  expenses  for  Income  Tax  purposes. 

(xii)  Comparative  treatment  for  Income  Tax  purposes  and  in  relation  to  expenses  . 

of  whole-time  and  part-time  consultants  in  the  National  Health  Service.  . 
(xiiii)  Any  anomalies  in  the  methods  of  payment  of  any  branch  of  the  profession, 
^.maldistribution  as  opposed  to  wrong  total  volume. 

(xiv)  Comments  ion  the  present  system  of  calculating  and  distributing  general 

practitioners’  remuneration  through  a central  pool. 

(xv)  General  comments  on  the  system  of  merit  awards  and  the  method  of  allotting 

them,  with  any  suggestions  for  an  alternative  system. 

(xvi)  Particulars  of  financial  stringency  suffered  by  any  classes  of  doctors  illustrated 
'by  personal  budgets  of  practitioners. 

(xvii)  Special  considerations  of  which  account  ought  to  be' taken  in  discussions  of 
medical  remuneration. 

(xviii)  Specific  proposals  for  medical  remuneration. 

(xix)  The  practicability  of  the  profession  establishing  a fixed  scale  of  payments  for  i 

assistants  in  general  practice. 

(xx)  Proposal's  for  specific  machinery  or  procedures  to  be  established  for  dealing 

■with  future  discussions  of  medical  remuneration. 

(xxi)  Any  factors  other  than  remuneration  which  are  affecting  the  contentment  of  1 

general  practitioners. 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 
MEMORANDUM  FROM  MEDICAL  RESEARCH  COUNCIL 
Abstract 

A.  In  organising  for  the  present  and  future  needs  of  medicine,  it  should  be  recognised 
that  the  concern  is  not  with  a single  discipline,  but  with  a series  of  interrelated 
subjects,  all  of  which  must  be  adequately  provided  for  as  each  is  indispensable  to  tie 
final  practical  outcome.  To  this  end,  the  system  of  remuneration  of  those  engaged 
in  the  service  of  , medicine — and  .partiouilanly  in  medical  research  where  tile  medicine 
of  the  future  is  taking  shape— 'should  .be  such  as  to  impose  no  artificial  obstacle  to  tie 
natural  distribution  of  the  .available  talent  between  its  different  branches  as  need  and 
opportunity  develop. 

Tile  Medical  Research  Council,  as  the  body  primarily  responsible  for  medical 
research  m this  country,  feel  that  the  present  system  of  remuneration  imposes  suet 
obstacles,  and  that  these,  by  their  continued  operation,  are  likely  to  have  an  in- 
creasingly deleterious  effect  upon  the  development  of  medicine  in  this  country, 

B.  The  'basic  remuneration  of  consultants  and  of  research  workers  in  till  branches  of 
medicine  is  approximately  the  same,  but,  in  certain  branches,  workers  receive  addi- 
tional remuneration  in  the  form  of  a Distinction  Award.  The  total  remuneration  of 
these  latter  can  thereby  be  raised  to  almost  double  that  of  the  former. 

C.  Were  this  differentiation  related  to  the  developing  needs  of  medicine  or  to  the 
distinction  of  the  workers  concerned,  its  inevitable  influence  upon  the  distribution 
of  the  available  effort  and  talent  might  'be  justified.  But  it  is  not.  Thus  out  of  the  64 
medical  research  workers  now  in  post  who  are  Fellows  of  the  Royal  Society,  54  are 
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•ndiriMe  for  the  higher  rate  of  remuneration  ; of  the  four  living  British  Nobel  Prize- 
winners in  medicine  (including  one  who  was  awarded  the  prize  jointly  for  the  intro- 
duction of  penicillin)  none  are,  or,  if  in  post,  would  have  been,  eligible.  Further,  as 
alt  branches  of  medicine  merge  imperceptibly  into  each  other,  there  is  no  clear  and 
JruiisDUtable  point  in  the  nature  of  the  work  at  which  the  present  gross  differences 
in  remuneration  could  be  imposed  without  creating  (as  they  have  done)  disturbing 
anomalies. 

D The  Medical  Research  Council  are  not  opposed  to  the  system  of  Distinction 
Awards  in  principle  ; but  what  they  must  oppose  is  the  restriction  of  eligibility  for  such 
awards  to  a particular  section  erf  medicine  to  the  neglect  of  its  other  branches.  They 
feel  therefore,  that  earnest  consideration  should  be  given  to  the  possibility  of  extend- 
nna  ’eligibility  for  Distinction  Awards  to  all  workers  in  the  field  of  medical  research. 

In  terms  of  numbers  the  problem  is  small;  in  principle  it  has  already  been  partly 
solved  in  Northern  Ireland. 

ROYAL  commission  on  doctors  and  dentists  remuneration 

Memorandum  from  Medical  Research  Council 

remuneration  and  the  development  of  medicine 

THE  EFFECTS  OF  THE  DISTINCTION  AWARD  SYSTEM 

1 During  the  last  hundred  years,  medical  'knowledge  has  advanced  more  than 
in  any  other  period  of  history.  Inevitably,  in  the  process,  it  has  become  increasingly 
complex  and  the  natural  result  has  been  increasing  specialisation  and  the  extension 
of  interest  into  ever  .widening  fields  of  contiguous  knowledge.  This  trend  will 
continue.  In  organising  for  the  present  and  future  needs  of  medicine  at  is,  therefore, 
necessary  to  recognise  that  we  are  concerned,  not  with  a single  discipline,  but  with 
a series  of  interrelated  studies,  each  indispensable  to  the  final  practical  outcome. 
Thus  even  when  attention  is  specifically  'turned  to  that  ipart  of  medicine  which  is 
directly  concerned  with  .the  care  of  .the  sick,  the  larger  structure  of  modern  medicine 
needs  to  be  kept  tin  mind  so  that  suitable  provision  as  made  for  each  of  its  components 
to  make  its  own  essential  contribution. 

2 Adjustments  of  and  additions  to  medical  organisation  are  particularly  necessary 
at  ihe  growing  edge  of  medical  knowledge,  that  is,  in  the  research  field ; and  it 
is  here  that  the  full  complexity  of  modern  medicine  as  most  apparent.  Ioday, 
behind  any  new  measure  which  finds  its  expression  an  policy  or  practice  lie  many 
diverse  contributions,  not  alii  of  which  are  such  that  their  essential  nature,  or  even 
their  existence,  is  readily  appreciated.  Perhaps  no  single  event  has  more  transformed 
medical  .practice  than  the  discovery  of  antibiotics ; yet  the  mtroduotion  of  penicillin 
initio  clinical  medicine  was  made  possible  only  by  the  work  of  pathologists, 
bacteriologists,  biochemists,  pharmacologists,  toxicologists  and  organic  chemists. 
Similarly,  our  present  understanding  of  many  illnesses  and  their  rational  management 
is  based  upon  physiology  and  biochemistry  ; radiotherapy  us  completely  dependent 
on  medical  physics  and  radiobiology  *,  the  control  of  malaria  rests  upon  the  contribu- 
tions of  entomologists,  toxicologists  and  chemotherapists.  These  examples  could 
be  multiplied,  .but  they  suffice  to  show  that  'both  the  progress  of  medicine  and  the 
efficiency  ultimately  attainable  in  practice  are  today  largely  dependent  upon  the 
maintenance  and  development  of  a wide-ranging  organisation  of  men  with  interlocking 
and  complementary  activities. 

Any  system  of  organisation  which  failed  'to  provide  for  this,  or  placed.  obstacles 
in  the  way  of  its  development,  would  rightly  give  rise  to  grave  concern.  It  is  because 
the  Medical  Research  Council,  as  the  body  primarily  responsible  for  medical  research 
in  this  country,  feel  that  the  'present  policy  regarding  remuneration  of  those  engaged 
in  the  service  of  medicine  threatens  harm  to  mediail  research,  that  they  have  sought 
this  opportunity  of  laying  their  views  .before  the  Royal  Commission  on  Docto  s 
and  Dentists’  Remuneration.  They  particularly  refer  ito  one  feature  of  present 
scheme  of  remuneration,  .the  system  of  Distinction  Awards  'by  which  salaries  m 
some  branches  are  augmented  far  beyond  those  in  others. 
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3.  The  ability  to  advance  knowledge  is  not  common  and  .the  total  research  talent 
available  in  the  medical  field  will  always  be  limited.  The  dependence  of  medicine 
for  its  development  on  research  makes  it  all  the  more  important  to  ensure  that  those 
capable  of  original'  investigation  should  be  employed  to  the  best  effect.  If  g,e 
medical  profession  is  so  organised  as  to  provide  opportunities  for  research,  tie 
potential  original  investigator  will  naturally  find  his  way  into  a research  career 
his  strong  desire  to  follow  ihis  own  bent  in  advancing  knowledge  may  even  lead  hini 
to  take  up  such  a career  ;at  some  financial  disadvantage.  If  however  the  dice  are 
too  heavily  loaded  economically  against  the  research  worker,  many  will  hesitate  to 
accept  what  must  ibe  regarded  as  an  unreasonable  sacrifice  of  their  own  interests 
and  even  more,  the  interests  of  their  families.  The  restriction  of  eligibility  for 
Distinction  Awards  to  one  section  of  those  engaged  in  the  service  of  medicine  has 
had  the  result  that  men  in  some  branches  of  medicine,  and  particularly  in  laboratory 
research,  find  themselves  in  receipt  of  little  more  than  half  the  remuneration  of  those 
in  other  branches. 

4.  Inevitably,  disparity  in  remuneration  of  this  degree  has  led  to  discontent  I 
particularly  as  all  remuneration  comes  eventually  from  the  same  source,  the  public 
funds.  Since  medically  qualified  research  workers  are  recruited  from  the  same 
manpower  pool  as  those  aiming  at  consultant  and  specialist  posts,  the  continued  I 
operation  of  the  Distinction  Award  system  in  .its  present  form  is  bound  to  hinder  j 
recruitment  to  certain  essential  branches  of  medicine,  and  so  ultimately,  by  leading  1 
to  maldistribution  of  ability,  to  retard  the  advance  of  the  whole.  To  appreciate 
the  full  effects  of  the  anomalies  created  by  this  system,  it  is  necessary  to  examine 

it  in  more  detail. 

Before  doing  this,  however,  it  is  necessary  to  draw  attention  io  a point  which  might 
otherwise  lead  to  misconception.  The  salary  structure  and  grading  of  posts  in  the 
Medical  Research  Council’s  service  are  deliberately  aligned  to  those  in  the 
Universities,  and  the  same  'broad  division  of  the  subject  into  dinical,  paraclinical 
and  preclinical  is  followed  by  both.  The  Universities  have,  however  other 
responsibilities  than  the  development  of  medicine,  and  it  should  not  be  thought  that 
the  Council,  in  presenting  the  matter  as  they  know  it,  seek  in  any  way  to  speak  for 
the  Universities. 


The  System  of  Distinction  Awards 

S.  There  are  three  grades  of  Distinction  Award:  Grade  A,  £2,500  per  annum'  1 
Grade  B,  £1,500  per  annum;  Grade  C,  £500  per  annum.  Of  those  eligible,  4 per 
cent,  receive  Grade  A awards ; 10  per  cent.  Grade  B,  and  20  per  cent.  Grade  C. 

The  Distinction  Award  is  an  item  of  iromiuncralion,  paid  in  addition  to  the  basic  ! 
salary,  and  counts  equally  wiiith  this  for  such  purposes  as  pension. 

To  a iperson,  judged  eligible,  who  receives  his  basic  salary  from  some  source  other 
than  the  National  Health  Service  (such  as  a University  Professor  or  Medical  Research  , 
Council  employee  in  certain  branches  of  medicine)  a Distinction  Award  is  payable  I 
on  the  strength  of  an  honorary  contract  with  that  Service.  j 


The  basic  salaries  of  consultants  in  the  N.H.S.,  and  of  academic  and  research 
workers  in  senior  clinical  .posts,  all  have  the  same  upper  value,  although  progress 
up  the  scale  for  consultants  and  specialists  is  by  automatic  increments  whilst 
progress  up  the  academic  and  research  scale  is  by  separate  acts  of  promotion.  The 
basic  salaries  for  non-clinical  academic  and  research  posts  have  a lower  upper 
limit : £3,000  p.a.  as  against  £3,250. 


proportion  of  a Distinction.  Award  /payable  to  any  individual  is  determined 
on  the  basis  of  the  actual  time  spent  in  the  particular  activities  deemed  to  qualify 
him  for  such  an  award.  Thus  a whole-time  employee  in  the  N.H.S.  receives  the 
pf  -a  employee  a corresponding  fraction.  From  the  start 

of  the  N.H.S.  in  July,  1948,  until  iMarch,  3955,  whole-time  senior  workers  in  the 
: and  with  the  Medical  Research  Council  in  certain  branches,  were 

paid  the  whole  of  an  Award.  Thereafter,  they  were  paid  a fraction  according  to 
the  lime  spent  in  certain  activities.  This  ranged  from  the  whole  Award  if  they 
spent  21  or  more  hours  a week,  to  3/20  if  less  than  33  hours. 
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6.  Distinction  Awards  are  conferred  'by  the  Ministry  of  Health  on  the  recom- 
mendation of  a special  national  Committee  which  includes  representatives  of  the 
Royal  Colleges  and  Scottish  Royal  Corporations,  and  one  representative  each  of 
the  Universities  and  the 'Medical  Research  Council, 

The  grounds  for  conferring  such  an  Award  are:  “ . . , to  recognise  special  contri- 
butions to  medicine  in  the  held  of  research  or  otherwise,  exceptional  ability  or  any 
outstanding  professional  work  (other  than  administrative)  . . (Report  of  the 
Interdepartmental  Committee  on  the  Remuneration  of  Consultants  and  Specialists 

p.  11.). 

7.  The  definition,  of  the  criterion  for  eligibility  for  a Distinction  Award  has  not 
been  easy.  The  terms  of  reference  of  the  Interdepartmental  Committee  which  made 
the  original  recommendation  necessarily  limited  them  to  considering  only  a section 
of  those  engaged  in  the  service  of  medicine:  “ . . . registered  medical  practitioners 
engaged  in  the  different  branches  of  consultant  or  specialist  practice  in  any  publicly 
organised  hospital  or  specialist  service."  Such  services  being  concerned,  with  the 
day-to-day  care  of  patients,  the  recommendations  were,  understandably,  interpreted 
as  being  restricted  to  those  directly  engaged  in  such  work  ; that  is,  those  who  had 
what  is  called  clinical  responsibility. 

It  has,  however,  proved  difficult  to  draw  a line  on  this  basis.  Medicine  is  one 
and  its  different  branches  merge  imperceptibly:  the  clinical  subjects  proper,  such 
as  internal  medicine  and  surgery,  merge  into  the  so-called  “ paraclinical " subjects 
such  as  pathology,  bacteriology  and  pathological  chemistry,  and  these  in  turn  into 
the  “ preclinieal  ” subjects  such  as  physiology,  biochemistry  and  pharmacology. 
The  result  has  been  that,  .in  practice,  eligibility  has  been  conceded  to  some,  but  not 
all,  holders  of  certain  paraclinical  posts  (and  in  one  part  of  the  country  persons 
in  preclinieal  posts  as  well),  but  has  been  denied  to  others  engaged  in  similar 
work. 


The  Present  Working  of  the  Distinction  Awards  System 

8.  Of  the  considerations  to  be  taken  into  account  when  making  a recommendation 
for  a Distinction  Award,  the  first  to  be  mentioned  is  “ special  contributions  to 
medicine  in  the  field  of  research  ”, 

To  the  best  of  our  knowledge,  this  consideration  has  been  given  full  weight 
by  the  national  Committee  recommending  such  awards,  in  so  far  as  they  were 
able  to  do  so  within  the  restrictions  on  eligibility  to  which  reference  has  been 
made.  But  if  attention  is  directed  to  the  larger  picture  of  medicine,  the  result 
is  disquieting. 

Taking  as  the  whole  scope  of  medicine  the  variety  of  studies  comprised  in  the 
medical  faculty  of  a University  or  supported  by  the  'Medical  Research  Council, 
the  result  is  as  follows : — 

Of  the  64  Fellows  of  the  Royal  Society  engaged  in  such  studies  and  at  present 
in  post,  54  are  ineligible  for  Distinction  Awards.  Of  the  four  living  British  Nobel 
Prizewinners  in  medicine  (including  one  wiho  received  die  award  jointly  for  the 
introduction  of  penicillin),  all  are  (or  if  in  post  would  have  been)  ineligible. 

9.  Mention  has  been  made  (para.  6)  of  the  difficulty  of  confining  eligibility  for 
Distinction  Awards  to  those  directly  responsible  for  the  day-to-day  care  of  patients, 
so  that,  in  practice,  it  has  been  conceded  that  some  but  not  all  holders  of  para- 
clinical posts  should  be  eligible.  This  has  led  to  disturbing  anomalies. 

The  concession  regarding  holders  of  posts  in  paraclinical  subjects  has  primarily 
depended  upon  the  man’s  place  of  work.  If  he  were  working  in  an  institution, 
such  as  a medical  school,  related  to  a hospital,  it  was  usually  found  possible  to 
arrange  that  he  be  made  an  honorary  consultant  to  the  hospital,  and  thus  become 
eligible  for  a Distinction  Award.  If,  however,  he  were  working  in  an  institution 
unrelated  to  a hospital,  then,  irrespective  of  the  nature  of  his  work,  it  was  not 
possible  to  make  such  an  arrangement  and  he  remained  ineligible. 
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Tihds  'situation  bias  'led  to  oonsi dcrable  practical'  <iiffictulty.  Itl  the  case^  of  the 
.Medical  Research  Council,  whose  staff  are  .placed  in  many  different  institutions, 
gross  differences  in  remuneration  may  occur  'between  different  individuals  which 
are  related  neither  to  the  merit  nor  the  nature  of  their  work,  but  to  where  they 
happen  to  be  placed.  Instances  have  occurred  in  which  it  has  proved  impossible 
to  transfer  a man  to  a more  responsible  job,  even  when  both  are  under  the  Council  s 
direction,  because  to  do  so  would  have  meant  changing  his  place  or  work  from 
one  in  which  he  was  eligible  to  one  in  which  he  was  ineligible  for  a Distinction 
Award. 

10.  Although  tire  first  Distinction  Awards  were  paid  retrospectively  to  July,  1948, 
the  awards  were  actually  made  only  in  1950.  The  seven  years  that  have  passed  since 
then  hardly  allow  time  for  the  full  effect  on  .recruitment  to  the  non-cdinical  branches 
of  medicine  to  be  felt.  Further,  the  Medical  Research  Council  are  particularly 
handicapped  in  demon  sitrating  this  effect,  for  their  staff  is  relatively  small,  its  main 
expansion,  has  occurred  sauce  the  war,  and  recruitment  to  it  is  by  invitation  rather 
than  advertisement.  Nevertheless,  in  their  oldest  and  largest  Institute— the  National 
Institute  for  Medical  Research— the  consequence  is  becoming  apparent.  For 
example,  in  the  important  Division  of  Physiology  and  Pharmacology  in  1948-49, 
6 out  of  its  7 members  were  medically  qualified, ; now  die  corresponding  figures  are 
4 out  of  8.  In  the  Division  of  Biochemistry  there  is  only  one  medically  qualified 
worker  out  of  a total  of  18. 

To  some  extent  this  situation  may  reflect  a drift  of  interest  in  research  towards 
more  clinical  studies ; but,  even  if  this  be  so,  it  is  all  the  more  important  not  to 
accelerate  artificially  the  depletion  of  the  essential  preclinical  and  paraclinical  fields. 

The  effects  of  the  Awards  system  on  recruitment  of  junior  staff  will  necessarily 
take  time  to  .become  fully  manifest ; but  before  then  a serious  situation  is_  likely  to 
have  developed  at  a,  more  senior  level,  ft  is  not  usually  until  the  middle  thirties  that 
a research  worker  acquires  the  experience  and  develops  the  powers  required  to  fit  him 
for  a key  post ; and  it  is  usually  at  that  time  the  family  responsibilities  begin  to  press. 
The  Council  are  well  aware  of  the  personal  pressure  which  some  of  these  valuable 
men,  are  under  to  move  to  posts  elsewhere  which,  although  carrying  less  responsibility, 
would  gain  them  eligibility  for  a Distinction  Award.  Up  to  the  present  the  Council 
has  .been  singularly  fortunate  in  losing  so  few  senior  men  from  key  posts  on  the 
Institute’s  staff  ; but  this  cannot  be  expected  to  continue,  and  in  the  cases  in  which 
it  has,  occurred  the  difficulty  of  replacement  has  given  an  indication  of  the  serious 
situation  to  be  expected. 

After  a careful  consideration  of  tihe  position,  the  Director  of  the  National  Institute 
for  .Medical  Research  has  felt  bound  to  warn,  the  Council  that  they  are  now  facing  & 
grave  situation.  The  Council  agree  with  him ; for  it  .is  generally  recognised  that  if 
medical  research  is  to  derive  its  chief  inspiration  from  medical  problems  it  must  in 
all  branches,  including  the  paradinical  and  preclinical,  include  among  its  workers 
a 'substantial  .proportion  with  medical  qualifications. 

■ Extension  of  the  System  of  Distinction  Awards 

11.  The  Council  are  not  opposed  in  principle  to  the  system  of  Distinction  Awards. 
They  consider  it  in  the  best  interests  of  medical  progress  that  superior  merit  should 
receive  larger  remuneration.  What  they  must  oppose  is  the  restriction  of  Distinction 
Awards  to  a section  of  medicine  in  such  a way  as  to  threaten  the  natural  development 
.of  the  whole  and  so  to  jeopardize  continued  progress.  _ The  Council  feel,  therefore, 
that  earnest  consideration,  should  be  given  to  the  possibility  of  extending  eligibility 
for  Distinction  Awards  to  all  workers  in  the  field,  of  medical  research. 

This  proposal  is  not  new,  but  it  has  gained  force  with  the  passage  of  time.  Various 
objections  have  been  urged  against  it,  and  these  need  brief  consideration. 

Objections  which  have  been  raised  to  Extending  the  Awards  System 

12.  It  has  been  contended  that,  even  when  consideration  is  confined  to  the  present 
restricted  eligibility,  the  factors  to  be  taken  into  account  when  making  awards  are 
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sufficiently  complicated,  and  that  to  exend  the  system  to  oover  the  whole  paradinical 
and  preclinical  fields  would  make  it  unworkable, 

Since  1948,  in  Northern  Ireland,  Distinction  Awards  have  been  available  to  holders 
of  paradinical  and  of  precludes!  posts  if  medically  qualified. 

13.  It  is  said  that  it  would  be  too  expensive  to  extend  the  Awards  system. 

In  1955,  the  number  of  consultants  and  specialists  in  the  N.H.S.  eligible  for 
Distinction  Awards  was  6,650.  The  total  number  of  persons  in  the  para-  and  pre- 
diniical  departments  of  the  Medical  Research  Council  who  would  be  sufficiently 
senior  to  be  considered  for  such  Awards,  if  the  scheme  were  extended,  is  about  100.* 

14.  It  has  been  claimed  that  the  strain  of  responsibility  involved'  in  talcing  care  of 
patients  entitles  those  with  such  responsibility  to  receive  substantially  larger 
remuneration. 


While  respecting  this  view,  we  feel  that  it  may  be  overstressed.  The  ability  of  a 
man  to  support  any  particular  responsibility  depends  to  a large  extent  on  his  training. 
A trained  consultant  who  may  have  no  hesitation  in  handling  a medical  emergency, 
might  well  shrink  from  the  -responsibility  of  passing  as  safe  for  issue  a vaccine  that 
is  to  be  given  to  thousands  of  people.  Further,  the  question  of  differences  in 
responsibility  between  the  eligible  and  the  ineligible  in  the  paradinical  field  does  no1 
arise. 

15  The  most  difficult  question  that  has  to  be  faced  is  whether  persons  working  h 
the  medical  field  who  are  not  medically  qualified  should  be  eligible,  for  Distinctly 
Awards. 


For  many  years  now,  medicine  has  required  the  heip  of  men  whose  initial  trainini 
was  in  other  disciplines  and,  in,  the  process,  has  changed  them  into  a body  oi 
specialised  workers  peculiarly  identified  with  its  needs.  Indeed,  a substantial 
factor  in  its  reconit  spectacular  progress  has  bean,  this  assimilation,  of  other  disciplines 
and  their  modification  to  its  own  purposes.  In  some  fialds-Tor  example  in  medical 
physics— only  rarely  could  a medical  man  acquire  the  necessary  depth  of  specialised 
knowledge.  In  others,  the  overlap  with  traditional  medical  knowledge  is  more 
marked  ; and  in  some  complete  interchange  is  possible. 

Although  the  Council  agree  that  the  paradinical  and  preclinical  d^artmmtsof 
medicine  can  very  profitably,  and  indeed,  must  now  include,  a considerable  body 
of  non-medicaUy  qualified  scientists,  they  are  persuaded  that  these  departmmts  ta 
the  interests  of  their  continued  orientation  to  medicine,  need  to  include  a substantial 
proportion  of  those  with  medical  qualifications.  Both  are  necessary ' 1 “ 1 “ 

complement  of  the  other.  Further,  they  would  willingly  accent  a 
qualified  scientist  as  head  of  a department  of  physiology  or  bacteriology,  provided 
that  not  all  such  departments  were  so  staffed.  But  it  would  dearly  be ’ 
alter  the  salary  of  such  posts  according  to  whether  the  particular  occupant  has  or 
has  not  previously  taken  a medical  degree.  The  only  possible  solution,  when  tin 
matter  was  debated  in  relation  to  the  basic  salary,  was  to  pay  the > rate  for  th  J ■ 
At  the  level  of  posts  of  this  seniority  tn  research  it  is  proven  merit, J»t  forma^ 
qualifications,  that  is  decisive.  This  is  the  principle  upon  which  the  r^unwatum 
of  the  Council’s  own  staff  is  constructed.  It  follows,  therefore,  that  m their 
a the  man’s  contributions  to  medicine  would  normally  entitle  themto 
for  a merit  award,  the  fact  that  he  has  not  .previously  taken  a medical  degree  should 
not  exclude  him. 


16.  It  is,  therefore,  the  considered  view  of  the  Medical  Research  ^uncil  that,  if 
the  inequitable  salary  structure  of  medicine,  arising  from  the r ^yst“2 

Distinction  Awards,  is  allowed  to  continue,  it  cannot  ? 1 agu  „ to 

upon  the  development  of  medicine  in  this  country.  In  , urnent 

remedy  this  situation,  before  its  full  effects  have  become  evidmt,  reqmre  lugnff 
consideration.  An  essential  feature  of  any  such  measure  would  be  that  it  took 


* [The  corresponding  number’in’all  Universities  would  be,  according  to  our  information, 
about  300.] 
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account  not  merely  of  one  section  of  medicine,  but  of  medicine  as  a whole,  by 
ensuring  that  the  financial  inducements  in  all  branches  were  sufficiently  similar  to 
allow  available  ability  to  distribute  itself  according  to  natural  need  and  interest.  If 
a system  of  Distinction  Awards  is  to  be  retained  but  the  artificial  effects  of  the  present 
system  removed,  then  there  would  seem  no  alternative  but  to  extend  eligibility  for 
such  awards  to  those  in  all  the  branches  of  medical  research. 

November,  1957. 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 

Evidence  submitted  by  the  Medically-qualified  Staff  of  the  National  Institute  for 
Medical  Research  (Medical  Research  Council)  London 

Part  I 

OUTLINE  OF  DISCREPANCY  IN  REMUNERATION 

1.  The  terms  of  reference  of  the  Royal  Commission  include  a request  that  the 
remuneration  of  doctors  within  the  National  Health  Service  be  compared  with  that 
of  doctors  in  other  field's.  One  such  comparison,  which  brings  out  a gross  discrepancy, 
■is  outlined  below. 

Personnel  Involved 

2.  The  group  of  doctors  outside  the  National  Health  Service  with  whioh  we  are 
concerned  in  making  this  comparison,  is  a very  small  one,  estimated  at  about  400 
in  all.  The  group  includes  senior  lecturers,  readers  and  professors  in  the  preclinical 
teaching  departments  of  the  Universities  together  wiith  those  of  equivalent  seniority 
engaged  in  whole-time  medical  research,  mainly  with  the  Medical  Research  Council. 
These  two  broad  categories  are  linked  to  form  one  coherent  group  because,  at  present, 
the  M.R.C.  salary  scales  are  based  upon  the  scales  pertaining  in  corresponding 
University  departments. 

Status  of  Personnel  in  relation  to  N.H.S.  consultants 

3.  To  compare  this  group  of  400  medically-qualified  men  and  women  with  any 
particular  group  of  doctors  employed  in  the  N.H.S.  is  difficult.  We  believe,  however, 
that  .there  are  many  points  of  close  resemblance  between  this  group  and  the  consultant 
group  in  the  N.H.S.,  such  as : 

(а)  entry  to  both  is  restricted  to  those  of  high  academic  achievement ; 

(б)  seniority  in  both  is  the  result  of  a long  period  of  postgraduate  training  and 
apprenticeship ; 

(c)  many  members  of  both  groups  are  concerned  with  the  teaching  of  medical 
students.  The  similar  responsibilities  of  the  tiwo  groups  for  the  continued 
production  of  an  informed  medical  profession  is  thus  clear  ; 

{d)  both  groups  play  an  important  part  in  advancing  the  frontiers  of  medical 
knowledge,  the  preolanioal  teacher  and  whole-time  research  worker  in  the 
laboratory,  the  consultant  in  the  clinic. 

4.  We  hold  Itbait  neither  group  predominates  in  importance,  either  in  teaching  o! 
m research ; and  that  the  two  groups  are  recruited  from  the  same  raw  material  and 
are  essentially  equal  in  status,  ability,  qualifications  and  experience. 

Remuneration  of  Personnel  in  relation  to  N.H.S.  consultants 

5.  Notwithstanding  ithe  relative  comparability  of  the  two  groups,  there  is,  at  the 
moment,  a wide  discrepancy  in  their  financial  rewards.  This  is  best  illustrated  by  the 
Table  overleaf,  which  is  based  on,  the  following  considerations : — 

(a)  Senior  Research  Worker  or  Preclinical  University  Teacher 

A typical  senior  research  worker  or  preclinical  University  teacher  may 
expect  (to  be  appointed  as  a senior  lecturer  or  reader  (or  its  equivalent  in 
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wholentiime  research)  at  the  age  of  about  35.  He  wall  earn  a salary  of  about 
£1,700,  which  will  rise  by  annual  increments  of  £100  to  some  £2,200.  He 
has  no  'guarantee  that  he  will  rise  above  this  salary.  Indeed,  any  further 
increase  will  be  contingent  upon  appointment  to  a Chair  (or  Its  equivalent 
in  whole4ime  research).  If  the  average  age  for  appointment  to  a Chair 
(or  its  equivalent)  is  taken  as  42,  and  we  make  the  assumption,  which  is 
broadly  correct,  that  at  any  one  time  one-third  of  the  group  of  400  occupy 
University  Chairs  or  equivalent  appointments,  than  the  chances  of  our 
typical  worker  being  appointed  to  such  a post  before  retirement  are  somewhat 
less  than  50  per  cent. 

■(b)  Consultant 

A typical  consultant  may  expect  to  be  appointed  at  .the  age  of  about  38. 
He  will  receive  a salary  of  approximatelljy  £2,600  which  will!  rise  by  annual 
increments  . of  £125  to  £3,250.  Once  appointed  a consultant,  he  is  certain 
to  reach  this  salary  if  he  remains  in  the  service.  Furthermore,  the  maximum 
salary  of  £3,250  is  by  no  means  the  maximum,  of  his  possible  .total 
remuneration  since  he  has  a very  good  chance  of  acquiring  a distinction 
award.  We  have  no  information  about  the  age  distribution  of  consultants 
at  the  time  they  are  given  distinction  awards.  We  have  therefore  made 
an  assumption,  which  is  not  necessarily  true  buit  which  seems  not  unlikely. 
We  have  assumed  that,  on  .the  average,  a distinction  award  (considering  all 
grades  together)  is  'given  'to  a man  in  mid-career.  This  implies,  that,  since 
34  per  cent,  of  consul'tan'ts  are  in  receipt  of  distinction  awards  at  any  one 
time,  the  chances  of  our  typical  consultant  acquiring  an  award  before  he 
retires  are  twice  .this,  namely,  68  per  cent.  This  two-fold  increase  will, 
of  course,  tend  to  be  greater  for  “ A ” awards  which  are  .probably  usually 
given  to  older  men  and  less  for  “ C ” awards. 

6.  On,  the  basis  of  these  examples,  we  can  calculate  the  probability  of  a typical 
member  of  each  group  attaining  a final  total  remuneration  (before  he  retires)  of 
various  amounts ; the  results  of  such  calculations  are  given,  in  Table  I. 


Table  I 


Total  Remuneration* 

Percentage 

remui 

Consultant 

hance  of  achieving  such 
neration  or  better 

Senior  Medically-Qualified 
Research  Worker 
or  Pre-clinical 
University  teacher 

£2,250  



100 

£3,000  

— 

50 

£3,250  

100 

0 

£3,750  (Salary  -f-  C award) 

68 

— 

£4,500  (Salary  + B award) 

28 

— 

£5,500  (Salary  + A award) 

8 

* Total  remuneration  takes  no  account  of  children’s  allowances  (£50/child)  payable  by 
Universities  and  the  Medical  Research  Council  but  not  by  the  N.H.S. ; nor  of  other  fees  and 
emoluments  payable  to  consultants  by  the  N.H.S.  but  not  payable  by  the  Universities  or  the 
Medical  Research  Council. 

Patient  Responsibility  Differential 

7.  It  seems  clear  that  this  disparity  in  .total  earning  capacity  cannot,  be  dismissed 
as  trivial..  It  is  also  evident  that  it  does  not  reflect  differences  an  basic  ability.  A 
difference  in  respect  of  patient  responsibility  is  admitted,  but  cannot  be  held  to 
justify  a discrepancy  of  this  magnitude.  (The  B.M.A.  some  time  ago  suggested  a 
differential  of  10  per  cent,  in  respect  of  patient  .responsibility.) 
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Effect  of  Discrepancy  on  Pensions 

8 Much  of  the  difference  in  total  earning  power  is,  of  course,  only  apparent  iu  i 
view  of  tihe  toll  taken,  by  surtax  on  the  larger  salaries,  and  we  have  calculated  typical  I 
figures  for  net  income  (see  Table  II).  But  the  distinction  awards  count  towards  , 
super  animation ; pensions  bear  proportionately  less  tax  ; ai^  the  discrepancy  in  ( 
pension  is  therefore  relatively  greater.  The  figures  given  m Table  II  illustrate  this,  ! 
which  is — we  consider — an  aspect  to  which  too  little  attention  has  been  paid  in.  the  i 
past. 
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Effect  of  Discrepancy  on  recruitment  and  staffing 

9.  The  effects  of  the  discrepancy  are,  we  believe,  already  apparent  in  the  staffing  of 
predinical  departments  and  of  research  establishments.  There  are  two  main  effects 

(a)  New  graduates  in  medicine  of  high  academic  distinction  are  more  attracted 

to  the  field  of  consultant  practice  than  to  predinical  teaching  or  research. 
It  is  thus  increasingly  difficult  to  recruit  young  medically  qualified  staff  of 
suitably  high  calibre  to  predinical  teaching  departments  and  to  research 
institutions,  and  more  and  more  scientists  with  no  medical  qualifications 
are  being  employed. 

'■Since  both  teaching  and  research  require,  for  maximum  effidency,  a 
proper  balance  between  medically  and  non-medically  qualified  staff,  the 
failure  to  attract  medical  graduates  to  these  fields  is  bound  to  affect  ad- 
versely both  teaching  and  research  in  this  country. 

(b)  Medically-qualified  men  and  women  with  years  of  experience  in  predinical 
departments  are  tempted  to  'try  to  alter — perhaps  only  slightly — the  direction 
of  their  research  so  as  to  enable  them  to  transfer  to  clinical  or  paradinical 
departments  in  view  of  the  greater  rewards  there.  This  results  in  a loss  of 
the  very  people,  namdy  those  about  to  take  on  the  responsibilities  of  senior 
posts,  on  whom  the  future  of  the  predinical  subjects  most  depend. 

10.  In  addition  to  these  direct  results  of  the  discrepancy,  the  relatively  low  re- 
muneration in  the  predinical  departments  is  resulting  in  the  'loss  of  an  increasing 
number  of  the  most  promising  of  younger  workers  to  the  U.S.A.  and  elsewhere.  No 
doubt  many  factors  extrinsic  to  the  present  argument  are  operating  in  this  trend ; 
we  mention  it  only  as  a factor  further  aggravating  the  plight  of  the  predinical 
departments. 

Recommendation 

11  Since  the  Royal  Commission  is  asked  to  consider  the  total  remuneration  of 
doctors  in  the  N.H.S.  in  relation  to  that  of  doctors  outside  the  service,  we  ask:— 

that  the  Royal  Commission  note  the  discrepancy  described  above  and  em- 
phasize its  regrettable  effects  upon  recruiting  to  predinical  teaching  departments 
and  to  research  institutions,  and  the  inevitable  decline  in  the  standards  of 
medical  teaching  and  research  that  must  result. 


Part  II 

SUGGESTED  USE  OF  HONORARY  CONTRACTS  WITH  THE  N.H.S.  AS  A 
MEANS  OF  REMOVING  DISCREPANCY  IN  REMUNERATION 

12.  The  terms  of  reference  of  the  Royal  Commission  also  include  the  making  of 
recommendations  about  the  remuneration  of  doctors  within  the  N.H.S.  One  group 
of  doctors  within  the  N.H.S.  is  a group  of  honorary  consultants,  whose  primary 
source  of  remuneration  lies  outside  the  N.H.S.  We  ask  the  Royal  Commission  to 
consider  the  possibility  of  increasing  the  number  of  such  honorary  contracts  by 
widening  the  criteria  of  eligibility  for  them.  Since  the  holding  of  an  honorary  contract 
as  a consultant  automatically  confers  eligibility  for  distinction  awards,  this  method  of 
rectifying  the  discrepancy  described  in  Part  I of  this  evidence  could  properly  be  used 
by  the  Royal  Commission. 

Distinction  Awards  and  the  Discrepancy 

13.  We  recognise  that  the  Royal  Commission  cannot  make  any  recommendations 
affecting  the  salary  scales  of  the  Universities  or  the  Medical  Research  Council. 
Nevertheless,  since  the  distinction  awards  are  the  most  important  single  factor  in  the 
discrepancy  referred  to  in  Part  I of  this  evidence,  it  is  dear  that  if  distinction,  awards 
were  payable  to  medically-qualified  senior  research  workers  and  predinical  University 
teachers,  a major  step  in  eliminating  the  discrepancy  would  have  been  taken. 
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Honorary  Contracts  with  the  N.H.S. 

14.  Within  the  framework  of  the  N.H.S.  there  exists  the  possibility  of  awarding 
honorary  contracts  as  consultants  to  persons  actually  employed  primarily  by  bodies 
other  than  the  N.H.S.  Persons  holding  such  honorary  contracts  are  quite  evidently 
an  integral  part  of  the  N.H.S.  although  they  draw  no  salaries  from  the  N.H.S.  They 
accept  responsibilities  to  the  N.H.S.  as  well  as  privileges  from  it. 

•15.  The  criteria  upon  which  the  giving  of  an  honorary  oontract  have  been  based 
are  not  at  all  clear  and  in  fact  have  varied'  in  different  geographical  areas.  Thus,  to 
our  knowledge,  honorary  contracts  have  been  given  to  some  preclinical  University 
teachers  and  to  some  memibers  of  the  staff  of  the  Medical  Research  Council.  In 
general,  we  understand  that  honorary  contracts  are  not  usually  given  unless  there  is 
patient  responsibility,  either  direct  in  clinical  departments  or  indirect  in  paraclinical 
departments.  Nevertheless,  exceptions  even  to  this  general  rule  do  exist. 

16.  We  understand  that  the  responsibility  for  the  giving  of  honorary  contracts  lies 
wholly  with  the  N.H.S.  and  not  at  all  with  the  Universities  or  with  the  Medical 
Research  Council.  We  would  therefore  suggest  that  it  lies  with  the  Royal  Commission 
to  review  the  basis  for  awarding  honorary  contracts,  with  a view  to  extending  the 
criteria  of  eligibility  for  holding  them  in  such  a way  that  senior  staff  in  the  pre- 
clinical  departments  can  freely  be  given  them. 

Recommendation  in  regard  to  Honorary  Contracts 

17.  We  therefore  ask  : 

that  the  Royal  Commission  recommend  that  the  criteria  of  eligibility  for  hold- 
ing honorary  contracts  as  consultants  in  the  N.H.S.  be  widened  in  such  a way 
that  all  senior  medically -qualified  preclinical  research  workers  and  University 
, ' teachers  can  be  given  them. 

Distinction  Awards  for  Preclinical  Workers 

18.  The  holding  of  an  honorary  contract  as  a consultant  in  the  N.H.S.  automatically 
confers  eligibility  for  a distinction  award.  Were  honorary  contracts  to  be  given  to 
the  small  ‘group  of  400  doctors  with  whom  we  are  here  concerned,  the  additional  cost 
of  distinction  awards  to  the  N.H.S.  would  be  less  than  6 per  cent,  of  the  present  iota! 
(since  there  are  nearly  7,000  consultants  already  in  the  Service). 

19.  tWe  do  not  consider  that  the  present  consultants  should  either  lose  or  benefit 
from  the  extension  in  number  of  honorary  contracts  proposed  above;  nor  do  we 
consider  that  the  existing  Awards  Committee  is  appropriate  to  select  the  recipients  or 
awards  in  the  new  group. 

Recommendation  in  Regard  to  Distinction  Awards 

20.  We  therefore  ask : — > 

that  the  Royal  Commission  recommend  that  a separate  sum  be  made  available 
for  the  payment,  through  the  N.H.S.,  of  distinction  awards  to  selected,  members 
of  the  group  in  the  foregoing  paragraph ; the  proportion  and  value  of  the 
awards  to  be  the  same  as  applies  to  the  existing  awards ; but  the  selection  to 
be  carried  out  by  a separate  committee  appropriate  for  the  purpose  and 
distinct  from  that  responsible  for  nominating  consultants. 

This  Document  has  been  prepared  and  approved  by  the  undersigned  medically- 
qualified  memibers  of  the  National  Institute  for  Medical  Research  (Medical  Research 


Council)  London. 

, 

S.  M.  Hilton. 

D.  R.  Bangham. 

R.  K.  Macpherson. 

W.  Feldberg. 

H.  Ellis  Lewis. 

A.  C.  Allison. 

J.  O’H.  Tobin. 

A.  S.  McFarlane. 

F.  Hawking. 

S.  Cohen. 

P.  D’Arcy  Hart. 

R.  J.  W.  Rees. 

C.  H.  Andrewes. 

H.  G.  Klemperer. 

W.  L.  M.  Perry. 

A.  B.  Rarer. 
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T.  W.  Osborn. 

J.  Pepys. 

R.  Goldsmith. 

R.  H.  Fox. 

H.  W.  Bungie. 

T.  S.  L.  Beswick. 
L.  Weiss. 

J.  H.  Humphrey. 
J.  S.  Porterfield. 
H.  G.  Pereira. 

J.  D.  Fulton. 


M.  R.  Pollock. 

D.  X.  Magrath. 

A.  McPherson. 

J.  A.  Armstrong. 
C.  P.  Farthing. 

B.  Balfour. 

A.  Isaacs. 

Janet  S.  F.  Niven. 
P. H.  A.  Sneath. 
Audrey  U.  Smith. 

B.  M.  Wright. 


Total  medically-qualified  staff  42 
Signatures  (two  persons  abroad)  38 

Date:  20th  February,  1958, 


Examination  of  Witness 

Sir  Harold  Himsworth,  on  behalf  of  the  Medical  Research  Council, 
Called  and  Examined 


4602.  Chairman-.  Sir  Harold,  we  are 
very  grateful  to  you  for  coming  here, 
and  1 hope  we  shall  not  need  to  be  very 
long  with  you,  because  in  the  whole  of 
our  very  wide  range  of  problems  you 
concentrate  on  one  particular  and  isolated 
aspect.  You  probably  do  know  that 
this  is  a public  session  and  that  any- 
thing you  say  is  liable  to  be  reported, 
and  no  doubt  you  will  bear  that  in  mind. 

Sir  Harold  Himsworth  : Yes,  I 

understand  that. 

4603.  We  have  asked  Sir  David 

Hughes  Parry,  whom  X think  you 
already  know,  to  prepare  most  of  the 
questions  we  want  to  ask  you,  but 
would  you  mind  first, — since  the 
memorandum  which  the  M.R.C.  have 
put  in  will  be  printed  along  with  your 
evidence — giving  us  an  outline  of  what 
the  Medical  Research  Council  is,  how 
it  is  constructed  and  what  are  its  func- 
tions, authority  and  so  on? The 

Medical  Research  Council  is  a body 
established  under  the  Privy  Council. 
There  is  a committee  of  medical  re- 
search of  the  Privy  Council,  of  which 
the  Lord  President  is  chairman,  and  it 
is  to  that  committee  of  the  Privy  Coun- 
cil that  the  Medical  Research  Council 
is  responsible.  It  consists  of  twelve 
members,  of  which  three  are  elected  in 
respect  of  their  non-scientific  qualifica- 
tions, one  of  whom  must  be  a member 
of  the  House  of  Lords,  one  of  the  Com- 
mons and  one  other  distinguished  per- 
son. The  rest,  the  other  nine,  are  scien- 


tific members ; they  are  appointed  by 
this  committee  of  the  Privy  Council,  but 
the  nomination  of  the  scientific  members 
is  made  by  .the  Council  itself  after  con- 
sultation with  the  President  of  the  Royal 
Society.  The  remit  of  the  M.R.C.  has 
always  been  interpreted  very  widely.  It 
is  concerned  not  only  with  disease  but 
with  health  and  all  the  basic  studies 
that,  -go  to  the  understanding  of 
normal  human  life,  as  well  as  to 
pathological  processes.  It  therefore 
ranges  in  its  remit  from  studies  like 
the  structure  of  biological  molecules, 
through  chemistry,  biochemistry, 

anatomy,  physiology,  bacteriology,  and 
so  on,  into  the  clinical  field,  and  includes 
studies  in  all  the  clinical  specialties.  It 
derives  its  money  from  two  sources:  fat 
and  away  the  major  part  is  a grant  in 
aid  from  the  Government ; but  it  also 
holds  private  funds  left  to  it  in  the  form 
of  legacies,  covenants  and  so  on,  which 
it  is  free  to  dispense.  That  is  roughly 
its  constitution. 

4604.  And  how  many  people  does  it 

employ? It  employs  directly  on  its 

staff,  in  the  scientifically  qualified  staff, 

over  600 that  is,  directly  under  its  own 

employ.  With  technicians,  clinical  staff, 
supporting  staff  and  so  on,  we  are  get- 
ting well  up  to  2,500. 

4605.  And  are  they  all  whole-time 

employees? Those  I have  mentioned, 

yes.  A very  small  number  are  part-time; 
for  instance,  we  might  have  a man  who 
for  half  his  time  is  positioned  in  the 
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National  Health  Service  and  the  other 
part  of  his  time  is  on  our  staff. 

4606.  Sir  David  Hughes  Parry : 
When  you  say  “ qualified ",  you  mean 

they  are  qualified  medically? -No,  I 

meant  that  they  have  a university  degree 
and  are  what  we  call  our  scientific  and 
medical  staff  ; I was  putting  them  both 
together. 

4607.  I wonder  if  you  could  give  us 
an  estimate  of  the  numbers  wiho  are 
medically  qualified  among  the  600 

qualified? Roughly  just  ribout  two- 

thirds,  60  per  cent,  are  non-medically 
qualified,  but  that  includes  of  course, 
as  is  essential  with  medicine  nowadays, 
a large  number  of  juniors  who  are 
operating  these  highly  complicated 
machines  and  methods  of  estimation 
which  are  necessary:  for  instance,  a 
physician  nowadays  in  many  fields 
hardly  seems  to  be  able  to  function  un- 
less he  has  a chemist  attached  to  him. 

4608.  Could  I pursue  this  further? 
Are  the  600  qualified  people  all  work- 
ing in  one  centre,  or  are  they  working 

at  different  centres? We  have  only 

one  large  research  institute,  the  National 
Institute  for  Medical  Research,  at  Mill 
Hill,  associated  with  a building  at 
Hampstead.  The  vast  majority  are  in 
what  we  call  research  units  and  groups. 
Most  of  those,  in  fact  with  one  or  two 
exceptions,  are  placed  as  guests  either  in 
teaching  hospitals  or  universities,  a few 
are  dn  non-teaching  hospitals ; that  is  our 
main  method  of  distribution.  In  addition 
we  have  a few  people  whom  we  call 
members  of  the  external  staff,  who  are 
solitary  persons,  that  is,  they  are  not 
in  one  of  our  departments ; they  may 
be  operating  in  some  field  where  the  lone 
wolf  is  required.  More  often  they  are 
operating  in  a university  department, 
because  the  professor  has  been  very 
anxious  not  to  lose  them  and  he  has 
not  had  the  money  to  keep  them  on  his 
staff,  and  he  has  asked  us  to  help  him 
out. 

Sir  David  Hughes  Parry.  Thank  you 
very  much,  that  is  of  great  interest  to 
us. 

4609.  Mr.  G unlake:  Is  your  field  of 
activity  confined  to  the  United  Kingdom, 
or  does  it  extend  to  the  Commonwealth 

or  to  foreign  countries? We  have 

no  geographical  limitation.  But  for  the 
purpose  of  this  discussion  I have  confined 
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myself  to  the  United  Kingdom,  although 
we  have  for  instance  a research  unit  in 
East  Africa,  one  in  West  Africa,  one  in 
the  Caribbean  ; we  recently  had  one  in 
Jordan,  ,aind  we  operated  in  Egiy.pt,  and 
we  are  now  operating  through  the 
W.H.O.  in  Madras  in  India,  .and  of 
course  we  have  frequent  contacts  with 
the  Dominions. 

4610.  Chairman : But  those  units  are, 
as  it  were,  units  sent  out  from  here? 
Yes. 

4611.  And  paid  from  here  by  the 
Council — from  the  Treasury?  From 

your  own  funds? From  our  .own 

funds.  Just  to  round  off  the  pic- 
ture lira  itlhat  field,  we  are  responsible 
jointly  with  the  Secretary  of  State  for 
the  Colonies  for  all  medical  research  in 
colonial  territories,  and  we  have  a joint 
committee,  of  which  I am  chairman, 
which  has  two  pockets : one  pocket  is 
the  M.R.C.  budget,  the  other  pocket  is 
the  Colonial  Development  and  Welfare 
Fund.  The  bigger  organisation  is  paid 
for  by  the  Secretary  of  State  but  is  still 
administered  by  this  joint  committee  and 
scientifically  directed  'by  it.  It  is  in,  fact 
part  of  a very  large  remit. 

4612.  As  regards  the  medically  quali- 
fied people,  Sir  Harold,  would  most  of 
them  be  .Members,  or  Fettoiws  of  one 
of  the  Colleges,  or  would  they  only 

have  taken  the  earlier  degrees? The 

situation  varies  with  the  subject.  If 
they  are  in  charge  of  a research  unit 
which  actually  has  the  responsibility  for 
the  care  of  patients,  then  of  course  they 
must  have  the  requisite  high  degrees.  In 
medicine  they  must  have  the  M.R.C.P. 
and  the  M.D.,  and  in  surgery  they  would 
have  the  M.S.  and  M.R.C.S.  The 
M.R.C.Ps.  seem  to  acquire  considerable 
distinction  and  go  up  and  get  their 
F.R.C.Ps.  and  numerous  lectureships, 
and  so  on.  If  they  are  in  the  para- 
clinical  or  pre-clinioal  fields,  it  is  not 
obligatory  to  have  these  higher  degrees ; 
you  will  find  in  our  units  concerned  with 
pathology,  and  so  on,  that  they  may 
have  their  M.D.  without  having  their 
M.R.C.P.,  and  in  physiology  you  will 
find  the  same.  So  that  it  has  roughly 
sorted  itself  out  along  the  same  lines 
as  are  required  in  practice.  That  hap- 
pened before  the  introduction  of  the 
National  Health  Service,  because  one 
knew  if  one  were  putting  a research  unit 
down  in  a hospital,  the  Board  of 
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Governors  of  the  old  days  would  say  : 
“We  want  evidence  that  this  man  is 
competent  to  act  as  a full  physician  and 
take  charge  of  the  patients  ” ; so  that 
it  did  tend  to  sort  itself  out  in  that  way. 
In  other  words,  the  man  whose  interests 
begin  to  move  on  to  the  side  of  look- 
ing after  patients  will  take  care  that 
he  gets. one  of  these  high  degrees,  so 
that  there  is  no  obstacle  to  his  future 
promotion  because  somebody  objects  to 
his  not  having  the  requisite  degrees. 

4613.  Professor  Jewkes:  Could  I ask 
about  the  non-medically  qualified  mem- 
bers of  the  600?  You  have  mentioned 
chemists— I suppose  there  are  physicists? 

Physicists  are  very  much  in  demand 

at  this  present  time,  and  physical 
chemists.  At  one  end  you  have  the 
chemists,  the  physioal  chemists,  who  have 
not  got  medical  degrees.  Then  you  come 
into  a kind  of  borderline  where  they 
merge,  shall  we  say  biochemistry  and 
physiology,  and  even,  extending  over  into 
bacteriology.  And  here  medical  quali- 
fication is  nather  optional — I do  not  wish 
to  mention  anything  in  connection,  with 
file  universities,  'because  that  is  nothing 
to  do  with  me,  buit  perhaps,  of  I might  use 
an  Illustration  lin  this  field. ; if  you  look 
at  the  professors  of  physiology,  you  will 
see  one  who  is  medically  qualified. 
When,  he  goes  he  .may  .be  replaced  by  a 
non-medically  qualified  one.  Tihe  same 
occurs  in  .anatomy.  This  is  the  line  where 
you  can  .get  an  overlap,  an,  that  overlap 
is  a very  healthy  one  provided  it  does 
■not  go  to  either  extreme.  If  the  whole  of 
this  borderline  field  were  staffed  with 
non-medically  qualified  men,  it  is  our 
feeling  that  it  would  lose  direction.  If 
it  were  staffed  entirely  with  medical 
ones  it  would  fail  to  be  refreshed  from 
the  basic  field. 

4614.  Moving  from  the  overlapping 
area — chemists,  physicists — zoologists  I 

suppose  are  among  the  600? Not 

employed  on  our  staff.  I think  we  have 
tended  to  regard  professional  zoologists 
who  are  employed  as  falling  rather 
more  over  to  the  side  of  the  Agricultural 
Research  Council.  When  there  are 
zoologists  doing  work  of  interest  to  us, 
say  in  a university  department,  we  will 
give  them  grants  to  help  them,  but  we 
have  not  employed  pure  zoologists.  We 
have  got  some  people  who  have  had 
zoological  training  who  in  the  course 
of  time  have  shifted  their  interests  over 
into  the  medical  field. 


4615.  Statisticians? — —Statisticians  cer- 
tainly. One  of  our  biggest  units  is 
under  the  honorary  direction  of  Profes- 
sor Bradford  Hill— medical  statistics, 
epidemiology — -and  he  of  course  is  not 
medically  qualified. 

4616.  Psychologists? Certainly. 

4617.  You  seem  to  have  nearly  every- 
thing— philosophers? 1 do  not  think 

so!  I wonder  if  I might  give  you  an 
example  from  my  own  field  which  shows 
the  extent  of  this  overlap?  Recently 
in  the  press  there  has  been  a great  deal 
of  attention  devoted  to  the  poliomyelitis 
vaccine.  That  is  potentially  a dan- 
gerous vaccine.  People  have  in  mind 
the  disaster  that  occurred  in  the  States 
in  1955.  It  has  to  be  tested  and  looked 
at  exceedingly  closely  before  it  goes  out. 
Now  we  do  that  testing,  and — I may 
just  explain,  the  M.R.C.  does  not  take 
on  routine,  but  in  a very  new  subject 
when  routine  and  research  are  so  near 
together  it  may  be  necessary  for  us  to 
carry  the  thing,  because  we  are  the 
only  people  who  can.  That  is  a very 
onerous  responsibility,  and  it  is  carried 
out  by  our  department  of  biological 
standards.  The  present  head  of  that 
department  is  medically  qualified ; he  js 
moving  away  shortly  to  a university 
Chair.  He  will  be  succeeded  by  a man 
who  is  his  deputy  at  present,  who  is  not 
medically  qualified.  That  man  will  have 
the  whole  responsibility  for  passing 
poliomyelitis  vaccine  issued  in  .this  coun- 
try. And  I .may  say  that  neither  of 
these  men  come  within  the  merit  award 
category. 

4618.  Sir  David  Hughes  Parry.  I 

think  it  would  be  useful  if  -you  would 
indicate  to  us  the  manner  in  which  you 
recruit  members  of  your  qualified  per- 
manent staff.  I believe  that  is  our  start- 
ing point. It  is  very  rare  for  us  to 

advertise;  it  is  nearly  all  done  by  in- 
vitation. We  appoint  say  a director  of  one 
of  our  units — and  a director  is  of  .pro- 
fessorial standard.  He  will  go  to  the 
scientific  societies,  and  so  on,  he  will  see 
the  type  of  man  with  the  interest  he 
wants,  he  will  approach  him  and  sound 
him  out,  and  -if  the  man  is  willing  to 
come  then  he  comes  to  us.  So  our  re- 
cruitment is  on  a personal  and  selective 
basis,  as  it  must  be  in  a thing  like  re- 
search, which  depends  so  much  on 
quality.  And  so  far  it  has  worked  ex- 
ceedingly well.  I might  just  -mention  a 
point  which  is  important,  and  that  is 
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that,  as  is  mentioned  in  our  memoran- 
dum, iwe  -believe  that  the  flow  of  people 
through  our  organisation  'back  to  the 
universities,  and  so  on,  is  very  healthy. 
In  fact  one  of  my  great  difficulties  is  to 
keep  people,  because  they  always  get 
offered  Chairs,  particularly  in  the  field 
of  biochemistry.  So  -that  when  they  first 
come  to  us  we  give  them  quite  short- 
term appointments — three,  four,  five 
years — we  do  not  give  permanent 
appointments.  We  differ  -from  the  Scien- 
tific Civil  Service  and  all  other  research 
councils  in  that — until  people  are  of 
proved  -merit  and  seniority,  until,  that 
is,  -they  are  roughly  of  senior  lecturer 
or  professorial  status. 

4619.  There  is  no  particular  age  at 

which  you  recruit? No,  there  is  no 

fixed  age  at  all — you  are  talking  about 
the  scientific  staff? 

4620.  The  scientifically  qualified  staff. 

Quite.  But  circumstances  tend  to 

make  the  age  slightly  different  for  the 
non-medically  qualified  and  the  medi- 
cally qualified.  The  non-medically 
qualified  man  may  come  to  us  of  course 
after  getting  his  first  degree,  his  B.Sc. 
The  medically  qualified  -man  has  a longer 
course  and  he  is  a few  years  later  in 
coming  to  us.  And  if  he  is  going  over 
slightly  on  to  the  clinical  side  we  are 
very  anxious  that  he  has  some  general 
clinical  experience  -before  he  comes.  So 
although  you  may  get  your  B.Sc.  -men 
coming  at  22,  23  or  something  like  that, 
the  medical  ones  f would  say  come  three 
or  four  years  later.  But  that  is  just  the 
oircumstances  of  the  course. 

4621.  And  that  is  the  time  at  which 
it  is  most  important  that  there  should  be 

this  free  flow? 1 would  have  said  it 

was  important  at  all  stages,  because  the 
number  of  people  who  can  support  a life 
of  pure  research  is  limited.  At  the  be- 
ginning everybody  thinks  he  can.  X was 
talking  to  some  people  in  I.C.I.  the  other 
day  and  they  said  that  all  the  people 
they  recruit  ask  for  the  research  side  for 
a start,  -but  it  is  quite  common  for  my 
people  to  come  to  me  in  their  middle 
thirties  and  say:  “You  -know,  I (bought 
I wanted  nothing  better  than  to  do  re- 
search twenty-four  hours  a day,  -but  I 
do  not  really  think  I have  got  that  in- 
tensity^  in  me.  I want  something  with 
a continuing  activity  that  I can  take  pride 

“ weI1-  I hate  the  thought  of  thinking 
at  the  end  of  twelve  months  that  all  my 
ideas-  have  gone  wrong  and  -I  have 


nothing  to  show  for  it.”  You  will  find 
them  inclining  towards  the  academic 
side  then,  and,  I -would  say,  quite  a num- 
ber of  them.  If  you  look  at  the  Chairs 
in  this  country  that  have  been  filled  by 
people-  -we  have  trained,  I think  we 
might  very  well  claim  that  our  National 
Institute  is  a nursery  for  professors. 

4622.  Chairman : Do  you  bring  many 

people  in  from  university  Chairs? 

Actually  from  Chairs  that  is  very  rare. 
They  are  fixed  at  that  stage,  just  as  the 
very  senior  -people  with  us  tend  to  be 
fixed,  -but  in  the  sub-professorial  levels 
there  is  a great  deal  of  -going  backwards 
and  forwards. 

4623.  When  you  say  the  very  senior 

people  you  are  thinking  primarily  of 
administrators? No,  of  actual  re- 

search people.  There  are  some  people 
who  can  have  .that  flow  of  ideas  and 
originality  and  can  keep  it  right  up  to 
retiring  age — it  does  not  always  go  off  at 
40. 

4624.  Sir  David  Hughes  Parry.  I 

a-m  trying  to  narrow  the  field  for  the 
flow.  You  say  that  it  does  not  matter 
very  much  at  the  professorial  stage.  Does 
it  matter  at  the  readership  stage?  Have 
you  recruited  any  readers  from  universi- 
ties, or  senior  lecturers? Yes,  people 

l-ike  that  have  come  over  -to  us,  certainly  ; 
some  few  remain  permanently  as  heads 
of  divisions,  but  some  have  come  over 
rather  at  the  level  where  they  are  want- 
ing to  follow  intensively  a piece  of  work. 
But  there  is  this  interlocking  -going  on 
the  whole  time. 

4625.  Now  we  come  to  what  you  have 
said  in  your  memorandum. — we  have 
been  trying  to  get  at  it  gradually.  In 
your  abstract,  the  last  sentence  of  the 
first  paragraph  says:  “To  this  end,  the 
system  of  remuneration  of  those  en- 
gaged in  the  service  of  medicine — and 
particularly  in  -medical  research  where  the 
medicine  of  -the  future  is  taking  shape 
—should  -be  such  as  to  impose  no  -artifi- 
cial obstacle  to  the  natural  distribution 
of  the  available  talent  between  its  dif- 
ferent branches  as  need  and  opportunity 
develop.”  I think  we  recognise  the  point. 
You  only  in  fact  -mention  one  particular 
obstacle,  the  merit  award.  Reserving  that 
for  the  time  -being,  are  there  any  others, 

before  -we  come  to  that? That  is  the 

major  one.  If  I had  not  -that  to  worry 
about  I should  be  confident  -about  medi- 
cal research  tin  this  country  in  the  future. 
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and  that  means  the  quality  of  British 
medicine. 

4626.  We  proceed  then  f think  to  the 
consideration  of  this  merit  award  or 

distinction  award  . . . 1 should 

say  “ distinction  award  ”,  1 do  not  know 
why  it  came  to  be  called  merit  award. 

4627.  You  do  not  like  the  word 
“merit”? — I know  what  the  word  “dis- 
tinction ” means.  I am  not  quite  sure 
about  “ merit”. 

4628.  Is  not  “ distinction  ” also  liable 
to  cause  a certain  amount  of  unhappi- 
ness, as  much  as  “ merit  ” — to  those  who 

have  not  got  it? There  are  certain 

recognised  criteria  of  distinction  in  the 
country,  suicih  as  the  Fellowship  of  the 
Royal  Society. 

4629.  The  question  I would  like  to 
ask  is  this : in  a salaried  service,  in  which 
you  are  engaged,  are  you  quite  satisfied 
that  a merit  award  or  a distinction  award 
would  not  cause  a good  deal  of  unhappi- 
ness .and  uneasiness  among  members  of 
the  staff,  where  some  would  have  it 

and  some  would  not? 1 do  not  think 

so,  because  one  of  the  privileges  that 
we  have  been  allowed  to  keep,  and  which 
is  approved  by  our  staff,  is  that  the  actual 
promotions  within  the  basic  scales  are 
determined  by  merit.  We  have  had  dis- 
cussions on  this  point.  We  have  thus 
got  the  freedom  to  give  accelerated  pro- 
motion when  we  wish.  I have  had  meet- 
ings with  my  staff  from  time  to  time, 
since  I have  been  at  the  M.R.C.,  and 
they  were  quite  clear  in  recognising  that 
in  a research  organisation  everything  de- 
pends upon  quality,  therefore  you  must 
be  able  to  recognise  merit.  So  within 
the  basic  salary  scales  we  can  promote 
people,  accelerate  their  promotion,  and 
there  is  the  recognition  on  the  part  of 
the  staff  of  the  importance  of  merit  in 
a field  like  research. 

4630.  Mr.  Gunlake:  I would  like  to 
be  quite  clear  about  this.  You  say  pro- 
motion is  by  merit — that  means  you 

have  no  fixed  establishment? We 

have  no  fixed  establishment. 

4631.  If  a man  shows  merit,  you  can 
push  him  up  into  a higher  bracket 

whether  there  is  a vacancy  or  not? 

Yes,  certainly;  that  is  a privilege  we 
have. 

4632.  Chairman : Who  settles  what  the 

actual  salary  scales  are? The  Trea- 

sury approve  the  salary  scales. 


4633.  Which  are  related,  are  they,  to 

the  Scientific  Civil  Service? No,  they 

are  related  to  the  universities.  We  are 
told  so  to  devise  our  salary  scales  that 
“ employment  with  you  is  neither  no  less 
nor  no  more  attractive  than  in  the  univer- 
sities." 

4634.  Professor  Jewkes:  That  gives 

you  plenty  of  scope! Yes.  But, 

having  fixed  the  scales,  it  is  left  to  us, 

4635.  Chairman-.  To  decide  who  fits 

in  where? Yes,  and  how  many  too, 

which  is  important. 

4636.  Sir  David  Hughes  Parry-.  “In 
t'he  universities”  means  with  reference 
to  the  non-clinical  or  to  the  clinical 

teachers  in  the  universities? It  means 

the  corresponding  department,  clinical 
and  pre-clinical. 

4637.  Chairman : Then  are  you  not 
able  if  you  wish  to  have  some  salaries 
that  are  the  equivalent  for  instance  of 
a professor’s  top  salary  at  the  university, 

plus  a merit  award? Yes,  when  they 

are  in  the  clinical  field  ; and  that  is  one 
of  my  great  difficulties  at  this  present 
time.  Those  members  of  the  M.R.C, 
who  are  in  control  of  clinical  units  do 
get  these  awards,  and  as  they  are  dis- 
tinguished people  they  get  high  awards. 
May  I volunteer  something  at  this  stage 
which  will  illustrate  the  situation,  and 
the  reason  for  my  Council’s  concern,  I 
think  more  graphically  than  anything 
else?  The  Secretary  of  the  Commission 
wrote  to  me  before  I came  here  and 
asked  if  I would  get  out  figures  to  show 
the  remuneration  of  the  non-clinical 
members  of  our  staff  before  the  war  in 
comparison  with  the  clinical  members,  as 
compared  with  now.  I have  got  these 
figures  here  and  would  just  like  to  ex- 
plain how  they  are  derived.  I said  I 
was  concerned  primarily  with  merit 
awards.  That  is  the  ultimate  incentive 
for  a man — where  he  can  look.  I am 
not  concerned  with  the  lower  ranks. 
What  is  the  highest  a man  can  attain  to? 
I have  therefore  in  compiling  these 
figures  taken  the  head  men  in  our  in- 
dividual units  and  the  head  men  of  the 
major  departments  of  the  National  In- 
stitute for  Medical  Research.  Those  are 
people  roughly,  most  of  them,  of  pro- 
fessorial status — some  of  the  juniors  you 
might  call  of  Reader  status.  And  these 
are  the  results.  There  are  not  many 
figures  from  before  the  war, 'but  they  are 
sufficient,  because  our  main  expansion 
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has  occurred  since  'then.  I have  taken  ten 
year  intervals:  1937,  1947— 'because  that 
is  the  year  before  the  N.H.S.  came  in — 
and  1957.  I can  give  you  the  details 
afterwards,  'but  if  I give  you  them 
straight  first,  it  brings  out  the  point.  In 
1937  the  average  salary  of  the  heads  of 
our  non-clinical  departments  was  £1,310  ; 
the  average  salary  of  the  heads  of  our 
clinical  departments  was  £1,320.  In  1947 
the  average  salary  of  the  heads  of  our 
non-clinical  departments  was  £1,590; 
the  average  salary  of  the  heads  of  our 
clinical  departments  was  £1,680— that  is 
a 6 per  cent,  difference,  and  it  is  ex- 
plained by  more  junior  people  having 
been  recruited.  So  up  to  1947  .there  was 
equality  in  salary  'between  all  people  we 
employed,  irrespective  of  where  they 
were  situated  and  irrespective  of  the  de- 
gree they  might  have  taken  a long  time 
before.  The  situation  in  1957 — 1 took 
last  year,  because  this  year  is  not  com- 
plete yet— is  this;  in  the  non-clinical  the 
average  salary  is  £2,720  ; in  the  clinical 
the  average  remuneration  is  £4,520— that 
is  due  to  the  merit  award.  As  regards 
the  range  in  salary,  the  top  salary  for 
a non-clinical  man  in  1957  was  £2,850. 
The  top  remuneration  (being  received  by 
a clinical  man  was  £5.350. 

4638.  Professor  Jewkes\  When  you 
give  the  figure  for  the  1957  clinical,  it  is 
an  average  figure  for  the  heads  of  your 
units  who  happen  to  be  in  clinical  work? 

Who  are  employed  by  us— 'because 

we  have  some  units  attached  to  univer- 
sities—(professors  who  are  honorary 
directors — and  I have  not  taken  their 
salaries  up  'because  they  arc  purely 
honorary.  These  are  men  who  are 
employed  by  us. 

, 9639.  Chairman ; I do  not  like  to  go 
into  individual  cases  too  much,  but 
earlier  on  you  mentioned  a particular 
instance  where  you  were  shortly  going 
to  lose  someone  medically  qualified,  and 
as  pa.it  .of  this  valuable  interchange  it 
so  happens  that  he  will  be  succeeded  by 
somebody  who  is  not  medically  qualified. 
There  will  be  -about  that  sort  of  differ- 
ence, therefore,  will  there  . . . ? 

No,  because  the  man  who  has  the 
responsibility  of  passing  poliomyelitis 
vaccine,  and  the  vaccine  against  turber- 
muosis  and  all  the  others  in  this  country, 
is  not  entitled  to  achieve  a distinction 
award. 

4640.  Even  when  he  is  medically 
qualified? Yes. 


4641.  Professor  Jewkes:  Up  to  1947, 
if  there  was  this  equality  between  clinical 
and  non-clinical,  did  it  mean  that  you 
found  difficulty  in  getting  people  to  act 
as  head  of  your  clinical  units? — . — No. 

_ 4642.  Would  there  not  be  a great 
difference  between  their  earnings  with 
you  and  their  earnings  if  they  went  out 
as  consultants  or  even  as  professors? 

In  this  discussion  I have  assumed 

that  yo,u  do  not  take  into  account  what 
a man  might  make  if  he  went  out  into 
private  practice.  My  point  was  con- 
cerned with  salaries,  the  salaries  that 
are  paid  from.  'Exchequer  budgets ; they 
may  be  out  of  different  pockets  but  it  is 
the  same  paymaster.  The  development 
of  clinical  research  has  come  uip  very 
rapidly  since  the  war,  in  this  country, 
and  we  had  not  many  clinical  units  in 
1947.  We  had  three  before  the  war, 
that  was  all. 

4643.  How  many  have  you  now? — — 
We  have  40  all  told,  40  units  and 
research  groups.  In  fact  we  have  68 
units  in  being  at  this  present  time. 

4644.  Chairman : 1 just  want  to  be 
quite  certain — you  would  'have  had  no 
way  open  to  you  under  your  present 
constitution  and  remit  from  the  Lord 
President,  or  from  the  committee  of  the 
Privy  Council,  to  have  treated  the  polio- 
myelitis vaccine  unit,  for  instance,  in 
such  a way  that  the  head  of  that  could 
have  got  something  ol  the  order  of  the 

£4,520,  instead  of  £2,850? Certainly 

not.  It  would  .not  be  accepted  ; it  would 
not  have  a chance  of  being  accepted. 

4645.  Sir  David  Hughes  Parry.  I have 
one  other  question,  but  I am  keeping 
that  for  the  time  being  in  case  my  col- 
leagues want  -to  ask  a question  about  the 
merit  award.  I want  to  ask  later  on 
about  a memorandum  submitted  by  the 
staff  of  the  Medical  Research  Unit,  to 

ask  you  if  you  have  seen  it? 1 saw 

it  yesterday. 

4646.  But  we  will  reserve  that  for  the 
time  being. — ■ — The  point  that  I was 
going  to  make  bears  upon  this  memo- 
randum, the  question  of  when  the  pres- 
sure begins  to  bear  upon  these  -men.  I 
should  dislike  it  to  be  thought  that  in 
medical  research  workers  one  is  dealing 
with  a peculiarly  mercenary  branch  of 
medicine.  One  is  not.  Of  all  the 
branches  of  medicine  that  I have  met.  I 
think  they  perhaps  have  the  strongest 
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sense  of  vocation.  But  in  the  represen- 
tations which  I have  had,  the  thing 
which  hulked  rather  larger  in  their  per- 
sonal representations  was  what  was  felt 
to  be  the  slur  on  their  prestige.  There 
they  were,  employees  of  the  same  source, 
and  yet  one  branch  was  felt  to  merit 
so  much  more  than  another.  That  was 
one  of  the  points  about  it.  The  other 
w.as  the  question  that  was  put  to  roe 
rather  well  by  a late  professor  of 
physiology,  when,  he  said:  “Young  men 
are  often,  altruists ; fianeds  often  say  they 
are;  mothers  of  young  families  are 
always  realists,  otherwise  the  human  race 
would  not  have  survived”.  The  pres- 
sure is  at  the  intermediate  level,  when  it 
is  still  open  for  a man  to  change ; and 
that  is  where  the  difficulties  are.  where 
the  men  are  becoming  key  men.  And 
I am  anxious  about  it,  not  only  because 
of  losing  them  in  this  country  but  also 
of  losing  them  abroad,  particularly  to 
North  America.  These  men  are  pretty 
distinguished,  and  although  one  can 
never  find  out  with  any  certainly  the 
range  of  salaries  in  the  posts  m North 
America,  I have  made  enquiries  and  1 
have  been  told  by  individual  professors : 
“The  only  man  who  knows  what  my 
colleagues  are  getting  is  .the  Dean  . 
They  do  not  seem  to  be  published  with 
any  certainty,  particularly  in  the  older 
universities.  There  is  no  question  that 
these  people  are  being  given  the  most 
attractive  offers,  and  quite  a number  of 
them  are  people  whom  this  country  can- 
not afford  to  lose.  I am  .not  having  to 
worry  •aifoout  those-  offers  in  the  cliinic&l 
field,  where  the  merit  awards  are  pay- 
able, whereas  I am  acutely  worried  in 
Are  non-dinical  field,  where  people  are 
casting  envious  eyes  upon  our  bacterio- 
logists, our  geneticists,  our  experts— and 
this  is  particularly  important— our 
experts  on  the  health  aspect  of  nuclear 
power.  Even  those  who  are  working 
on  the  diseases  which  come  from 
radiation  exposure,  and  so  on,  are  not 
entitled  to  the  merit  award., 


that  to  get  your  name  on  the  medical 
register  now  you  have  to  do  a year’s 
clinical  work  afterwards.  It  is  no  more 
than  that,  and  I would  not  have  said 
there  was  any  significant  difference 
between  the  two. 

4648.  I was  trying  to  keep  an  eye  on 
the  .period  when  the  flow  has  got  to  be 

particularly  open. 1 had  not  really 

thought  there  was  any  particular  diffi- 
culty there.  It  will  happen  naturally  if 
there  is  no  obstacle.  But  the  other  point 
I would  like  to  make  here  is  in  compar- 
ing the  relative  remuneration  in  different 
branches  of  medicine.  When  a man  is 
qualified  there  are  several  openings  to 
him,  there  are  several  pathways  that  he 
can  follow,  without  doing  violence  to  his 
own  interests  in  medicine  ; for  instance, 
the  cast  of  mind  that  makes  a physi- 
ologist and  makes  a consultant  physician 
is  a very  similar  one.  It  is  the  same 
point  of  view  and  outlook,  and  when  a 
man  is  qualified  he  can,  without  doing 
too  much  violence  to  his  interests,  switch 
from  one  which  will  lead  him  up  to  a 
salary  with  a merit  award  tacked  on  to 
it  at  one  end,  or  go  on  to  a line  which 
has  not  got  one  at  the  other  end.  The 
point  I was  anxious  to  bring  out  is  that 
this  is  not  an  artificial  distortion  of  a 
man’s  interests  at  that  stage.  Any  of 
them  could  foresee  having  quite  an 
interesting  life  up  some  other  path  than 
the  pre-clinical  one ; that  is  the  .point  I 
am  making.  It  is  not  that  the  choice 
before  them  is  the  pre-clinical  or  noth- 
ing. It  is  a genuine  choice  which  one 
can  make  in  that  direction.  One  can 
see  this  shift  occurring,  and  I am  par- 
ticularly perturbed  about  the  operation  of 
this  influence,  because  it  is  one  of  the 
steadily  operating  factors  which  will  not 
produce  a crisis  to  jolt  people  to  look  at 
what  is  happening.  We  shall  just  wake 
up  some  morning  and  find  that  we  have 
denuded  these  essential  branches  of 
medicine,  and  that  will  not  be  remedied 
overnight.  My  own  feeling  is  that  we 
are  half  way  there.  We  have  had  ten 


4647.  That  is  why  I was  concentrating 
on  the  period  of  recruitment.  I have  an 
impression  now  from  what  you  have  said 
that  it  may  very  well  he  that  the  age  at 
which  you  recruit  the  medically  qualified 
may  be  a little  higher  than  the  age  at 
which  you  recruit  the  non-medically 

qualified,  is  that  so? Yes,  but  no 

more  than  can  be  accounted  for  by  the 
longer  length  of  the  course,  and  the  fact 


years. 

4649.  Chairman : Sir  Harold,  in  para- 
graph 8 of  your  memorandum  you  say: 
“ Of  the  64  Fellows  of  the  Royal  Society 
engaged  in  such  studies  and  at  present 
in  post  . . .”  How  did  you  arrive  at  tM 

figure? This  figure  can  be  altered 

about  a little  acording  to  judgment.  1 
took  my  Year  Book  of  the  Royal  Society 
and  I went  through  and  marked  every 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  MEDICAL  RESEARCH  COUNCIL 


1003 


Fellow  who  was  engaged  in  activities 
which  would,  qualify  ihim  for  employment 
With  the  M.R.C.  These  are  all  the 
Fellows  of  the  Royal  Society  wiho  arc 
engaged  in,  medical  subjects  of  any  kind  ; 
they  are  not  till  with.  us. 

4650.  You  said,  and  obviously  it  is 
true,  that  to  be  a Fellow  of  the  Royal 
Society  is  a matter  of  great  distinction, 
and  you  know  that  there  are  some  7,000 
consultants  entitled  to  and  34  per  cent, 
of  these  getting  merit  awards  now. 
Obviously  most  of  those  are  not 
Fellows  of  the  Royal  Society,  only 
a very  small  proportion,  is  that  night? 

In  the  Royal  Society  at  present 

clinical  medicine  is  very  lightly  repre- 
sented. Of  people  in  post,  1 think  there 
are  about  eight  or  nine  Fellows  of  the 
Royal  Society — I would  not  be  certain, 
I would  have  to  check  that — -who  would 
be  entitled  to  a distinction  award.  I was 
omitting  myself,  because  1 was  once  a 
professor,  and  would  have  been  entitled 
If  still  in,  post, 

4651.  You  say  there  are  these  64 

Fellows  of  the  Royal  Society — of  whom 
54  would  not  be  eligible  for  merit 
awards? Yes. 

4652.  Those  54  are  necessarily  more 
distinguished  than  a great  many  of  the 
34  per  cent. — a great  many,  ,1  do  not  say 

all.  Isfhat  a fair  assumption? 1 would 

prefer  not  to  answer  that  question  as  you 
put  it.  These  men  are  distinguished, 
very  distinguished,  by  the  most  stringent 
criteria  applied  in  the  advancement  of 
knowledge  on  the  scientific  side  in  this 
country.  They  are  recognised  to  be  that. 
I would  have  said  that  those  men  are 
making  essential  contributions  to  the 
medical  field,  the  type  of  contribution 
upon  which  the  development  of  medicine 
is  .built  and  upon  which  the  future  quality 
of  medicine  in  this  country  will  depend 
I would  prefer  to  put  it  that  way  round. 

4653.  Professor  Jewke.f.  To  take  up 
a point  you  raised  a moment  ago,  Sir 
Harold:  is  it  true  that  the  pre-clinical 
side  of  medicine  is  more  important  now 
in  relation  to  clinical  than  it  was  twenty 

or  thirty  years  ago? 1 think  it  is  of 

increasing  importance.  If  you  would 
put  the  question  “ more  important  than 
it  was  twenty  or  thirty  years  ago  ",  and 
allow  me  to  escape  from  the  invidious 
position  of  deciding  which  is  the  more 
important  . . . 


4654.  No,  please  do  not  escape. It 

is  certainly  more  important,  and  certainly 
will  become  more  and  more  important. 
Take  a field  dike  the  treatment  of  cancer 
with  radiotherapy  ; the  quality  of  physics 
that  has  to  be  appllied  in  order  to  use 
those  machines  on  patients  is  very  high, 
and  it  is  a field  of  physics  in  itself,  it  is 
medical  physics.  The  man  starts  as  a 
qualified  physicist  in  the  field,  but  to  be- 
come a master  of  it  he  has  got  to  master 
the  medical  side.  He  is  producing  a 
subject  of  his  own,  with  the  net  result 
that  after  he  has  been  ,in  that  field  for 
some  time — and  this  is  important — he  is 
not  qualified  to  go  back  into  a physics 
department ; he  'has  ceased  to  be  a pure 
physicist.  So  that  is  one  of  the  important 
points  with  these  non-medically  qualified 
people.  They  come  into  medicine,  and 
medicine  changes  them  into  something 
else,  so  that  they  are  not  able  to  go  back 
to  the  basic  pure  chemistry  or  pure 
physics  in  which  they  were  trained. 
Therefore  medicine  has  the  moral  re- 
sponsibility for  them.  It  is  undoubtedly 
the  high  quality  of  support  that  medicine 
is  progressively  getting  from  people  in 
those  fields  that  is  sending  it  forward  at 
the  rate  that  it  is  at  this  present  time.  I 
gave  some  examples:  we  could  never 
have  had  penioiilin  without  that  co-opera- 
tion ; all  these  now  drugs,  these  anti- 
malarials  and  what  have  you,  that  are 
coming  in,  it  is  unthinkable  that  any 
practising  doctor  could  produce  those.  It 
has  to  be  from  this  co-operative  work 
with  these  people.  And  in  the  one  fieid 
with  which  I personally  have  to  concern 
myself  at  this  present  time  to  a very  great 
extent,  that  is  the  field  of  nuclear  energy 
and  all  that  it  means  to  the  human  race 
from  the  point  of  view  of  the  health  of 
this  generation,  the  health  of  workers  in 
the  plants,  and  the  health  of  future 
generations,  in  that  field  you  cannot 
move  without  the  highest  grade  assistance 
— physicists,  radiobiologisis,  and  people 
of  that  kind,  who  are  oalied  medical 
physicists  or  health  physicists,  because 
they  moved  out  of  the  physical  field.  I 
do  not  know  if  1 have  answered  your 
question  7 

Professor  Jewkes : Yes,  thank  you. 

4655.  Chairman : Going  on  from  the 
point  about  Changing  around.  In  these 
two  different  spheres  you  have  one  very 
high  ceiling  and  one  very  much  lower. 
Does  that  affect  the  salaries  and  the  scale 
that  you  can  pay  to  the  people  within 
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those  units  further  down? No.  The 

ceiling  that  we  ;go  up  to- — (if  I take  the  last 
year,  1957,  they  were  iboth  equal,  £2,850 ; 
hut  we  could  pay  £3,100  as  a ceiling  for 
the  clinical.  That  is  the  reason  why  in 
1957  there  is  a slight  difference  between 
the  basic  pay,  because  the  ceilings  were 
slightly  different.  Lower  down  it  does 
not  matter. 

4656.  It  does  not  matter  if  you  have 
somebody  getting  £5,350,  and  the  man 
immediately  under  him  will  he  very  much 
further  below  him  than  the  man  under 

the  one  who  is  getting  £2,850? That 

depends,  Sir.  I am  sorry,  I slightly  mis- 
took your  question.  There  are  really  two 
parts  in  this.  If  one  takes  the  basic 
salaries,  they  come  up  to  ceilings  that 
are  a little  different.  Beneath  those  ceil- 
ings we  just  give  (lie  same  basic  salaries 
to  either  side,  Whether  they  have  got 
medical  degrees  or  not.  It  depends  on 
their  merit.  When  you  get  above  that 
ceiling  you  get  into  the  range  of  merit 
awards.  Any  iman  who  has  an  honorary 
consultant  post  with  the  National  Health 
Service  is  entitled  to  a merit  award,  and 
there  may  be  more  than  one  in  a big 
clinical  unit.  They  are  the  senior  people, 
of  course.  So  it  might  follow  that  the 
head  of  the  unit  has  a merit  award,  and 
the  one  underneath  him  has  one  also. 
That  is  the  position. 

4657.  Might  it  have  followed,  that  the 
head  of  the  unit  was  not  eligible  for  an 
award  and  the  one  underneath  him  was? 
— — Not  as  things  stand  at  this  present 
time.  I can  think  of  one  of  our  units  in 
which  that  might  conceivably  arise — the 
director  is  not  medical,  and  the  man  on 
the  dinical  side  of  the  unit  is  dinical.  I 
had  not  met  that  particular  difficulty,  but 
I could  see  it  could  arise ; he  might  get 
a merit  award  whereas  the  director  could 
not.* 

4658.  Yes.  This  Treasury  formula 

which  says  that  the  Medical  Research 
Council  salaries  should  'be  “neither  no 
less  nor  no  more  attractive  than  in  the 
universities  ” is  an  important  one.  Is  that 
common  to  other  'branches  of  the  re- 
search activities,  do  you  know? No, 

it  is  unique  to  the  'Medical  Research 
Council 

* Sir  Harold  Himsworth  has  since  informed 
the  Royal  Commission  that  his  answer  to  this 
requires  correction.  The  answer  should  be 
“Yes,  that  situation  has  in  fact  just  arisen 
and  the  one  underneath  has  an  award.” 


4659.  When  was  it  produced?— -.ts, 
actual  formula  I think  was  written  round 
about  1948,  but  it  had  always  been  under 
stood.  You  see,  we  are  the  oldest  of  the 
organisations,  and  we  were  established 
in  that  way. 

4660.  The  formula  dealt  with  what  was 

already  happening? It  was  forms 

lating  what  was  practised, 

4661.  So  that  the  announcement  of  the 
formula  really  was  made  in  consultation 
with  the  Council?  There  was  some 
consultation  with  the  Medical  Re- 
search Council,  but  at  that  time  the 
question  of  merit  awards  had  not 

obtruded  itself  very  much? -No,  since 

1913  when  we  had  started  off,  this  had 
been  the  understanding. 

4662.  And  generally  speaking  do  you 

regard  that  as  a reasonably  flexible 
formula  and  approach? 1 do,  yes. 

4663.  Apart  from  this  particular  diffi, 
culty? — —Apart  from  this  particular 
difficulty. 

4664.  Mr.  G unlake:  May  1 a*  a 
question  on  paragraph  14  of  your 
memorandum,  Sir  Harold?  That  is  a 
paragraph  which  refers  to  the  strain  of 
responsibility,  which  is  simultaneously 
important  and  difficult  from  the  point 
of  view  of  this  Commission.  It  has  been 
argued  'before  us  by  those  who  carry 
the  clinical  care  of  patients  that  the  strain 
which  they  bear  of  responsibility  for 
human  life,  health  and  happiness,  is 
something  which  is  different  in  degree, 
and  .perhaps  different  in  quality,  from  the 
responsibilitira  borne  by  members  of 
other  professions.  Last  week  we  had  be- 
fore us  the  medical  officers  of  health,  who 
stressed  the  responsibility  (which  they 
carry  for  social  or  community  medicine 
and  preventive  medicine.  In  your 
memorandum  and  again  this  rooming 
you  have  referred  to  the  quite  clearly 
grave  responsibilities  carried  by  the 
head  of  the  vaccines  departments.  And 
yet  we.have  a sentence  in  this  paragraph 
14  which  pulled  me  up  short  when  I 
oamo  to  it,  where  you  say:  “The 
ability  of  a man  to  support  any  particu- 
lar responsibility  depends  to  a large  ex- 
tent on  his  training  ",  I wonder  if  you 
could  help  us  by  enlarging  a little  on 
that?  How  far  would  you  press  that 
view?— May  I say,  before  answering 
your  question,  that  I was  a physician,  3 
am  a physician,  that  I have  .been  a con- 
sultant physician,  and  I was  a Profes- 
sor of  'Medicine  at  University  College 
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Hasmtal  and  consultant  physician  on  the 
staff  there,  and  1 carried  this  responsi- 
bilitv  until  I went  to  my  present  post 
,o  I am  talking  now  of  my  personal 
knowledge.  And  by  responsibility  I take 
it  that  people  are  meaning  the  anxiety 
nseparable  from  certain  duties  that  they 
have  to  discharge.  I do  not  wish  to  be 
sententious  on  this  point,  but  the  par- 
ticular sentence  you  picked  out  comes 
from  Xenophon.  This  argument  ocourred 
in  one  of  the  Socratic  dialogues,  where 
a young  man  came  to  Socrates  saying 
that  he  had  great  ambitions  to  be  a 
governor  or  a general,  but  he  had  not 
the  self-confidence  to  do  it,  and  then  fol- 
lows the  famous  argument  of  the  helms- 
man on  the  ship,  when  the  general  is 
shaking  with  fright  .but  the  helmsman  is 
standing  at  the  helm— why?  Because  of 
his  training.  I am  sorry  to  be  sententious 
on  that,  but  that  argument  has  been 
thrashed  out  two  thousand  years  ago. 


4665.  Professor  lewkes : There  is  at 
least  one  philosopher  on  the  Medical 
Research  Council,  iSir  Harold  I 

(Laughter.) I think  this  is  absolutely 

true:  in  the  clinical  field,  you  start  as 
a medical  student ; after  a few  months 
you  are  allowed  to  put  a needle  into  a 
vein,  and  you  are  covered  with  'perspira- 
tion the  first  time  you  do  it.  Then  this 
becomes  routine,  and  you  go  a bit 
further  and  a bit  further,  and  you  start 
delivering  babies,  and  steadily  step  by 
step  this  builds  up  and  by  the  time  you 
become  a physician  or  a surgeon  it  is 
second  nature.  I am  not  saying  one 
does  not  walk  away  and  worry  about  it, 
but  there  are  worries  on  ithe  other  side 
too.  Since  I have  come  to  my  present 
job  I know  that  I am  bothered  when 
a neiw  drug  is  'being  tried  for  the  first 
time  on  a human  being,  even  though  I 
am  not  actually  giving  it.  I have  taken 
the  responsibility,  I have  said  that  all 
ithe  tests  on  animals  show  that  this 
should  be  all  right,  but  ,1  must  admit 
that  I have  heaved  rather  a sigh  of  relief 
when  the  first  stage  has  been  got  over. 
I mentioned  this  particular  instance  of 
the  man  in  charge  of  the  poliomyelitis 
vaccine ; there  he  has  the  -knowledge  that 
a disaster  did  occur  in  the  States  and 
■people  were  paralysed  and  people  were 
killed,  and  he  has  to  take  the  respon- 
sibility of  passing  that  vaccine  for 
thousands  of  people.  I think  myselif,  on 
this  question  of  responsibility,  that  the 
ability  of  a man  to  support  any  particu- 
lar responsibility  does  depend  to  a large 


extent  on  the  training,  and  that  there  are 
responsibilities  outside  the  clinical  field 
which  are  as  onerous  as  those  within. 
And  on  the  border  line  over  which  the 
merit  awards  spill,  the  so-called,  para- 
clinical  field,  there  is  certainly  nothing 
to  choose  'between  those  who  are  eligible 
and  those  who  are  not. 

4666.  Mr.  Gunlake : If  we  were  to  add 

after  the  word  “training”  the  words 
“ experience,  personality,  and  psycholo- 
gical and  physiological  state  of  health  ”, 
do  you  think  -we  would  have  improved 
on  Xenophon? Am  I to  draw  the  in- 

ference from  your  question  that  you 
■think  there  is  a kind  of  process  of 
natural  selection  at  work? 

4667.  I was  questioning  whether  train- 
ing alone  answers  this  problem. 1 

think  myself  that  it  is  a major  factor. 
You  can  put  in  experience — training  and 
experience — but  in  the  medical  training 
up  to  consultant,  experiences  are  very  de- 
liberately graded,  and  of  set  purpose. 

4668.  Professor  lewkes : Sir  Harold 
this  is  a more  general  question:  the 
group  of  experts  who  are  eligible  for 
merit  awards  have  a ring  placed  round 
them  by  the  use  of  the  word  “ clinical  ”, 
and  although  as  you  have  shown  it  is 
not  as  simple  and  straightforward  as 
that,  it  sounds  simple  and  straightfor- 
ward. How  would  you  define  the  rather 
different  circle  that  you  would  like  to 
create,  so  that  people  would  accept  this 

as  fair  and  just? You  are  asking  me 

to  go  beyond  my  Council’s  brief  now 
on  this  particular  point.  Naturally  when 
they  were  considering  this  matter  they 
also  remembered  the  other  half  of  the 
question  about  distinction  awards  which 
the  Royal  Commission  put  down  on 
paper — alternative  ways  of  dealing  with 
them.  But  they  were  anxious  to  keep 
this  to  the  principle,  because  there  might 
be  many  and  different  ideas  about  ways 
and  means.  It  would,  il  think  everybody 
recognises,  require  redefinition.  But 
anything  l said  on  that  would,  be  purely 
personal. 

4665).  Perhaps  I put  the  question 
badly,  Mr.  Chairman.  What  I was  really 
trying  to  get  at  was  this : yon  talk  in 
terms  of  another  500  non-medically 
qualified  experts  whom  you  suggest 
should  be  eligible  for  merit  awards?— 
I am  being  very  proper  and  confining 
myself  to  the  100  in  the  employ  of  the 
M.R.C. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


1006 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


4670.  All!  right,  let  us  take  the  100. 
How  do  you  define  them  so  that  they 
can  be  distinguished  from  all  the  other 
scientists  who  exist  in  medical  research 
and  in  the  universities? — • — 1 would  not 
like  to  put  this  forward  as  a definition 
X have  produced,  if  one  were  putting  up 
a scheme  or  something  like  that,  but  the 
thing  which  distinguishes  those  100 
people  is  that  they  are  ail  engaged  in 
research  which  is  directed  to  medical 
ends. 

4671.  Chairman:  Yes,  but  would  you 
differentiate  simply  in.  the  field  of 
research?  Would  you  differentiate 
between  those  who  are  very  eminent  in 
research  directed  to  medical  ends  and 
those  equally  eminent  in  research 
directed  to  some  other  scientific  end? 

Do  you  mean  within  the  medical 

field? 

4672.  No. 1 think,  Sir,  that  that  is 

a question  which  takes  me  outside  my 
remit. 

4673.  Yes,  but  all  the  same,  Sir 
Harold,  these  people  on  the  whole  ootme 
out  of  the  same  sort  of  stratum  of 
intelligence  in  the  community ; they 
have  the  same  ideas  about  advancing 
knowledge  and  doing  something  really 
useful  for  posterity,  and  it  is  not  only 
in  the  medical  sphere.  There  may  be 
many  other  spheres  of  activity  in  which 
research  workers  find  themselves  to  some 
extent  Government-paid,  eventually  by 
the  Treasury,  would  you  not  think  so? 
—‘I  am  afraid  I have  not  quite  got 
this — you  mean  people  employed  by  the 
Department  of  Scientific  and  Industrial 
Research  or  the  Agricultural  Research 
Council? 

Chairman : Yes. 

4674.  Sir  David  Hughes  Parry:  And 

the  universities. 1 was  confining 

myself  strictly  to  this  field,  because  I was 
not  empowered  to  go  beyond  it. 

4675.  Chairman : Yes,  but  one  of  the 
things  that  seems  to  cause  some  difficulty 
here  is  that  there  has  been  a separate 
category  of  people  created  since  1947, 
who  .are  put  in  quite  a different  box? — - 
Yes. 

4676.  Do  you  make  it  any  easier  for 
the  community  as  a whole  if  you  enlarge 
the  category  but  still  have  a separate 
category  for  which  only  a small  part  of 
the  community  as  a Whole  are  eligible? 


There  is  no  question  at  all  that  there 

is  a very  embarrassing  problem  here.  All 
the  scientific  members  of  my  Council 
are  university  professors,  and  they  are 
therefore  very  well  aware  of  this  par- 
ticular point.  At  present  the  line  is 
drawn  in  the  most  arbitrary  way,  which 
is  quite  difficult  I think  to  defend.  The 
question  that  you  are  asking  is:  would 
it  cause  more  .trouble  if  it  were  drawn 
at  the  bottom  of  the  medical  faculty 
instead  of  down,  the  middle  of  it.  in  a 
wavy  line? 

4677.  Yes.  The  question  is  whether 

when  one  anomaly  is  got  rid  of  it  pro- 
duces a lot  more  anomalies,  or  not. 

That  is  a question  which  concerns  other 
■people ; it  is  outside  my  remit.  But  what 
I was  sticking  strictly  to  here  was  a 
division  drawn  in  the  middle  of 
medicine  which  was  going  to  affect  the 
quality  of  ihe  whole  structure  of 
medicine  .in  this  country. 

4678.  I fully  fake  the  point,  but  you 
fed,  I think,  Sir  Harold,  that  this  diffi- 
culty has  arisen  partly  at  least  because 
there  was  at  the  time  of  the  Spens  Report 
an  artificial  segregation  of  one  part  of 

the  profession,  that  is  right,  is  it? 

That  is  what  I think  personally. 

4679.  One  part  was  looked  at  in 

blinkers,  and  if  wc  look  at  an  enlarged 
view  of  one  part  of  the  community  in 
blinkers  it  may  not  cure  all  the  diffi- 
culties.  Tf  it  were  enlarged  to  oover 

those  engaged  in  medicine  we  would  not 
be  concerned  about  the  future  of 
medicine  in  the  country. 

4680.  Sir  David  Hughes  Parry:  If  the 
scope  was  shifted  so  as  to  cover  ail  your 
men  it  would  remove  your  embarrass- 
ment bult  it  would  create  embarrassments 

elsewhere. And  it  would  also  be 

salvation  for  some ! Of  course,  their 
problems  in  their  depirtments  are  pretty 
much  .the  same  as  ours. 

4681.  Professor  Jewkes:  Could  I take 

up  an  intermediate  position  as  we  are  so 
anxious  you  should  help  us  here,  Sir 
Harold?  Suppose  there  was  a case  where 
you  were  not  employing  but  you  were 
financing  some  chemist — a man,  say,  in 
a university.  If  you  thought  the  work 
he  was  doing  was  a long  shot  but  that 
J,t  might  have  some  importance,  would 
you  feel  that  sort  of  man  ought  to  oome 
into  the  circle  and  be  eligible  for 
a merit  award? No.  We  finance 
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in  two-  ways,  by  employing  the  staff  and 
by  giving  grants  to  people  who  arc  in 
the  employ  of  others  and  universities. 
We  give  a large  amount  of  money  in 
that  way  and  I would  say  for  the  kind 
of  long  shots  where  something  might 
come  off.  We  finance  it  on  that  basis 
but  we  do  not  regard  those  people  as 
employed  by  us,  or  responsible.  Now, 
if  something  now  came  out  so  that  a 
new  subject  was  emerging  which  was 
nearly  medical,  or  could  be  made 
medical,  such  as,  stall  we  say,  bio- 
physics—that  was  started  by  physicists 
who  began  to  got  near  to  the  biologists 
—and  there  was  no  place  for  it  at  that 
time  anywhere  else,  if  we  took  that  and 
developed  it  we  would  take  those  people 
into  our  own  employ  because  the  future 
would  be  too  insecure  for  them  other- 
wise. Here  is  a risk  subject. ; somebody 
started  it,  but  if  it  has  to  be  developed 
we  have  to  give  them  the  security  so 
that  they  can  develop  it.  Then  they 
would  come  on  to  our  staff,  but  we 
should  have  to  be  satisfied  that  it  was 
of  medical  relevance  before  we  could 
justify  the  spending  of  public  money. 

4682.  Chairman'.  Do  you  find  a big 
difficulty  from  time  to  time  with  some- 
thing that  is  just  on  the  borderline.  Do 
you  have  some  hesitation  in  deciding 
whether  it  is  in,  or  not? — -Certainly, 
and  there  are  frequent  meetings  between 
the  Secretaries  of  the  three  research 
oouncils,  the  Nature  Conservancy,  or  the 
Chairman  of  the  U.G.C.  and  the  Secre- 
tary of  the  Royal  Society.  Wo  meet  and 
compare  notes,  particularly  the  three 
Secretaries  and  the  Chairman  of  the 
U.G.C.  When  it  is  a borderline  case 
there  is  often  a discussion  as  to  which 
side  it  should  be  on — I say  “ often  ” 
although  this  sort  of  thing  docs  not 
arise  as  frequently  as  you  would  think. 

4683.  I have  not  formed  any  idea  as 
to  its  frequency  but  I suppose  there  are 
always  a few  marginal  cases  at  any  time, 

are  there  not? There  are  a few 

marginal  cases  but,  shall  I say,  less  than 
one  would  suspect — that  is  what  I 
should  have  said. 

4684.  Sir  David  Hughes  Parry : I was 
going  to  ask  whether  you  have  seen 
this  memorandum  from  the  medically- 
qualified  staff  of  the  National  Institute 

of  Research? 1 just  saw  it  yesterday. 

In  fact,  the  Secretary  mentioned  it  to 
me  over  the  telephone  and  sent  me  a 
copy. 


4685.  This  may  be  the  only  oppor- 
tunity we  may  have  -and  we  ought  to  give 
you  the  opportunity  if  you  want  to  do 
so  to  make  any  comment  on  any  matter 
in-  it. — , — I knew  that  the  members  of 
the  National  Institute,  which  is  one  of 
our  Institutes,  had  applied  to  send  in 
written  evidence  and,  of  course,  they 
have  a perfect  right  to  do  so  on  the 
matter.  I looked  this  through  and  they 
have  tackled  the  thing  in  rather  a 
different  way  -but  the  substance  of  it  is 
very  similar  to  what  we  say. 

4686.  So  you  do-  not  desir-e  to*  say  any- 
thing else  then?— —No,  I do  not  desire 
to  say  anything  on  the  matter  at  all. 
Perhaps  I might  just  make  one  point 
that  they  mention  and  which  we  have 
not  made  in  our  memorandum,  and  that 
is  the  question  which,  the  senior  people 
notice,  the  question  -of  pension.  A 
person  who  is  entitled  to  a merit  award, 
a person  in.  our  employ  or  employed  by 
a university,  who  is  entitled  to  a merit 
award,  that  merit  award  is  pensionable 
under  the  F.S.S.U.  system  so  that  it 
makes  quite  a difference  to  their  retiring 
pension,  and  we  omitted  to  mention  that. 

4687.  A difference  in  the  pension  as 

well  as  in  the  salary  you  mean? Yes, 

combined  together. 

4688.  Chairman'.  We  shall  probably 

be  printing  their  evidence  at  the  same 
time  a®  yours,  I suspect.  Broadly,  you 
do  think  the  general  impression  from 
the  figures  they  quote  is  in  accordance 
with,  yours? Yes,  the  general  impres- 

sion from  the  figures  is  correct.  Of 
oourse,  there  is  always  difficulty  in. 
calculating  probabilities. 

4689.  Professor  Jewkes:  There  js  one 
minor  point  which  Sir  Harold  can  help 
us  on.  When,  giving  figures  in  his  own 
paper  in  paragraph  13  he  talks  about  100 
people  in  -the  para-clinical  and.  pre-clind- 
oal  departments  of  the  -Medical  Research 
Council  and  in.  -the  footnote  he  refers  to 
a further  300 — a total  of  400,  some  of 
whom  would  not  have  medical  qualifi- 
cations.——Certainly,  yes.  I noticed 
that  disarqpancy  when  I looked  through 
this  and  I do  not  know  where  Iheir 
figures  were  obtained  from. 

4690.  They  are  quoting  400  which 

would  be  those  people  only  with  medical 
qualifications. 1 do  not  quite  under- 

stand how  'this  has  arisen.  I am  talking 
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purely  'about  non-clinical.  I do  not 
know  whether  it  will  mean,  all  the 
clinical  ones  are  included  in  that.  I do 
not  know  how  that  arises.  This  figure 
of  100  I can  answer  for  and  I do  not 
think  you  will  find  -the  other  one 
incorrect. 


Chairman : Thank  you  very  much,  Sir 
Harold.  You  have  given  us  a most 
interesting  meeting,  and  most  useful 
information,  and  you  have  concentrated 
attention  very  much  on  part  of  a prob- 
lem of  which  we  are  very  conscious. 
We  are  very  grateful  to  you  for  coming. 


{The  witness  withdrew .) 
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UNIVERSITIES  OF  THE  UNITED  KINGTWM 

General  evidence  submitted  to  the  Royal  Commission  on  Doctors’ 

Remnneratinn  doctors  and  Dentists’ 

Introductory 

Many  of  the  heads  under  which  information  is  sought  bv  the  rto™,-  ■ 
directly  applicable  to  members  of  the  academic  staffs  of  Utoversitie^T^10n  are  ?ot 
example,  no  established  courses  or  schemes  of  training  for  tw»  tL  v-  .e  ?re’  for 
.umversity  teachers  and  thus  no  useful  information  can  be  prOTtotd  ™def  Ih  beCOm? 
heads  which  relate  to  the  quality  and  quantity  of  reJntor  ” ™d  the  several 
training”,  “the  duration  of  training”  and  “ earnhigs  wS  tainin^  It  d^ing 
mittee  has,  however,  provided  information  under  such  of  the  Sm™6-  ' Com" 
judges  to  be  relevant  and  this  is  set  out  below, aXi  SStte  2 
points  supplied  by  the  Commission.  ramg  to  the  list  of 

2.  The  quality  and  quantity  of  newly  qualified  members  of  the  profession 

The  number  of  persons  starting  on  their  careers  as  members  of  the  academic  staffs 
of  Universities  necessarily  vanes  from  time  to  time  according  to  he 
meats  and  there  are  inevitable  difficulties  in  these  tircumstancL  about 
quantitative  information.  The  tendencies  since  the  last  war  have  tem  gmlranv  tor 
increased  numbers  to  be  required  but  there  has  been  substantial  vartad™  T Uy  f 
to  year.  For  example,  in  the  period  immediately  following  thl  fast  war  the  t™n?ar 
of  the  academic  staffs  of  Universities'  was  considerable  f dudS tte  l2t ImTeata 

tofitheUto^rStontennig  the  profe®<®  to  first  time  have  sholn  a rSUSi  • bS 
m the  1960s  there  is  every  expectation  that  the  numbers  required  will  agate  tecr’eaff 
to  relation  to  the  total  number  of  those  graduating,  however,  the  proportion  reoffirai 
replem.st  or. augment  thear  academic  staffs  is  nonsignificant  and 
m most  fields  of  academic  activity  the  Universities  have  been  able  to^Stotain.  » 
dmrmnheirffitan?eS  vaTe  allowed’  a staff  which  was  adequate  numerically Tte 
ldluyer?1‘les  as  regards  the  size  of  their  academic  staffs  are  more 
related  to  their  financial  resources  than  to  the  availability  of  candidates. 

* is.3  weU  estaWi*hoi  principle  that  appointments  to  the 
’Stafls  ,U?lv?rsl‘I?s.  should  be  reserved  for  those  with  high  academic 
qualifications  and  the  Universities  expect,  to  continue,  as  they  have  done  in  the  past 
fto^fthk^r1?  a-mon®?t  th°se  who  achieve  the  highest  academic  honours.  Departed 
from  this  criterion  are  occasional  and  not  significant  in  principle  and  are  due  to 
TtoSeL qft0rS  reI?fmg  to  Particular  posts.  In  many  fields  of  academic  work  the 
SSE? d SfCt  Wi*  1 a“°Unt  <*  freedom  tom  this  S 
tor  S13'1™165  i aj  regards  other  fields  of  interest  there  is  a greater 
pe  ■ or  the  services  of  those  with  the  highest  academic  qualifications. 

6.  The  qualifications  netxssary  for  entry  into  the  profession 

of?Uffi™id^J“raI®f-ation  to  eI*y  too  the  profession  is  a high  honours  degree 
successful  4 + dmiS.ancd  to  £ls  m tde  81631  majority  of  cases  must  be  added 

addition  tiftoiSraf1^6 i^°r^-  for  willch  a higher  degree  is  frequently  conferred.  In 
but  within  the1^ 1 <5u3llfications,  appropriate  experience  is  almost  always  essential, 
Sexwre^rnSJ  f4*01  is  3 fair  !«"»*»  <*  opportunity  for  gaining 
assistantshins  rt  Jo™?  fl ^n,  od.  demonstratorships,  junior  fellowships,  research 
necessary  irfUm^f frcil  ,3SS0ciatesJ“Ps,  etc.  Other  qualifications  and  experience  are 
related  "to  Jff”'  .toulties  ; for  example  in  technology  and  in  some  subjects  closely 
Scatter  s st.  _ esslonsT  professional  experience  and  sometimes  professional  quaM- 
the  C<mmran»«tka^'  Broadly  speaking  the  practice  of  Universities  throughout 
acadeSta^  ta18  °°™no?  and  ‘he  qualifications  relevant  to  membership  of 
world  °‘  ‘'diversities  m the  United  Kingdom  are  recognised  throughout  the 
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7.  The  earnings,  prospects  and  problems  of  a newly  qualified  member  of  the  profession 
The  experience  oif  a man  or  woman  who  finds  a place  on  the  academic  staff  of  a 
University  is  not  analogous  to  that  of  a man  or  woman  obtaining  a piotessional 
qualification,  and  beginning  to  practise  the  profession  to  which  that  qualification, 
relates.  The  evolution  of  the  undergraduate  into  membership  of  the  academic  staff 
of  a University  is  a process  involving  advanced  study  and  research  coupled  with 
the  gradual  acquisition  of  university  experience.  The  scales  of  salaries  current  in 
Universities  provide  for  employment  in  four  main  grades,  namely,  the  professoriate; 
Grade  I,  which  includes  assistant  professorships,  readerships  and  senior  lecturerships ; 
Grade  II,  which  is  the  great  staple  of  the  profession,  comprising  the  lecturers ; and 
Grade  III,  which  includes  assistant  lecturerships,  tutorships,  etc.  There  are  many 
who  establish  ifcharmselives  on  the  academic  staffs  of  Universities  through  the  assistant 
lecturer  grade,  while  others  who  seek  academic  careers  at  a later  age  on  the  basis 
of  more  extended  experience  enter  the  lecturer  grade.  T he  remuneration  of  the 
various  levels  of  university  employment  in  the  United  Kingdom  conforms  in  general 
to  a common  pattern  and  full  information  is  given,  in  reply  to  a later  question.  -When 
entry  to  an  academic  career  is  through  employment  in  Grade  III  the  salaries  appro- 
priate to  the  grade  apply  and  they  are  related  to  a minimum  age  of  about  25  or  26. 
The  period  of  time  spent  in  thiis  grade  varies  but  is  of  the  order  of  three  or  four 
years.  While  an  appointment  in,  Grade  III,  offers  a high  probability  of  a subsequent 
appointment  in  Grade  II  there  is  no  guarantee  that  such  an  appointment  will  follow 
and  commonly  there  is  a maximum  period  for  employment  in  Grade  III.  Thus  a 
man  or  women  obtaining  an  appointment  in  Grade  III,  if  a lecturership  is  not 
obtained  within  a period  of,  say,  5 years,  must  look  outside  the  Universities  for  a 
career.  The  general  circumstances  of  those  looking  for  employment  on  the  academic 
staffs  of  Universities  are  financially  less  rewarding  than  many  kinds  of  employment 
which  at  that  stage  could  be  obtained  on  the  same  qualifications,  lo  an  appreciable 
extent  therefore  the  Universities  rely  upon  a sense  of  vocation  and  a liking  for 
university  life  to  attract  men  and  women  of  higher  qualifications  in  sufficient  numbers. 

9.  The  nature  and  range  of  expenses 

The  principal  expenses  incurred  by  members  of  academic  staffs  in  the  performance 
of  their  duties  are  those  in  respect  of  books  and  subscriptions  to  the  journals  of  the 
various  learned  societies  and,  depending  upon  their  particular  subject,  possibly  also 
in,  respect  of  scientific  instruments  and  .items  of  personal  equipment.  It  is  not  possible 
to  give  any  indication  of  the  range  of  such  expenses.  The  extent  to  which  they  are 
“ allowable  ” for  the  purposes  of  income  tax  varies  from  one  district  to  another 
according  to  the  arrangements  made  locally  with  the  income  tax  authorities ; there 
is  no  agreed  schedule  of  expenses  which  are  “ allowable  to  university  teachers. 

10.  Existing  arrangements  for  the  determination  of  professional  remuneration 

The  rates  and  scales  of  salary  on  the  basis  of  which  Parliament  is  asked  to  make 
funds  available  to  the  Universities  through  the  University  Grants  Committee  are 
determined  toy  the  Chancellor  of  the  Exchequer.  Having  .regard  to  these  limits,  each 
University  determines  individually  the  precise  rates  and  scales  to  be  applied  to  the 
members;  of  its  academic  staff.  Before  reaching  conclusions  in,  this  respect,  however, 
it  is  customary  for  the  heads  of  the  individual  Universities  to  consult  together 
informally  through  the  medium  of  the  Committee  of  Vice-Chancellors  and  Principals. 
Representations  as  to  changes  in  the  basic  salary  framework  for  academic  stalls 
may  be  made  to  the  University  Grants  Committee  at  any  time  by  the  Association 
of  University  Teachers  or  toy  the  Committee  of  Vice-Chancellors  and  Principals, 
both  of  which  have  a formal  right  of  approach  to  the  University  Grants  Committee 
on  this  subject.  It  is  the  duty  of  Itlhe  University  Grants  Committee,  after  examining 
any  such  representations,  to  give  a considered  reply,  if  necessary  after  making  a 
submission  ,to  the  Chancellor  of  the  Exchequer.  There  are  no  arrangements  for  tne 
automatic  adjustment  of  salaries  to  take  account  of  rises  in  the  cost  of  living. 

13.  The  salaries  now  in  force 

On  12th  March,  1957,  the  Chancellor  of  the  Exchequer  announced  in  the  House 
of  Commons  that  he  proposed  to  ask  Parliament  to  provide  the  additional  funas 
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required  to  enable  the  Universities  to  bring  into  effect  new  nates  and  scales  of 
salarues  for  full-time  staff  from  1st  August,  1957.  The  details  are  given  below. 


Non-Mcdical  Posts* 

Professors : The  grants  will  be  related  to  basic  salaries  of  £2,300  a year  in  Universities 
and  University  Oolleges.  Provision  will  continue  to  be  made  for  supplementation 
and  tins  will  allow  for  a range  of  salaries  up  to  £3,000  a year. 

Readers  and  Senior  Lecturers:  A range  of  salaries  with  varying  maxima  up  to 
£2,150  a year,  or  in  special  circumstances  to  £2,250  a year. 

Lecturers:  Scales  rising  generally  from  £900  x £50  to  £1,350  x £75  to  £1,650 
a year. 

Assistant  Lecturers:  Salaries  rising  from  £700  x £50  to  £850  a year. 


Pro-Clinical  Posts* 

Professors:  Salaries  ranging  from  £2,300  to  £3,000  a year. 

Readers : Salaries  within  the  range  of  maxima  indicated  below  for  Lecturers. 

Lecturers : Scales  of  salary  rising  from  £900  x £100  to  maxima  ranging  from  £1,650 
to  £2,250  a year. 

Clinical  Posts 

Professors:  Salaries  ranging  from  £2,500  to  £3,000f  a year. 

Readers:  Salaries  within  the  range  of  maxima  indicated  below  for  Lecturers. 

Lecturers : Scales  of  salary  rising  from  £900  x £100  to  maxima  ranging  from  £1,750 
to  £2,550  a year  (or  in  the  case  of  lecturers  holding  posts  of  special  responsibility 
such  as  the  headship  of  an  independent  department,  £2,900  a year). 


14.  Alterations  of  remuneration  since  the  war 
Apart  from  the  revision  with  effect  from  1st  August,  1957,  academic  salaries 
have  been  revised  twice  since  the  war.  The  first  revision  took  effect  from  October, 
1949  (April,  1949  in  the  ease  of  clinical  staffs)  and  the  second  from  October,  1954. 
Details  of  the  rates  and  scales  in  respect  of  each  of  these  revisions  are  given  below. 

1949  REVISION 
Non-Medical  Posts 

Professors : The  grants  will  be  related  to  basic  salaries  of  £1,600  a year  in 
Universities  and  University  Colleges  (in  London  £1,650),  with  increased  pro- 
vision for  supplementation  allowing  for  a wider  range  of  salaries  than  hitherto. 
Readers  and  Senior  Lecturers : A range  of  salaries  with  varying  maxima  up  to 
£1,600  a year. 

Lecturers:  Scales  rising  generally  from  £500  to  £1,100  a year. 

Assistant  Lecturers : Salaries  ranging  from  £400  to  £500. 

Prc-Clinlcat  Posts 

Professors:  Salaries  ranging  from.  £2, (XX)  to  £2,500  a year. 

Readers.:  Salaries  within  the  range  of  the  maxima  indicated  overleaf  for  Lecturers. 

* Additional  allowances  of  £100  for  Professors,  £80  for  Readers  and  Senior  Lecturers  and 
£60  for  others  will  be  paid  to  pre-clinical  and  non-medical  staffs  of  London  University. 

. t May  be  increased  to  £3,100  in  certain  cases.  [This  figure  has  since  been  changed  to  £3,250 
m consequence  of  the  5 per  cent,  interim  salary  increase  awarded  to  consultants  in  the  National 
Health  Service.  The  “ certain  cases  ” referred  to  are  clinical  professors  who  do  not  hold  either 
an  A or  a B distinction  award.] 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


1012 


ROYAL  COMMISSION  on  doctors’  and  dentists’  remuneration 


Lecturers:  Scales  of  salary  rising  from  £600  a year  to  maxima  ranging  from  £1,200 
to  £1,800  a year. 

Clinical  Posts 

Professors:  Salaries  ranging  from  for  Lecturers. 

Readers:  Salaries  within,  the  range  ’ ^ maxima  ranging  from  £1,500 

Lecturers:  Scales  of  salary  rising  fi Twturers  holding  posts  of  special  responsibility 


1954  REVISION 
Non-Medical  Posts* 

Professors:  The  grants  wH.be  rtteted  to on^will^orhinue' to  be  made  as 

.« . .....  <* .. » 

W » Lecturers:  A .....  «1  » 

£1,850  a year. 

Lecturers:  Scales  rising  generally  from  £650  to  £1.350 l a year. 

Assistant  Lecturers:  Salaries  ranging  from  £550  to  £650  a year. 


Pre-Clinical  Posts 

Professors : Salaries  ranging  from  £2,250  to  £2,850  a year. 

Readers:  Salaries  within  the  range  of  .maxima  indicated  below  for  Lecturers. 
Lecturers : Scales  of  salary  rising  from  £700  a year  to  maxima  ranging  from  £1,450 
to  £2,050  a year. 

Clinical  Posts 

Professors:  Salaries  ranging  from  £2,500  to  £2,850t  a year. 

Readers : Salaries  within,  the  range  of  maxima  indicated  below  for  Lecturers 
r , Mlarv  rising  from  £700  a year  to  maxima  ranging  from  £1, /it) 

UCTkm^£  (oHn  the  case  of  tourers  Uing pwta  of  sptxiia  responsibly 
such  as  the  headship  of  an  independent  department,  £2,750  a year). 


16.  The  extent  to  which  members  are  required  to  work  away  from  home  or  to  man 
house  in  pursuit  of  work  . , . ... 

early  and  the  middle  period. 


17.  Any  other  special  factors  of  attraction,  expense  or  hardship,  which  distinguish 
the  profession  from  some  others 

Reference  has  already  been  made  above  to  the  need  for  Umversitieyo  rdy 
on  a sense  of  vocation  and  the  attractiveness  to  some  men  and  women  of  big 


* An  additional  allowance  of  £50,  within  a maximum  of  £2,850,  will  continue  to  be  paid  to 
non-medical  staffs  of  London  University, 
f May  be  increased  to  £3,100  in  certain  cases. 
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intellectual  ability  of  university  life  and  conditions.  The  relative  appeal  of  life 
and  work  in  the  Universities  has,  however,  appreciably  changed  in  the  last  few 
decades  with  the  increasing  attractiveness  of  employment  in  the  government  scientific 
service  and  of  many  other  kinds  of  employment,  both  technical  and  general,  in 
industry  and  commerce. 

18.  The  practicability  and  prevalence  of  members  transferring  to  other  work 

Many  members  of  academic  stalls,  particularly  those  in  the  fields  of  engineering 

and  the  other  applied  sciences,  can  readily  transfer  to  work  in.  their  own  field  outside 
the  Universities.  lit  is  not  possible  to  give  a measure  of  the  prevalence  of  such 
transfers  but  the  Universities  are  constantly  subject  to  pressure  in  this  respect  as 
a result  of  the  needs  of  special  government  services,  of  industry  and  of  commerce 
and  also  owing  to  the  existence  of  strong  competition  from  overseas,  particularly 
from  the  U.S.A. 

19.  Arrangements  for  retired  and  superannuation 

The  effective  age  of  retirement  in  the  Universities  varies  from  65  to  70.  The 
normal  method  of  provision  for  retirement  benefits  for  members  of  staff  is  through 
the  Federated  Superannuation  System  for  Universities,  of  which  all  the  United 
Kingdom  Universities  are  constituent  members.  The  conditions  of  the  F.S.S.U. 
require  annual  contributions  equal  to  15  per  cent,  of  a member  of  staff’s  salary 
(10  per  cent,  being  paid  by  the  University  and  5 per  cent,  iby  the  member)  and 
these  contributions  are  used  to  pay  the  premium  on  an  endowment  or  deferred 
annuity  policy  on  the  life  of  the  member  of  staff  concerned.  Further  policies  are 
taken  out  in  respect  of  any  subsequent  increments  in,  salary.  Upon  retirement  a 
member  of  staff  receives,  normally  in  .the  form  of  an  annuity,  the  proceeds  of  the 
various  policies  'held  by  his  University  on  his  behalf. 

20.  Any  other  relevant  information 

Reference  has  already  been  made  to  the  fact  that  there  are  members  of  most 
professions  to  be  found  on  the  staffs  of  Universities.  This  is  the  case  so  far  as 
doctors  and  dentists  are  concerned.  In  1949  the  presence  of  medically  qualified 
members  of  academic  staffs  was  ,a  complicating  factor  in  the  settlement  of  academic 
salaries  then  reached  and  it  resulted  in,  the  establishment  of  differentiation  as  regards 
remuneration  between  those  with  medical  qualifications  and  those  who  were  not  so 
qualified.  The  further  differentiation,  was  introduced  between  those  who  being 
medically  qualified  ware  engaged  in  clinical  work  and  those  whose  work  though 
medical  was  not  in  the  full!  sense  clinical.  In  addition  to  these  differentiations 
which  will  be  seen  to  be  inherent  in  the  statements  of  salaries  for  1949,  1954  and 
1957  it  is  the  case  that  members  of  the  staffs  of  Universities  who  being  medically 
qualified  are  also  engaged  in,  clinical  work,  are  eligihle  together  with  their  professional 
colleagues  employed  in  the  health  service  for  distinction  awards. 

The  terms  of  the  statement  of  academic  salaries  reached  in  1949  and  1954  and 
again  in  1957,  so  far  as  they  related  to  members  of  academic  staffs  with  medical 
qualifications,  were  fixed  having  regard  to  the  remuneration,  available  to  their 
professional  colleagues  employed  in  lie  health  service.  It  will  be  seen  for  example 
that  the  range  of  clinical  salaries  provided  for  in  the  salaries  settlement  reached  for 
1957  makes  .possible  the  employment  of  medically  and  dentally  qualified  members 
of  academic  staffs  on  financial  terms-  which  are  comparable  with  those  which  would 
be  available  to  them  if  they  were  employed  in,  the  health  service. 

It  ,is  dear  that  the  comparability  of  remuneration  for  medically  and  dentally 
qualified  members  of  staffs  in  Universities  with  those  which  would  be  available  to 
them,  if  they  were  employed  in  Itlhe  health  service  will  no  longer  obtain  if  there  is 
some  general  improvement  in  the  remuneration  of  doctors  and  dentists  employed 
in  the  health  service.  Further,  any  arrangements  as  regards  distinction  awards 
could  not  be  without  implication®  so  far  as  the  remuneration  of  academic  staffs 
of  Universities  was  concerned. 
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Examination  of  Witnesses 


Sir  Philip  Morris,  Chairman 

Dr.  R.  S.  Aitken 

Mr.  J.  S.  Fulton 

Dr.  T.  M.  Knox 

Dr.  D.  W.  Logan 

Sir  Folliott  Sandi-ord 


on 


behalf  of  the  Committee  of  Vice-Chancellors  and  Principals  of  the 
Universities  of  the  United  Kingdom 


Called  and  Examined 


4691.  Chairman : Sir  Philip,  you  are 
acting  as  the  principal  spokesman,  are 

you  for  the  Vice-Chancellors? Sir 

Philip  Morris : I am  noting  as  the  leader 
of  this  group,  yes. 

4692.  I imagine  they  will  all  say  what 

they  want  to  say  in  reply  to  any  ques- 
tions, will  they? 1 hope  you  will 

allow  anyone  else  to  intervene  u they 
wish  to  do  so. 

4693.  That  is  what  usually  happens, 
anti  you  in  your  turn  will  be  tusked  ques- 
tions, primarily  by  Sir  David,  whom  we 
reckon  knows  a bit  about  Universities, 
but  also  by  any  other  member  of  the 
Commission. 

When  we  met  you  once  before  wo 
had  a private  talk,  about  a year  ago,  but 
on  this  occasion,  as.  you  know,  it  is  in 
public  and,  therefore,  anything  you  say 
ought  to  be  something  that  can  be 
written  down  and  also  something  that 
can  be  heard  hy  people  either  listening 
or  taking  notes  behind  you— the  Press. 

,[  take  it,  it  may  be  used  in  evidence 

against  me,  even  if  it  is,  as  evidence,  no 
use  to  you  ! 

4694.  I propose  to  start  straight  off  by 
turning  you  over  to  Sir  David  but  could 
you  just  tell  me  first  for  the  record  what 
is  the  status  and  composition,  as  it  were, 

of  the  Committee? It  is  set  out  fully 

in  great  particularity  in  Whitaker  and 
also  in  the  Universities’  Yearbook,  that 
it  is  in  essence  an  advisory  committee 
and  it  exists  with  the  authority  of  the 
Universities.  It  is,  composed  of  the 
executive  heads  of  the  Universities  and 
University  Colleges  together  with  the 
addition  of  the  Registrar  of  Oxford,  the 
Registrary  of  Cambridge  and.  the  Prin- 
cipal of  the  University  of  London. 


4695.  In  its  relationship  with  the 
University  Grants  Committee,  for 
instance,  is  there  a division  of  functions 
that  is  easily  described? Its  relation- 

ship with  the  University  Grants  Com- 
mittee depends  entirely  upon  custom  and 
customarily  the  University  Grants  Com- 
mittee regards  the  Vice-Chancellors’ 
Committee  as  a convenient  channel  ol 
consultation  on  matters  which  are  of 
general  importance  to  Universities.  All 
such  consultations  are  carried  out  on 
both  sides,  it  being  present  in  their  minds 
that  the  Universities  are  each  of  them 
independent  and  sovereign  bodies. 


4696.  And  the  Vice-Chancellors  and 
Principals  are,  among  other  things,  con- 
cerned with  remuneration  of  all  their 
staff  and  they  co-ordinate  -their  activities 
within  the  different  Universities  to  some 

extent,  do  they? The  actual  position 

of  Vice-Chancellors  in  their  own  Univer- 
sities is  determined  by  charters  and 
statutes  of  the  several  Universities  but,  I 
suppose,  each  of  thorn  has,  according  to 
the  constitution  of  his  University,  some 
substantial  part  in  the  determination  of 
most  matters  which  are  determined  by 
the  University  as  a whole.  On  the  posi- 
tion of  the  Vice-Chancellors’  Committee 
in  relation  to  the  University  Grants 
Committee  on  salaries  in  general  as 
opposed  to  the  particular  remuneration 
of  individual  people  1 take  it  there  may 
he  questions  about  that  later  and  there 
is  no  need  for  me  to  explain  that  in 
advance. 


Chairman : Yes. 

4697.  Sir  David  Hughes  Parry : I 
think  we  had  better  Start  with  the  Willinx 
Report,  if  we  may.  1 take  it  you  have 
studied  it  and  the  Vice-Chancellors 

Committee  have  probably  some  views  to 
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express  on  the  matter.  Would  you  like 
to  make  any  comments  on  the  Willink 

Report  as  far  as  we  are  concerned? 

I do  not  think  we  have  anything  very 
important  to  contribute  on  that.  You 
are  right,  of  course,  in  thinking  that  the 
Willink  Report  has  been  considered,  1 
expect,  in  all  Universities  that  have 
medical  sohools,  and  it  has  also  been 
considered  to  some  extent  by  the  Vice- 
Chancellors’  Committee.  Except  for 
taking  note  of  the  general  warning  of 
the  Willink  Report  that  there  was  no 
need  in  the  opinion  of  that  Committee 
at  present  to  foe  anxious  about  the 
adequacy  of  the  profession  so  far  as 
numbers  were  concerned  we  have  taken 
no  further  action  upon  it  at  present. 

4698.  We  are  naturally  interested  not 
only  in  the  numbers  that  would  be  taken 
in  at  the  Universities  but  also  in  their 
quality.  Have  you  any  observations  to 
make  on  the  quality  of  those  who  are 
being  recruited  as  students  into  the 
medical  faculties?  Can  you  make  any 
comparison  between  the  quality,  say,  to- 
day and  perhaps  immediately  after  the 
war  and  in  pre-war  days?— — In  the  first 
case,  as  regards  numbers,  I think  it  is 
probably  true  to  say  that  it  is  generally 
accepted  that  there  is  no  need  at  present 
for  proportionate  expansion  in  the  size 
of  medioal  schools  as  the  Universities 
themselves  grow,  and  as  far  as  I am 
aware  there  is  no  disposition  on  the  part 
of  any  medical  school  to  expand  itself 
in  size. 

On  the  question  of  quality,  1 suppose 
that  the  Commission  has  already  become 
aware  that  that  is  entirely  a matter  of 
opinion  and  not  a matter  of  fact,  and  on 
this  matter,  of  course,  opinions  differ 
very  considerably.  I think  that  some  of 
my  colleagues,  certainly  the  one 
colleague  who  is  himself  a doctor,  prob- 
ably should  say  something  about  this. 
On  the  other  hand,  there  are  perhaps 
one  or  two  simple  things  which  can 
relatively  easily  be  said.  For  example, 
as  compared  with  before  the  war  the 
recruitment  in  medical  schools  has  been 
influenced  in  a number  of  directions  by 
the  general  development  of  an  awards 
policy.  That  has  had  a number  of 
effects,  two  of  which  are  certainly  of 
importance.  The  first  is  that  medical 
training  has  foeoomc  more  accessible  to 
those  who  before  the  war  would  have 
regarded  the  medical  profession  as  not 


being  open  to  them  on  grounds  of 
finance.  On  the  other  hand,  it  has  had 
the  effect,  particularly  in  a rapidly  in- 
flationary situation,  where  those  who 
were  in  the  kind  of  income  brackets 
who  would  have  regarded  medical  train- 
ing as  within  their  means  found  that 
the  length  and  ('he  cost  of  the  course 
in  relation  to  the  available  net  income 
was  increasingly  oppressive. 

The  second  point  which  I think  could 
be  made,  sticking,  which  I am  doing,  to 
what  is  fairly  common  ground,  is  that 
there  has  been  as  compared  with  before 
the  war  a very  considerable  decline  in 
the  number  of  medical  students  who 
could  be  regarded  as  dedicated  to  the 
life  of  being  a medical  student.  The 
proportion  who  would  be  expected  to 
qualify  in  the  minimum  time,  or  with 
only  a very  reasonable  over-run  over 
((he  .time  owing  ito  accident  has 
increased.  Whether  the  quality  of  the 
ablest  medical  students — whether  they 
be  considered  either  as  scientists  or  as 
doctors,  if  there  is  a distinction  between 
the  two — has  improved  or  deteriorated 
gets  us  on  to  ground  where  I think  there 
would  be  probably  no  complete  agree- 
ment. Whether  the  fairly  large  number 
who  occupy  the  average  or  better  than 
average  positions  has  .increased,  I think 
everybody  would  agree  that  it  has,  and 
I think  everybody  would  agree  that  the  ' 
tail  has  sensibly  diminished.  As  regards 
the  comparison  between  students  offering 
themselves  for  medical  courses  and 
students  offering  themselves  for  other 
courses  which  in,  some  respects  oouild  be 
regarded  as  similar,  again,  there  would 
be  a good  deal  of  difference  of  view. 

Might  I suggest  that  perhaps  at  least 
Dr.  Ai’Lken,  who  1 think  you  know  is 
medically  qualified  and  is  the  Vice- 
Chancellor  of  Birmingham  University, 
should  have  an  opportunity  of  saying 
anything  he  wishes  to  say.  And  on.  this 
which  is  so  evidently  and  obviously  a 
matter  of  opinion  I think  that  any  other 
of  my  colleagues  should  have  the  oppor- 
tunity of  disagreeing  with  anything  that 
I have  said  if  they  have  good  cause  for 
doing  so. 

4699.  We  have  had  many  opinions  ex- 
pressed on  this  matter  and  ,E  think  we 
ought  to  give  you  an  opportunity  of 
expressing  yours  as  we  realise  it  is  a 

matter  of  opinion. Dr.  Aitken : I 

can  add  very  little.  I agree  with  the 
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impression  that  Sir  Philip  has  quoted. 

I have  heard  the  same  impression  con- 
veyed by  a number  of  people  and  it 
seemed  to  me  as  likely  as  any  to  be  the 
right  one,  namely,  that  the  average 
intellectual  quality  has  improved  since 
the  war  and  the  proportion  of  weaker 
people  ibas  been  less.  There  has  been  no 
impression  conveyed  to  one  that  the 
proportion  of  very  good  people  at  the 
top  has  increased  and  there  is  a suspicion 
that  it  may  perhaps  be  a little  less. 

4700.  Chairman : Dr.  Knox,  I thought 
you  were  shaking  your  head  at  one 
remark  a moment  ago. — Sir  David 

Hughes  Parry.  I thought  that  too. 

Dr.  Knox-.  I think  that  my  medical 
colleagues  would  want  to  draw  a distinc- 
tion here  between  intellectual  quality  and 
what  one  might  call  moral  quality,  mean- 
ing by  “ moral  ” the  whole  of  a man’s 
personality,  character  and  so  forth.  And 
it  might  be  said  that  while  you  get  a 
number  of  applicants  who  could  produce 
more  and  better  passes  in  certain  examin- 
ations you  could  not  say  that  the  moral 
qualities  which  you  often  want  to  find  in 
those  who  are  going  to  be  doctors  were 
present  in  all  of  those  who  became 
accepted  for  a medical  curriculum.  In 
Scotland  the  experience  is  that  the  num- 
ber of  applicants  to  the  faculty  of  medi- 
cine has  declined  considerably  in  recent 
years. 

4701.  Chairman-.  Is  it  still  larger  than 

before  the  war? In  Glasgow  and 

Edinburgh  I could  not  say,  numerically, 
whether  the  number  of  applications  is 
higher  than  before  the  war  but  I think 
it  possibly  is.  But  the  proportion  of  the 
applicants  that  even  the  large  schools 
in  Glasgow  and  Edinburgh  have  to  reject 
is  much  lower  now  than  .it  was  a few 
years  ago.  In  our  case,  in  St.  Andrews,  we 
were  rejecting  many  more  two  or  three 
years  ago  than  we  are  now,  and  I believe 
that  in  Aberdeen  last  October  they  did 
not  even  quite  fill  the  number  of  places 
that  they  had  available.  Overall,  during 
the  last  few  years,  there  has  been  a de- 
cline certainly  tin  the  number  of  appli- 
cants for  medicine.  You  find  that  of 
those  you  accept  a high  proportion  are, 
in  the  first  place,  the  sons  or  daughters 
of  doctors  and,  secondly,  the  sons  and 
daughters  of  other  professional  men ; 
and  these  come,  according  to  my  medical 
colleagues,  almost  always  with  a sort  of 
sense  of  vocation  themselves  in  that  they 
really  wish  to  do  medicine  either  because 


it  is  a family  tradition  or  because  it  is  the 
profession  that  they  want  to  devote  their 
lives  to.  But  there  is  a remainder 
amongst  the  applicants  who  are  intel- 
lectually qualified  but  you  cannot  always 
be  certain,  so  my  colleagues  tell  me, 
that  they  really  have  the  same  motives 
and  the  same  personal  and  moral  quali- 
ties that  you  could  almost  rely  on,  let 
us  say,  20  years  ago.  That  may  be  a 
point  which  is  not  altogether  without 
importance.  For  a doctor  you  cannot 
just  judge  on  intellectual  quality  alone 
and  in  actual  fact,  of  course,  a great 
many  of  those  accepted  into  medical 
schools  in  Scotland  have  not  been  intel- 
lectually outstanding  hut  they  have  had 
qualities  of  character  and  perseverance, 
and  so  forth,  which  have  carried  them 
through  the  medical  curriculum.  It  may 
be  that  in  some  instances  you  have 
people  of  higher  intellectual  quality  but 
perhaps  not  of  exactly  the  same  moral 
quality  as  might  be  desired.  That  was 
simply  the  experience  of  my  medical 
colleagues  and  I wanted  to  try  to  dis- 
tinguish between  intellectual  and  moral 
qualities. 

4702.  You  attribute  that  to  ihe  general 
change  in  the  educational  opportunities, 

do  you? Yes. — Sir  Philip  Morris: 

You  will  see  that  there  are  varying  ex- 
periences and  varying  opinions. 

4703.  Yes,  I see  that. 1 think  that 

is  the  important  point,  that  the  experience 
is  different. — Mr.  Fulton : I think  perhaps 
I ought  to  say  I have  consulted  in 
particular  one  of  my  medical  colleagues 
who  taught  in  Edinburgh  and  is  now 
in  the  University  of  Wales.  While  he 
would  exactly  re-echo  the  opinions  ex- 
pressed by  Sir  Philip  and  Dr.  Aitken  he 
did  want  me  to  add,  if  there  was  an 
opportunity,  that  he  thought  that  the  bur- 
den being  placed  upon  these  young 
people,  whose  average  quality  in  general 
(not  drawing  the  distinction  made  by  the 
Principal  of  St.  Andrews)  he  thinks  their 
general  average  quality  has  not  in  his 
experience  declined—* he  does  think  the 
burden  placed  on  Thom,  both  intellectu- 
ally and  as  people,  has  not  been  reduced 
but  .in  fact  stepped  up,  and  that  they  are 
standing  up  to  it  extremely  well. 

Chairman : Thank  you. 

4704.  Chairman : You  may  know,  Sir 
Philip,  that  we  are  having  a talk  later 
this  evening  with  some  of  the  Deans  of 
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the  medical  schools  in  which  (his  sort  of 

subject  will  certainly  be  discussed. -Sir 

Philip  Morris-.  If  I may  be  less  serious 
for  a moment — there  .is  no  harm  1 think 
in  that,  is  there? 

4705.  None. 1 am  always  reminded 

in  trying  to  judge  what  a medical  student 
is  going  to  toe  like  as  a doctor  by  what 
the  lady  who  saw  medical  students  mis- 
behaving in  the  street  said  to  her  friend, 
which  is : “ What  very  nasty  people 
medical  students  are.  How  very  different 
from  the  nice  young  doctors  one  meets  ” ! 
One  of  the  rewarding  things  in  my  life  is 
to  see  medical  students  gradually  emerge 
into  full  qualification  and  become 
doctors ; and  it  would  not  be  un- 
charitable to  say  that  in  many  cases  they 
have  become  unrecognisable  in  the 
process ! 

Chairman : Caterpillars  are  not  always 
like  butterflies,  are  they  I 

4706.  Sir  David  Hughes  Parry : 1 

wonder  if  we  could  move  to  the  seoond 
paragraph  in  your  memorandum,  the 
quality  and  quantity  of  newly  quali- 
fied members  of  She  academic  pro- 
fession generally ; you  indicate  that 
in  .the  1960s  there  is  every  expecta- 
tion that  the  numbers  required  will 
again  increase.  You  anticipate  that 
there  will  be  keen  competition  still  for 
entry  on  the  staffs  of  the  Universities. 

That  is  wihat  you  think,  is  .it? 

Paragraph  2 of  the  evidence,  1 think  1 
ought  to  make  quite  clear,  relates  to  the 
academic  staffs  of  Universities  generally 
and  is  not  related  specifically  to  the 
medical  staff. 

4707.  It  does  apply  to  the  medical  staff 
as  well  as  to  the  general  staff  of  the 

University,  does  lit? 1 think  than  ought 

to  be  explained.  The  expectation,  as  I 
think  members  of  the  Commission  know, 
is  that  Universities  will  expand  very  sub- 
stantially in  numbers  between  1960  and 
1970  but  the  expectation  also  is  that  the 
expansion  will  be  unequal  in  various 
directions  and  that  there  will  not  be  a 
proportional  expansion,  nor  necessarily 
even,  any  expansion  at  all,  in  the  size 
« medical  schools.  This  calls  attention 
to  the  fact  that  with  increased  numbers 
or  under -graduate  students  as  a whole 
one  would  naturally  expect  there  to  be  am 
nwrease  in.  the  size  of  the  academic  staff 
ot  the  Universities,  iif  not  precisely  pro- 
portional, at  least  related.  This  is  calling 


general  attention  to  the  fact  that  though 
the  Universities’  demand  on  the  available 
human  resources  of  the  oountry  was  big 
after  the  war  it  is  now  slightly  less  but 
in  future  is  likely  to  become  greater 
again ; but  the  demand  for  medically 
qualified  staff  will  certainly  not  be  pro- 
portionate to  the  total  number. 

4708.  I think  l have  that  particular 
point.  The  next  matter  I would  like  to 
draw  attention  to  is  in  paragraph  7,  the 
earnings  and  prospects  and  problems  of 
a newly  qualified  member  of  the  pro- 
fession. You  use  an  expression  in  the 
last  sentence  which  has  already  been 
used  by  the  Principal  of  St.  Andrews — 
“To  an  appreciable  extent  therefore  the 
Universities  rely  upon,  a sens®  of  voca- 
tion . . ,” — and  a number  of  persons  who 
have  bean  giving  evidence  to  us  have  been 
using  the  expression  “ a sense  of  voca- 
tion ”,  I would  like  you  to  explain  to  us 
in  what  sense  you  are  actually  using  it 
here?  This  “ sense  of  vocation  ” we  have 
had  from  different  persons  in  different 
contexts  and  we  thought  we  understood 
it  but  I am  not  quite  certain  whether  we 
do  now.— — If  I was  expressing  this 
again  1 think  I could  more  precisely  ex- 
press it  as  being  that  a man  must  know 
that  it  is  university  work  that  he  wants 
to  do  and  that  he  must  feel  that  he  is 
going  to  be  much  happier  in  university 
circumstances  doing  university  work  than 
he  would  be  by  using  the  same  qualifica- 
tions elsewhere. 

4709.  And  remuneration  does  not  enter 
unduly  inlo  that  consideration — is  that 

your  view? That  is  not  the  intention 

of  this  at  all,  no.  It  is  intended  to  say 
that  for  various  reasons,  which  I daresay 
you  will  ask  questions  about  .presently,  it 
is  not  to  be  expected  that  the  rates  of 
remuneration  offered  toy  Universities  will 
in  relation  to  all  professions  be  obviously 
competitive.  Thus  where  remuneration 
in  any  particular  case  is  not  competitive 
with  remuneration  to  toe  gained  by  using 
the  same  qualification  in  another  sphere 
it  is  these  factors  which  in  fact  enable  the 
Universities,  notwithstanding  this  dis- 
parity which,  of  course,  has  got  to  be 
within  reasonable  limits,  to  command  the 
necessary  number  of  'people  with  the 
highest  qualifications.  Is  that  an  ex- 
planation which  makes  what  was 
originally  said  more  dear  or  less  clear? 

4710.  On  your  paragraph  9 — the  nature 
and  range  of  expenses ; I wonder  if  you 
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have  any  idea  as  to  the  range  ol  the  ex- 
penses that  are  allowed  at  the  present 
time?  Much  has  been  said  in  the 
evidence  before  us  about  the  diiferences 

in  allowances  by  way  of  expenses. 

We  had  some  discussion  amongst  our- 
selves before  we  came  (to  meet  you  and 
during  that  discussion  a possible  ambi- 
guity in  your  original  question,  .1  must 
confess,  occurred  to  ime  for  the  first 
time,  f would  prefer  on  the  whole  to 
divide  this  sharply  into  two  questions ; 
that  is,  what  expenses  incurred  (by  mem- 
bers of  the  academic  staff  of  Universi- 
ties are  refunded  to  them,  which  is  one 
interpretation  of  expense,  and  the  other, 
what,  jf  any,  allowances  are  made  by  the 
Inland  Revenue  as  .allowances  off  gross 
income  on  account  of  expenses? 

Now  as  regards  the  first  they  are 
almost  entirely  confined  to  refunding  ex- 
penses actually  incurred  in  attending  con- 
ferences or  travelling  on  university  (busi- 
ness in  one  way  or  another.  They  are 
modest  in  nature,  they  are  rigorously  dis- 
pensed, and  the  amount  of  expendi- 
ture incurred  in  this  way  by  Universities 
is  severely  controlled.  I think  that  so 
far  as  remuneration,  or  anything  affect- 
ing (remuneration,  is  concerned,  it  oan 
be  entirely  ignored.  It  amounts  only 
to  doing  what  anybody  would  expect  to 
do  if  he  asked  someone  to  go  up  to  St 
Martin’s  Lane — he  would  give  him  his 
bus  fare. 

The  second  is  not  so  easy  to  deal  with 
because  certainly  I,  and.  I think  II  speak 
here  for  all  my  colleagues,  am  in  no 
position  to  say  what  particular  arrange- 
ments there  may  be  or  may  have  been 
in  any  particular  Income  Tax  district  on 
this  question  of  expenses.  My  own  ex- 
perience is  that  there  is  no  general  scale 
of  expenses  of  any  kind  or  character 
relating  to  university  staffs,  and  my  own 
experience  has  been  that  any  allowance 
for  expenses  on  gross  income  is  mini- 
mal, is  accidental  in  fact,  and  that  it 
does  not  reach  large  proportions  in  any 
case.  Of  course,  this  is  a matter  which 
is  in  each  district  entirely  between  the 
individual  and  Her  Majesty’s  Inspector 
of  Taxes  and  there  are  no  general  rules 
which  can  be  safely  applied.  I am  afraid 
that  except  for  saying  that,  in  relation 
to  the  academic  staffs  of  Universities, 
I would  not  regard  this  as  an  extremely 
significant  point  from  this  particular 
point  of  view,  it  would  be  quite  impos- 


sible to  give  you  any  actual  or  detailed 
information. 

4711.  You  see  the  relevance  of  our 

problem,  do  you  not,  because  some  of 
the  persons  who  are  working  full  time  in 
the  National  Health  Service  are  prac- 
tically in  the  same  position  as  the  mem- 
bers of  the  university  staffs? 1 am 

trying  to  suggest,  making  due  allowances 
for  the  fact  that  l am  in  no  position  to 
substantiate  the  suggestion  (by  evidence, 
that  in  relation  to  the  academic  staffs 
of  Universities  an  expense  account  is  not 
a significant  factor. 

4712.  No,  I appreciate  that,  f do  not 
think  iwe  want  to  pursue  that  further. 

Can  we  move  to  paragraph  13?  You 
deal  there  with  the  salaries  that  are  now 
in  force  in  the  Universities  and  you 
divide  them  into  three  categories,  the 
non-medical  -posts ; pre-clinical  posts 
and  the  clinical  posts.  The  first  thing 
that  we  would  like  to  know  would  be 
an  estimate  of  the  number  of  persons  in 
each  category,  the  number  of  Professors, 
Readers  and  Senior  Lecturers,  Lecturers 
and  Assistant  Lecturers.  We  are  very 
anxious  to  see  the  structure  of  the 
university  staff  in  relation  to  the  struc- 
ture of,  say,  the  consultant  service,  or 
anybody  that  we  have  particularly  to 
consider.  Have  you  any  idea  as  to  the 

numbers  in  each  of  the  grades? We 

each  of  us  have  ideas  in  relation  to  our 
own  Universities  -but  we  have  no  collec- 
tive information  about  all  Universities. 
I thought  that  this  question  might  pos- 
sibly arise  and,  -therefore,  J asked  the 
Chairman  of  the  University  Grants 
Committee  whether  from  records  in  his 
possession  it  would  be  possible  for  him 
to  supply  you  with  some  factual  infor- 
mation divided  into  grades  as  -between 
medical  and  non-medical  staff  and  he 
told  -me  that  I -was  at  liberty  to  say  that 
he  -would  do  his  best  to  meet  your  rea- 
sonable requests  as  regards  factual  infor- 
mation on  this  [articular  topic.  For 
general  purposes,  it  is  of  course  neces- 
sarily the  case,  and  it  is  an  obvious 
truism,  that  those  engaged  ia  the 
University  in  teaching  medical  students 
represent  in  total  a reasonably  spell 
minority  of  the  total  staff  of  the  Univer- 
sity. 

4713.  Chairman-.  And  a diminishing 

one,  as  you  said  earlier. -Well,  it  w 

-be  a diminishing  one.  As  regards  tie 
structure  of  the  medical  staffs,  that  » « 
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matter  upon  which  i‘t  is  very  difficult 
indeed  for  us  to  give  you  any  informa- 
tion about  Universities  as  a whole.  Even 
in  this  case  the  problem  divides  itself 
fairly  sharply  into  the  pre-clinical  and 
clinical  sections  of  the  staff  and  I could, 

I think,  go  so  far  as  to  say  that  so  far 
as  clinical  posts  are  concerned  the  con- 
sultant grade  is  in  all  respects  of  very 
great  importance. 

4714.  Numerically? — —Numerically  in 
relation  to  the  total  clinical  staff. 

4715.  Sir  David  Hughes  Parry.  I 
notice  that  the  pre-clinical  structure  of 
Professors,  Readers  and  Lecturers 
resembles  the  clinical  rather  than  the 
non-itnedical  structure ; is  there  any 

special  significance  in  that? 1 think, 

generally  speaking,  it  has  to  be  remem- 
bered that  many  members  of  University 
staffs  in  pre-clinical  posts  are  medically 
qualified.  Indeed,  I should  ithink  it  is  still 
the  case  that  the  majority  of  the  mem- 
bers of  staffs  in  pre-clinical  posts  are 
medically  qualified  and  this  apparent 
similarity  reflects  a natural  tendency  on 
the  part  of  members  of  the  same  profes- 
sion to  expect,  if  not  the  same,  at  least 
related  or  comparable  remuneration. 

4716.  Chairman : I think  we  have  a 
figure  from  other  sources  of  176  profes- 
sors with  honorary  contracts  and  eligible 
for  award's.  Would  that  represent  the 

total  number  of  clinical  professors? 

I should  think  that  might  be  the  case. 
I would  not  like  to  say  definitely. 

4717.  It  gives  an  indication  of  the 

approximate  size. ft  sounds  a not 

unlikely  figure  to  me.  I .think  perhaps 
I ought  to  add  they  are  probably  not 
all  professors  because  a member  of  the 
diinioal  staff  of  a University  does  not 
have  to  be  a .professor  in  order  to  have 
an  honorary  contract  as  a consultant. 

4718.  We  have  a figure  of  298  other 

grades  Who  are  university  staff  with 
honorary  contracts  eligible  for  awards 
and  we  have  this  figure  of  176  profes- 
sors?  .Eligible  for  awards? 

4719.  Yes. Who  added  together 

would  represent  the  clinical  staff  of  the 
Universities  who  are  of  consultant  rank. 

Chairman:  That  is  a total  of  some 
470. 

4720.  Sir  David  Hughes  Parry:  These 
are  normal  salary  ranges ; I take  it  that 


they  apply  to  women  in  the  same  way 
as  men  and  there  is  no  distinction  at 
all?1 — ■ — I should  think  that  is  true,  yes. 

4721.  That  is  the  impression  one  has 
in  the  Universities,  that  there  is  no  dis- 
tinction as  regards  remuneration.. — — 
Yes. 

4722.  If  has  been  represented  to  us  on 
behalf  of  the  junior  hospital  grades  that 
it  is  not  quite  fair,  and  that  it  was  not 
so  before  1948,  to  make  changes  for 
residence  or  to  deduct  lodging  allow- 
ances. What  is  the  practice  in  the 
Universities  where  posts  are  residential 
as  regards  remuneration?  Are  there 
deductions  from,  salaries,  or  variations 

of  salary  ranges? 1 find  that  very 

difficult  to  answer.  I should  think  the 
practice  varies  a good  deal.  I know  of 
cases  where  the  salary  is  a gross  salary 
and  payment  is  made  for  residence.  I 
also  know  of  cases  where  the  salary, 
together  with  the  value  of  residence, 
represents  the  gross  remuneration. 

4723.  Have  you  any  other  experience 
of  that  in  tne  residential  colleges?  What 
happens  at  Oxford  and  Cambridge,  could 
you  say? — — f would  find  it  very  diffi- 
cult to  reply  to  this  very  complex  ques- 
tion. on  behalf  of  either  Oxford  or  Cam- 
bridge, singly  or  together. 

4724.  Chairman : Sir  Folliott? Sir 

Folliolt  Sandford : I certainly  could  not 
say  without  notice, 

4725.  Can  you  say,  Sir  Philip,  what 
the  Inland  Revenue  do  in  assessing  the 
value  of  residence  in  colleges?  Do  they 
take  something  into  account? — -Sir 
Philip  Morris:  I cannot  answer  this  in 
general.  I can  answer  it  in  regard  to 
one  or  two  oases  which  I personally 
know  of.  In  one  case  they  do  take  it 
into  account ; in  two  cases  they  do  not 
and  it  is  quite  dear  that  the  decision  is 
made  on  the  facts  of  the  situation,  that 
is,  upon  the  reasons  for  residence,  the 
nature  of  the  contract  between  employer 
and  employee  by  which  residence  is 
added  to  remuneration,  and  so  on.  I 
aim  not  an,  expert  on  income  tax  but  I 
would  have  thought  that  was  likely  to 
be  the  position  anywhere. 

4726.  Sir  David  Hughes  Parry : What 
we  thought  was  that  there  might  be  a 
recognised  practice  in  the  Universities, 
as  regards  deductions  on  allowances  of 
this  kind  when  a person  was  living  in. 
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if  there  is,  I am  not  aware  of  it. 

I do  not  know  if  any  of  my  colleagues 
are  aware  of  it— Or.  Logan:  We  have 
very  few  residential  .posts  in  London  but 
where  they  exist  the  general  rule  is  that 
the  salary  for  superannuation  purposes 
is  one  thing  and  the  actual  remunera- 
tion paid  is  another.  In  other  words, 
it  usually  happens  only  in  the  ease  of 
Wardens  of  halls  of  residence,  but  it 
the  gross  salary  for  superannuation  pur- 
poses was  £1,650,  or  something  of  that 
kind,  the  actual  net  remuneration  with 
a deduction  of  something  like  £300  or  so 
for  residence  would  be  about  £1,350.  i 
understand  that  in  such  cases  that  d'liter- 
ence  is  oot  subject  to  income  tax 
because  the  Wardens  are  required  for 
the  hatter  execution  of  their  duties  to 
live  in.  the  halls. 


4727.  Have  you  any  experience  on 
this  matter  .as  regards  teaching  posts? 

We  have  no  residential  teaching 

posts  except  at  the  women’s  colleges  and 
there  I think  that  the  practice  which  I 
have  described  for  Wardens  of  halls  in 
residence  applies. 


4728.  Professor  Jewkes:  What  is  the 
meaning  of  the  phrase  under  the  sub- 
heading of  “ Professors  ” in  paragraph 
13?  It  says  there:  — 

“ The  grants  will  be  related  to  basic 
salaries  of  £2,300  a year  in  Universi- 
ties and  University  Colleges.” 

How  is  that  related?  Does  it  mean 
■that  the  total  sums  made  available  to 
the  University  for  paying  Professors 
will  equal  £2,300  multiplied  by  the 
number  of  Professors,  or  if  not,  what  is 

the  meaning  of  it? Sir  Philip 

Morris : You  are  referring  to  the  non- 
medical posts,  are  you? 


4729.  Yes, The'  actual  position  is 

that  the  £2,300  would  be  regarded  as 
the  staple  professorial  minimum.  The 
second  sentence  says  that  the  University 
Grants  Committee — since  1947,  I think 
I am  right  in  saying— -had  an  arrange- 
ment by  which  .there  is  a limited  amount 
Of  money  fixed  as  a measure  of  Jlhe 
extent  to  which  supplementation,  in  the 
case  of  particular  Chairs  can  be  added 
at  the  discretion,  of  the  University.  The 
reimiuneraitioin  is  related  in  the  first  place 
to  the  professorial  minimum  of  £2,300 
and  the  full  range,  between  £2,300  and 
£3,000  is  available  for  use  by  the  Univer- 
sity within  a global  financial  limit. 


4730  So  that  the  £2,300  is  the  mini- 
mum and  the  £3,000  is  the  maximum 
normally? The  £3,000  is  the  maxi- 

mum if  the  University  can  alford  to  pay 
it. 

4731.  How  is  the  scale  decided  in  these 
cases?  Will  provision  continue  to  be 
made  for  supplementation?  How  is  the 
total  sum  to  be  provided  in  that  way 
decided  and  how  is  it  distributed  between 

the  different  Universities? The  total 

sum  is  in  relation  to  each  University. 

4732.  Chairman : .It  is  a proportion, 

js  it? The  total  sum  is  determined  by 

the  University  Grants  Committee  in  rela- 
tion to  each  University. 


4733.  Some  will,  therefore,  take  a 
bigger  .proportion  of  their  salary  in  the 
form  of  supplementation  than  others, 

or  do  they  all  get  a similar  amount? 

I think  I might  say  here  that  I am  not 
sure  that  a member  of  your  Commission 
oouid  not  give  you  better  information 
about  the  way  in  which  this  particular 
pack  of  cards  was  turned  out  in  the 
first  place  than  I can ! There  was  a big 
variation  between  Universities  at  the  in- 
ception of  this  scheme  .in  1947  in  what 
has  since  become  known  as  permitted 
spread.  However,  more  recently,  the 
University  Grants  Committee  has  recti- 
fied the  situation  and  the  amount  avail- 
able for  the  permitted  spread  now  is 
determined  in.  relation  to  an  average 
salary  for  the  professoriate  in  each 
University  taken  as  a whole.  The  sum 
is  now  arrived  at  by  a decision  on  the 
pant  of  the  University  Grants  Com- 
mit tee  as  to  what  .in  .relation,  to  each 
University  appears  to  be  necessary  and 
then  by  expressing  it  in  terms  of  an 
average  salary  for  the  .professoriate.  For 
example,  if  the  average  salary  was  £2,ou9 
and  there  were  30  Professors  the  taut 
of  professorial  spread  would  be  £9,UUU- 
30  times  £300. — Dr.  Logan : Could  I jutf 
make  one  point?  This  is  not  a sum  oi 
money  which  is  specifically  voted  for  toe 
punpose  or  allocated  'by  the  University 
Grants  Committee  to  each  University. 
It  is  a permission  to  each  University  to 
use  this  general  fund  for  paying  more 
than  £2,300  to  non-medical  professors; 
a permission  to  spend  out  of  a nlocx 
grant. 


4734.  What  I am  trying  to  get  at  really 
is  are  there  any  statistics  showing  for 
non-medical  Professors,  what  proportion 
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get  £2,300,  £2,400,  £2,500 — right  up  to 

the  £3,000? -Sir  Philip  Morris:  There 

is  no  published  information  on  this 
whatever.  The  only  office  which  might 
have  the  relevant  information  on  this 
subject  would  be  the  office  of  the  Univer- 
sity Grants  Committee. 

4735.  Chairman:  Have  you  any  idea 
at  all,  without  being  too  specific,  whether 
for  instance  in  the  non-medical  posts 
the  usual  salary  of  Professors  is  rather 
nearer  the  £2,300  mark  than  the  £3,000 
mark,  whereas  at  the  other  extreme  with 
the  clinical  .posts,  for  a variety  of  reasons, 
the  usual  salary  is  a good,  deal  nearer 

the  top  limit? 1 should  think  that  is 

certainly  the  case. 

4736.  Sir  David  Hughes  Parry : And 
for  the  pre-clinical  posts  it  would  be 
somewhere  intermediate,  about  the 

middle  between  the  'two? That  would 

be  correct. 

4737.  Chairman:  Yes,  so  that  on  the 
whole  there  is  really  more  of  a difference 
between  the  clinical,  pre-clinical  and  non- 
medical than  appears  from  just  the  pure 

scales? Arc  you  now  speaking  of 

Professors? 

4738.  Yes. Because  for  Professors 

there  are  no  scales. 

4739.  I am  sorry— -I  should  say  than 
appears  simply  from  the  fact  that  salaries 
m two  cases  can  range  from  £2,300  and 

m the  other  from  £2,500  to  £3,000. 

I think  at  present  it  is  universally  the 
case  that  non-medical  posts  tend  towards 
£2,300  and  that  the  clinical  posts  tend 
to  be  at  the  £3,000  point. 

Chairman:  Thank  you  very  much; 
that  is  whait  we  'thought. 

4740.  Sir  David  Hughes  Parry : Are 
there  any  figures  or  any  estimates  of  the 
manner  in  which  the  Universities  have 
used  the  amount  by  way  of  supplementa- 
tion of  Professors’  remuneration— -on 
what  piinciples  they  have  been  doing 
!t‘ — —I  think  that  is  a very  difficult 
question  to  answer. 

4741.  You  see  its  relevance  to  us  ; it 

is  a difficult  matter  with  us  loo. 1 

would  be  willing  to  make  a few  com- 
ments, with  which  my  colleagues  may 
disagree,  if  they  wish  ; and  1 shall  now 
mtend  to  speak  about  non-medical 
Professors.  It  seems  to  me  that  the 


existence  of  this  permitted  sum  recog- 
nises and  accepts  the  necessity  for  taking 
account,  in  determining  professorial 
remuneration,  of  events  and  pressures  of 
the  outside  world.  I think  that  generally 
speaking  the  existence  of  this  permitted 
sum  is  occasioned  by  the  unavoidable 
necessity  of  departing  from  what  is 
otherwise  regarded  as  a 'good  academic 
principle  of  equal  remuneration.  It  is 
regarded  as  being  an  opportunity  to 
enable  Universities  to  be  more  able  to 
make  good  appointments  in  what  could 
be  regarded  as  highly  competitive 
activities.  I think  I ought  to  make  it 
clear  that  the  discretion,  which  is  allowed 
to  Universities  is  intended  to  be  exer- 
cised by  them,  and  thus  .they  are  perfectly 
entitled  to  exercise  it  in  a different 
manner.  I think  I ought  to  explain  that 
there  is  a very  strong  feeling  in  the  uni- 
versity world  as  a whole  that  a hig 
differentiation  between  one  member  of 
the  academic  staff  and  another,  solely 
on  the  ground  of  subject,  is  academically 
to  be  discouraged  because  member- 
ship of  the  staff  of  the  University  is 
regarded  in  the  University  as  involving 
lihe  acceptance  of  responsibilities  which 
go  with  the  vast  knowledge  and  training 
required  in  the  education,  of  the  rising 
generation.  And  the  view  of  the  Uni- 
versities generally  is  that  those  obliga- 
tions do  not  sensibly  change  as  between 
one  subject  and  another,  at  least  as  far 
as  .the  most  important  things  related  to 
Ihem  are  concerned.  At  the  same  time 
Universities  have  been  obliged — not 
without  great  reluctance — to  accept  the 
necessity  for  some  differentiation ; but 
they  have  been  at  very  great  pains  to 
press  for  the  retention  of  a discretion — 
within,  of  course,  permitted  limito— to 
exercise  in  a way  which  they  regard 
as  being  most  suitable  to  their  own  par- 
ticular needs  and  requirements.  That 
may  sound  a little  more  complicated 
than  necessary,  but  in,  fact  it  is  not, 
because  1 think  it  has  to  be  remembered 
that  Universities  are  very  differently 
composed.  They  represent  a different 
spread  of  subjects.  For  example,  many 
Universities  (have  no  medical  schools  at 
all,  so  they  are  not  affected  by  clinical 
and  pre-clinical  distinctions.  The  same 
would  apply  to  technological  fields, 
which  in  many  cases  are  not  represented 
at  all  and  in  other  cases  are  represented 
to  a very  large  extent ; so  the  problem 
differs  as  a matter  of  fact.  This  is  not 
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just  a position  of  unnecessary  complica- 
tion arising  from  an  academic  point  of 
view : it  arises  from  the  facts.  The 
second  point  which  has  to  be  borne  in 
mind  is,  as  Dr.  Logan  reminded  you, 
that  this  permitted  spread,  although 
expressed  in  terms  of  money,  does  not 
represent  cash.  The  cost  of  any  supple- 
mentation which  is  added  to  the  basic 
professorial  salary  is  a charge  on  general 
income  and  competes  with  everything 
else  which  seeks  to  become  chargeable 
to  general  income.  So  the  University 
is  under  very  considerable  limitations  in 
exercising  this  discretion,  and  Uni- 
versities have  never  suggested  nor 
would  they,  I think,  ever  be  likely  to 
suggest — that  they  should  have  anything 
but  a limited  discretion.  They  might 
argue  about  what  the  limits  should  be, 
but  they  would  not  argue  against  the 
need  for  a limited  discretion. 

4742.  Sir  David  Hughes  Parry:  No 
conditions  were  laid  down  by  the  Uni- 
versity Grants  Committee  as  to  _ the 
manner  of  the  exercise  of  the  discretion? 
No. 

4743.  Chairman : Are  most  Professors 
—I  am  dealing  entirely  with  the  non- 
medical  side,  as  I think  you  were.  Sir 
Philip — employed  whole-time  by  the 
University,  or  have  most  of  them  other 

sources  of  earned  income  as  well? 

I should  say  that  the  vast  majority  of 
them  are  full-time. 

4744.  And  .those  that  do  earn  outside, 
for  instance,  if  it  happened  to  be  a 
Professor  of  architecture  doing  some 
architectural  work  for  a client,  or  a 
Professor  of  economics  broadcasting  and 
writing  articles,  and  so  forth — is  that 
normally  brought  into  account  in  any 
way,  for  instance,  in  deciding  the  per- 
mitted spread  of  the  University.  Would 
.any  account  be  taken  of  the  fact  that 
some  types  of  Professor  are  more  likely 
to  be  able  to  earn  outside  than  other 

types? There  is  a danger  of  giving 

you  a very  frivolous  answer  to  this,  but 
I will  not!  This  question  of  additional 
remuneration  is  a very  difficult  one  to 
deal  with  justly.  A Professor  of  Nordic, 
whose  excellent  qualifications  are  not 
deployable  in  the  world  except  in  a 
University,  can  easily  write  a best  seller 
and  can,  by  this  means,  attract  infinitely 
more  money  than  even  a consulting 
surgeon  could  earn,  even  if  he  were 
allowed  to  spend  his  spare  time  operat- 


ing for  gain.  However,  I should  have 
thought  in  the  first  case  that  no  Pro- 
fessor of  Nordic  would  regard  himself 
as  being  under  an  obligation  to  take  the 
income  and  royalties  from  his  best  seller 
into  account  in  determining  remunera- 
tion. I should  think  such  a Professor 
would  be  somewhere  down  towards  the 
professorial  minimum  than  rising  any- 
where near  ithe  actual  average  clinical 
remuneration.  I have  given  that 
example  deliberately  because  that  rep- 
resents one  limit  in  the  structure.  At 
the  other  limit  there  are,  as  you  must 
well  know,  some  Professors  in  Univer- 
sities whose  services  are  very  highly 
sought  after  for  a very  large  number  of 
purposes,  and  one  of  the  big  contestants 
for  the  services  of  those  whose  ability 
is  the  highest  is  the  Government  itself. 
It  is  certainly  true  that  the  Government 
is  never  a generous  paymaster  in  this 
respect,  and  in  my  own  experience  the 
Government  has  never  yet  offered 
enough  to  create  embarrassment  so  far 
as  my  own  University  is  concerned,  to 
other  consultant  appointments  I think 
the  general  situation  could  be  explained 
in  this  manner— I think  most  Universi- 
ties have  a kind  of  system  by  which 
contrasts  of  this  character  entered  into 
by  the  professorial  staff  are,  by  one 
means  or  another,  declared  and  made 
known  to  the  office  of  the  Vice- 
Chancellor  or  to  the  University,  and  the 
additional  remuneration  earned  in  this 
way  is  kept  under  supervision  in  fat 
manner.  I can  only  9peak  from  my  own 
experience,  but  within  my  own  experi- 
ence the  additional  remuneration  obtain- 
ed -in  that  manner  has  always  been  within 
such  reasonable  limits  that  no  one  could 
regard  it  as  being  an  amount  which 
ought  to  be  taken  into  account  in  deter- 
mining remuneration.  If  one  got  to  the 
point  where  one  had  to  look  at  it  m 
that  way,  one  might  easily  find  that  here 
was  a position  of  “ unto  him  that  hath 
most,  most  shall  be  given  ”,  because  has 
abilities  were  evaluated  on  die  nw» 
lavish  scale  in  the  outside  world,  and  thal 
would  be  a n indication  of  hotw  much  has 
services  were  in  demand.  Fortunately 
that  limiting  predicament  very  infre- 
quently arises^ 

4745.  But  on  the  whole,  in  the  Univer- 
sity you  would  .think  it  is  quite  imported 
to  keep  a -pretty  fair  relationship  between 
the  Professors  in  the  different  types  or 
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study? Oh  indeed  we  do.  We  should 

like  what  we  call  various  gaps  which 
have  opened  up  to  be  kept  within 
Bruits,  and  some  sensibly  closed,  and  if 
you  look  at  the  three  sets  of  figures  we 
have  given,  you  will  see  that  the  oppor- 
tunity was  taken,  on  the  last  occasion, 
sensibly  to  diminish  a number  of  cases. 


4746.  Professor  Jewkes : That  is 

shown  in  paragraph  14.  May  I just 
ask,  on  paragraph  13,  about  the  per- 
mitted range?  After  all,  i.t  is  not  a very 
narrow  one,  it  is  £2,300  to  £3,000.  It 
is  a fairly  wide  range.  Can  you  give 
us  any  advice  on  the  principles  which 
are  followed  by  Universities  in  deciding 
whether  the  figure  is  ito  be  at  the  higher 
end  or  the  lower  end?  For  instance, 
why  should  ,the  Professor  of  Nordic  be 
placed  lower — I think  you  mentioned 

he  was  to  be  at  the  bottom? 1 think, 

in  the  first  place,  the  actual  extent  to 
which  that  range  can  be  used  is  affected 
by  file  permitted  sum,  which  restricts  the 
total  amount  of  supplementation ; and  X 
think,  in  the  second  place,  there  is  no 
actual  possibility  at  the  moment  in 
relation  to  general  income  of  the  hope 
of  this  range  -being  effectively  used  in 
the  non-medical  field.  In  the  third 
plhce,  I -think  -that  in  many  cases 
dedffloins  are  made  on  mixed  criteria, 
and  it  would  be  an  assessment  on  such 
unlike  criteria  as  personal  eminence, 
obvious  high  value  of  services — either 
to  a department  or  of  the  subject  to  the 
University  as  a whole— and,  of  course, 
m many  oases  the  actual  nature  of  the 
subject  and  the  work  done  and  the 
responsibilities  which  go  with  it.  For 
exam-pie,  you  would  naturally  expect  a 
very  expensive  technological  department, 
or  a very  expensive  pure  science  depart- 
ment, with  a Professor  at  the  head  of 
it— if  the  appointment  had  been-  well- 
made— ^you  would  naturally  expect  him 
to  be  well  up  in  the  professorial  spread 
<®  all  three  grounds,  eminence,  respon- 
sibility and  the  fact  that  he  was  engaged 
m an  activity  which  was  very  highly 
remunerated  elsewhere. — Dr.  Knox : 

Could  I add  one  point  about  this?  Some 
universities  took  -the  view  -when  they 
were  told,  “Here  is  a global  sum  which 
5tou  can  spend  if  you  can  find  it  out  of 
yolff  general  grant,  for  lifting  professorial 
sharies  above  the  minimum  ”,  that  what 
toey  ought  to  do  was  to  try  to  diminish 
me  gap  -between  medical  and  non-medical 


staff,  and  they  divided  if  more  or  less 
equally  -between  them.  Other  Universi- 
ties took  -the  view  that  what  -they  ought 
to  do  was  to  remunerate  more  highly 
the  people  of  personal  eminence  and 
the  heads  of  big  departments,  and  so 
forth.  Both  of  these  -quite  different 
criteria  are  in  use  in  Universities,  and 
as  Sir  David  says,  there  were  no  rules 
laid  down  when  this  -business  ’began. 
That  is  the  position  today.  There  are 
some  Universities  with  one  system  and 
some  with  the  other — some  wanting  to 
olose  the  gap  between  medical  and  non- 
medical,  others  wanting  to  give  special 
salaries  to  certain  special  people. — Dr. 
Logan : There  are  even  wide  variations 
additional  to  that  In  London  the 
general  view  was  that  part  of  this  per- 
missible grant  should  be  allocated  among 
all  Professors  and  the  rest  used  for  -this 
purpose,  and  one  Instjtutioo  at  least  has 
used  the  rest  to  give  salary  increases  on 
a pure  seniority  basis.  There  are  almost 
as  many  ways  of  dealing  with  this  prob- 
lem as  there  are  -those  who  -have  to 
-handle  it. 

4747.  Chairman : And  that  is  a satis- 
factory position,  that  there  should  be 
many  ways  and  some  flexibility  in  deal- 
ing with  this  according  to  circumstances, 
whether  geographical  or  at  any  point  of 
time? — —I  think  if  is  a very  good  thing 
to  leave  the  discretion  with  the  academic 
institution. 

4748.  Sir  David  Hughes  Parry : 

Within  the  limits  prescribed  by  the  Uni- 
versity Grants  Committee. Yes,  to 

settle  the  matter  in  relation  to  its  own 
needs. 

4749.  Chairman : Could  you  give  us 
just  an  idea  as  to  the  size  of  this  per- 
mitted sum  in  relation  to  the  total  salary 
for  Professors?  This  is  given  to  the 

Professors,  is  it  not? Sir  Philip 

Morris'.  Yes. 

4750.  Is  it  of  the  order  of  10  per  cent 
to  15  per  cent  of  the  sum  paid  out  to 
Professors,  the  amount  that  can  be 

spread  at  your  discretion? -Dr. 

Aitken  says  12  per  cent,  but  I would 
like  to  do  some  arithmetic  before  I give 
you  my  answer ; it  is  probably  of  -the 
right  order ; it  is  between  5 and  15  per 
cent. 

4751.  Sir  David  Hughes  Parry : 1-t 
may  -be  that  we  could  get  the  actual 
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figure  from  the  University  Grants  Com- 
mittee.  Well,  it  is  capable  of  being 

worked  out  theoretically. 

4752.  Chairman:  Is  it  in  fact  calcu- 

lated or  allocated  on  that  basis,  as  a 
percentage? No. 

4753.  It  is  not : it  is  a sum  which  has 
no  relation  to  anything  in  particular? 

-It  is  perhaps  a more  complicated 

calculation  than  one  might  think,  but 
it  is  capable  of  being  worked  out 

theoretically. Dr.  Logan:  You  can 

get  the  information  from  the  U.G.C.  We 
are  not  in  a position  in  our  own  Univer- 
sity to  know  what  is  happening  else- 
where. Some  of  us  may  have  shreiwd 
suspicions  of  what  happens  at  other 
institutions,  but  we  do  not  know  what 
happens  over  the  whole  scheme.  It  differs 
from  University  to  University. 

4754.  Professor  Jewkes:  One  point  I 
am  particularly  interested  in  arises  out 
of  a discussion  we  had  this  morning 
with  a witness  who  was  talking  about  the 
relationship  between  clinical  and  pre- 
clinical  salaries — medical  people  in 
Universities.  The  moment  one  begins 
to  discuss  that,  the  question  of  the  rela- 
tionship between  pre-clinical  scientists 
and  other  scientists  comes  up.  I was 
wondering  whether  you  could  give  us 
any  indication  as  to  whether,  in  the 
operation  of  the  permitted  limits,  the 
different  Universities  have  tried  to  in- 
crease science  salaries  in  relation  to 
professorships  in  the  arts,  because  it 
affects  the  relationship  between  the  pre- 
clinical  salaries  and  science  salaries.  Is 
there  any  attempt  to  widen  the  gap  be- 
tween science  and  the  humanities? 

The  University  Grants  Committee  would 
have  the  information.  I am  perfectly 
willing  to  give  you  the  position  in 
London,  however,  where  I would  say 
that  the  average  salary  of  a science  pro- 
fessor is  about  £100  more  than  the 
average  salary  of  an  arts  professor — but 
that  is  only  the  situation  in  London. 


4755.  But  in  most  cases  the  gap  would 

be  small? Sir  Philip  Morris:  Again, 

we  only  know  the  situation  in  each  of 
our  Institutions.  It  rather  masks  the 
information  which  you  want  if  it  is  dealt 
with  in  terms  of  averages,  because  the 
average  itself  represents  considerable 
variation  within  the  class  of  which  it  is 
an  average. 


4756.  And  the  position  may  differ 
widely ’ from  University  to  University? 
Yes. 

4757.  Chairman : But  broadly,  I think 

you  have  said  already  that,  in  general 
terms  most  of  the  clinical  professors 
will  be  on  the  £3,000  or  very  near  it; 
that  most  of  the  non-medical  people  must 
bTimich  nearer  to  £2,300  than  £3,000; 
and  that  the  pre-clinical  ones  are  some- 
where in  between. 1 do  not  think 

anyone  would  disagree  with  that.  Dr. 
Logan : It  is  true,  but  in  London,  owing 
to  the  difference  of  the  consultant  grade 
salaries,  there  are  increments  for  clinical 
Professors ; so  a Professor  will  normally 
go  to  the  maximum.  In  the  case  of  a non- 
medical Professor,  his  chances  of  getting 
£3,000  are  very  limited  indeed. 

4758.  Sir  David  Hughes  Parry : May  I 
just  ask  one  more  question  on  paragraph 
13?  It  has  been  represented  to  us  that 
there  ought  to  be  extra  payments  for 
administrative  duties.  Are  there  any  ex- 
amples in  Universities  of  extra  payment 
to  members  of  their  staff  for  purely  ad- 
ministrative work  because  it  adds  to  the 
responsibility  and  work?  It  is  a question 
of  extra  remuneration  outside  the  scales. 
Sir  Philip  Morris:  Of  extra  re- 
muneration, I expect  there  are  cases: 
whether  they  are  outside  the  scales  is  a 
separate  issue,  because  they  could  easily 
be  inside  the  scales  and  still  receive  extra 
remuneration  for  extra  administrative 
duties. 

4759.  Yes,  I appreciate  that. In  my 

own  case,  with  the  exception  of  certain 
administrative  duties  which  are  not  re- 
lated to  the  departmental  position  of  the 
person  concerned,  there  are  no  such  pay- 
ments for  administrative  responsibly. 
Where  they  exist  they  are  very  small  in 
character  ; they  are  honoraria  and  relate 
to  a certain  state  of  affairs.  For  example, 
I know  of  a case  where  a person  receives 
an  additional  payment  of  £100  whilst  he 
occupies  a job,  which  he  will  only  occupy 
for  as  short  a time  as  he  can,  and  TO 
willingly  pass  on  the  work  and  the  £lw 
to  somebody  else  at  the  earliest 
opportunity.  Tlhat  is  the  only  case  or 
which  I have  direct  knowledge,  but  i 
believe  there  are  examples  of  administra- 
tive duties  being  taken  into  account  in 
this  manner  in  operating  the  permitted 
professorial  spread,  and  that  would  oe  a 
case  of  supplementation  being  given  over 
and  above  £2,300,  on  account  ol  ad- 
ministrative duties. 
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4760.  The  examples  are  not  many? 
— No. 

4761  Chairman:  Would  that  be  true 
at  Oxford,  Sir  Follioft  Sandford?--«r 
Folliott  Sandford:  You  would  find  a 
number  of  cases  at  Oxford. 

4762  Would  you  also  find  people  who 
bad  college  responsibilities  getting 
additional  remuneration  for  work  they 

did  for  the  University? -Yes .—Dr. 

Logan : But  in  'the  wide  run  of  the  cases, 
it  is  nearly  always  Professors  who  have 
these  administrative  duties.  If  a non- 
medical Professor  is  paid  for  administra- 
tive responsibility,  'that  must  come  out  of 
the  permissible  grant.  You  cannot  pay 
for  departmental  responsibilities  over  and 
above  the  'permitted  amount.  It  is  one 
of  the  factors  taken  into  account  in  most 
Institutions  in  quoting  the  permissible 
salary— Sir  Philip  Morris : In  relation  to 
Professors,  it  would  be  a different  method 
of  arriving  at  the  utilisation  of  Ihe  per- 
mitted spread  and  not  an  addition  to  it. 


4763.  I am  trying  to  establish  this 
point,  for  instance,  in  relation  to  super- 
intendents in  mental  hospitals  in  Scot- 
land, where  it  is  suggested  that  because 
they  are  at  the  same  time  medical  staff 
and  superintendents,  as  it  were,  they 
should  earn  rather  more  than  if  they  were 
simply  consultants  without  the  adminis- 
trative side  as  well.  That  is  the  kind  of 
parallel  in  your  case,  so  far  as  you  can 
say  for  Professors — there  is  a hit  of  ad- 
justment within  the  ceiling? Yes. 


4764.  But  it  would  count  for  some' 
thing? It  might. 


4765.  Yes,  but  not  for  very  much. 

Dr.  Knox:  In  at  least  one  Scottish  Uni- 
versity, it  would  count  for  nothing. 


4766,  Sir  David  Hughes  Parry:  Now 
may  we  move  on  to  paragraph  14 — 
alteration  of  remuneration  since  the  war. 
Are  there  any  records  of  the  position, 
say,  ia  1938?  We  have  1949,  1954  and 
1957,- — -Sir  Philip  Morris:  These  are 
three  revisions  of  academic  remuneration 
which  have  taken  place  since  the  war, 
and  that  is  why  these  three  are  given. 
They  represent  the  whole  of  the  post-war 
story.  As  far  as  pre-war  salaries  were 
concerned,  the  position  of  remuneration 
in  Universities  was  entirely  different. 
There  were  then  entirely  individual 
arrangements  between  Universities  and 
their  staffs.  The  1949  position  really 


represents  the  first  systematic  settlement 
of  ranges  of  salaries  and  salary  scales  for 
Universities  as  a whole.  If  you  should 
wish  to  make  comparisons  between  this 
state  of  affairs  and  the  state  of  affairs 
which  existed  pre-war,  you  would 
necessarily  have  to  go  to  the  University 
Grants  Committee  for  the  information. 
There  is  no  reason  why  the  Committee 
of  Vice-Chancellors  would  wish  to  have 
it,  and  there  would  be  no  ordinary 
manner  in  which  that  information  would 
collect  in  the  office  of  the  Vice- 
Chancellors  ; but  such  information  as 
there  is,  the  University  Grants  Committee 
would  certainly  have. — Dr.  Logan : 
There  are  certain  statements  made  in  the 
development  reports  of  the  University 
Grants  Committee  about  average  salaries 
at  the  date  of  the  report,  and  so  forth. 
There  is  a figure  for  1938-39  in  the 
U.G.C.  development  report  for  1945-47. 

4767.  Chairman : Yes,  there  is  just  one 
further  point  on  'that.  Again,  when  we 
were  talking  to  the  Medical  Research 
Council  this  morning  it  emerged  that 
before  the  war  the  salaries  of  clinical 
and  non-elinical  people  were  virtually  the 
same,  and  by  the  end  of  the  war  there 
was  a certain  difference  of  'about  6 per 
cent.  Now,  of  course,  there  is  a very 
largo  difference  in  the  ceilings  because 
of  the  operation  of  merit  awards.  Quite 
apart  from  merit  awards,  there  has  been 
a difference  since  -the  war  in  the  non- 
medical, pre-clinical  and  clinical  posts. 
Do  you  know  whether  that  was  so  be- 
fore the  war  all  the  way  down? Sir 

Philip  Morris:  T think  it  would  be  very 
difficult  to  answer,  and  one  has  to  re- 
member that  in  a large  number  of  medi- 
cal schools  there  were  many  fewer  full- 
lime  consultants  on  the  staffs  of  Univer- 
sities, The  pattern  of  organisation  has 
changed  so  much  that  comparison  be- 
tween now  and  before  the  war  would,  be 
to  a targe  extent  false  for  that  reason. 

4768.  Sir  David  Hughes  Parry:  In  the 

medical  field,  that  is? Yes. 

4769.  Now  I wonder  if  you  would 
explain  this:  when  T saw  the  dates  1949, 
1954  and  1957,  I thought  there  was 
something  significant  as  to  why  the  re- 
views should  take  place  in  those  years. 
Could  you  give  the  background  to  each 

one  of  them? 1 should  think  that  on 

all  probability  -the  1949  review  was 
occasioned  by  medical  remuneration. 
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Certainly  .medical  remuneration  in  rela- 
tion to  the  Health  Service  triggered  it 
off,  if  it  did  not  actually  completely 
cause  it ; but  I would  say  it  would  be 
perfectly  fair  to  regard  there  being  a 
close  linkage  between  medical  remunera- 
tion and  these  reviews,  so  far  as  1949 
and  1954  were  concerned, 

4770.  1954  is  the  same,  is  it? Yes ; 

I was  speaking  both  as  regards  1949  and 
1954,  but  the  same  is  not  the  case  with 
regard  to  1957.  The  1957  review  was 
occasioned  by  two  factors  operating,  X 
think,  unequally.  The  first  was  general 
inflation,  with  the  general  cost  of  living 
justification,  but  the  other  was  a re- 
cruitment factor.  It  was  felt  very 
strongly,  and  it  was  subsequently— to 
the  satisfaction  of  everybody— proved 
sufficiently,  that  recruitment  was  suffer- 
ing and  was  likely  to  suffer  unless  there 
was  a substantial  change  in  the  remunera- 
tion of  the  academic  staff  at  Univer- 
sities, and  particularly  at  the  bottom 
and  at  the  middle. 


4773.  Did  anyone  tell  you,  as  they  told 
the  doctors  in  the  same  period,  that  .the 
country  was  in  a serious  economic  crisis 
and  that  there  was  a grave  danger  of 
inflation  if  the  salaries  were  raised?- — 
Sir  Philip  Morris'.  It  was  said  on  both 
sides  that  there  was  very  grave  danger 
of  inflation.  As  regards  the  first,  I am 
not  sure  that  the  argument  was  used 
very  much  in  my  hearing,  but  no  doubt 
it  was  an  argument  which  was  used  fairly 
strongly  as  between  the  Treasury  and  the 
University  Grants  Committee.  That 
could  be  the  case,  and  as  to  that  1 
think  your  question  should  be  addressed 
elsewhere. 

4774.  Professor  Jewkes:  There  is 

another  point.  You  made  the  interest- 
ing comment  that  the  1949  increase  and 
the  1954  increase  were  probably  trig- 
gered off  'by  earlier  increases  in  the  re- 
muneration of  doctors.  Do  you  feel  that 
the  1957  increase  triggered  off  a demand 
on  the  part  of  doctors  for  an  increase 
in  their  remuneration? 


4771.  Chairman-.  How  long  did  it  take 
from  the  time  you  started  to  establish 
that  fact  and  the  time  in  1957  when  the 
changes  were  agreed?  Was  it  a mat- 
ter of  months? So  far  as  arguing  and 

establishing  what  it  appeared  should  be 
done  was  concerned,  the  time  occupied 
was  relatively  short.  I can  put  it  at 
probably  three  to  four  months.  As  re- 
gards the  hiatus  before  really  serious  dis- 
cussions between  the  parties  took  place, 
there  was  a much  longer  period,  and  sub- 
sequent to  the  serious  discussions  to 
arrive  at  a pattern  which  was  capable 
of  being  justified,  the  time  which  was 
.taken  by  the  Treasury  finally  to  agree 
to  it  was  somewhat  protracted. 

4772.  Professor  Jewkes:  Do  you  hap- 
pen to  recall  the  date.  Sir  Philip,  in  1956? 
The  dates  happen  to  be  important  for  our 

purpose. Dr.  Logan : I can  give  you 

the  general  picture.  At  the  beginning 
of  1956  it  was  felt  that  the  situation  was 
likely  to  arrive  where  a change  _ in 
salary  structure  was  necessary.  I think 
the  informal  discussions,  to  which  Sir 
Philip  referred,  took  place  between 
about  June  and  October.  The  announce- 
ment was  made  by  the  Chancellor  of  the 
Exchequer  in  March,  1957,  and  I regret 
to  say  that  the  salary  increases  did  not 
come  into  operation  until  the  following 
1st  August. 


Chairman:  I think  the  dates  do  not 

quite  fit. I should  have  thought  the 

action  on  account  of  the  Universities 
occurred  after  the  doctors’  application 
had  already  been  triggered  off. 


4775.  Professor  Jewkes:  I am  trying 
to  see  how  far  they  affected  each  other. 
1 should  say  they  were  chronolo- 
gically arranged  in  the  reverse  order,  so 
that  causality  could  not  be  inferred. 
[ would  think  that  these  were  activities 
which  were  related  but  not  directly. 


4776.  A current  occurrence  but 
different  treatment?  The  Universities 
got  their  increase,  but  the  doctors  did 

n,0lt. J suppose  one  has  to  see  the  end 

of  this  matter  in  order  to  turn  it  into  a 
relative  advantage  or  disadvantage. 


4777.  Sir  David  Hughes  Parry:  You 
have  now  taken  us  almost  to  the  next 
matter,  namely  the  methods  of  assess- 
ment of  salaries.  A new  scheme,  1 
understand,  was  introduced  about  wo 
or  three  years  ago.  It  determined  tne 
range  of  university  salaries—is  that 
right? Yes. 


4778.  I wonder  if  you  could  give  us. 
a general  description  of  it,  together 
any  comment  that  you  would  hire 
make  on  the  way  it  is  working— if  d has 
been  working — since  if  was  instituted. 
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Yes,  I think  I must  be  allowed  to 

begin  'by  a short  explanation  of  the 
general  situation.  The  Universities  are 
independent,  autonomous  authorities, 
and  each  University  is  an  employer ; 
there  is  no  federation  of  employers.  The 
Universities  are  governed  in  such  a 
manner  -that  they  have  a large  measure 
of  self-government,  and  those  who 
receive  remuneration  from  Universities 
are  themselves  concerned,  to  a greater 
or  lesser  extent,  according  to  the  occasion 
and  .the  subject  matter  of  tihe  University, 
in  the  government  and  administration  of 
the  University  which  they  also  serve. 
There  is  therefore  a very  special  position 
arising  here.  In  the  second  place,  there 
is  an  Association  of  University  Teachers. 
That  Association,  while  representing 
some  members  of  the  academic  staffs 
of  the  Universities,  is  not  itself  recog- 
nised as  a union,  but  it  does  feel  itself, 
and  has  the  right,  to  have  views  and  to 
make  representations  on  the  subject  of 
remuneration  at  large.  During  J 953-54, 
and  especially  during  1954,  the  "Associa- 
tion of  University  Teachers  felt  itself 
under  an  obligation  to  press  very  hard 
for  some  kind  of  recognition  in  the 
machinery  wfhich  was  to  be  used  for  the 
purposes  of  reconsidering,  and,  if  neces- 
sary, revising  remuneration.  After  a 
good  deal  of  discussion — and  not  with- 
out. some  difficulty — it  was  eventually 
decided  by  the  Chancellor  of  the  Ex- 
chequer in  1955  that  the  Association  of 
University  Teachers  ought  to  have  an 
opportunity  either  of  approaching  the 
University  Grants  Committee  on  the 
grounds  of  the  inadequacy  of  the 
remuneration  and/or  of  being  consulted 
before  the  University  Grants  Committee 
made  submissions  to  the  Treasury  in 
relation  to  the  remuneration  of  ithe  staff 
of  Universities.  Eventually  the  Uni- 
versity Grants  Committee,  after  some 
consultation  with  the  A.U.T.— and  with 
the  Vice-Chancellors’  Committee,  I think 
^decided  that  the  Association  of  Uni- 
versity Teachers  should  have  the  oppor- 
tunity of  approach  to  the  Univer- 
sity Grants  Committee  on  the  question 
« salaries  at  any  time ; and  that 
the  University  Grants  Committee  should 
reel  itself  under  an  obligation  at  least 
“ give  .the  Association,  of  University 
leaofcters  the  opportunity  of  expressing 
its  v;ews  before  it  made  representations 
shout  salaries.  But  that  was  all  subject 


to  the  continuing  right  of  the  University 
Grants  Committee  to  consult  with  the 
Committee  of  Vice-ChancelloTS,  the  best 
available  body  to  consult  with  .them  and 
advise  them  .about  general  matters 
affecting  the  remuneration  of  staffs  of 
Universities.  It  was  hoped,  at  the  same 
time,  that  the  Vice-Chancellors’  Com- 
mittee would  find  itself  able  to  make 
some  arrangement  with  the  Association 
of  University  Teachers  by  which  those 
two  bodies  found  themselves  able  to 
have,  without  any  commitment  on  either 
side,  general  consultations  on  the  subject 
of  academic  remuneration.  So  the 
present  situation  is  that  the  Vice- 
Chancellors’  Committee  does  con- 
tinuously generally  consult  with  the 
Association  of  University  Teachers  on 
matters  affecting  salaries  ; and  also  on 
certain  other  matters,  but  I do  not  want 
to  mention  those,  because  it  would 
distort  the  picture  if  I did.  Those  in- 
formal consultations  are  carried  out  on 
the  basis  of  sharing  views,  and  of  avoid- 
ing unnecessary  differences,  but  neither 
side  is  prevented  by  anything  which  takes 
place  in  such  informal  consultations 
from  making  just  what  representations 
it  feels  it  ought  to  make  to  the  Uni- 
versity Grants  Committee.  In  practice, 
the  bodies,  both  being  reasonable  bodies, 
would  feel  themselves  under  an  obliga- 
tion to  behave  with  strict  decorum  on  a 
matter  of  that  character.  And  on  this 
last  occasion  they  were  carried  out  in 
such  a manner  that  I think  it  would 
be  true  to  say  that  we  knew  pretty  well 
where  each  other  stood  at  all  relevant 
times.  The  University  Grants  Com- 
mittee is  finally  responsible  for  making 
representations  to  the  Treasury  and 
eventually,  if  necessary,  of  producing  a 
reasoned  case  for  the  representations 
which  are  made,  and  subsequently  for 
■passing  on  the  result  to  the  A.U.T. 
For  this  purpose,  the  University  Grants 
Committee  sits  in  a different  man- 
ner from  the  way  in  which  it  sits  for 
all  its  ordinary  business,  but  as  to 
that  you  would  probably  wish  to 
ask  the  Chairman  of  the  University 
Grants  Committee  himself.  That, 
broadly  speaking,  is  -the  picture.  Nobody. 
I think,  who  had  the  arrangement  of 
matters  at  his  disposal,  would  ever  have 
invented  this  particular  way  of  doing 
things  ; but  you  will  see  that  it  has  grown 
out  of  difficult  circumstances.  It  would, 
however,  be  true  to  say  that  it  has 
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worked  not  unsuccessfully,  but  whether 
it  worked  not  unsuccessfully  would 
be  influenced,  I think,  both  by  the 
prevailing  circumstances  and  also  by 
whether  the  outcome  appeared  to  be 
successful  on  the  one  hand,  and  on  the 
other  hand  it  would  be  very  much  in- 
fluenced 'by  the  actual  persons  who 
happen  to  be  chiefly  engaged  on  both 
sides  at  the  -rdlevant  time.  _ 1 am  sorry 
to  have  explained  that  in  such  an 
apparently  complicated  .manner,  but  it 
is  my  duly  to  make  it  abundantly  clear 
that  the  arrangements  are  not  arrange- 
rnents  of  joint  negoiiation ; they  are 
not  the  customary  arrangement  of  joint 
negotiation  found  outside — nor  could 
joint  .negotiation  'be  arranged  without 
making  a lot  of  alterations  to  the  status 
and  position  of  the  Universities,  and  in 
a lot  of  other  directions.  This  is  the 
nearest  approach  we  can  get  to  some 
form  of  joint  consultation — with  a small 
j and  smalt  c— and  it  is  the  best  way 
in  which  we  can  get  the  various  bodies 
in  a relationship  to  each  other  which 
is  regarded  by  each  of  them  as  being 
reasonably  satisfactory. 

4779.  Professor  Jewkes : Still  on  para- 
graph 14,  I was  going  to  ask  you,  Sit 
Philip,  about  a matter  which  I think 
you  started  to  raise  yourself  some  time 
ago.  If  you  look  at  paragraph  14  it  is 
quite  clear  that,  as  between  the  three 
groups,  non-medical,  pre-clinical  and 
clinical,  there  has  been  a movement 
towards  equality  of  earnings.  That  is 
to  say,  the  non-medical  earnings  have 
gone  up  44  per  cent,  the  pre-clinical  by 
20  per  cent  and  the  clinical  by  9 per  cent. 

Has  that  been  deliberate  policy? i 

would  say  yes,  on  the  whole,  arising 
rather  in  this  manner— that  the  position 
as  regards  remuneration  of  the  academic 
class  generally  was  admittedly  extremely 
unsatisfactory  in  1949.  It  was,  1 think, 
fairly  generally  concluded  that,  in  rela- 
tion to  medically  qualified  people,  there 
had  got  to  be  a very  considerable  im- 
provement ; but  it  was  felt  at  the  time 
to  be  very  difficult  to  let  what  was  a 
good  argument  in  relation  to  medically 
qualified  people  apply  directly  to  other 
members  of  the  academic  staffs  at  Uni- 
versities. In  1954  a similar  state  of 
affairs  existed,  with  a very  slight  differ- 
ence. The  general  pressure  of  opinion 
in  the  Universities  had  begun  to  have 
an  effect,  and  that  general  pressure  was 
towards  a greater  degree  of  equal  re- 


muneration between  people  who  were  I 
members  of  the  same  academic  commun- 
ity  and  who  had  in  many  respects  pre,  ' 
cisely  similar  functions  to  fulfil,  though  I 
in  relation  to  different  subjects.  In  1957,  | 
the  basis  of  the  revision  was  different 
because  it  was  much  more  on  the 
grounds  of  recruitment  and  of  guaran- 
teeing that  the  Universities  would  be 
able  to  obtain  the  necessary  staff  to 
make  the  Government’s  expansion  policy 
possible.  The  pressure  on  Universities  to 
do  something  to  remove  the  big  differ- 
ences between  medical  and  non-medfal 
remuneration  had  even  more  force  on 
the  1957  occasion  than  previously.  It 
would  not  be  untrue  to  say  that  in 
1957  pari  of  the  objective  was  deliber- 
ately to  eliminate  to  the  maximum  pos- 
sible extent  the  basic  difference  between 
the  pre-clinical  and  non-medical 
remuneration. 

4780.  Chairman : With  the  recruit- 
ment position  as  you  have  explained  it 
during  the  next  ten  or  fifteen  years,  will 
a great  expansion  in  the  Universities  but 
not  in  the  medical  schools— do  you 
envisage  that  it  will  become  even  more 
important  to  reduce  the  differentiation! 

The  differentiation,  except  in  quite  | 

unimportant  respects,  between  the  pre-  ( 
clinical  and  non-medical  has  been  prac-  ( 
tally  eliminated  except  for  the  profes-  ; 
sorial  rank.  The  position  as  regards  J 
medical  remuneration  is  that  in  the  1951  j 
revision  the  .position  as  regards  full-time  j 
medical  stall'  in  Universities  was  notun-  . 
satisfactory  in  relation  to  the  then  level, 
and  even  to  the  present  level,  of  con- 
sultant remuneration.  Of  course,  if  the 
consultant  remuneration  changed  very 
considerably  we  should,  to  a large  extent, 
find  ourselves  back  in  a 'position,  analo- 
gous  to  the  1949  position. 

4781.  But  just  below  the  Professors  I 
are  the  Readers  and  Senior  'Lecturers,  Sir  | 
Philip.  I am  not  absolutely  clear,  but  1 j 
think  the  Senior  Lecturers  in  the  non- 
medical  posts  have  a range  of  salary  I 
varying  to  a maxima  of  £2,250.  In  prt-  | 
clinical,  it  is  with  varying  maxima  up  to  ; 
£2,250,  and  in  the  clinical  it  is  £2,550,  r 
It  is  not  distributed  evenly  among  [ 
Readers  and  Senior  Lecturers. — M j 
but  it  is  very  small  in  relation  to  t*  j 
clinical  posts.  Of  course  there  is  a very 
big  gap  still,  and  generally  speaking, 1 win  [ 
regard  to  lecturers  and  Senior  Lecturers  , 
and  Professors  in  the  clinical  ranges,  , 
their  salaries  can  overlap:  for  example  , 


I 
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there  is  no  reason  why  a Reader  who 
is  a clinician  should  not  be  paid  more 
than  a Professor. 

4782.  Should  not  the  same  thing  apply 
for  Reader  and  Senior  Lecturer  as  to 
Professor?  That  is  to  say,  on  the  whole 
in  the  clinical  posts,  they  .are  nearly  at 
the  top  end  of  the  scale — the  top  end  of 
their  various  maxima  .mentioned  would 
normally  apply ; whereas  in  the  non- 
medical posts  they  would  be  nearer  the 
bottom  end  of  the  maxima.  .If  you  .take 
the  Lecturers  in  the  iprenclinical  grades, 
you  say  there  is  a range  of  £1,650  to 
£2,250— which  is  quite  a range.  Would 
you  say  that  most  of  the  Lecturers  in  the 

pre-clinical  posts  are  the  same? 1 

would  not  say  that  general  difference 
was  valid  at  the  Readership  and  Senior 
Lecturer  range,  as  between  non-medical 
and  pre-clinical,  but  the  Lecturers  are 
sui  generis. 

4783.  Professor  Jewkes : You  thought 
it  was  a good  academic  principle  that 
there  should  'be  equity  of  payment  be- 
tween the  teachers  of  the  same  grade  in 
different  faculties.  Can  you  just  enlarge 
on  that?  Why  do  you  think  it  is  a good 
pmnciple? — - — I wonder  if  you  would 
like  to  make  it  easier  by  taking  out  the 
word  “good”?  I argued  that  it  was  a 
well-established  one. 


4784.  Yes ; then  why  do  you  .think  it 

was  well-established? 1 think  it 

springs  in  the  first  place  from  the  fact  that 
Universities  developed  from  being  small 
and  domestic  close-knit  communities,  in 
which  they  regarded  their  obligations  as 
being  more  on  an  equality  because  of 
the  human  responsibilities  they  have — 
those  with  whom  they  work  and  those 
who  they  teach — rather  than  as  being 
unequal  because  of  the  kind  of 

subjects  which  they  used  for  the 
purposes  of  teaching.  I think  that  is 
where  It  begins.  It  goes  further  ; because 
1 think  that  Universities  generally  have 
wished  to  avoid  big  social  disparities 
within  communities,  and  they  have 
wished  to  prevent  that  state  of  affairs 
occurring  in  which  they  have  very 
different  kinds  of  manners  of  living  going 
on  amongst  people  who  really  should  be 
working  closely  together.  I suppose, 
shortly  one  of  the  arguments  which  is 
strengthened  by  the  first  two.  is  if  there 
is  competition  anywhere,  of  course  it 
does  assist  you  whenever  you  wish  to 
rgue  that  the  general  level  of  remunera- 
tion should  be  raised.  I think  that  is 


being  quite  fair  to  the  argument,  but  I 
daresay  that  possibly  my  colleagues  may 

“S’  and  « they  do  I 
think  they  should  say  so. 

u,4.78-5'  Carman-.  Yes,  please. But 

that  »s  ithe  position  as  I understand  it 
speaking  ,as  one  who.  has  comparatively 
recently  come  .into  the  university  world 
and  has  for  himself  tried  to  find  out 
the  importance  of  this  particular 
phenomenon. 

4786.  Sir  David  Hughes  Parrv  -.  I 
wonder  if  I could  take  you  .a  step 
lurther?  It  has  been  represented  to  us 
very  strongly  that  the  merit  award  should 
be  extended  to  those  who.  work  in  the 
scientific  medical  field,  although  they  are 
■not  registered  for  medical  purposes. 
wouM  there  be  any  repercussions  or 
reactions  in  the  university  world  if  there 
was  an  extension? We  have  con- 

sidered this  on  many  occasions,  not 
without  anxiety.  I think  that,  in  accord- 
ance with  the  point  of  view  which  I have 
tried  ltd  explain,  the  -merit  awards  would 
not  be,  as  you  would  expect,  very  attrac- 
tive as  far  as  the  Universities  were  con- 
cerned at  all.  They  do  represent  a fairly 
substantial  'variation  'between  some 
members  of  the  -staff  of  Universi- 
ties and  the  -rest.  At  the  same 
time  the  merit  awards,  as  they  are  at 
present  -operated,  have  ‘been  siimply  by 
the  operation  -of  time  accepted  as  -being 
both  logically  founded  and  reasonably 
and  sensibly  limited,  and  I think  mowa- 
days  most  people,  jnduding,  for  example, 
less  well  remunerated  Vice-Chancellors, 
have  got  used  to  the  idea  of  a full-time 
clinician  getting  a higher  total  remunera- 
tion, on  the  grounds  that  he  has  all  the 
pain  and  anxiety  .and  worry  of  actually 
carrying  out  clinical  duties  in  dealing 
with  actual  patients.  That  seems  to  rep- 
resent a dear,  acceptable  and  “ justifi- 
able ” criterion.  It  -is  the  cause  of  some 
embarrassment  and  anxiety,  but  at  least 
it  is  embarrassment  and  anxiety  within 
reasonable  limits.  An  extension  of  the 
merit  award  system  beyond  those  who 
were  actually  put  to  the  pain  and  suffer- 
ing of  dealing  with  clinical  work  and 
actual  patients,  would  certainly  increase 
our  difficulties  and  embarrassment  and 
would  certainly  cause  .problems  for  us. 
We  have  thought  very  seriously  whether 
it  was  either  possible  for  us,  or  indeed 
our  duty,  to  try  and  find  some  other 
alternative  proposal  which  would  be  free 
from  some  of  these  difficulties  and  in 
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itself  defensible;  buit  we  think  that  we 
are  neither  responsible  for  making  any 
such  suggestions  nor  if  we  were,  that 
there  were  any  suggestions  that  we  could 
make.  We  have  been  forced — not  with- 
out difficulty — to  ithe  conclusion  that  the 
merit  award  system,  as  it  now  exists, 
though  embarrassing,  is  tolerable ; that 
its  alteration  or  extension  might  be  even 
more  embarrassing  and  consequently 
intolerable,  and  that  * would  certainly 
have  repercussions,  but  those  repercus- 
sions would  be  very  difficult  to  forecast 
unless  we  knew  the  nature  of  the 
changes. 

4787.  Chairman : Sir  Philip,  you  were 
-talking  to  Sir  David  about  the  extension 
to  a fresh  class  of  recipients ; but  would 
your  answer  be  the  same  if  we  had  been 
asking  you  what  you  would  think  of 
increasing  the  amount  of  a merit  award 
or  increasing  the  proportion  of  those 

now  eligible  who  might  obtain  it? It 

would  not  be  quite  the  same  but  in 
some  respects  lit  would  be  similar.  A 
considerable  increase  in  the  incidence  of 
merit  awards  or  in  the  amount  would 
have  such  an  effect  on  the  actual 
remuneration  ‘that  of  course  it  would 
have  a repercussion  of  some  kind — how 
big  would  depend  on  the  size  of  lihe  ex- 
tension and  the  amount  of  increase — 
on  the  salaries  position  generally.  It 
would  not  be  the  same  because  the  de- 
parture from  the  present  criterion,  by 
which  merit  awards  are  confined  to  those 
who  are  actually  responsible  for  the 
treatment  of  patients  and  have  all  the 
disadvantages  and  responsibilities  and 
the  rest  that  goes  with  it,  would  of 
course  introduce  another  factor 
altogether. 

4788.  We  have  heard,  Sir  Philip,  that 

doctors  who  are  not  just  right  within 
the  National  Health  Service  but  who 
are  employed  in  other  ways  such  as 
medical  officers  of  health  are  anxious  to 
be  treated  not  as  members  of  the  par- 
ticular community  of  civil  servants  or 
whatever  it  may  be  in  which  they  work 
but  as  doctors,  and  remunerated  accord- 
ingly. On  the  whole,  in  the  University 
you  favour  a university  community 
Where  all  Professors  can  look  to  each 
other  with  an  equal  .amount  of  respect 
and  think  of  themselves  first  as  Pro- 
fessors?  That  I think  would  be  true. 

4789.  That  really  is  the  position  of  the 

Universities  as  a whole? Yes. 


4790.  And,  Dr,  Aitken,  that  would  on 
the  whole  go  for  the  clinical  faculties, 

would  it? Dr.  Aitken:  I think,  Sir,  I 

would  rather  put  it  this  way,  that  there 
are  two  forces  operating,  both  of  them 
quite  strong  and  important.  One  is  that 
we  wish  a university  community  to  be  a 
community  of  people  and  not  just  an 
aggregation  of  persons  coming  in  and 
doing  their  jobs  and  going  home— and 
these  considerations  about  salary  have  an 
important  bearing  on  whether  they  do 
become  a community  of  people ; we  tie 
them  very  seriously.  But  the  other  force 
that  we  have  also  to  take  very  seriously 
is  the  problem  of  recruitment  subject  by 
subject  and  faculty  by  faculty  In  the  light 
of  the  available  numbers  of  good  people 
in  each  line  of  country  and  the  demands 
for  them  and  the  rewards  offered  to  them 
outside.  It  is  obvious  that  that  forces 
us,  and  has  forced  us,  into  a differentia- 
tion of  salaries  between  medicals  and 
non-medicals  and  even,  as  you  heard,  to 
some  differentiation  of  salaries  within  the 
non-medical  professorial  group.  I hope 
at  least  that  all,  or  very  nearly  all,  the 
justifications  we  gave  for  differentiating 
salaries  among  the  non-medical  Professors 
— we  had  a list  of  them  a little  while  ago 
— are  ultimately  referable  to  the  problem 
of  competition  outside  and  the  need  to 
attract  to  the  University  a sufficient 
number  of  top  level  people. 

4791.  Might  it  be  that  some  entirely 
different  Chair,  for  instance  of  nuclear 
physics  or  engineering,  because  of  com- 
petition from  industry  and  outside 
generally,  had  to  be  dealt  with  in  the 
way  that  clinical  posts  have  had  to  be 
dealt  with  in  the  past,  and  would  that  be 
a very  great  .trouble  if  it  arose? — 'I 
think  it  is  not  unlikely  that  in,  the  near 
future  we  may  find  that  it  is  difficult  to 
maintain  in  some  of  the  engineering 
Chairs  the  level  of  equality  relative  .to  the 
engineering  profession  outside  that  now 
obtains  between  our  medical  professors 
and  the  medical  world  outside.  That  is 
to  say,  the  problem  that  you  adumbrate 
unay  easily  face  us  quite  soon. 

4792.  Would  you  feel  that  is  something 
you  could  deal  with  more  easily,  without 
making  the  University  less  of  a com- 
munity, than,  if  you  had  to  give,  for  in- 
stance, an  extra  £1,500  a year,  say,  which 
is  less  than  some  of  the  top  medical  Pro- 
fessors get  altogether,  over  other  Pro- 
fessors? Would  that  upset  the  whole 
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university  structure? The  point  of 

compromise  would  move  a little,  but  it 
would  not  upset  the  whole  thing  if  it  were 
sufficiently  limited  in  extent.  My  initial 
point  is  that  we  have  got  to  accept  the 
resultant  of  two  forces  and  we  do  not 
want  to  go  too  far  from  the  middle  path. 

4793.  Professor  Jewkes : How  far  might 
you  be  forced  away  from  it?  Take  the 
position  of  science  and.  scientists.  ,T.f  it  is 
generally  accepted  that  there  should  be 
more  scientists  and  science  teachers  in  the 
Universities  might  it  not  be  a good  thing 
to  have  an  increase  in  the  remuneration 
of  scientists  without  an  increase  in  the 
remuneration  of  other  Professors? 
Otherwise  if  you  gave  them  all  an  in- 
crease it  would  frustrate  the  scheme, 

would  it  not? That  is  something  we 

would  have  to  examine  in  the  light  of  the 
situation  at  the  time. — Sir  Philip  Morris : 

I am  not  sure  that  it  really  frustrates  the 
scheme  because  at  any  particular  time  at 
whioh  this  is  done  these  are  not  inter- 
changeable units  and  cannot  compete 
with  each  other  for  the  same  .post. 

4794.  But  in.  so  far  as  they  are  inter- 
changeable units? Originally? 

4795.  Yes. tin  so  far  as  they  are 

interchangeable  units ; but  in  a number 
of  cases  they  are  not  interchangeable 
units,  so  it  would  theoretically  be  per- 
fectly possible  in  the  short  run  to  raise  the 
salaries  of  all  members  of  the  academic 
staff  on  the  grounds  that  it  was  absolutely 
essential  to  raise  some.  It  would  be 
theoretically  possible  in  the  short  run,. 

4796.  Chairman : Provided  you  could 

get  the  money? Yes,  I mean  in  rela- 

tion to  this  question  of  achieving  the 
object. 

4797.  Professor  Jewkes : We  are  always 

being  told  it  would  be  easy  to  divert 
people  from  humanities  to  science  with- 
out anyone  suffering. It  takes  a long 

time.  As  everyone  knows,  the  diversion 
of  people  from  one  field  of  activity  to 
another  involves  a totally  different  time 
factor  from,  for  example,  changing  from 
employment  in  a University  to  employ- 
ment in  an  industrial  firm  in  the  same 
activity.  They  are  really  not  in  pari 
materia,  the  two  (problems,  are  they? 

4798.  I am  an  economist  and  T suffer 
from  the  disadvantages  of  my  profession, 
but  surely  if  on.e  thought  in  terms  of 
getting  the  most,  rapid  increase  in  the 
number  of  scientists  in  the  Universities, 


both  teachers  and  undergraduates,  it 
would  be  better  to  raise  the  remuneration 
of  the  science  teachers  without  raising  the 
remuneration  of  the  people  in  the 
humanities,  would  it  not?— The  long- 
term effect  of  doing  that  might  increase 
the.  number  of  people  who  had  directed 
their  course  towards  science  teaching  in 
Universities,  but  as  between  people  who 
offered  themselves  for  appointment  in 
science  posts  and  non-scientific  posts  it 
would  have  no  immediate  effect  whatso- 
ever between  those  two.  Jt  would  give 
the  Universities  a better  position  possibly 
because  the  remuneration,  was  higher  in 
relation  to  other  scientific  employment. 

4799.  Chairman : But  even  taking  the 
long-term  effects.  Sir  Philip,  is  it  not 
normally  so  that  a dramatic  change  in 
the  relativity  would  be  more  likely  to 
have  a marked  effect  on  the  one  hand 
in  attracting  recruits  and  on  the  other 
hand  in  upsetting  the  university  com- 
munity, and  that  a comparatively  small 
or  gradual  change  would  cause  much  less 
upset  in  the  community  of  people  but 
would  not  have  quite  the  same  effect  in 
strength?  It  is  rather  difficult  to  get 

both. Universities  would,  have  to  be, 

I imagine,  always  reasonable  enough  to 
recognise  the  necessity  on  occasions  for 
some  differentials,  but  they  would  wish 
the  general  policy  in  the  long-term  to 
return  to  at  least  a middle  course,  and 
they  would  not  be  disposed  to  accept 
that,  in  order  to  attract  from  one  field 
of  activity  to  another  field  of  activity,  a 
big  change  of  remuneration  could  in  the 
nature  of  things  be  justified.  They 
would  accept  that  some  change  of 
remuneration  might  conceivably  be  justi- 
fied by  the  necessity  over  a longer  term 
to  direct  parents’  and  boys  and  girls’ 
interests  in  different  directions,  and  that 
might  indeed  operate.  But  if  the  Uni- 
versities themselves,  for  example,  were 
asked  to  operate  a scheme  of  the  scale, 
character,  scope  and  weight  of  the  merit 
award  system  as  applied  to  clinicians  it 
would  be,  I should  say,  beyond  the  limits 
of  tolerability  and  would  be  exceedingly 
disruptive. 

4800,  Looking  to  both  the  areas  over 
the  next  generation  shall  we  say,  are 
you  on  the  whole  wanting  to  influence 
fewer  people  towards  medicine  and  more 
to  some  of  the  other  sciences  which  are 
linked  together,  so  far  as  can  be  seen? 
For  instance,  the  now  Churchill  College 
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and  such,  things  might  seem  to  imply 

that. 1 thing  it  is  probably  the  case 

that  medical  schools  will  not  in  fact 
expand  to  any  considerable  extent,  and 
the  need  of  Universities  for  medically 
qualified  staff  will  be  related  to  the  size 
of  the  medical  schools. 

4801.  It  might  mean  during  /the  period 
if.  there  were  continuing  alteration  in  the 
general  level  of  Salaries  that  the  non- 
clinicai  might  catch  up  further,  and 
quite  a bit  further,  within  the  next  twenty 
years.  But  there  .is  certainly  no 
permanent  relation,  is  that  right,  between 
the  clinical  and  the  other  kinds  of 

Professors? 1 am  not  so  sure  of  that. 

It  is  a little  absolute  to  say  there  is  no 
relationship,  because  there  is  this  pre- 
clinical  group.  “ Pre-cLinica!  ” _ is  an 

ambiguous  phrase  because  it  includes 
people  who  are  medically  qualified  and 
those  who  are  not,  but  it  operates  as  a 
very  powerful  link  between  two  things, 
and  the  two  extremes  could  be  regarded 
as  being  entirely  different — the  clinicians 
on  the  one  hand  and  the  totally  non- 
medical on  the  other. 

4802.  Again,  if  we  think  in  terms  of 
the  Medical  Research  Council,  there  has 
been  a very  sharp  change  in  the  relation- 
ship between  pre-clinical  and  clinical  at 

the  top  levels  since  'before  the  war. 

A change? 

4803.  The  relationship  'between  the  top 

salaries. In  remuneration? 

4804.  In  remuneration. Yes,  but 

then  there  has  been  a change  in  the 
relationship  between  non-medical  and 
medical  remuneration,  ignoring  for  the 
moment  merit  awards  altogether.  I 
would  say  what  occurred  under  the 
Medical  Research  Council  is  analogous 
to  what  has  been  occurring  in  the 
Universities. 

4805.  Professor  Jewkes:  We  have 

discussed  what  might  be  the  reactions 
if  you  widened  the  circle1  for  merit 
awards,  hut  supposing  we  take  another 
hypothesis:  say  the  earnings  of  whole- 
time  consultants  were  increased.  Would 
you  assume  that  inevitably  meant  the 
remuneration  of  medical  professors 
would  have  to  go  up  and,  if  so,  do  you 
think  it  would  have  other  reactions  in 
university  earnings? 1 think  that  an 


increase  in  consultants’  remuneration 
would  have  a direct  impact,  and  I think 
it  would  certainly  have  indirect  conse- 
quences. Further  than  that  I could  not 
reasonably  go  because  I do  not  think 
one  should  commit  oneself  to  an  attitude 
on  a state  of  affairs  which  has  not  in 
fact  arisen.  Of  course  we  none  of  us 
know-Hwe  all  have  very  big  respon- 
sibilities in  these  matters — we  none  of 
us  know  in  precisely  what  circumstances 
an  event  of  this  kind  would  arise,  but  in 
principle  I should  be  obliged  to  say 
that  there  would  be  a direct  impact  and 
indirect  consequences. 

4806.  Sir  David  Hughes  Parry. 

Professor  Jewkes  has  asked  my  question 
about  the  repercussions  if  there  were  a 
general  alteration  upwards  of  the 
remuneration  of  those  in  the  National 
Health  Service,  and  particularly  if  there 
were  added  remuneration  to  the  con- 
sultants. You  have  answered  it. 

Yes. 

4807.  Is  there  any  comment  or  any 
observation  you  would  like  to  make  on 
any  other  matter,  or  any  expansion  or 
enlargement  on  any  matter  that  you  have 
submitted  by  way  of  evidence  that  you 
would  like  to  make?  I would  like  you 

to  have  the  opportunity  to  do  so. 

An  opportunity  which  I very  'gladly  pass 
on  to  all  my  colleagues,  if  there  is  any- 
thing they  have  so  far  been  prevented 
from  saying  which  they  are  anxious  to 
say.  For  my  own  part  I am  only  too 
willing  to  stop  saying  anything. 

. 4808.  Chairman : I hope  someone  will 

take  up  Sir  Philip’s  challenge. 1 can 

only  conclude  that  we  have  had  the 
opportunity  one  way  or  another  of  say- 
ing everything  that  was  worth  saying. 

4809.  Chairman : Thank  you  very 

much,  Sir  Philip,  and  all  of  you  for 
coming.  I think  we  have  covered  all  the 
important  points  that  we  meant  to,  and 
you  have  been  of  great  assistance  to  us, 
because  we  know  the  University  is  one 
of  the  places  where  the  impact  of  any 
change  in  medical  remuneration  is 
greatest.  Thank  you  very  much  indeed. 

You  have  a right  to  summon  us  to 

appear ; otherwise  I would  thank  you 
for  receiving  us. 


{The  witnesses  withdrew .) 
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TWENTIETH  DAY 


Thursday,  1 9th  June,  1958 


Present: 

Sir  Harry  Pu.kington  < Chairman ) 

•Mrs.  K.  M.  C.  Baxter  Sir  David  Hughes  Parry,  Q.C. 

Mr.  J.  H.  Gunlakb,  C.B.E.,  F.I.A.,  Sir  Hugh  Watson,  D.K.S. 

F.S.S.  Mr.  S.  Watson,  C.B.E. 

Mr.  W.  A.  Fuller,  D.S.C.  { Secretary ) 

Mr.  3.  B.  Hume  ( Assistant  Secretary ) 

Explanatory  Note  by  the  Royal  Commission 

The  following  list  of  topics  was  drawn  up  by  the  Royal  Commission  and  issued, 
along  with  an  invitation  to  submit  evidence,  to  all  representative  medical 
organisations : — 

ROYAL  COMMISSION  ON  DOCTORS'  AND  DENTISTS’  REMUNERATION 

(i)  The  quality  and  quantity  of  recruits  (a)  offering  themselves  and  (/>)  accepted 
for  training  as  medical  students. 

(it)  The  quantity  and  quality  of  newly  qualified  doctors. 

(iii)  Wastage  of  men  and  women  during  training  and  in  the  first  few  years 
after  qualification  with  any  remarks  on  incidence  and  causation. 

(iv)  The  cost  and  duration  of  training  and  the  extent  to  which  the  cost  is  or 
should  be  met  front  grants  (including  both  the  adequucy  of  the  grants  and 
the  proportion  of  students  receiving  them). 

(v)  The  position  and  prospects  of  a newly  qualified  doctor, 

(vi)  Any  trend  to  excessive  resort  to  certain  branches  of  the  profession  at  the 
cost  of  others. 

(vii)  The  relative  advantages  and  disadvantages,  financial  and  otherwise,  of 
service  as: — 

(a)  a principal  in  single-handed  general  practice, 

(h)  a partner  in  general  practice, 

(c)  a whole-time  consultant  in  the  National  Health  Service, 

(rf)  a part-time  consultant  with  the  maximum  number  of  sessions, 

(e)  a part-time  consultant  with  only  a few  sessions, 

(/)  a Senior  Hospital  Medical  Officer, 

(g)  a dootor  .in  any  other  sort  of  practice  or  employment. 

• Afternoon  only. 
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(viii)  The  difficulties  encountered  by  members  of  the  registrar  grades. 

fix')  The  difficulties  of  entering  general  practice,  with  special  reference  to  the 
position  and  prospects,  financial  and  otherwise,  of  assistants. 

(x)  The  importance  of  private  consulting  practice  as  an  incentive  to  entering 
the  consultant  branch  of  medicine. 

(xi)  Expenses  in  general  practice,  how  far  they  vary  above  and  below  the 

V ’ average  and  how  far  payments,  e.g.  towards  capital,  have  to  be  made 

which  are  not  allowable  as  expenses  for  Income  Tax  purposes. 

(xii)  Comparative  treatment  for  Income  Tax  purposes  and  in  relation  to  expenses 
of  whole-time  and  part-time  consultants  in  the  National  Health  Service. 

(xiii)  Any  anomalies  in  the  methods  of  payment  of  any  branch  of  the  profession, 
e.g.  maldistribution  as  opposed  to  wrong  total  volume. 

(xiv)  Comments  on  the  present  system  of  calculating  and  distributing  general 
practitioners’  remuneration  through  a central  pool. 

(xv)  General  comments  on  the  system  of  merit  awards  and  the  method  of 
allotting  them,  with  any  suggestions  for  an  alternative  system. 

(xvi)  Particulars  of  financial  stringency  suffered  by  any  classes  of  doctors 
illustrated  by  personal  budgets  of  practitioners. 

(xvii)  Special  considerations  of  which  account  ought  to  be  taken  in  discussions 
of  medical  remuneration. 

(xviii)  Specific  proposals  for  medical  remuneration. 

(xix)  The  practicability  of  the  profession  establishing  a fixed  scale  of  payments 
for  assistants  in  general  practice. 

(xx)  Proposals  for  specific  machinery  or  procedures  to  be  established  for  dealing 
with  future  discussions  of  medical  remuneration. 

(xxi)  Any  factors  other  than  remuneration  which  are  affecting  the  contentment 
of  general  practitioners. 


SCOTTISH  ASSOCIATION  OF  MEDIC  AE  ADMINISTRATORS 
Evidence  for  submission 
to  the 

Royal  Commission  on  Doctors'  and  Dentists’  Remuneration 

Preamble 

1 This  memorandum  is  concerned  solely  with  the  remit  of  the  Royal  Commission 
as  it  applies  to  the  terms  and  conditions  of  service  of  members  of  the  Scottish 
Association  of  Medical  Administrators.  Our  members  work  in  the  closest 
co-operation  with  their  medical  colleagues  in  all  branches  of  the  National  Health 
Service  and  at  one  point  in  our  discussions  we  considered  submitting  evidence 
covering  a much  wider  field.  Memoranda  are,  however,  being  submitted  to  the 
Royal  Commission  from  all  branches  of  the  National  Health  Service  and  it  now 
seems  clear  to  us  that  no  very  practical  purpose  would  be  served  by  repeating 
evidence  being  brought  -before  the  Royal  Commission  from  other  and  more 
appropriate  sources. 

2.  We  do  feel,  on  the  other  hand,  that  there  is  a great  need  to  clarify  and 
re-appraise  the  position  of  Medical  Administration  in  the  National  Health  Service. 
This  need  is  most  clearly  seen  in  reference  to  the  position  of  the  whole-time 
Administrative  Medical  Superintendents  of  Hospitals. 

3.  It  will  be  found  that  in  this  Memorandum  we  keep  coming  back  again  and 
again  to  the  position  of  these  Medical  .Superintendents.  What  applies  to  them 
applies  also  very  largely  to  Medical  Administration  in  the  National  Health  Service 
as  a whole,  and  if  the  position  of  these  doctors  working  in  hospital  administration 
is  secured  much  will  have  been  done  to  clarify  and  establish  the  position  of  Medical 
Administration  in  the  National  Health  Service,  at  -least  so  far  as  Scotland  is 
concerned. 
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Description  of  the  Association 

4.  The  Scottish  Associaion  of  Medical  Administrators  was  founded*  “ to  maintain 
and  develop  medical  administration  within  the  National  Health  Service ; to  provide 
opportunity  for  Medical  Administrators  to  meet  and  discuss  matters  of  clinical  and 
administrative  interest ; and  to  foster  training  and  instruction  in  Medical 
Administration.’* 

5.  Membership  is  open  to  Medical  Administrators  in  Scotland  from  the  Depart- 
ment of  Health,  the  Regional  Hospital  Boards  and  the  Hospitals.  There  are  some 
eighty  doctors  eligible  for  membership  and  the  main  correspondence  of  the 
Association  goes  to  them  all.  The  paid  up  membership  is  forty-five.  Meetings  are 
held  quarterly  and  are  attended  by  up  to  forty  members — -the  average  attendance 
is  twenty-five.  The  meetings  are  held  in  different  hospitals  in  the  five  regions  of 
Scotland  dn  turn  and  opportunities  are  taken  of  seeing  and  discussing  new 
developments  as  they  occur. 

6.  The  Council  of  the  Association  has  a President,  Chairman,  Vice-Chairman, 
Secretary  and  Treasurer  and  ten  ordinary  members.  They  are  chosen  so  as  to  be 
as  representative  as  possible  of  the  five  regions  and  of  the  different  kinds  of  Medical 
Administrator  forming  the  membership  of  the  Association.  The  1956-57  Council  has 
7 iMedical  Superintendents,  2 Physician  Superintendents,  2 Senior  Administrative 
Medical  Officers  of  Regional  Boards,  2 from  the  Department  of  Health  and  1 Deputy 
Medical  Superintendent — ’geographically  it  covers  2 from  the  North-Eastern  Region, 

3 from  the  Eastern,  3 from  the  Western,  4 from  the  South-Eastern  and  2 from  the 
Department  of  Health.  When  appointed,  one  of  the  Council  members  was  from 
the  Northern  Region  but  has  since  transferred.  (Appendix  A.) 

Historical  Background  of  Scottish  Association  of  Medical  Administrators 

7.  The  Association  came  into  being  dn  1954.  It  was  formed  from  the  Scottish 
Branch  of  the  Medical  Superintendents’  Society  and  when  it  was  farmed  membership 
was  widened  to  include  in  addition,  to  Medical  Superintendents,*  “ other  Medical 
Administrators  within  the  National  Health  Service.” 

8.  The  reasons  for  this  secession  are  not  hard  to  find.  By  1954  'the  attitude  to 
Medical  Superintendents  in  England  and  Wales  had  become  so  different  from  that 
in  Scotland  that  separation  was  the  logical  step.  It  was  a step  understood  and  agreed 
to  by  Medical  Superintendents  on  both  sides  of  the  border. 

9.  By  1954,  in  England  and  Wales,  Administration  was  coming  to  be  regarded  as 
a profession  of  which  hospital  administration  formed  a branch.  This  meant  that 
a training  in  catering  or  accountancy  with  secretarial  and  administrative  experience 
could  form  the  basic  training  for  a hospital  administrator  on  which  background  he 
could  learn  whatever  further  skill  and  modification  hospital  administration  might 
require.  As  a result  of  this  attitude  Medical  Superintendents  were  being  replaced  in 
England  and  Wales  by  Lay  Administrators.  Bradbear  bears  this  out  by  the  falling 
figures  for  Medical  Superintendents  (Bradbeer  paras.  48  and  49)  and  in  particular 
points  out  that  by  1952  only  eight  full  time  Medical  Superintendents  were  left  in 
England  and  Wales. 

10.  In  Scotland  the  feeling  was  and  is  quite  different.  Here  we  feel  that  since 
a Hospital  is  for  the  care  of  patients,  and  since  the  care  of  patients  is  a medical 
responsibility,  medically  trained  men  are  best  suited  to  administer  the  hospitals: 
in  fact,  that  Medicine  is  a profession  within  which  Medical  Administration  has  a 
logical  and  recognised  place. 

11.  The  difference  between  the  two  systems  has  other  features  of  importance.  In 
England  and  Wales  Medical  Superintendents  are  still  appointed  to  some  hospitals. 
But  such  Medical  Superintendents  are  not  Medical  Administrators  in  the  Scottish 
sense.  They  are  part-time  administrators  with  a main  interest  in  _ some  clinical 
specialty.  This  concept  of  Medical  Administration  is  made  clear  in  Bradbeer(a) 
para.  72,  which  says — “ The  medical  administrator  must  be  a consultant  in  active 
practice  ...  we  do  not  think  he  should  be  required  to  give  more  than  a reasonable 

* Extracted  fromfhe  Constitution  of  the  Association, 
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nro'Dortion  of  his  time  to  administration”.  Now  at  once  that  lays  the  English 
Smn  to-  two  charges.  (1)  It  fails  to  recognise  that  the  Medical  Administration 
nfTwSl  nr  Grow  of  Hospitals  of  any  size  us  a full-time  job  and  that  to  try 
to  doW? 'iSob  is  llSy  to  lead  to  it  being  badly  done  (2)  A consultant 
in  clinical  charge  of  -cases  in  one  section  of  a hospital  when  he  is  put  in  full 
administrative  charge  -of  the  whole  hospital  is  sometimes  charged  with  seeking  to 
exS  control  over  clinical  practice  throughout  the  hospital  and  this  leads  to  friction 
with  other  clinicians. 

12  It  is  on  these  grounds  -that  Medical  Superintendents  are  so  frequently  criticised 
in  England  and  Wales  and  these  are  the  arguments  used  even  by  the  Consultants 
and  Specialists  in  England  and  Wales  for  their  frequent  failure  to  support  Medical 
Superintendents. 

13  In  Scotland  the  picture  is  quite  different.  Here  in  the  General  Hospitals  the 
Medical  Superintendent  -is  a -full-time  administrator  without  clinical  responsibilte. 
The  Hospital  Superintendents  in  Scotland  who  have  clinical  responsibilities  are  the 
Physician  Superintendents  of  the  special  hospitals.  It  is  ot  interest  to  note  that  the 
Bradbeer  Report  in  discussing  forms  of  Medical  Administration  in  Hospitals 
discusses  five  different  forms  but  none  of  these  is  a Medical  Superintendent  in  the 
Scottish  sense — a man  who  has  chosen  Medical  Administration  as  his  specialty  and 
makes  it  his  career. 

14.  In  Scotland  too  it  is  important  to  remember  that  the  Medical  Superintendents 
e-niov  the  full  confidence  and  support  of  the  Consultants  and  Specialists.  The 
Consultants  and  Specialists  of  Scotland  in  1949  unanimously  adopted  a report  on 
the  -no-s-iti-on  of  Medical  Superintendents  which  they  have  reaffirmed  on  various 
occasions  since  then.(”)  The  folio-wing  quotations  from  that  report  are  pertinent. 
“The  great  -teaching  infirmaries  from  their  foundation  in  the  eighteenth  and  nine, 
taenth  centuries  have  ■employed  a medically  qualified  person  to  superintend,  on  behalf 
of  the  managing  body,  the  day-to-day  running  of  the  institution  . In  the  running 
of  any  major  hospital  purely  medical  problems  must  frequently  arise  which  involve 
decisions  which  can  only  -properly  be  taken  by  a qualified  medical  man  . It 
appears  to  us  to  -be  incontrovertible  that  such  day-to-day  decisions  would  require 
the  authority  of  the  executive  head  of  the  hospital ",  “ We  have,  therefore,  come 
to  th-e  firm  conclusion  that  the  medical  superintendent  ought  to  be  the  chief  executive 
officer  of  the  hospital  or  group  of  hospitals  ”, 


15.  A recent  publication  o-f  W.H.O.P)  underlines  the  fact  that  in  its  continuance 
of  Medical  Superintendents  as  -envisaged  by  the  Henderson  ReportO)  Scotland  is 
in  step  with  expert  world  thinking  on  the  subject.  In  the  torsi  Report  of  the 
Expert  Committee  on.  Organisation  of  Medical  Care”,  W.H.O.  in  a paragraph  on 
hospital  administration  we  read  : — 

“The  Committee  wore  of  opinion  that  for ^ the  overall  administration  of  a 
hospital  a -physician  was  preferable  to  a layman.” 

andi 

“ ft  -was  -agreed  that  a physician  administrator  of  a large  hospital  should  be 
-employed  on  a full-time  basis  preferably  without  clinical  responsibilities. 

(The  relevant  paragraph  .is  quoted  -in  full  as  an  appendix  —Appendix  B.) 

16.  In  Scotland  -there  is  considerable  anxiety  lest  the  present  English  system  of 
lay  administration  be  imposed  on  the  Scottish  Hospitals  and  a general  feeling  that 
the  W.H.O.  -pronouncement  should  be  given  wide  publicity  so  that  it  becomes  clear 
that  not  in  Scotland  but  -in  England  and  Wales  the  decision  has  been  taken  to  marc# 
out  of  step  with  world  opinion. 

17  Another  -point  of  interest  and  contrast  between  the  two  countries  is  that  while 
in  Scotland  we  -would  seem  to  have  established  the  status  of  Medical  Superintendents 
and  declared  -for  their  continuance,  in  England  and  Wales  such  part  time  Medical 
Superintendents  as  do  continue  have  achieved  a financial  award  which  we  have 
failed  to  do.  The  Bradbeer  report  recommends  that  where  a Consultant  is  employee 
in  (Medical  Superintendent  duties  “ he  should  not  be  penalised  financially  for  me 
time  he  devotes  to  Medical  Administration  work 
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Replies  to  the  Royal  Commission’s  Questionnaire* 

18  In  preparing  the  present  memorandum  the  relevant  questions  from  the 
questionnaire  supplied  were  circulated  to  members  of  Council  and  the  following 
extracts  from  replies  may  be  of  value. 

iv  The  cost  and  duration  of  training  for  Medical  Administration  in  any  form  is 
that  of  a six-year  M.B.,  Ch.B.  course  followed  by  a year’s  hospital  experience  before 
registration.  To  this  must  be  added  a further  post  graduate  year  for  the  D.P.H. 
Course  or  some  equivalent.  For  hospital  administration  there  must  be  a further 
neriod  of  experience  in  hospital  service  of  three  to  five  years  while  experience  in 
other  branches  of  the  medical  service  is  desirable — a period  of  over  twelve  years' 
training  and  experience,  by  which  time  the  candidate  is  likely  to  be  over  30  years 
old. 

Where  present  occupants  of  posts  in  medical  administration  so  desire,  it  would 
seem  to  be  quite  in  accord  with  modem  practice  to  suggest  that  leave  with  pay 
should  be  available  to  enable  them  to  take  the  D.P.H.  course. 

vii  The  advantages  and  disadvantages  of  service  as  a Medical  Administrator 
have  been  put  as  follows.  The  main  advantage  to  the  individual  is  that  Medical 
Administration  offers  to  the  doctor  a wide  field  of  interest  demanding  initiative, 
foresight  and  leadership.  Within  limits  it  permits  freedom  of  action,  absence  of 
repetition  and  opportunity  to  exercise  his  clinical  knowledge  over  the  whole  field 
ofhis  superintendence.  The  main  advantage  to  the  service  as  a whole  will  be 
seen  with  proper  recruitment  when  Medical  Administration  provides  knowledgeable 
leadership  mellowed  by  tact,  good  humour  and  strict  impartiality.  The  disadvantages 
to  the  individual  doctor  are  that  at  present  medical  administration  is  a relatively 
poorly  paid  career  devoid  of  financial  incentive.  This  is  also  a disadvantage  to 
the  service  as  a whole  because  it  deprives  the  service  of  a valuable  adjuvant  to 
good  recruitment. 

In  this  connection  the  whole  Henderson  report  is  apposite  and  a copy  is  enclosed 
with  this  memorandum.  Attention  is  particularly  drawn  to  the  recommendations 
on  page  21. 

xiii  In  dealing  with  anomalies  in  the  methods  of  payment  to  Medical  Admini- 
strators the  following  points  have  been  made.  Medical  Superintendence  is  a 
specialty  by  itself,  born  of  long  practical  experience  of  handling  medical  and  other 
staffs  and  patients  in  hospital,  and  dealing  with  the  difficult  situatiqns  that  arise. 
This  is  not  a procedure  that  can  be  laid  down  by  any  rule  of  thumb  method  by 
official  regulations.  It  is  a profession  that  calls  for  tact  and  human  understanding, 
combined  with  a knowledge  of  the  medical  background  against  which  such  situations 
arise,  together  with  a knowledge  of  official  regulations ; but  these  latter  are  only 
of  importance  as  a guide  to  a Medical  Superintendent  to  enable  him  to  cope  with 
his  problems.  They  are  by  no  means  a solution  of  his  problems.  The  solution  can 
only  come  from  his  practical  experience  and  knowledge.  It  is  everywhere  apparent 
in  Scottish  hospitals  that  the  consultant  staff  regard  the  Medical  Superintendent  as 
of  equal  status.  On  these  grounds  it  is  contended  that  the  salaries  of  Medical 
Superintendents  ought  to  be  at  least  the  equivalent  of  that  of  consultants,  and  not 
as  at  the  present  time  more  than  £1,000  less  than  consultants’  salaries.  This  anomaly 
has  already  been  pointed  out  in  the  introductory  part  of  this  memorandum,  its 
remedy  is  strongly  supported  by  the  Henderson  report,  .it  is  an  anomaly  which  is 
seen  in  some  degree  in  all  forms  of  'Medical  Administration.  It  is  worth  repeating 
here  that  for  England  and  Wales  the  Bradbeer  report  recommends  (and  these 
recommendations  are  carried  out)  that  where  a consultant  does  administrative 
duties  he  shall  be  paid  for  that  service  at  the  same  rate  as  for  his  other  sessions. 

In  the  case  of  Physician  Superintendents  the  Association  would  carry  the  case 
a step  further.  Here,  in  addition  to  his  clinical  work,  the  Physician  Superintendent 
has  administrative  responsibilities  and  duties  which  can  be  more  demanding  even 
than  his  clinical  work.  Being  resident  he  is  more  completely  “ whole-time  ” than 

* Roman  numerals  correspond  to  the  numbered  questions  sent  by  the  Royal  Commission. 
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other  Medical  Officers.  He  thus  merits  extra  remuneration  over  and  above  his 
clinical  colleagues  and  without  such  extra  remuneration  it  will  continue  to  be  difficult 
to  fill  these  posts. 


xvi.  With  Tegard  to  financial  stringency  it  is  clear  from  what  has  now  been  said 
that  Medical  Administrators  as  a class  have,  up  to  the  present,  been  treated  as  poor 
relations  and  in  comparison  with  their  clinical  colleagues  suffer  financial  stringency. 
A clear  example  of  this  disparity  is  seen  in  the  faot  that  the  top  salary  for  the  three 
highest  Administrative  Medical  Superintendents  in  Scotland  is  £1,000  less  than  the 
top  of  the  Consultant  salary  scale  without  Merit  award.  In  the  days  before  the 
National  Health  Service  the  Medical  Superintendents  were  more  adequately  paid 
and  often  had  in  addition  to  their  salaries  a free  house  with  light  and  fuel  and, 
especially  in  Teaching  Hospitals,  an  entertainment  allowance. 

xvid.  The  special  considerations  to  be  taken  into  account  when  thinking  of  the 
remuneration  and  recruitment  of  Medical  Administrators  and  especially  of  Hospital 
Superintendents,  include  these : the  Medical  Superintendent  is  a specialist  requiring 
sound  clinical  knowledge  so  that  he  can  fully  appreciate  the  outlook  of  other 
members  of  the  Medical  profession  whether  in  hospital,  public  health  or  general 
practice : the  Medical  Superintendent  is  the  person  in  hospital  who  carries  ultimate 
responsibility.  Other  considerations  mentioned  by  members  are  the  Medical 
Superintendent’s  responsibility  for  entertainment,  the  length  of  his  experience  and 
training  and  the  high  ethical  standards  very  properly  required  of  these  officers. 

There  is  considerable  anxiety  about  the  future  recruitment  of  the  right  kind  of 
doctors  for  Medical  Administration.  It  is  felt  that  the  establishment  of  some  three 
training  posts  an  the  Hospital  Service  in  Scotland  to  give  insight  into  -the  work  at 
Departmental,  Regional  and  Hospital  levels  will  help  this,  but  again  the  question 
is  clearly  related  to  promotion  prospects  and  salary  scales  and  there  is  an  obvious 
need  for  promotion  which  is  both  competitive  and  rewarding. 


xviii  Specific  proposals  for  the  remuneration  of  full-time  Medical  Superintendents 
in  the  General  Hospitals  of  Scotland  have  been  prepared.  'These  proposals  can 
well  form  the  basis  of  scales  for  other  grades  -of  Medical  Administrators. 

In  Scotland  the  responsibilities  of  those  Medioal  Superintendents  were  assessal 
on  the  number  of  beds  in  the  hospitals  and  the  number  of  individual  hospitals 
under  his  care.  On  this  basis  the  general  hospitals  were  graded  into  6 classes. 
The  present  salary  scales  for  these  classes  are  given  in  an  appendix  to  the 
Henderson  report.  Following  the  issue  of  that  report  the  Scottish  Association  of 
Medical  Administrators  prepared  fresh  scales  to  conform  with  recommendation  6 
(Henderson  report  page  22). 

“ The  salaries  of  Medical  Superintendents  in  hospitals  should  be  increased  so 
that  the  amount  paid  to  the  posts  of  greatest  responsibility  compare  broadly  with 
the  salaries  paid  to  consultants  ”. 

In  drawing  up  these  scales  the  Association  has  accepted  for  the  present  the 
existing  grading  of  hospitals.  The  scales  prepared  are  as  follows: — 


Group  1. 
Group  2. 
Group  3. 
Group  4. 
Group  5. 
Group  6. 


(3)*  £2,750  X 100—3250. 
(3)  £2,650  x 100—3150. 
(7)  £2,550  x 100—3050. 
(9)  £2,350  x 100—2850. 
(3)  £2,050  x 100—2550. 
(2)  £1,850  x 100—2350, 


These  scales  are  based  on  consultants’  salaries  as  at  April  1st,  1957,  and  should 
be  subject  to  revision  so  that  the  ceiling  scale  in  Group  1 rises  as  that  of  the 
Consultants  rises  and  that  the  ceiling  scale  in  Group  6 remains  appreciably  higher 
than  the  ceiling  for  S.H.M.O.’s. 

The  Deputy  Medical  Superintendents  are  at  present  paid  on  a scale  of  two- 
thirds  that  of  the  corresponding  Medical  Superintendent  and  no  change  to  that 
relationship  is  at  present  proposed. 

* The  number  within  the  brackets  is  the  number  of  appointments  in  that  group. 
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xx,  In  considering  the  arrangement  for  negotiating  salaries  it  is  contended  that 
this  Association  should  be  included  in  the  machinery  for  discussions  and  negotia- 
tions It  is  also  stressed  that  'the  salaries  of  all  medical  officers  within  the  hospital 
service  should  continue  to  be  considered  by  one  and  the  same  Whitley  Council. 

xxi.  In  commenting  on  factors  other  than  remuneration  which  are  affecting  the 
contentment  of  doctors  working  in  the  sphere  of  Medical  Administration,  two 
points  were  brought  out : they  have  financial  implications  and  so  are  perhaps  not 
totally  unrelated  to  remuneration. 

(1)  There  still  are  anomalies  in  respect  of  charges  for  emoluments  and  amenities 

a.  more  liberal  attitude  in  such  apparently  small  matters  would  be  well  worth 

while.  Some  of  these  anomalies  are  inevitable  but  it  is  felt  in  particular  that  where 
a Medical  Superintendent  is  expected  to  entertain  Hospital  guests  he  should  have 
an  entertainment  allowance. 

(2)  Some  members  have  felt  a certain  insecurity  of  status  and  while  this  will  be 
clarified  if  the  Henderson  report  is  implemented,  especially  in  regard  to  recom- 
mendation 4 which  says  that  the  Medical  Superintendent  ‘ ought  to  be  the  co- 
ordinator of  all  activities  within  the  hospital  ’ there  are  many  who  maintain  that 
status  cannot  he  dissociated  from  remuneration  and  that  to  maintain  ‘his  position 
as  Superintendent  and  Co-ordinator  the  occupant  of  such  a post  must  be  properly 
rewarded  financially. 

Comment 

19.  In  spite  of  the  support  for  Medical  Superintendents  given  by  the  Scottish 
Consultants  and  Specialists,  the  Guillebaud  report,  the  Henderson  recommenda- 
tions and  the  W.H.O.  documents  quoted  in  Appendix  B,  there  still  is  anxiety  in 
Scotland  lest  the  English  system  of  lay  administration  be  imposed  on  the  Scottish 
Hospitals. 

20.  The  Henderson  report  in  paragraph  15  fails  to  make  the  Scottish  position 
in  this  matter  clear.  That  paragraph  states  that  22  Hospital  Groups  out  of  84 
have  medical  superintendence  and  so  the  paragraph  concludes  “it  can  be  seen 
that  at  present  only  a minority  are  directly  concerned  with  the  appointment  of 
administrative  medical  superintendents  ”,  The  statement  as  it  stands  is  true  but 
the  comparison  of  22  Boards  with  84  as  the  possible  number  is  misleading  and 
might  even  suggest  that  75  per  cent,  of  the  Boards  in  Scotland  have  lay 
administration. 

21.  How  far  this  is  from  the  true  position  will  be  .seen  at  once  when  we 
remember  that  the  84  Boards  mentioned  include  Boards  with  responsibilities  an 
outlying  and  island  communities,  2 Boards  which  are  Dental  Boards  and  have  no 
hospitals,  2 Boards  of  Special  Hospitals  which  have  Physician  Superintendents 
and  24  Boards  of  Mental  Hospitals  and  Mentally  Defective  Institutions  which  also 
have  Physician  Superintendents. 

22.  A much  better  way  to  appreciate  the  overall  position  in  the  Scottish  Hos- 
pitals is  to  consider  the  method  of  administration  in  relation  to  the  number  of 
beds  administered,  This  is  done  in  'the  tabic  in  Appendix  C which  shows  that 
up  to  the  present,  nearly  all  hospitals  in  Scotland  of  250  beds  and  over  are  in  fact 
medically  administered  and  that  88  per  cent,  of  the  beds  in  general  hospitals  or 
93  per  cent,  of  all  hospital  beds  in  Scotland  are  medically  administered. 

Conclusion 

23.  This  Memorandum  serves  to  show  that  Medical  Administration  is  a medical 
specialty  within  the  profession  as  a whole  and  performing  a valuable  function 
within  the  National  Health  Service. 

24.  The  recent  report  prepared  for  the  Department  of  Health  for  Scotland  on 
“ Medical  Superintendents  and  Medical  Staff  Committees  ” {The  Henderson  report) 
agrees  with  our  contentions.  The  evidence  of  our  Memorandum  is  also  unreservedly 
supported  by  the  Scottish  Consultants  and  Specialists  and  by  'the  World  Health 
Organisation  Expert  Committee. 
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ithnt  ithp  recognition  of  Medical  Administration,  as  a 
25.'  tm  k,  own  right  is  overdue  and  as  a logical  stop  towards  that  recognition 
specialty  m its  ®wn  rig  , u ^es  for  whole-time  Administrative  Medical 

Superintendents16  and^a^  proper^  career  structure  for  Medical  Administrators 
throughout  'the  National  Health  Service. 
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APPENDIX  “ B ” 

WORLD  HEALTH  ORGANISATION  TECHNICAL  REPORT  SERIES  No.  122 

ROLE  OF  HOSPITALS  IN  PROGRAMMES  OF  COMMUNITY  HEALTH 
PROTECTION 


page  23 


7.  Administration  and  Organisation 


7.— (1)  The  Hospital  Administrator  and  hospital  staff 
The  Committee  noted  that  in  a certain  number  of  countries  hospital  management 
is  carried  out  by  non-medical  administrators,  usually  trained  at  commercial  or 
business  schools.  In  other  countries,  hospitals  are  administered  by  physicians  with 
special  administrative  experience,  and  it  was  mentioned  that  at  least  in  one  country 
a public  health  degree  was  necessary  in  order  to  become  director  of  a general 
hospital.  The  Committee  was  of  the  opinion  that,  for  the  overall  administration 
of  a hospital,  a physician  was  preferable  to  a layman.  Among  the  arguments 
advanced  in  support  of  this  contention  was  that  a medically  qualified  administrator 
would  tend  to  enjoy  greater  confidence  and  respect  and  therefore  closer  co-operation 
from  all  the  professional  staff  who  have  direct  contact  with  the  members  of  the 
community  seeking  help  and  guidance.  He  would  also  better  understand  the  needs 
and  problems  of  a hospital  service  and  would,  in  consequence,  have  the  best  chance 
of  arriving  at  satisfactory  decisions. 


It  was  however,  recognised  that  a large  part  of  the  day-to-day  administration  of 
a hospital  is  concerned  with  what  were  called  “ house-keeping  ” duties  which  are 
essential  for  the  overall  management  of  any  establishment  catering  for  human  wants 
The  Committee  thought  that  this  aspect  was  often  unduly  stressed,  important  though 
it  admittedly  is.  A medtcally-qualifled  hospital  administrator  could  nevertheless  be 
assisted  by  a fully-trained  lay  hospital  administrative  assistant  who  could  be 
responsible  for  these  duties.  On  the  other  hand,  an  administrative  committee  could 
be  organised  to  assist  the  hospital  administrator  to  discharge  these  duties.  It  was 
recommended  that  a senior  nurse  should  always  be  a member  of  such  a committee. 

It  was  agreed  that  a physician-administrator  of  a large  hospital  should  be  employed 
on  a full-time  basis,  preferably  without  clinical  responsibilities,  and  he  should  be 
adequately  trained  in  hospital  administrative  techniques.  It  was  also  emphasised 
that  a careful  evaluation  of  candidates  lor  hospital  administration  training  should 
always  be  made  to  ensure  that  medical  trainees  who  have  a “ flair  ” for  administra- 
tive and  public  health  work  are  selected. 
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APPENDIX  C 

Hospital  Beds  in  Scotland  and  their  method  of  superintendence  in 

RELATION  TO  THE  SIZE  AND  TYPE  OF  HOSPITAL 


The  figures  used  here  are  taken  from  the  1957  edition  of  the 
Hospitals  Year  Book 


Size  and  Type 
of  Hospital 

With  full-time 
Administrative 
Medical 
Superintendents 

With  Surgeon 
and  Physician 
Superintendents 

With  part-time 
Medical 
Superintendents 

Others 

No.  of 
Hospital 

Total 

beds 

No.  of 
Hospital 

Total 

beds 

No.  of 
Hospital 

Total 

beds 

No.  of 
Hospital 

Total 

beds 

Over 
500  beds 

t General 
i Mental 

16 

12,836 

3 

20 

1,899 

20,483 

— 

— 

1 

796 

250  bur 
under 
500  beds  J 

^ General 
Mental 

17 

5,467 

1 

9 

362 

3,560 

- 

- 

- 

100  but' 
under 
250  beds. 

General 

Mental 

42 

6,161 

4 

12 

798 

1,985 

7 

1,003 

10 

1,637 

50  but 
under 
100  beds. 

, General 
Mental 

35 

2,446 

7 

1 

453 

71 

9 

575 

13 

894 

Under  1 
50  bedsj 

. General 
Mental 

84 

2,188 

3 

6 

106 

116 

33 

731 

61 

1,410 

Totals  - 

General 

Mental 

194 

29,098 

18 

48 

3,618 

26,215 

49 

2,309 

85 

4,737 

Thus:— (i)  Of  65,977  hospital  beds  in  Scotland  under  the  National  Health  Service,  only  4,737 
are  without  Medical  Superintendence,  i.e.,  7 per  cent,  of  the  total. 

(ii)  Of  39,762  hospital  beds  in  Scotland  exclusive  of  the  Mental  Health  beds,  29,098  are 
administered  by  whole-time  Administrative  Medical  Superintendents,  i.e.,  73  percent., 
and  of  the  remainder  a further  15  per  cent,  is  medically  administered  either  by  part- 
time  Medical  Superintendents  or  Physician  Superintendents. 
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Examination  of  Witnesses 

Dr.  S.  G.  M.  Francis,  Chairman  of  the  Association 
Dr.  C.  Bainbridge,  Vice-Chairman 
Dr.  F.  D.  Beddard 
Dr.  W.  Mackie 

Dr.  P.  W.  R.  Petrie,  Honorary  Secretary  and  Treasurer 

on  behalf  of  the  Scottish  Association  of  Medical  Administrators 

Called  and  Examined 


4810.  Chairman-.  Dr.  Francis,  as 
Chairman  of  the  Scottish  Association  of 
Medical  Administrators  you  will  be 
acting  as  the  principal  spokesman,  will 

you? Dr.  Francis-.  We  discussed  this 

this  morning,  Sir,  and  although  I can  act 
as  spokesman  if  you  like,  I would  prefer 
just  to  direct  the  batting  order  because 
I do  not  want  to  do  all  the  talking. 


4811.  You  will  find  questions  being 
shot  at  you  from  any  member  of  the 
Commission  on  these  matters,  but  prin- 
cipally from  Sir  .Hugh  .Watson,  who  has 
'been  the  Chairman  of  the  Subcommittee 
which  has  considered  this  particular 
batch  of  evidence,  I must  remind  you 
that  this  is  a public  session,  so  anything 
which  is  said  is  liable  to  appear  in  print, 
at  any  rate  in  the  printed  evidence  which 
we  will  eventually  produce.  You  are 
concerned  with  a .particular  point  and 
we  intend  to  try  and  keep  it  to  the  rather 
narrow  issue  which  affects  administrators 
in  .particular.  We  may  have  to  go  a little 
to  one  side  or  another  of  that.  That 
therefore  means  we  do  not  expect  to 
cover  every  point  you  have  raised  in  your 
memorandum,  but  I hope  you  will  not 
think  that  those  we  do  not  cover  are 
necessarily  either  accepted  or  considered 
irrelevant,  because  of  course  we  have 
covered  much  of  the  ground  with  other 
bodies  from  tame  to  time.  Equally  of 
course,  as  you  .probably  know,  if  we  do 
not  qufstion  you  nobody  else  will,  and 
so  we  shall  question  you  perhaps  rather 

im  iy'  You  ate  not  10  takc  that  as 

implying  any  kind  of  hostility, -No 

Sir,  we  will  not. 


4812.  Would  you  mind  first,  for  the 
■Purposes  of  the  record,  describing  you? 
Association  and  its  coverage,  member- 

ShSn  i80  to*?— -The  Association 
has  been  in  existence  now  for  four  years, 
and  n was  formed  by  our  agreeing 
amongst  ourselves  to  dissolve  the  Medical 
Superintendents’  Society,  Scottish  branch. 


and  reconstitute  ourselves  Into  a Scot- 
ish  Association  of  Medical  Administra- 
tors. We  now  embrace  doctors  in  the 
" hpurtment  of  Health  who  are  interested 
in  the  hospital  side  of  the  Health  Service 
Regional  Board  medical  officers  and 
administrative  medical  superintendents  of 
bcottish  hospitals,  as  well  as  physician 
superintendent's  such  as  we  have  in 

samitoria1<>SPitaIS  °F  in  tubercul<:>s<s 

4813.  How  many  members  have  you? 
50  The  paid-up  membership  is  about 

4814.  .And  how  many  could  there  be? 
.Eighty-five. 

4815.  Sir  Hugh  Watson:  What  exactly 
do  you  mean  by  the  paid-up  member- 
ship?— -We  look  upon  that  as  the  active 
membership  of  the  Association,  Sir.  If 
■people  pay  their  subscriptions  we  reckon 
they  are  really  active  functioning 
members. 


4816.  So  out  of  the  possible  85,  you 
have  got  50  members  who  take  a really 
active  and  live  interest  in  your  body? 
——•Yes,  We  send  our  circulars  to  all 
the  appropriate  people  in  Scotland,  but 
of  course  the  balance  of  30  largely  con- 
sists of  general  practitioners  who  are 
acting  as  medical  superintendents  in 
small  cottage  hospitals  in  rural  Scotland. 
-—Dr.  Petrie:  Not  all  the  mental  hos- 
pital superintendents  are  .paid-up 
members. 


4817.  Chairman:  'What  proportion  of 
the  85.  roughly,  would  be  in  mental  hos- 
pitals?——Dr.  Francis:  It  would  be  fair 
to  say,  Sir,  that  wc  have  got  .good  repre- 
sentation from  the  Regional  Boards,  and 
■the  administrative  medical  superinten- 
dents to  a man  support  us  very  strongly. 
As  wc  say,  not  all  the  physician  super- 
intendents of  mental  hospitals  are  mem- 
bers ; they  have  their  own  association 
which  was  in  existence  long  .before  we 
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started.  The  rest  are  I think  general 
practitioners  who  cannot  get  away  to 
come  to  our  meetings. — Dr.  Petrie : 
There  are  24  'Boards  of  mental  hospitals 
and  there  are  22  Boards  of  general  hos- 
pitals ; there  are  several  mixed. 

4818.  Sir  Hugh  Watson:  We  know 
from  the  papers  which  you  have  been 
good  enough  to  'give  us  that  there  are 
differing  views  about  the  way  in  which 
hospital  administration  should  be  dealt 
with  in  England  and  in  Scotland.  As 
you  appreciate,  the  Commission  are  not 
concerned  to  enquire  into  'the  merits  of 
these  two  views ; for  this  purpose  .the 
Commission  I think  are  prepared  to 
accept  that  the  one  method  is  adopted 
in  Scotland.  They  would  like,  to  enable 
them  to  appraise  the  remuneration  appro- 
priate to  the  people  who  carry  on  that 
administration,  to  find  out  something 
about  exactly  what  these  doctors  do  and 
how  in  fact  the  hospitals  are  adminis- 
tered. In  your  paragraph  10  you  say: 

“ since  a hospital  is  for  the  care  of 
patients,  and  since  the  care  of  patients 
is  a medical  responsibility,  medically 
trained  men  are  best  suited  to  administer 
the  hospitals ; in  fact,  that  Medicine  is 
a profession  within  which  Medical 
Administration  has  a logical  and  recog- 
nised place  ”.  That  is  your  philosophy 

about  this  matter  is  it? Dr.  Francis : 

Yes,  Sir. 

4819.  Would  you  like  to  expand  that 
and  tell  the  Commission  just  why  you 
feel  that  hospitals  ought  to  be  adminis- 
tered by  doctors  rather  than  by  lay 

administrators? 1 would  like  to 

answer  this  question  if  I may  by  asking 
Dr.  Beddard,  who  is  an  Englishman  who 
worked  in  the  .National  'Health  (Service 
in  England  and  who  is  now  with  the 
North  Eastern  region,  to  answer  that  on 
behalf  of  the  Association,  as  he  .has 
experience  of  both  methods  of  adminis- 
tration. 

4820.  In  (that  case  oould  I ask  Dr. 

Beddard,  do  your  Association  agree  with 
the  summary  of  the  duties  of  the  office 
set  out  in  paragraph  133  of  the  Hender- 
son report? Dr.  Beddard:  Yes,  we 

do,  Sir. 

4821.  So  we  can  take  it  these  really  are 

the  duties  of  the  medical  superintendent 
in  Scotland? Yes,  I would  say  so. 

4822.  What  axe  the  relations  of  the 

medical  superintendent  to  his  Board? 

It  varies  to  some  extent  from  Board  to 


Board,  in  my  experience,  but  generally 
speaking  in  Scotland  he  is  at  the  moment 
considered  to  be  the  chief  executive 
officer,  that  is  to  say,  he  is  expected  to 
keep  an  overall  pioture  of  what  is  going 
on  in  the  hospital  and  to  take  decisions 
on  his  own  responsibility  on  all  matters 
affecting  the  patient,  except  matters  con- 
cerned with  finance.  That  is  perhaps  a 
generalisation,  as  it  varies  I think  from 
Board  to  Board. 

4823.  I do  not  want  to  interrupt  you, 

but  what  exactly  do  you  mean  by  saying 
“all  matters  in  connection  with  the 
patient  ”,  because  as  I understand  it  the 
medical  administrator  has  no  clinical  re- 
sponsibility?  1 meant  of  course  ail 

matters  concerned  in  the  administration 
of  the  hospital  which  have  a bearing  on 
the  patient.  That  would  include  such 
things  as  the  organisation  of  out-patient 
departments,  records,  and  catering,  which 
one  might  consider  was  a purely  lay 
activity.  In  fact  the  medical  superinten- 
dent is  expected  to  take  a considerable 
interest  in  the  catering  of  the  hospital,  be- 
cause it  directly  affects  the  patient.  The 
financial  arrangements,  the  budgeting,  do 
not  come  into  his  sphere  except  in  so  far 
as  hospital  medical  equipment  is  con- 
cerned. The  amount  of  interest  the 
medical  superintendent  takes  in  the 
purely  domestic  affairs  of  the  hos- 
pital, the  engineering  services,  the 
domestic  services  and  so  on,  varies 
to  some  extent  and  I think  many 
of  us  feel  that  in  some  hospitals  the  medi- 
cal superintendents  should  be  able  to  off- 
load some  of  that  work  on  to  lay  ad- 
ministrators. I think  most  of  them  now 
try  to  do  so.  I think  it  would  be  true 
to  say— although  this  is  rather  before  my 
time — that  traditionally  the  medical 
superintendent  was  concerned  in  the  past 
much  more  than  he  is  now  even,  with 
those  sorts  of  matters. 

4824.  You  mean  he  had  to  give  direc- 
tions for  the  stoking  of  the  boiler,  and 
that  sort  of  thing? — -Yes,  but  that  is 
not  the  position  now,  and  it  certainly 
would  not  be  our  case  that  those  duties 
should  fall  to  the  medical  superintendent. 

4825.  Perhaps  'it  would  help  if  for  the 
purposes  of  the  record  I just  quote  para- 
graph 33  of  the  Henderson  report  very 
shortly.  In  the  view  of  the  Henderson 
Committee  the  functions  of  the  medical 
superintendent  were  as  follows:  0) 
“ He  ought  to  be  in  a position  to 
advise  the  Board  about  ithe  most  effeohva 
use  of  the  hospital  resources  ..." 
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“ .general  supervision  of  the  junior  medi- 
cal staff,  pharmacy,  and  medical 
auxiliaries.”  (3)  “ supervision  and  organi- 
sation of  the  out-patient  department.”  (4) 
“ Advise  on  hospital  planning,  furnishings 
and  equipment.”  (5)  “ Liaison  with 
administrative  officers  of  the  Regional 
Hospital  Board  ...”  and  (6)  “ Co-opera- 
tion with  the  Dean  of  the  Faculty  of 
Medicine  about  the  provision  of  teaching 
facilities ",  These  are  the  principal  func- 
tions. I suppose  one  of  the  most  important 
of  these  is  the  supervision  and  organisa- 
tion of  the  out-patient  department,  a't  least 

so  far  as  the  patient  is  concerned? 

Yes,  Sir,  that  is  a major  operation  which 
has  to  be  done.  If  it  is  once  organised 
effectively  it  requires  not  a lot  of  the 
superintendent’s  time  to  keep  the 
machinery  in  motion,  but  that  is  certainly 
a .thing  which  he  has  done  and  docs  do. 
—Dr.  Francis : I wonder.  Sir,  if  I might 
come  in  at  that  point?  I did  ask  Dr. 
Beddard  to  speak  to  this  on  our  behalf 
because  I was  under  the  impression  at 
that  time  that  you  were  discussing  the 
differences  between  Scotland  and  Eng- 
land, and  as  he  has  experience  of  both 
methods  I thought  he  could  bring  out 
these  points  from  his  experience.  If  you 
want  to  know  the  duties  of  the  medical 
superintendent,  as  in  fact  they  arc  carried 
out,  I would  ask 

4826.  I do  not  think  we  want  to  he 

drawn  into  a controversy  as  to  which  is 
the  'best  way  of  doing  the  thing.  I think 
for  the  present  purpose  the  Com  mission  is 
prepared  to  accept  that  a certain  method 
is  in  fact  used  in  Scotland.  What  we 
want  to  find  out  really  is  how  in  fact 
hospital  administration  in  Scotland  is  car- 
ried out. If  we  could,  in  addition  to 

the  paragraphs  you  have  read  out  from 
the  Henderson  report,  mention  that  there 
is  also  paragraph  7 which  is  of  the 
greatest  importance 

4827.  Yes,  if  you  please.  ”...  he  ought 

to  be  a co-ordinator  of  all  the  activities 
m the  hospital”? Yes,  Sir,  we  con- 

sider that  is  fundamental  to  the  good 
running  of  the  hospital. 

4828.  Then  in  the  next  paragraph  "... 

we  do  not  think  it  desirable  that  a nodical 
superintendent  in  carrying  out  the 
functions  listed  above  should  he  respon- 
sible for  example  for  gardens,  porters, 
maantenance  staff  or  laundry  though  he 
may  be  concerned  with  these  services 
from  time  to  time  as  an  aspect  of  his  co- 
ordmating responsibility  . . — -Yes, 


4829.  What  are  the  relations  of  the 
medical  superintendent  with  the  medical 

■staff?- The  relations,  I think,  in  my 

experience  and  the  experience  of  my  col- 
leagues, are  extremely  good.  You  have 
a two-way  function  with  the  staff.  First 
of  all,  they  have  in  Scotland  a very  well 
organised  system  of  medical  staff  com- 
mittees. The  system  varies  from  hospital 
to  hospital  depending  on  its  size,  but 
fundamentally  it  is  'the  consultants  get- 
ting together  and,  ambitious  for  the  im- 
provement of  the  hospital,  putting  up 
proposals  for  the  improvement  of  the 
hospital  service.  These  proposals  come 
to  the  Board  of  Management,  and  they 
are  discussed  at  that  Board  of  Manage- 
ment. They  have  direct  access  to  the 
Board,  but  in  actual  fact  find  it  very  con- 
-venient  to  do  it  through  the  Superinten- 
dent ; so  that  our  relations  with  the  staff 
are  in  the  fotim  of  information  and  help 
ooming  upwards  to  the  Board,  and  then 
transmitting  the  views  of  .the  Board  down- 
wards to  the  staff  again.  There  is  a two- 
way  traffic  in  our  -relations  with  the  staff. 
It  is  a very  wide  relationship,  because  not 
only  is  there  the  formal  business  of  the 
Board  to  discuss  with  them,  but  there 
is  a great  deal  of  day  to  day  sorting  out 
of  problems,  medico-legal  -problems,  the 
ciucstion  of  closing  wards  because  of 
infection.  Any  worries  at  all  which  the 
consultant  has,  he  can  come  and  discuss 
with  the  -Medical  Superintendent, 
because  one  of  the  strongest  things  about 
our  position  is  that,  having  no  clinical 
responsibilities  at  all  but  having  had  a 
good  basic  -training  before  we  got  these 
jobs,  we  can  help  enormously  in  the  day 
to  day  problems  which  are  a little  out- 
with  their  province  as  doctors  entirely  in 
charge  of  the  patients.  The  clinician  in 
Scotland  has  complete  -professional 
integrity  and  independence  to  look  after 
his  patients  ; the  Secretary  and  Treasurer 
-has  complete  -professional  integrity  and 
independence  to  look  after  his  budgeting, 
his  Board  -minutes,  and  the  general  busi- 
ness management  of  the  hospital— all 
these  things  which  are  -mentioned  in  the 
Henderson  Report  which  are  not  strictly 
speaking  the  Superintendent’s  responsi- 
bility. But  the  final  co-ordination  of  all 
that  on  behalf  of  the  patient  rests  with 
Ihe  Superintendent  acting  for  the  Board 
o-f  Management.  The  position  is  very 
much  like  a ship  which  is  going  out  to 
India  and  back  again:  when  the  ship 
is  in  port  at  Tilbury  it  belongs  to  the 
P.  St  O.  Company,  but  when  it  is  at  sea 
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it  is  the  captain’s  responsibility.  During 
the  days  between  the  meetings  of  the 
Board  of  Management  somebody  has  to 
set  the  ship’s  course  on  behalf  of  the 
company,  and  that  is  what  the  Superin- 
tendent does.  A lot  of  day  to  day 
decisions  have  to  be  taken  ; you  have 
got  to  be  right  on  your  toes ; you  have 
got  to  know  'where  you  are  going ; some- 
body has  to  carry  the  can. 

4830,  Then  in  practice  how  is  the  day 
to  day  management  of  the  hospital 
divided  between  the  Medical  Superin- 
tendent and  the  Secretary?  The  Secre- 
tary is  responsible  for  the  minutes  ot 
the  Board  of  Management,  letters  from 
the  Board  on  their  behalf  to  other  out- 
side bodies,  except  where  they  are  purely 
medical  letters.  He  is  custodian  of  the 
funds,  secretary  and  treasurer.  In 
addition  to  that  he  is  what  we  loosely 
describe  as  the  business  manager  of  the 
hospital ; he  looks  after  the  question 
of  contracts  for  provisions,  and  so  on, 
and,  for  example,  he  would  be  respon- 
sible for  the  house  steward’s  department 
and  the  works  department,  and  every- 
thing that  does  not  fit  into  the  Medical 
Superintendent’s  duties.  For  instance,  if 
you  were  ordering  new  sterilisers  we 
would  be  involved  in  choosing  the  type 
of  steriliser  in  association  with  the 
clinicians  who  were  interested  in  a par- 
ticular pattern ; and  when  the  final 
pattern  had  been  chosen  and  approved 
by  the  Board  the  Secretary  would  place 
the  contract  for  its  provision. 

4831.  Dr.  Francis,  in  sub-paragraph 
xvii  on  page  1040  of  your  memorandum 
you  say:  “The  Medical  superintendent 
is  a specialist  requiring  sound  clinical 
knowledge  , . . the  medical  superin- 
tendent is  the  person  in  hospital  who 
carries  ultimate  responsibility  ’.  What 
exactly  have  you  in  mind  by  that  expres- 
sion?  The  analogy  with  the  captain 

of  the  ship  is  really  what  X have  in  mind, 
that  is  exactly  what  the  position  is.  The 
Clinician  has  responsibility  for  the  actual 
treatment  of  his  patient,  complete 
independence  to  carry  it  out  in  any  way 
he  thinks  best ; the  Secretary  and 
Treasurer  has  his  responsibilities  with 
finance,  secretarial  work  for  the  Board  ; 
but  the  final  responsibility  for  things 
going  wrong  comes  back  to  the  Superin- 
tendent. We  deal  with  all  complaints, 
we  have  to  rise  to  the  occasion  and  cope 
with  all  emergencies.  I can  give  you 
two  examples  of  the  sort  of  thing  I 


mean — it  might  help  the  Commission 
to  appreciate  the  position  because  I do 
not  want  to  talk  of  generalities;  they 
mean  nothing  to  people  who  do  not 
know  the  form  in  hospitals  at  all.  But 
I would  like,  if  I may,  to  give  you,  say, 
two  examples  which  have  happened  to 
me,  which  are  completely  apposite  I 
think.  One  was  on  a particular  Satur- 
day in  Edinburgh  when  we  were  under 
extremely  heavy  pressure  on  the  medical 
side.  It  was  in  the  early  part  of  the 
winter  and  the  medical  beds  were  very 
overloaded  with  patients ; we  had  extra 
beds  up  in  every  single  ward.  We  were 
very  heavily  stretched,  and  particularly 
short  of  beds  for  male  medical  cases. 
That  day  I rang  up  the  Bod  Bureau  in, 
Edinburgh  and  explained  our  difficulty; 
they  agreed  to  send  all  medical  emer- 
gencies, the  males,  to  a hospital  in  West 
Lothian  anti  give  us  a chance  to  reoover 
from  the  large  number  of  patients  we 
had.  That  worked  very  well ; 1 was  quite 
happy  about  it.  But  unfortunately  that 
afternoon.  Hearts  were  playing  Rangers, 
there  were  two  quick  goals  in  three 
minutes,  and  we  had  five  coronaries— 
three  of  them  were  in  the  crowd,  one  man 
was-  going  through  the  turnstiles  and  the 
other  was  just  walking  about.  These 
people  wore  brought  straight  out  by  the 
police  to  the  Edinburgh  Royal  Infirmary. 
There  literally  were  no  medical  beds  for 
them  at  all ; extra  beds  were  put  u:p  in 
the  middle  of  all  the  wards.  I was  told 
about  this,  and  I went  straight  over  and 
saw  them,  though  I had  no  clinical  re- 
sponsibilities. The  doctor  doing  the  ad- 
missions was  desperate,  and  told  me  so. 
I then  said : “ Can  1 see  the  surgical  bed 
state?  ” I checked  the  surgical  ward, 
which  had  some  empty  beds,  because  it 
was  getting  ready  for  its  take-in  day  on 
Monday,  and  X admitted  these  cases  to 
the  surgical  side  at  Edinburgh  Royal.  I 
realised  it  was  necessary  and  arranged  for 
extra  staff  to  be.  seconded  to  look  after 
them,  and  then  as  we  got  vacancies  in 
the  medical  side  due  to  deaths  over  tthe 
week  end,  Ihey  would  be  transferred. 
Having  done  that  I then  rang  up  the 
surgeon  whose  beds  they  were  and  said 
I was  very  sorry  about  this  but  we  had 
to  do  it,  and  I hoped  the  beds  would  be 
cleared  by  the  Monday  when,  his  cases 
were  coming  in  for  operation  on  Tuesday. 
The  first  case  died  40  minutes  later ; the 
second  one  died  that  night,  the  third  one 
on  Sunday,  and  the  other  two  were  trans- 
ferred. If  we  had  sent  these  cases  on  to 
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another  hospital  these  three  would  cer- 
tainly have  died  in  the  ambulance,  and 
we  might  (have  lost  the  lot.  The  two 
points  about  that  were  that  a decision 
was  taken  by  the  senior  administrative 
officer  of  the  hospital  which  definitely 
saved  lives,  and  secondly  that  the  senior 
clinical  staff  accepted  that  position  ; they 
would  have  thought  me  a very  (bad  Super- 
intendent if  I had  not  done  it.  That  is 
a vary  good  state  of  affairs,  that  a surgeon 
will  agree  -to  such  a procedure, 

Th-a-t  is  one  example.  Another  example 
was  in  the  middle  of  the  night,  about 
1.30  a.m.  We  had  a failure  in  the  heat- 
ing services,  and  we  got  a great  deal  of 
hot  water  and  steam  being  pushed 
through  the  cold  water  services.  There 
was  a flood,  and  of  course  it  happened  in 
one  of  the  surgical  wards.  There  was-  a 
tremendous  flood  with  steam  and  hot 
water  pouring  all  over  the  place,  and  the 
ceiling  came  down.  I came  straight  across 
got  hold  of  the  duty  room  and  found  out 
which  surgical  ward  was  getting  empty 
for  its  next  day’s  admissions,  rang  up 
that  surgeon,  said  we  would  -have  to  bring 
him  into  commission  straight  away,  and 
use  his  beds  for  the  admissions  that  were 
really  due  for  another  ward.  We  actu- 
ally coped  with  this-,  where  a ward  was 
completely  flooded  out,  without  even 
stopping  the  admission  of  surgical  emer- 
genoies — and,  when  I say  that,  the  surgical 
emergencies  in,  any  one  night  in,  Edin- 
burgh Royal  amount,  to  about  16  to  20, 
and  it  meant  we  really  had  to  get  moving. 
These  are  tiwo  examples  of  where,  quite 
fortuitously,  immediate  decisions  had  to 
be  taken, ; and  they  had  got  to  be  taken 
by  somebody. 

4832.  Chairman : What  I am  not  quite 
clear  about  is  whether  those  decisions 
would,  have  been  taken  in  exactly  the 
way,  just  as  quickly,  just  as 
efficiently  and,  just  as  much  accepted  by 
the  surgeons  in  charge  of  the  surgical 
wards,  if  for  instance,  it  had  not  been  a 

clinically  qualified  man  wlho  did  it? 

Dr.  Petrie-.  I think  .the  examples  Dr. 
Francis  has  chosen  are  very  good  ones, 
and,  I do  not  think  the  medical  stall’ 
would  accept  these  decisions  so  well  if  it 
had  not  been  a clinically  qualified  man. 
But  -there  are  other  cases  where  it  is  a 
matter  of  judgment  requiring  knowledge 
of  infectious  disease,  where  a case  of 
dysentery  occurs  in,  a ward  and  one  has  to 
take  a decision  as  to  whether  this  is 
something  which  h as  come  in  and  has  not 


infected  the  rest  of  the  ward,  or  whether 
one  must  close  the  ward.  That  decision 
too  must  be  taken  quiokly,  and  I am 
quite  sure  that  it  is  better  taken  by  a 
medical  man, 

4833.  Sir  Hugh  Watson : You  men- 
tioned these  two  appropriate  instances. 
Dr.  Francis,  as  typical  of  what  you  re- 
gard as  the  ultimate  responsibility  of  the 
hospital  administrator.,  It  is  in  that 
sense,  in  the  sense  of  being-  responsible 
for  making  emergency  arrangements  and 
that  sort  of  thing,  that  you  regard-  you 
and  your  colleagues  as  having  the  ulti- 
mate responsibility? — Dr.  Francis:  Yes-. 

4834.  We  have  heard  a great  deal  from 

other  branches  of  your  profession  about 
the  training  and,  as  it  is  put  in  -the-  higher 
spheres,  the  very  severe  discipline  which 
they  have  to  undergo  to  qualify  for  their 
particular  (branches  of  your  profession. 
Af  1 understand  it  from  your  paragraph 
18  (iv),  to  commence  a career  as  a hos- 
pital administrator,  according  to  the 
Scottish  practice  all  that  one  requires — 
and  I am  not  in  any  way  belittling  the 
qualification — is  a degree  as  Bachelor 
ol;  Medicine  and  Bachelor  of  Surgery 
with,  possibly  a D.P.H,  qualification  to 
follow,  is  -that  right? Yes,  Sir. 

4835.  In  your  paragraph  xvii  which  I 
have  read  already,  you  describe  the 
medical  superintendent  as  a specialist; 
are  you  describing,  him  as  a specialist  in 
the  sense  that  a consultant  is  a specialist 

for  instance?: A consultant,  Sir,  has 

naturally  to  have  his  Fellowship  or  his 
Membership,  and  he  has  a higher  quali- 
fication in  either  medicine  or  surgery,  or 
whatever  his  particular  branch  of  medi- 
cine is,  and  I agree  that  on  that  basis 
we  would  not  be  in  the  same  category, 
from  the  point  of  view  of  having  passed 
examinations,  as  a surgeon  or  a 
physician.  But  I think  that  the  train- 
ing for  Medical  Superintendent,  if  he  is 
going  to  be  any  good  at  all,  is  just  as 
long  and  just  as  difficult  to  accomplish, 
and  needs  certain  qualities  which  I think 
are  worth  appreciating.  I think  you  do 
not  want  men  to  go  in  for  medical 
administration  when  they  are  too  young, 

I think  they  must  have  had  a very  good 
clinical  training  indeed  so  that  they  are 
able  to  understand  the  problems  of  a 
hospital.  We  do  not  want  hoys  of  25 
going  in  for  this  sort  of  thing,  and  we 
do  not  want  men  who  have  not  got  a 
natural  aptitude  for  it,  because  it  is  a 
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very  difficult  thing  to  do.  It  needs  an 
awful  lot  of  tact,  it  needs  an  awful  lot 
of  understanding  and  infinite  patience, 
and  a very  flexible  sort  of  mind  in  deal- 
ing with  things  which  crop  up.  But  a 
man  who  has  had  a good  clinical  train- 
ing, who  has  been,  say,  registrar  or 
senior  registrar  and  who  in  his  early 
thirties  finds  he  has  an  aptitude  for 
medical  administration,  I think  he 
should  then  be  seconded.  There  are  all 
sorts  of  proposals  in  the  Henderson 
Report  for  the  training  of  Medical 
Superintendents,  and  in  fact  I actually 
take  part  in  this  training  and  Dr.  Petrie 
and  Dr.  Mackie  take  part  as  well;  St. 
Andrews  University  in  Edinburgh  give 
lectures  on  the  subject.  But  I think  a 
man  should  embark  on  a provisional 
training  as  potential  Superintendent  or 
Administrator  in  a Regional  Board,  and 
then  if  he  shows  an  aptitude  for  it  and 
is  any  good  at  all  he  can  move  on.  But 
the  fact  that  we  do  not  actually  take 
our  Fellowships  or  our  Memberships, 
though  many  of  them  have  them  now, 

I do  not  think  is  a bar  to  considering 
this  as  a specialist  profession.  It  really 
is  a most  difficult  thing  to  achieve. — Dr. 
Bainbridge : I think,  Sir,  the  problem  is 
that  there  is  no  examination,  no  qualifi- 
cation or  degree  which  is  really  applic- 
able to  medical  administration.  I think 
we  have  really  got  to  try  and  compen- 
sate for  that  lack  of  a specific  qualifica- 
tion by  the  length  and  breadth  of  the 
experience  which  a Medical  Administra- 
tor has  before  he  takes  his  Superin- 
tendentship  or  a post  in  a Regional  Board. 
Apart  from  hospital  work,  a person  who 
is  undertaking  medical  administration 
should  have  some  experience  and  know- 
ledge of  conditions  outside  the  hospital. 
Really  if  possible  a spell  in  general 
practice  is  often  of  considerable  advan- 
tage to  a person  dealing  with  medical 
administration,  because  then  he  knows 
what  are  the  home  circumstances  and 
conditions  from  which  patients  come 
and  may  be  returned  to.  I think  the 
nearest  qualification  we  have  is  the 
DJP.H.,  which  admittedly  on  calibre 
does  not  compare  with  the  Fellowship 
or  Membership  of  the  Royal  College  of 
Physicians  or  Surgeons,  but  it  really  is 
the  only  degree  which  does  embrace  an 
element  of  administration. — Dr.  Francis: 
In  the  United  States  and  Canada  of 
course  there  are  training  courses  for 
medical  administration. 


4836.  In  Canada  are  hospitals  largely 

administered  by  medical  men? Yes, 

Sir.  I think  the  position  here  is  that 
.there  is  a curious  historical  and 
geographical  distribution  about  medical 
administration.  I think  the  best  way  of 
looking  at  it  is  that  hospitals  which  were 
founded  by  the  Church  tend  to  have  lay 
administration,  because  it  may  be  that 
the  lay  secretary  is  the  lineal  descendant 
of  the  abbot,  but  in  those  countries 
where  hospitals  were  founded  by  the 
profession  they  tend  to  have  medical 
administrators.  Hospitals  in  Scotland, 
for  example,  were  founded  after  the . 
Reformation,  because  at  the  time  of  the 
Reformation  what  hospitals  there  were 
just  disappeared ; but  the  hospitals  in 
Scotland  were  founded  after  the 
Reformation  and  they  have  medical 
superintendents.  And  you  find  for  instance 
that  in  Belgium  and  France  and  further 
south  there  tends  to  be  lay  administra- 
tion, but  in  Holland  there  is  medical 
administration.  I do  not  know  if  it  is 
an  advantage  to  us  that  Russia  has  medi- 
cal superintendents,  but  they  do.  The 
British  Dominions  do,  and  so  does  the 
United  States.  In  the  United  States  it 
is  not  a hundred  per  cent.,  nor  is  if  in 
Canada,  because  they  have  difficulty  in 
getting  men  of  the  required  calibre,  but 
the  position  is  that  where  they  can  get 
medical  men  .they  like  to  have  them,  and 
in  fact  they  have  training  courses  in  New 
York  and  in  Toronto  specifically  for 
training  medical  administrators  for  these 
posts.  An  instance  of  where  they  have 
changed  their  minds  is  Chile ; there  the 
Church  did  found  the  hospitals  but  they 
have  changed  to  medical  administration 
because  they  found  it  more  efficient.  The 
position  is  that  in  the  civilised  world  far 
more  countries  have  medical  superin- 
tendents than  do  not. 

4837.  Chairman:  But  most  of  them 
do  not  have  them  universally?-— 
Holland  has  them  universally  and  they 
are  employed  in  the  major  teaching 
hospitals  in  Canada. — Dr.  Petrie : I think 
Portugal  has  them  universally,  too.  Sir. 


4838.  And  usually  if  you  are  once  a 
Medical  Superintendent  do  you  remain 
as  such,  or  do  you  come  back  to  havmg 
a different  kind  of  job,  a consultant  for 
example,  with  clinical  responsibilities? 
— —Dr.  Francis:  No,  Sir,  I upon 
being  Medical  Superintendent  of 
Edinburgh  Royal  as  top  of  the  tree ; at 
is-  a wonderful  job. 
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4839.  Yes,  but  in  general  terms  do 
Medical  Administrators  come  to  the  top 
of  their  particular  tree  and  then  transfer, 
or  not — not  necessarily  going  up  but 

transferring  to  another  tree? Unless 

that  tree  was  also  in  administration,  they 
would  not.  Sir.  Obviously  if  .they  had 
been  administering  a hospital  for  ten 
years  they  could  not  go  back  to 
gynaecology  or  anything  like  that.  I 

think  if  they  are  any  good,  once  they 
are  in  it  they  stay  in  it. — Dr.  Petrie'. 
They  could  go  on  to  other  administrative 
departments. 

4840.  But  once  they  have  lost  the 
power  to  make  use  of  their  clinical  train- 
ing, they  never  get  it  back,  is  that  right? 
Dr.  Francis : That  is  a curious  ques- 
tion, Sir,  if  I may  say  so.  They  have 
not  really  lost  .it.  They  cannot  be  a good 
Superintendent  of  a hospital  unless  they 
are  doctors,  I am  quite  certain  of  that. 
— Dr.  Petrie : I think  the  point  is  that 
they  have  widened  their  field,  and 
because  they  have  not  narrowed  it  they 
are  not  therefore  likely  to  go  back  again 
to  consultant  practice.  It  is  the  width 
of  knowledge  that  is  required  in  medical 
administration  rather  than  the  narrow- 
ness required  in  specialisation. — Dr. 
Francis:  I think  the  only  reason  they 
have  changed  from  being  medical 
superintendent  is  because  of  the  force 
of  the  financial  stringency. 

4841.  Sir  Hugh  Watson:  That  leads 
on  to  the  next  question.  In  sub- 
paragraph  xvii,  which  we  have  looked 
at  already,  you  say:  “There  is  con- 
siderable anxiety  about  the  future 
recruitment  of  the  right  kind  of  doctors 
for  medical  administration  ”,  Can  you 
tell  us  a little  about  that?  You  have 
told  us  that  your  desideratum  is  that 
you  should  have  recruited  into  your  ser- 
vice a doctor  preferably  with  a D.P.H. 
qualification  who  has  had  something  like 
ten  years  of  experience  either  in  hospitals 
or  in  general  practice.  Can  you  tell  us 

about  your  recruitment? 1 think  that 

the  men  are  there,  there  are  men.  of  first- 
rate  quality  who  are  prepared  to  come 
forward,  but  the  opportunities  financially 
are  so  bad  just  now  that  they  are  hanging 
back.  We  have  had  many  enquiries 
from  men  who  would  like  to  take  up 
medical  administration  but  we  feel  that 
the  present  prospects  are  so  poor  that 
they  simply  cannot  consider  it.  I think, 
Dr.  Mackie,  you  have  a little  experience 
m recruiting  deputy  Superintendents? 

Dr.  Mackie : No,  it  is  a question  really 


of  not  filling  the  deputy’s  post  until  we 
know  what  is  going  to  happen  in  the 
future  to  Medical  Superintendents.  I 
deal  with  a group  of  hospitals,  Sir,  rather 
than  one  individual  hospital. 

4842.  Mr.  Gunlake:  You  mentioned 
just  now.  Dr.  Francis,  formal  educational 
courses  in  medical  administration  ; can 
you  say  to  what  extent  they  are  the  rule 
or  the  exception  in  the  civilised  world? 
—Dr.  Francis:  I only  really  know 
about  Canada  and  the  United  States.  We 
have  started  doing  it  in  Scotland,  but  it 
is  really  only  beginning. 

4843.  That  is  what  I was  going  to 
lead  up  to — whether  it  was  being  con- 
sidered in  this  country,  and  whether  it 
might  not  ease  the  recruitment  problem 

if  such  courses  did  in  fact  exist? 1 

think  it  would  ease  the  recruitment 
problem  up  to  a point,  Sir,  but  there 
are  two  things  about  this : first  of  all 
I still  think  that  even  though  you  hav 
a good  training  period  ,the  man  will  stil 
learn  best  as  an  apprentice.  I do  noi 
think  you  can  learn  from  the  book,  and 
I think  it  would  be  a great  pity  if  a 
degree  or  fellowship  were  given  in 
medical  administration  and  the  man  then 
became  a Medical  Administrator  just 
because  he  got  through  his  examinations. 
It  is  a little  wider  than  that.  The  second 
part  of  the  problem  is  that  I think  you 
will  not  get  good  men  to  come  forward 
unless  they  are  going  to  get  a reasonable 
chance  of  supporting  a proper  standard 
of  living  and  competing  with  their  other 
professional  friends. 

4844.  Sir  David  Hughes  Parry : I take 

it  that  only  those  who  are  medically 
qualified  are  allowed  to  join  the  courses 
which  you  .mention? Yes,  Sir. 

4845.  Sir  Hugh  Watson : You  feel  that 

at  the  moment  the  remuneration  that 
is  open  in  this  particular  service  is  a 
definite  deterrent? Yes.  The  posi- 

tion, Sir,  was  that  when  we  put  in  our 
memorandum,  T and  the  Medical  Super- 
intendents of  Glasgow  Royal  and  Glas- 
gow West,  who  look  after  the  three  top 
jobs  in  Scotland,  with  the  biggest  respon- 
sibility and  naturally  the  biggest  salaries, 
at  that  time  were  paid  £1,000  a year  less 
than  an  ordinary  consultant  of  whom  I 
was  administratively  in  change.  The  dis- 
parity is  a little  less  now  because  we  had 
an  increase  of  about  5 ,per  cent.  But 
there  is  no  inducement  at  all  to  take  on 
the  very  wide  and  worrying  work  which 
being  Superintendent  of  a big  hospital 
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entails,  when  in  fact  all  your  colleagues 
are  getting  £1,000  a year  more  than  you 
are— and  that  is  a straightforward  con- 
sultant’s job  without  merit  award,  at  is 
pretty  disheartening. 

4846.  Let  us  examine  this  question  of 

remuneration,  then,  Dr.  Francis.  The 
■remuneration  of  your  particular  branwi 
up  till  now  is  regulated  by  -Whitley  B, 
is  that  right? Yes. 

4847.  And  the  scale  of  remuneration 
for  Medical  Superintendents  in  Scotland 
is  set  out  in  Appendix  B of  the 
Henderson  report  on  page  24? — -Ales, 
Sir. 

4848.  That  table  discloses  _ that  the 
Medical  Superintendents  are  divided  into 
six  grades,  I think  that  is  right?  Yes, 
Sir. 

4849.  And  as  you  rightly  say,  Glasgow 

Royal,  Glasgow  West  and  Edinburgh 
Royal  -are  in  the  top  grade. -Yes. 

4850.  The  top  salary  -which  can  be 

achieved  by  the  Superintendent  of  any  of 
these  hospitals  is  £2,250? Yes,  Sir. 

4851.  -Whereas  the  salary  of  a con- 
sultant without  merit  award  at  that  time 

was  £3,1007 -Actually,  Sir,  if  I could 

just  interpolate  there,  just  so  that  we  are 
honest  about  it,  at  the  .time  we  put  in 
our  memorandum  the  consultants  had 
had  their  5 per  cent,  increase  to  £3,250 — 
you  could  check  the  dates  to  see  if  I 
am  -right,  -but  -I  am.  certain  I am — and 
we  were  actually  £1,000  a year  behind 
them  at  that  time.  But  it  is  a small  point 
when  you  are  talking  of  £850  or  £1,000. 

4852.  These  scales  of  course  were  the 
result  of  negotiations  in  Whitley  B and 
no  doubt  those  representing  you  pressed 
from  the  Staff  side  the  arguments  as  far 
as  they  could  -for  increased  remunera- 
tion?— — Yes,  Sir. 

4853.  And  this  was  the  most  that  you 

could  get?  The  Henderson  -report  in 
its  recommendation  6 recommended  that 
the  salaries  of  Medical  Superintendents 
of  hospitals  should  be  increased  so  that 
the  amounts  paid  to  the  posts  of  greatest 
responsibility  compare  broadly  with  the 
salaries  paid  to  consultants? Yes,  Sir. 

4854.  The  amounts  paid  to  the  post  of 
greatest  responsibility— I suppose  these 

are  the  three  to  which  you  refer? 

Yes,  Sir. 

4855.  I do  not  know  what  “compare 
broadly  with  the  salaries  paid  to  con- 
sultants ” means.— —I  wonder,  Sir,  if 


1 could  put  this  into  perspective  a little? 
You  mentioned  Whitley.  The  position 
about  Medical  Superintendents  is  that  in 
Scotland — and  I am  only  talking  about 
Scotland,  because  that  is  all  I know 
about  in  this  particular  connection— the 
British  Medical  Association  and  the  con- 
sultants and  specialists  and  the  profession 
generally  have  always  supported  us  very 
strongly,  and  -have  always  supported  the 
idea  that  we  should  get  paid  a -reasonable 
salary  in  comparison  with  our  profes- 
sional friends.  About  eight  years  ago— 
it  -might  be  seven,  I am  not  just  certain, 
but  1 think  it  was  eight  years  ago— this 
-was  discussed  with  the  Department  of 
Health,  and  the  recommendations  of  the 
B M a!  and  everybody  else  associated 
with' the  staff  side  were  that  we  should  be 
paid  roughly  the  same  as  the  consultants 
were  getting  at  that  time.  The  consultants 
at  that  time,  speaking  -from  memory, 
were  getting  £2,750,  and  the  B.-M.A.  on 
our  -behalf  asked  for  £2,800,  to  -give  them 
room  for  manoeuvre  with  a view  to 
coming  down  to  about  roughly  the  same 
figure. 

4856.  Chairman : This  was  before  the 
1954  settlement?- Yes,  -Sir.  The  posi- 

tion has  not  altered  at  all  in  Scotland. 
This  claim  was  not  recognised,  we  just 
did  not-  get  it.  Then  there  was  the 
G-uillebaud  report— there  was  first  of  all 
a report  of  March  1951,  which  the  Secre- 
tary of  State  decided  on  advice  not  to 
publish.  Then  Guillebaud  made  his 
report  and  he  said  he  thought  there  was 
a case  for  the  Superintendents  in  Scot- 
land being  -paid  -better  salaries  than  they 
were  getting.  Nothing  happened  about 
that,  and  finally  the  Henderson  report 
was  published,  and  you  have  seen  the 
recommendations.  Fundamentally  the 
position  is  that  the  recommendation 
as  regards  salaries  in  the  Henderson 
report  simply  confirms  what  the 
the  consultants  and  ourselves  have  always 
said  in  Scotland  right  from  the  beginning. 

4857.  Sir  Hugh  Watson : Can  you  give 
me  the  Guillebaud  reference,  Dr. 

Francis? No,  Sir,  not  offhand.  I am 

talking  from  memory,  but  I think  he 
makes  a reference  to  recruitment. 

4858.  At  all  events,  so  ifar  as  the 
question  of  remuneration  is  concerned 
your  point  is  that  there  have  been  these 
various  recommendations,  and  argu- 
ments have  been  put  forward  in  Whit- 
ley B,  but  this  is  the  highest  that  your 
branch  of  the  profession  have  so  far 
been  able  to  achieve?- — Yes,  Sir. 
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4859  I have  just  been  given  the  refer- 
ence to  the  passage  in  Guillebaud ; it  is 
paragraph  414:  “We  have  had  a con- 
siderable amount  of  evidence  . . . from 
Scottish  witnesses  ■ • . indicating  that 
it  is  becoming  increasingly  difficult  to 
recruit  -men  of  the  right  calibre  ...  and 
if  it  is  found  that  the  salaries  of  medical 
superintendents  are  inadequate  to  main- 
tain proper  recruitment  they  should  be 
revised”.  Guillebaud  of  course  was 
enquiring  into  (he  cost  of  the  National 
Health  Service  as  he  found  it,  so  this 
observation  by  Guillebaud  is  what  my 
learned  friend  Sir  David  Hughes  Harry 
■would  call  obiter.  But  Guillebaud  made 

the  point. Yes,  he  did,  and  our  point 

is  that  the  position  is  just  the  same  as 
it  was  eight  years  ago. 

4860.  Chairman : And  is  it  affecting 

recruitment? Yes,  1 think  so. 

4861.  Are  you  actually  short  of 

possible  candidates  to  follow  any  of 
you? Yes. 

4862.  Sir  Hugh  Watson : When  the 
Commission  is  considering  this  question 
of  recruitment,  they  want  to  consider 
it  from  two  aspects:  first,  the  question 
of  quantity,  and  secondly  the  question 
of  quality.  How  do  you  find  the  posi- 
tion in  regard  to  both  these  aspects  of 
the  -matter,  -both  quantity  and  quality? 
You  mean  as  regards  recruits? 

4863.  Yes,  as  regards  recruits.  Sup- 

posing you  have  a vacancy -I  suppose 
you  would  start  in  your  service  by  being 
a deputy  Superintendent? Yes,  Sir, 

4864.  Supposing  you  want  a deputy 
Superintendent  for  the  Royal  Infirmary 

—you  advertise,  do  you? Perhaps  Dr. 

Bainbridgc  should  answer  this.— Dr. 
Bainbridge : In  the  Eastern  region  in 
Scotland  we  have  had  a scries  of  adver- 
tisements for  deputy  Medical  Superin- 
tendents. In  Dundee  in  the  General 
Hospital  we  have  a Group  Medical 
Superintendent  who  is  responsible  for 
the  two  teaching  hospitals  and  certain 
ancillary  hospitals,  and  he  is  supported 
by  a deputy  Group  Superintendent,  When 
I went  there  about  three  years  ago,  we 
lost  the  deputy  Medical  .Superintendent, 
who  went  to  one  of  the  English  Regional 
Hospital  Boards,  We  advertised  after 
that  and  we  got  one  good  person,  it  man 
who  had  a higher  qualification  in  surgery. 
He  was  doing  casualty  surgery  work  in 
Newcastle  region,  he  was  interested  in 
administration  and  he  came  to  us.  He 
was  with  us  for  only  a year  when  he 


went  to  the  Northern  Ireland  Regional 
Hospital  Board  as  an  assistant  medical 
officer.  Within  a year  of  being  there 
he  was  appointed  as  a deputy  with  one 
of  the  Metropolitan  Boards.  Subse- 
quently, as  a result  of  two  advertisements, 
we  appointed  a further  person  who  had 
been  a junior  clinician  in  one  of  the 
Glasgow  hospitals  ; he  had  been  acting 
as  deputy  Superintendent  under  the  good 
auspices  of  the  Medical  Superintendent 
in  that  particular  hospital,  and  he  is  with 
us  at  the  moment.  It  is  quite  apparent 
that  there  are  people  who  are  interested 
in  administration,  but  there  are  very  few 
coming  forward.  But  there  are  some  of 
very  good  calibre,  I would  quote  cer- 
tainly this  person  who  moved  from  us  to 
Northern  Ireland  and  then  to  the 
Metropolitan  Board.  He  is  a -person 
with  an  F.R.C.S.,  and  with  war  experi- 
ence, a -man  of  probably  about  40  yea 
of  age— I forget  his  age  at  the  -momei 
—and  certainly  of  good  calibre.  But 
think  it  should  be  realised  that  the  onlj 
promotion  prospects  for  Medical 
Superintendents  arc  within  the  Regional 
Hospital  Boards,  and  of  course  these  are 
limited.  There  are  only  20  such  senior  post- 
throughout  the  whole  of  Great  Uritair 
so  there  arc  very  few  for  them  to  go  -tc 
Certainly  in  Scotland  it  does  appear  tc 
me  that  if  wc  appoint  a person  as  a 
deputy  Superintendent  we  probably  lose 
him  to  south  of  the  Border  or  to 
Northern  Ireland, 

4865.  That  leads  me  on  to  another 
point.  The  Henderson  Committee  made 
certain  recommendations  with  a view  to 
broadening  the  ease  of  your  service  and 
making  it  what  they  called  a career  grade. 
You  of  course  have  seen  the  Department 
of  Health  memorandum  No.  58/45.  I 
do  not  propose  to  go  into  it  in  detail, 
but  that  does  put  forward  u scheme  for 
an  alteration  and  a broadening  of  the 
service.  That  would  give  you  a wider 
field,  would  it  not?- — Yes,  I think  this 
will  help.  This  of  course  has  just 
recently  been  published  ; it  has  not  been 
in  front  of  our  Association  yet  and  we 
have  not  really  had  a chance  to  discuss 
this  in  detail,  but  1 think  this  closer 
integration  will  prove  beneficial. 

4866.  The  thing  is  only  dated  3rd  June, 
so  it  is  very  recent.— Dr.  Francis:  We 
have  not  had  the  opportunity  of  discuss, 
ing  it  with  our  Association,  Sir,  so  any- 
thing we  say  on  it  would  be  entirely  our 
personal  view  rather  than  that  of  our 
friends. 


| 
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4867.  I do  not  think  the  Commission 
really  are  concerned  to  go  into  whether 
it  is  a good  thing  or  a bad  thing,  but  it 
does  open  up  a possibility  of  a wider 
field  for  persons  with  medical  qualifica- 
tions who  are  interested  in  hospital 

management? There  is  one  point  I 

would  like  to  make  op  this,  Sir,  if  I 
might,  and  that  is  that  it  would  appear 
that  their  idea  is  that  having  been  Super- 
intendent of  a hospital  you  then  seek 
your  promotion  up  through  the  Regional 
Board.  In  Scotland  there  are  only  five 
Regional  Boards,  there  are  14  in 
England,  and  there  are  a large  number 
of  Superintendents.  Our  feeling  is  that 
being  a Superintendent  of  a general  hos- 
pital, a big  teaching  hospital,  is  a worth- 
while business  in  itself,  not  a means  of 
promotion  to  somewhere  else,  that  it  is 
in  fact  the  top  of  the  tree.  While  this 
co-ordination  of  both  Superintendents 
and  Regional  Boards  into  one  service 
is  a good  thing  in  general,  I do  not  think 
it  is  going  to  help  the  Superintendents 
very  much  if  they  have  simply  got  to  get 
jobs  away  from  their  own  hospitals, 
which  they  have  learnt  to  administer  very 
well.  There  is  a different  type  of  mind 
needed  to  do  the  day  to  day  administra- 
tion, to  take  the  quick  and  difficult  deci- 
sions in  a hospital,  compared  with  work 
in  a Regional  Board. — Dr.  Bainbridge: 
Perhaps  I misled  you  slightly  in  my  pre- 
vious answer,  and  if  I may  clarify  it, 
I was  not  implying  that  the  Medical 
Superintendent  should  automatically  seek 
promotion  in  a Regional  Board  appoint- 
ment. When  I said  there  were  only  20 
senior  posts  higher  up  for  which  they 
could  apply,  I really  meant  that  the 
financial  structure  was  such  that  an  en- 
trant, looking  at  the  financial  prospects 
of  such  an  appointment,  would  see  this 
and  realise  that  that  in  all  probability 
would  be  as  high  as  he  could  go.  There 
are  so  very  few  posts  ahead,  and  the 
present  salary  structure  really  is  a deter- 
rent to  a young  person  entering  medical 
administration. 

4868.  I do  not  want  to  pursue  this 
matter  very  much  further,  -but  what  this 
memorandum  says  as  its  concluding  point 
on  the  principles  of  reorganisation  is: 
“The  requisite  status  and  influence  of 
these  medical  posts  will  demand  ability 
and  personality  in  the  holders:  the 
calibre  of  the  officers,  obtained  will,  in 
turn,  depend  upon  the  scope  which  the 
posts  offer  for  exercising  these  qualities  ”, 


What  you  are  saying  just  now  is  that 
when  you  become  a Superintendent  you 
have  got  as  high  as  you  can,  you  are 
really  fulfilling  your  function  and  you 

feel  you  are  doing  a worthwhile  job?' 

Dr.  Francis:  Yes,  indeed,  it  is  a very 
fine  job. 

4869.  But  the  point  about  what  is  in 

this  memorandum  is  that  it  is  going  to 
create  the  opportunity  for  people  who 
are  minded  to  go  in  for  hospital  adminis- 
tration, and  have  the  ability  and  person- 
ality, to  enter  the  service  by  means  of 
a variety  of  routes.  Thus  you  might  get 
people  coming  in  in  the  lower  grades  who 
would  not  be  induced  to  come  in  at 
the  moment? Yes.  Sir. 

4870.  Dr.  Francis,  let  us  go  back  to 
the  Henderson  Report.  His  report  was 
that  the  amounts  paid  to  the  posts  of 
greatest  responsibility  in  medical  adminis- 
tration should  compare  broadly  with  the 
salaries  of  consultants.  What  do  you 
understand  that  phrase  to  mean— 

“ should  compare  broadly  ”? Dr. 

Francis : That  is  page  1 040  of  our  memor- 
andum to  you,  Sir,  where  entirely  in 
the  spirit  of  the  Henderson  Report  we 
drew  up  what  we  thought  fair  proposals. 

4871.  1 would  like  to  know  very  much 
what  you  understand  by  the  expression 
“ compare  broadly  ",  We  have  been 
faced  in  another  connection  with  the 
famous  document  you  have  no  doubt 
read.  In  all  his  reports  Spens  enjoined 
those  who  came  after  him  to  have  direct 
regard  to  the  cost  of  living  and  the 
remuneration  in  other  professions.  What 
is  the  difference  between  having  direct 

regard  and  comparing  broadly? Dr. 

Beddard:  The  answer  of  course  is  that 
Dr.  Francis  did  not  write  the  words. 

4872.  I know  who  wrote  the  words. 
But  I think  the  interpretation,  cer- 
tainly that  I pul  on  it  when  I read  it, 
was  that  the  salary  should,  as  it  were, 
bring  the  holder  into  the  same  sort  of 
income  bracket  as  the  consultant.  I 
think  that  at  the  moment  all  of  us  in 
medical  administration  both  at  Regional 
Boards  and  as  Medical  Superintendents 
of  hospitals,  feel  we  are  one  of  the 
specialist  staff.  This  point  has  already 
been  made.  Our  speciality  is  administra- 
tion. It  means  we  have  got  to  know  the 
Acts  and  the  Regulations  to  put  it  at 
its  widest ; we  have  to  know  how  to 
present  things  to  our  Boards,  we  have  to 
have  all  sorts  of  background  knowledge, 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  SCOTTISH  ASSOCIATION  OF  MEDICAL  ADMINISTRATORS 


1055 


Ike  same  way  as  the  specialist  has  to  have 
his  background  knowledge.  We  feel  we 
are  meeting  on  equal  terms  the  specialists 
in  different  fields  of  medicine ; we  meet 
them  and  work  with  them,  and  this 
applies  to  the  Regional  Board  medical 
staff  as  well  as  the  Superintendents.  We 
are  in  a rather  lower  income  bracket 
and  we  felt  the  Henderson  Report 
recognised  the  fact  that  the  senior 
medical  administrators  in  the  Service 
were  on  comparable  terms  and  status — 
and  in  this  world  of  today  that  means 
salary — with  the  specialists  in  the  hos- 
pitals. 

4873.  Do  you  consider  whether  the 

sort  of  people  that  the  memorandum 
58/45  contemplates  will  be  properly  re- 
munerated under  the  scale  —"  Head- 
quarters Medical  Staff  of  Regional 
Hospital  Boards  ” which  was  set  out 
as  Appendix  P to  the  factual  memoran- 
dum prepared  by  the  Ministry?  Do 
you  have  this  document? No,  Sir. 

4874.  Chairman:  You  have  seen  it? 
It  is  the  Ministry’s  factual  memor- 
andum put  out  last  June,  and  is  chock 
full  of  unchallenged  facts  .about  the 
whole  problem  of  medical  remuneration. 
—Dr.  Francis : I do  not  know  if  that 
has  'been  circulated  in  .Scotland,  Sir.  1 
have  not  seen  it. 

4875.  Sir  Hugh  Watson : I do  not 
want  to  appear  to  press  you  on  this.  Like 
you,  I have  not  had  the  chance  to  discuss 
the  Department  of  Health's  memoran- 
dum with  my  colleagues  and  I find  it 
very  difficult  to  swallow,  to  put  it 
crudely,  the  conception  that  even  with 
his  experience  and  his  knowledge  of  Acts 
of  Parliament,  as  Dr.  Beddard  put  it,  a 
Medical  Superintendent  can  be  compared 
with  a consultant  from  the  point  of 
view  of  his  attainments  and  his  ability 
and  the  discipline  through  which  he  has 
8°ne-  I .cannot  help  feeling  that  that  is 
why  Whitley  B has  not  been  able  to 
award  any  higher  remuneration  than  they 
have  done  u,p  to  date;  and  I think  it 
would  help  the  Commission  very  much. 
Doctor,  if  you  could  tell  us  some 
reasons  why  it  should  be  different.  1 do 
not  know  what  Henderson  meant  when 
he  said  “compare  broadly  with  the 

salaries  paid  to  consultants  ”, If  I 

could  answer  that  in  two  parts,  on  the 
question  of  the  differences  in  the 
training,  there  ;s  no  way  of  learning  to 
be  a Medical  Superintendent  at  the 
present  time  apart  from  learning  it  as 


an  apprentice,  and  it  would  be  a little 
hard  to  penalise  us  just  because  .there 
is  not  a qualification  we  could  take.  The 
spirit  is  willing  but  there  just  is  not  the 
opportunity.  I am  quite  convinced  that 
the  type  of  training  and  personality  and 
the  sort  of  work  a Superintendent  has 
to  do  is  comparable  without  any  doubt 
with  the  sort  of  work  a consultant  does, 
as  regards  the  well-being  of  the  com- 
munity. It  is  an  exacting  job  with  a 
great  deal  of  ihard  work  and  certain 
qualities. 


.1  think  -when  the  Henderson  Report 
said  posts  of  greatest  responsibility 
among  the  Superintendents  should  be 
broadly  comparable”  we  took  that  as 
being  comparable  to  the  -basic  consul- 
tant scale,  rising  to  £3,250.  We  scaled 
things  down  from  that  so  that  -the  three 
top  jobs  in  medical  administration  went 
up  to  just  the  -present  consultant’s  salary 
and  the  rest  tapered  down.  We  -were 
not  unrealistic  enough  to  think  the 
Superintendent  of  a small  hospital  should 
get  the  same  as  a consultant,  -but  we 
thought  the  three  -top  jobs  should  get 
a little  less  and  the  others  scaled  down 
us  on  page  1040  ot  our  memorandum.  Tt 
was  a genuine  attempt  to  interpret  this 
m the  spirit  of  the  Henderson  Report, 
which  1 would  like  to  emphasise  is 
exactly  -what  has  been  said  all  along  in 
Scotland,  right  from  the  start.  It  is  a 
unanimous  feeling  of  our  own  profes- 
sional colleagues,  -both  consultants  and 
general  practitioners,  and  of  the  B.M.A., 
that  our  top  jobs  ought  to  be  paid  at  a 
rate  roughly  comparable  to  the  consul- 
tant. 


4876.  Dr.  Francis,  you  are  aware  that 
the  proposals  set  out  on  page  1040 
represent  an  increase  of  about  38  per 
cent,  for  the  four  highest  groups  and 
33  per  cent,  for  the  two  lowest  groups? 
Yes,  Sir. 


4877.  Whereas  what  the  B.-M.A.  are 

asking  for  is  29  per  cent,  on  -the  re- 
muneration existing  before  the  5 per 
cent,  interim  award  was  -put  into 
operation. The  position  is  very  dif- 

ferent from  our  point  of  view.  It  is  not 
a cost  of  living  increase  -based  on  the 
drop  in  value  of  the  pound  in  the  last 
so  many  years ; it  is  to  try  to  ipu-t  right 
something  we  feel  should  have  been  put 
right  eight  years  ago, 

4878.  Please  do  not  imagine  the  Com- 
mission are  prepared  to  agree  to  a re- 
quest based  purely  on  the  cost  of  living. 
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No  Sir,  but  we  feel  from  the  point 

of  view  of  the  38  per  cent,  and  these 
other  percentages  you  mentioned  we 
did  not  look  on  it  that  way  at  all.  The 
Henderson  Report  having  vindicated 
most  emphatically  the  views  of  the  pro- 
fession in  Scotland  during  the  last  eight 
years,  we  thought  it  only  . and 
proper,  as  you  were  having  this  Royal 
Commission,  to  put  "d  our  own 
views  on  remuneration.  We  did not  think 
of  it  from  the  pomt  of  view  ot  the 
B M A.  29  per  cent.;  we  just  took  what 
Henderson  said,  viewed  it  in  the  same 
spirit  and  did  not  put  a .p»ce > on  to 
bargain.  We  tried  to  look  at  it  from  fee 
point  of  view  of  fair  honest  men.  , 
discussed  this  throughout  Scotland  and 
took  great  care  over  the  figures  and  we 
think  they  are  exactly  what  Henderson 
had  in  mind. 


4879  Dr.  Francis,  supposing  the  pro- 
posals on,  the  Department  of  Health  s 
memorandum  58/45  ware  to  be  brought 
into  effect— you  have  not  had  a chance 
to  look  at  Table  P in  *e  MmBtry  s 
factual  memorandum  yet— but  would 
that  sort  of  scale  of  remuneration  appear 
to  you  to  be  appropriate?  You  have  at 
the  top  the  scales  operated  from -1st  April, 
1955,  and  they  go  up  to  £3,600.  (Copy 
of  factual  memorandum  passed  to  the 

witnesses). tit  depends  where  the 

Superintendents  came  tin  on  this  scale 
because  there  is  a top  and  a bottom  to 
it  Obviously  they  could  be  fitted  made 
that  scale  with  a top  rate  of  £3,600.  We 
have  only  asked  for  a top  rate  of  *3,250. 
They  could  certainly  be  fitted  m ; but  the 
question  is,  where? 


4880.  For  instance  a Senior  Ad- 
ministrative Medical  Officer  for  tlhe 
South-Eastern  Region  of  Scotland  comes 

in  at  £2,650-£3,250. If  you  take  the 

three  top  jobs  from  the  Superintendents 
point  of  view— Glasgow  West,  Glasgow 
Royal  and  Edinburgh  Royal,  they  would 
oome  in  under  the  scale  of  the  Senior  Ad- 
ministrative Medical  Officer  for  the 
Region  and  the  £3,250  would  fit  in  very 
fairly  there.  If  you  draw  a line  where  it 
shows  the  Bristol  Region,  £2,350,  under 
Deputy  Senior  Administrative  Medical 
Officers,  that  just  about  embraces  our 
proposals  on  page  1040. 


4881.  Yes,  it  is  not  far  away. So 

my  answer  to  your  question  is  that  pro- 
vided we  were  fitted  into  that,  it  would  be 
eminently  satisfactory. 


4882.  Mr.  C unlake : Dr,  Francis,  I 
notice  you  say  (that  in.  drawing  up  these 
scales  the  Association  has  accepted  for 
the  present  the  existing  grading  of  hos- 
pitals, Do  you  mean  that  if  there  is  to 
be  a grading  then  you  think  the  hospitals 
are  reasonably  graded  at  the  moment,  or 
do  you  feel  there  should  not  be  a grad- 
ing?  There  should  'be  a grading,  Sir, 

but  our  feeling  was  that  as  we  had  a 
little  problem— we  are  trying  to  get  our 
claims  listened  to — we  did  not  want  to 
roak  the  boat  too  much  by  upsetting 
existing  grading  in.  hospitals.  We  thought 
we  would  have  a better  chance  of  accept- 
ance with  less  excuse  for  people  to  argue. 

I think,  without  question  the  system  of 
grading  in,  hospitals  is  not  at  the  present 
time  a very  good  one.  It  does  not,  for 
example,  take  account  of  out-patient 
hospitals. 

4883.  Chairman ; The  system  of 
grading  is  that  shown  in  Appendix  B of 

the  Henderson  Report? Yes,  it  is 

really  based  on  beds.  It  is  possible  to 
have  an  enormous  out-patient  depart- 
ment entailing  a great  deal  of  extra  work 
and  worry  and  problems.  1 think  that 
if  one  was  hoping  for  the  ideal,  which 
one  never  can,  one  would  like  the  grading 
to  include  responsibility  for  these  large 
out-patient  departments  ; but  we  did  not 
Want  to  upset  the  boat  too  much. 

4884  Mr.  Cunlake : Would  the  ques- 
tion whether  they  were  teaching  hos- 
pitals or  not  come  into  your  view? 

It  does  anyhow  because  the  Superinten- 
dents in  Scotland  get  larger  salaries  with 
teaching  responsibilities  than  in  the  same 
sized  hospitals  that  have  not ; £200  a 
year  is  included  in  their  salary. 

4885.  Sir  Hugh  Watson : Tlhe  criteria 
on  grading  are  set  out  on  page  25  of  the 
Henderson  Report,  where  it  is  slated  that 
the  Committee  took  into  account  a num- 
ber of  factors,  the  number  of  specialist 
departments  and  so  on.  ,1  do  not  think 
we  are  concerned  to  enquire  into  the 
matter  of  grading'  - that  is  a Departmental 

matter. In  actual  fact,  Sir,  1 think  it 

is  done  largely  by  beds. 

4886.  You  have  made  your  position 
quite  clear  at  any  rate,  Dr.  Francis.  You 
feel  that  up  to  now  the  remuneration 
attached  to  the  post  of  hospital  admini- 
strator is  too  low,  that  it  has  adversely 
affected  recruiting  into  what  you  con- 
sider to  be  a valuable,  indeed  indispenJ- 
able  service.  You  point  to  the  fact  that 
the  Henderson  Committee  recommended 
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(hat  the  amounts  paid  .to  posts  of  greatest 
responsibility  in  that  Service  should  com- 
pare broadly  with  the  salaries  paid  to 
consultants.  You  take  it  that  could 
reasonably  mean  that  the  three  top  jobs 
be  paid  on  the  rate  of  the  lowest  consult- 
ant and  you  apply  the  grading  downwards 
so  far  as  the  rest  are  concerned. 
These  are  your  proposals  for  the  future 
remuneration  of  the  hospital  administra- 
tor, .assuming  things  go  on  as  they  are  at 

present? Yes,  Sir.  1 think  our  point 

is,  as  salaries  are  at  present,  what  we  put 
forward  on  page  1040  of  our  report, 
grading  up  to  £3,250,  is  realistic  and  fair. 
If  in  the  future  you  decided  consultants 
should  have  increased  salaries,  we  would 
hope,  pro-rata,  we  would  move  up  with 
them. 

4887.  Chairman'.  Is  medical  adminis- 
tration always  a whole-time  joh  within 

the  Service? Yes,  Sir,  very  much 

whole-time,  the  middle  of  the  night  as 
well. 

4888.  I realise  that,  but  I mean,  you 

cannot  be  a nine  or  eighl-eloventihs?-- 

No,  Sir. 

4889.  But  do  you  include,  for  instance, 
a large  number  of  cottage  hospitals — 
taking  the  North  Eastern  Region  where 
general  practitioners  are  responsible  and 
no  payment  is  made  to  them  for  the 

work? Dr.  Bedilartl:  Yes,  Sir.  The 

position  in  -the  North  East  of  Scotland  is 
rather  different.  There  are  a number  of 
very  small  hospitals  in  very  small  groups 
and  there  we  invite  one  of  the  general 
practitioners — and  sometimes  they  change 
from  year  to  year— to  act  as  the  Medical 
Superintendent.  In  fact  it  is  really  quite 
a different  thing  from  what  we  have  been 
talking  about, 

4890.  You  are  not  suggesting  there 
should  be  any  special  payment?  There 

is  now  no  payment? There  is  actually, 

Sir.  It  is  a very  small  payment  that  can 
be  made,  up  to  £250  a year,  I think  it  is, 
for  a small  group. 

4891.  The  Henderson  Report  says  no 

special  payment  is  made. -In  practice  it 

is,  Sir.  But  that  is  really  quite  a different 
situation.  Again  in  Orkney  and  Shetland 
the  Medical  Officer  of  Health  also  does 
certain  administrative  duties  on  our  be- 
half, but  most  of  the  important  matters 
are  dealt  with  at  the  Regional  Board  by 
myself  and  my  assistant.  We  do  all  the 
planning  in  the  hospital  for  the  Board 
of  Management. 


4892.  Sir  David  Hughes  Parry'.  What 

about  the  residence?  Is  residence  pro- 
vided for  the  Superintendent? Dr. 

Francis : Yes,  Sir,  and  they  pay  a rent, 
but  in  not  all  instances.  Where  the 
Superintendent  is  dn  a group  of  several 
hospitals,  for  example,  he  may  well  be 
living  independently  of  any  of  them.; 
but  in  big  teaching  hospitals,  he  is  usually 
on  the  premises.  I have  a house  with 
a garden,  for  which  I pay  a rent. 

4893.  Who  is  the  rent  fixed  by? By 

the  Treasury,  as  Crown  property.  In  the 
old  days  the  Superintendent  was  infinitely 
better  -off  because  he  got  his  house  free. 

4894.  Sir  Hugh  Watson : When  the 
Royal  Infirmary  was  a voluntary  hospi 

tail? Yes,  and  some  men  stayed  or 

prc-1948  rates  of  pay  rather  than  come  in 
on  the  new  basis,  but  I did  not  have  the 
option.  I was  appointed  afterwards.  I 
was  a deputy. 

4895.  Chairman : Some  men  stayed  on 

rc-1948  rates  of  pay  with  free  houses, 

ecause  they  thought  that  was  more 

favourable  than  the  new  rates? Yes. 

— Dr.  Bain  bridge : It  is  not  an  auto- 
matic thing  though  that  a house  goes 
with  these  posts.  1 think,  where  they 
exist,  it  is  really  a carry-over  of  the  pre- 
1948  position. 

4896.  Sir  David  Hughes  Parry : There 
is  a double  advantage;  there  is  the 

house  and  the  tax  rebate? Dr. 

Francis'.  No,  they  do  not  give  us  any 
Income  Tax  rebate  on  that  at  all.  I 
have  had  experience  of  this  because  I 
was  Deputy  Superintendent  and  when  my 
predecessor,  who  was  on  pre-nationalisa- 
tion rates  resigned,  I got  the  job.  While 
gelting  the  house  ready  I stayed  in  my 
own  house  in  Edinburgh  and  it  was 
thoroughly  unsatisfactory.  You  cannot 
do  the  job  so  well  if  you  are  living  a 
distance  from  the  hospital.  But  financially 
T was  certainly  better  off.  T actually  had 
to  nay  a bigger  rent  for  my  house  than 
1 let  my  own  house  for,  so  T lost  heavily. 
You  get  no  Income  Tax  allowances  for 
having  to  live  on  the  job — ff  wish  you  did. 

4897.  Sir  Hugh  Watson : Your  English 
colleagues  make  the  point  that  they  ought 
to  be  given  some  allowance  for  partici- 
pating in  the  social  life  of  the  hospital 

community. My  'private  opinion  is,  if 

I got  a reasonable  salary,  by  which  I 
mean  comparable  to  the  consultant,  I 
would  be  perfectly  prepared  to  entertain 
visitors  to  the  hospital  and  so  on.  At 
the  present  time  it  is  extremely  difficult 
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on  my  salary  to  give  the  sort  of  hos- 
pitality that  X have  received  at  other 
hospitals.  At  a place  like  Edinburgh 
Royal  you  have  scores  of  people  drop- 
ping in  and  entertainment  costs  can  be 
very  heavy  indeed.-- Dr.  Beddard : This 
also  applies  of  course  at  Regional  Boards 
where  one  has  a lot  of  visitors  and  one 
wants  to  entertain ; 1 take  quite  a lot 
home.  But  I d-o  not  think  ^ any  of  us 
would  make  a tremendous  point  about  it. 
At  the  same  time  we  get  invited  out 
to  lunch  when  there  is  a Board  meeting, 
and  special  visits,  and  we  put  one  against 
the  other.  But  it  does  occur  and  my 
wife  makes,  certain  references  to  the 
house-keeping  budget  and  so  on.  But  I 
would  not  like  you  to  think  that  we  take 
it  at  all  seriously. — Dr.  Francis : We 
would  not  make  a serious  issue  of  it  if 
wc  were  reasonably  paid,  but  we  are  not. 

4898.  Mr.  Gunlake : What  would  you 

say  this  expense  amounts  to? X have 

cut  it  down.  One  year  we  had  thirteen 
sets  of  people  come  to  stay. 

4899.  'Let  me  put  it  another  way.  In 

your  sub-paragraph  xxi  you  say  the 
Medical  Superintendent  should  have  an 
entertainment  allowance.  It  would  help 
if  you  could  suggest  what  kind  of  allow- 
ance you  had  in.  mind. In.  the  old 

days  of  course  they  did  get  this  in  teach- 
ing hospitals.  Sometimes  there  was  an 
actual  allowance  and  sometimes  they 
simply  said — send  the  bill  to  us. 

4900.  Chairman -.  It  varies  from  place 

to  place?i Yes,  a place  like  the  Royal 

does  attract  people  in  particularly  large 
numbers.  I would  not  like  to  mislead 
you  on  this.  I should  think  it  should  be 
something  between  £25  and  £50  a year. 
If  one  were  reasonably  paid  one  would 
not  raise  the  point  at  all  but  would  be 
prepared  to  take  it  in  one’s  stride. 

4901.  Mr.  Gunlake : In  subparagraph 
xx  you  say,  Dr.  Francis,  that  the  Associa- 


tion should  be  included  in  the  machinery 
for  discussions  and  negotiations.  We 
briefly  talked  of  Whitley  B.  Does  that 
mean  . the  Association  has  made  an 
attempt  to  be  involved  in  this  machinery 
and  has  failed  and,  if  so,  can  you  tell  as 

why  it  failed? When  it  all  started 

way  back  we  had  not  a Medical  Super- 
intendents Society  and  then  we  formed 
ourselves  into  an  Association.  'We  hope 
that  in  the  future  we  will  be  recognised 
as  a negotiating  body. 

4902.  Have  you  .made  any  attempt  to 

get  recognition? Yes,  Sir. 

4903.  And  so  far  it  has  not  necessarily 

been  refused? No,  Sir. 

4904.  Chairman-.  You  said  you  were 

formerly  the  Scottish  ^ 'Branch  of  the 
United  Kingdom  Association.  .What  are 
your  relations  with  the  rest  of  the  United 
Kingdom  now?  You  are  not  affiliated 
in  any  way? No,  we  simply  com- 

mitted hari  kari  and  formed  an  entirely 
new  Association  with  a much  bigger  and 
more  active  membership.  It  is  really 
alive  now.  Our  relationship  with  our 
colleagues  in  England  is  one  of  friendly 
alliance  and  association,  but  nothing 
more  formal.  Their  Chairman  and  Secre- 
tary usually  attend  our  annual  general 
meetings  and  we  attend  theirs  but  we 
are  not  linked  up  in  any  way. 

4905.  Mr.  Gunlake-.  To  quote  the 
famous  words,  your  relations  with 
foreign  powers  continue  to  be  friendly? 
Very  friendly,  yes. 

4906.  Chairman : We  have  covered  all 

the  points  you  wish  to  refer  to,  Dr. 
Francis? Yes,  Sir. 

4907.  Chairman:  I think  we  have 

understood  your  views.  Thank  you  very 
much. Thank  you  very  much  indeed, 


Sir. 

(The  witnesses  withdrew ) 
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REMUNERATION 


SUPERINTENDENTS’  SOCIETY 
DOCTORS’  AND  DENTISTS’ 


General 

1.  The  Medical  Superintendents’  Society  represents  the  interests  of  medical  superin- 
tendents  of  hospitals,  and  their  deputies,  in  England  and  Wales.  All  mental 
hospitals,  and  mental  deficiency  hospitals,  have  as  their  chief  officer,  medical  superin- 
tendents who  have  statutory  powers.  The  mental  and  mental  deficiency  hospitals 
account  for  approximately  45  per  cent,  of  the  hospital  beds  of  the  country.  Many 
of  the  former  municipal  hospitals,  both  general  and  special,  still  have  medical 
superintendents,  so  that  there  are  over  50  per  cent,  of  the  hospital  beds  of  the 
country  for  which  medical  superintendents  are  responsible.  Yet  the  very  existence 
of  the  medical  superintendent  or  physician  superintendent  has  been  tacitly  ignored 
by  the  Ministry  of  Health. 

2.  Most  medical  superintendents  are  consultants  in  their  various  specialties  and 
remunerated  as  such.  They  are  given  a variety  of  titles  of  which  the  most  common 
are  physician  superintendent,  surgeon  superintendent  or  medical  director.  Some 
have  been  graded  as  senior  hospital  medical  officers.  The  Society  knows  of  only 
two  medical  superintendents  in  England  and  Wales  whose  work  is  wholly  adminis- 
trative; all  others  combine  clinical  and  administrative  duties.  The  position  in 
Scotland  is  somewhat  different  in  as  much  as  the  chief  officer  in  all  types  of  hospital 
in  Scotland  is  a medical  superintendent  who,  however,  does  not  usually  have 
clinical  duties,  but  the  Scottish  Association  of  Medical  Administrators  will  be 
dealing  with  their  own  problems. 

3.  The  duties  and  responsibilities  of  the  medical  superintendents  have  been  set 
out  in  considerable  detail  in  the  Report  of  the  Committee  on  the  Internal  Adminis- 
tration of  Hospitals  (Bradbeer  Committee,  1954)  and  we  would  like  to  draw  the 
attention  of  the  Royal  Commission  to  Paragraph  61  et  seq.  and  Appendix  B, 
subsection  ii  and  iii  of  that  report. 

History  of  the  Society 

4.  The  Society  was  founded  in  1886.  Its  members  were  the  medical  superintendents 
of  the  Metropolitan  Poor  Law  Infirmaries.  Ail  the  minutes  of  its  meetings  since 
its  foundation  have  been  preserved.  Its  interests  were  chiefly  clinical  in  those 
days,  but  as  the  various  administrative  problems  of  large  hospitals  increased  so 
they  assumed  greater  importance  in  the  Society’s  proceedings.  Subsequently, 
medical  superintendents  of  provincial  poor  law  infirmaries  were  admitted  to  member- 
ship, and  still  later  medical  superintendents  of  mental  hospitals  and  other  special 
hospitals.  In  1935,  deputy  medical  superintendents  were  admitted  for  the  first 
time.  There  are  250  ordinary  and  97  honorary  members  in  the  Society.  The 
Society  is  divided  into  Branches  arranged  on  a geographical  basis,  so  that  members 
may  more  easily  meet  to  discuss  mutual  intercsls  and  problems.  In  1954  the 
Scottish  Branch  separated  from  the  parent  body  and  formed  the  basis  of  the  recently 
formed  Scottish  Association  of  Medical  Administrators.  The  Society  has  at  different 
times  in  its  history  made  representations  to  governmental  bodies  on  various  topics, 
including  the  Royal  Commission  on  the  Poor  Laws  and  Relief  of  Distress  in  1906. 
It  has  given  evidence  to  the  Bradbeer  and  other  committees  since  1948. 

5.  The  Society  submits  with  this  document  copies  of  its  Constitution  and  List  of 
Members  for  1956-57.  We  would  call  attention  to  its  Objects  in  Paragraph  3 
particularly  3 (a)  which  states:  “For  mutual  help  in  administrative  problems,  aud 
in  the  promotion  and  maintenance  of  the  highest  possible  efficiency  of  Hospitals  ” 
We  are  the  only  body  specifically  concerned  with  the  interests  of  medical  superin- 
tendents and  their  deputies. 

Comments  on  various  points  raised  by  the  Royal  Commission  in  its  circulated 
Memorandum. 

6.  Question  (ii). 

The  quality  of  British  qualified  doctors  is  quite  satisfactory.  We  are  unable 
to  comment  upon  the  quantity  in  general,  but  have  found  that  there  is  a consider- 
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able  shortage  of  juniors  offering  themselves  for  service  in  certain  specialties  such 
as  psychiatry  and  neuro-surgery,  with  the  resulting  failure  to  attract  applicants  of 
suitable  quality.  We  believe  that  this  is  due  to  the  poor  prospects  of  promotion 
in  such  specialties.  This  is  particularly  true  in  the  provinces. 

7.  Question  (v). 

The  prospects  of  a newly  qualified  doctor  are  vitiated  by  the  rigidity  of  the 
Health  Service.  A man  cannot  readily  transfer  from  one  specialty  to  another, 
nor  into  general  practice.  In  general  practice  too  he  cannot  readily  transfer  from 
one  part  of  the  country  to  another. 

8.  Question  (vi). 

In  certain  specialties  there  is  a bottle-neck  in  promotion  prospects,  in  consequence 
of  which  (as  referred  to  under  (ii)),  there  is  a tendency  to  take  up  general  medicine 
and  obstetrics  from  which  an  easier  transfer  to  general  practice  is  possible.  In 
time,  this  creates  further  congestion  in  these  latter  specialties. 

9.  Question  (vii)  (c  and  d).  Relative  advantages  and  disadvantages  of  whole-time 

and  part-time  consultant  practice. 

(a)  Advantages  of  whole-time  consultant  service. 

1.  The  divorce  of  financial  consideration  from  clinical  work. 

2.  The  consultant  is  able  to  devote  himself  exclusively  to  his  hospital  work  and 
domiciliary  consultations.  He  is  not  exposed  to  a conflict  in  loyalties  between 
hospital  and  private  practice. 

3.  The  working  conditions  of  the  whole-time  and  part-time  consultant  are  essen- 
tially the  same,  as  far  as  his  hospital  work  is  concerned,  and  there  is  no  difference 
in  security.  The  Society  is  definitely  not  in  favour  of  a fully  whole-time  service, 
but  believes  that  there  is  a place  for  both  whole-time  and  part-time  consultants. 
Indeed,  a proper  balance  between  the  two  gives  a sounder  and  more  healthy  service. 

4.  In  certain  specialties  in  some  areas  it  would  not  be  possible  to  get  suitable 
men  other  than  whole-time  consultants,  as  there  would  be  little  or  no  opportunities 
for  private  work,  e.g.  radio-therapy,  thoracic  and  neuro-surgery. 

(b)  Disadvantages  of  whole-time  consultant  service. 

1.  The  whole-time  consultant  must  make  eight  free  domiciliary  visits  each  quarter 
before  he  becomes  eligible  for  any  fees. 

2.  He  is  not  allowed  expenses  for  income  tax  purposes  which  his  part-time 
colleague  is  allowed,  such  as  the  cost  of  books  and  journals,  subscriptions  to 
professional  societies,  and  the  renewal  of  instruments  and  other  equipment,  etc. 

3.  His  earnings  are  limited  to  his  salary,  plus  certain  specified  fees,  while  the 
part-time  consultant  has  no  limit  to  his  earnings  outside  the  Hospital  Service.  The 
latter,  if  holding  the  maximum  number  of  sessions,  nine  per  week,  is  paid  for 
nine  and  a half  sessions  work.  His  pension  is  also  therefore  relatively  higher  as 
far  as  his  hospital  work  is  concerned.  ‘Many  whole-timers  in  consequence  are 
electing  to  go  on  maximum  part-time  service  because  of  the  financial  advantages. 
It  might  be  as  well  at  this  .point  to  refer  to  the  Report  of  the  Royal  Commission 
on  the  Taxation  of  Profits  and  Income.  In  their  report,  in  paragraph  129,  the 
Royal  Commission  states  that  the  general  impression  is  that  the  rule  governing 
the  deduction  of  expenses  in  respect  of  offices  or  employment  under  Schedule  E 
is  too  narrow.  This  is  of  course  Rule  9.  They  recommended  a re-wording  of 
Rule  9 on  less  restricted  lines  allowing  the  deduction  of  all  expenses  reasonably 
incurred  for  the  appropriate  performance  of  the  duties  of  the  office  or  employ- 
ment. They  also  made  recommendations  with  regard  to  personal  expenses,  including 
such  things  as  entertainment  allowance,  benefits  in  kind,  and  reimbursed  expense. 

4.  It  may  be  argued  that  the  whole-time  consultant,  if  working  in  the  hospital 
only,  may  develop  a parochial  outlook,  but  this  can  equally  apply  to  the  part-time 
consultant,  and  is  dependent  upon  the  personality  of  the  individual.  It  might 
equally  well  be  argued  that  the  part-time  consultant,  if  attached  to  several  hospitals, 
may  have  very  little  interest  in  the  community  life  of  any  of  the  individual  hospitals 
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10.  Question  (vii). 

(f)  Senior  Hospital  Medical  Officers. 

No  grade  has  given  rise  to  more  frustration  than  this  one,  and  its  future  should 
be  given  careful  consideration.  It  was  originally  designed  for  those  whTm “St 
were  not  considered  worthy  of  consultant  status,  and  was  intended  nThe  1 19i8 
which  would  , die  out.  In  spite  of  this,  new  appdntments  “ue °to *bS  Sale6 
to  this  grade  in  certain  specialties  ; in  fact  the  grade  is  being  added  tn  Z 

ments  of  certain  hospitals.  The  Society  disapproves  of  the  grade  « it  ef  WlSh; 
constituted,  and  considers  that  while  it  still  exists  individuals  in  it  houlfhave 
their  grading  reviewed  at  regular  intervals  of  not  more  than  five  years.  “ “ 

11.  Question  (viii). 

The  salary  of  a junior  hospital  officer  (i.e.  below  registrar  grade)  after  registration 
should  be  raised  to  a level  comparable  to  that  of  a trainee  assistant  fn  general 
practice.  The  conditions  during  the  training  years  (25  to  35)  are  very  unatti  active 
and  indeed  cause  considerable  financial  hardship  and  much  frustration.  tlve 

12.  Question  (xv). 

Merit  Awards. 

Many  people  disapprove  of  merit  awards,  the  chief  objection  being  the  secrecy 
with  which  they  are  surrounded.  It  is  true  that  there  are  certain  advanta^s  in 
this  very  secrecy.  The  criteria  on  which  they  are  awarded  are  not  known  and 
we  consider  that  certain  standards  should  be  laid  down.  We  cannot  offer  any ’satis- 
factory alternative  to  the  present  system,  because  some  such  method  of  rewarding 
specific  a ents  and  skill  is  desirable.  It  might,  however,  be  suggested  that  su  table 
s»“dle  reE1°  COmmitlCCS  should  appointed  to  advise  regarding 

13.  At  present  only  clinicians  are  eligible  for  merit  awards. 

We  consider  that  those  men  who  are  pre-eminent  in  the  administration  of  their 
hospital,  quite  apart  from  any  clinical  work  they  may  do,  should  not  be  excluded 
from  consideration  It  is  the  total  picture  of  the  man’s  professional  work  in  the 
service  which  should  be  taken  into  account, 

14.  Question  (xx). 

Whitley  Council  Machinery. 

There  is  general  dissatisfaction  with  the  Whitley  Councils. 

(pSgrauhsCT^m  cliscu5sed . the  matter  in  considerable  detail 

^paragraphs  67 ) to  6;8,  and  734).  they  were  originally  set  up  for  those  in  govern- 
ment  employment,  and  if  the  employee  was  dissatisfied  he  had  the  alternative  of 
w“h  anot.hcr  employer.  In  the  National  Health  Service  there  is  no 

se  vcf  W.  d .°n5!or  m tho  dof°r'  T,his  is  an  entireIy  new  feature  in  public 
tw  fh™  i ?L£]0TC  .h,c  .P'.'086"1  wangles  concerning  remuneration,  and  consider 

15.  Remuneration  of  Medical  Superintendents. 

n in,.*nd.t0  “Press  any  specific  views  regarding  the  rcmuncra- 
twf  whi  m i °f  on'lUjal3ls  a.nd  otll<;r  hospital  medical  staff,  as  evidence  on 

TH  ™nAe  fa»y  Presented  by  the  British  Medical  Association  and  other  bodies, 
in  relation  md|h‘fh  t*  roPruJ.ncration  of  medical  superintendents  and  their  deputies 
Lica  eXC"islvely  «Hnlcal  consultants.  All  mental  hospitals  have 

Sf  verv  i d S’  ?nc  prac,'cal‘y  al1  sanatoria  and  special  hospitals,  except 
superintendents  Wtih  / 'arge  numb?r  8cneral  hospitals  also  have  medieffi 
Hne  S ^ b,uhe  pxccptions  already  mentioned  in  paragraph  2,  all  com- 
AwardUof  hf  of  7‘{h  admm“*r*|'°n-  In  accordance  with  the  Industrial  Court 
32  hours  ™.rhm»'“vnd  January,  1952,  if  a medical  superintendent  is  engaged  for 

tanital  mPe,  om  climcal  ?,t,es  h?.is  paid  whol‘y  as  a consultant  or  a senior 
Hospital  medical  officer,  according  to  his  clinical  grading. 
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16.  In  addition  to  his  clinical  work,  the  medical  superintendent  has  administrative 
responsibilities  and  duties,  and  these  may  be  at  times  of  greater  moment  and  of 
a more  demanding  nature  in  time  and  mental  effort  even  than  his  clinical  work. 
If  resident  he  is  never  wholly  off  duty  unless  he  goes  out  of  the  building:  even 
then  he  may  ,be  held  responsible  for  things  which  happen  in  the  hospital  when 
he  is  absent.  In  other  words,  he  is  more  completely  whole-time  than  any  other 
medical  officer. 

17.  In  most  cases  it  is  a condition  of  his  employment  that  he  is  resident  <or  must 
live  so  close  to  the  hospital  that  he  is  virtually  resident),  the  employing  authority 
recognising  the  obvious  value  of  having  a senior  officer  upon  the  premises.  This 
condition  of  residence  imposes  many  disadvantages  both  on  the  medical  superin- 
tendent and  his  wife  and  family,  particularly  in  isolated  areas.  Many  mental, 
mental  deficiency  and  special  hospitals  are  sited  away  from  towns.  As  a result 
of  this,  social  contact  both  for  the  medical  superintendent  and  his  family  is  not 
easy,  and  he  is  not  able  to  'purchase  a house  for  a permanent  residence,  The 
charges  made  for  his  accommodation  would  _ go  a long  way  toward  meeting  a 
redemption  mortgage  on  a house  that  he  might  occupy  if  non-resident.  When 
he  approaches  retirement,  then,  in  the  latter  years  of  his  life,  he  has  to  begin  the 
process  of  purchasing  and  setting  up  a new  home. 

18.  His  administrative  responsibilities  do  not  end  with  the  day-to-day  administration 
of  his  hospital.  He  is  expected  to  attend  the  regular  hospital  committees,  and  he 
alone  is  expected  to  -attend  a large  number  of  special  sub-committees.  He  also  has 
to  interview  many  of  the  other  senior,  lay,  and  nursing  officers.  He  is  expected, 
too,  to  take  part  in  all  the  social  activities  of  the  hospital,  a duty  which  his  purely 
clinical  colleagues  may  well  escape.  This  is  true  in  all  hospitals  and  especially 
true  in  a mental  hospital,  where  he  must  take  the  lead  in  many  of  the  recreational 
activities  of  the  patients.  These  many  demands  upon  his  time  often  result  in  his 
sacrificing  not  only  his  own  social  activities,  but  the  very  necessary  attendance  at 
medical  societies  and  the  taking  part  in  similar  professional  activities.  As  a 
consequence  also,  the  development  of  his  clinical  work  to  a degree  which  might 
earn  him  a merit  award  is  liable  to  suffer. 

19.  It  is  no  wonder,  therefore,  that  there  is  a steadily  increasing  difficulty  in  finding 
suitable  candidates  for  the  post  of  medical  superintendent.  Both  the  Bradbeer 
Report  {paragraph  118)  and  the  Guillebaud  Report  (paragraph  414)  refer  to  this 
point.  The  latter  Report  says  in  paragraph  414 : “ It  should  certainly  be  investigated 
and  if  it  is  found  that  the  salaries  of  medical  superintendents  are  inadequate  to 
maintain  proper  recruitment  they  should  be  revised."  Already  quite  a number  of 
medical  superintendents,  because  of  these  disadvantages,  have  given  up  their  posts 
and  taken  a purely  clinical  post,  either  in  their  own  or  other  hospitals.  Equally 
undesirable  is  the  possibility  that  some  men  may  accept  the  post  of  medical 
superintendent  in  order  to  achieve  consultant  status,  with  the  idea  that  in  the  future 
they  may  take  a purely  clinical  consultant  appointment. 

20.  For  all  these  reasons  the  Society  argues  that  a medical  superintendent  should 
be  given  extra  remuneration  over  and  above  his  purely  clinical  colleague.  Only 
he  has  his  finger  on  the  pulse  of  all  the  hospital  activities,  and  his  value  to  a 
management  committee  which  regularly  seeks  his  opinion  on  different  problems  is 
immense, 

21.  Both  the  Bradbeer  Report  (paragraph  72)  and  the  Guillebaud  Report  (page  146), 
agree  that  “the  medical  administrator  must  be  a consultant  in  active  clinical  practice.” 
With  this  we  agree,  with  the  proviso  that  medical  superintendents  whose  administra- 
tive duties  necessarily  take  more  than  two  sessions  should  not  be  penalised.  Some 
medical  superintendents,  however,  have  been  graded  as  senior  hospital  medical 
officers.  On  the  merit  or  demerit  of  this  clinical  grading  in  individual  cases  we 
cannot,  of  coqrse,  comment,  but  we  do  contend  that,  because  of  the  many  responsi- 
bilities he  carries  as  an  administrator,  and  because  of  the  many  disadvantages  of 
the  post  he  holds,  a strong  case  can  be  argued  in  favour  of  giving  these  medical 
superintendents  the  grading  of  consultant  in  relation  to  his  administrative  duties. 
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22.  Members  of  our  own  profession,  among  others,  may  raise  objection  to  the 
suggestions  contained  in  the  last  two  paragraphs.  Many  consultants  in  the  hospital 
service  in  England  and  Wales,  though  not  in  Scotland  (see  the  report  on  Medical 
Superintendents  and  Medical  Staff  Committees  issued  by  the  Department  of  Health 
for  Scotland  in  1957),  have  been  keenly  critical  of  the  post  of  medical  superintendent. 
Guy’s  Hospital  is  a notable  exception.  They  would,  therefore,  have  opposed  the 
suggestion  that  the  medical  superintendent  should  receive  higher  remuneration  than 
a consultant,  but  it  should  be  remembered  that  medical  superintendents  do  not 
appoint  themselves.  They  are  appointed  by  employing  authorities  who  have  deemed 
the  appointment  necessary,  and  have  been  appointed  in  open  competition. 

Prior  to  1948,  the  competition  was  very  keen,  with  many  first-class  applicants 
for  the  post.  It  is  particularly  frustrating  to  those  members  of  the  profession 
who  were  appointed  as  medical  superintendents  prior  to  1948,  and  who  were 
then  regarded  as  suitable  men  for  the  post  and  who  have  now  been  graded  as 
an  S.H.M.O.,  to  find  that  others  who  were  unsuccessful  in  their  application  for 
the  same  or  similar  posts,  are  now  graded  as  consultants. 

23.  It  may  be  asked  why  do  we  medical  superintendents  continue  in  our  office,  and 
why  do  some  candidates  still  come  forward.  There  are  many  reasons,  but  the 
chief  one  is  that  we  believe  that  a hospital  in  which  there  is  a medical  superintendent 
will  function  more  efficiently  and  more  economically.  Being  a doctor,  the  medical 
superintendent’s  chief  care  is  the  welfare  of  the  patient,  and  it  is  his  constant 
concern  that  all  the  various  departments  of  the  hospital  function  efficiently  to 
that  end. 

24.  Deputy  Medical  Superintendents. 

We  do  not  approve  the  suggestion  contained  in  the  .Bradbeer  Report  (para- 
graph 81),  that  the  deputy  should  be  of  R.M.O.  or  R.S.O.  status.  In  this  we  are 
supported  by  the  Central  Consultants  and  Specialists  Committee,  which  in  its 
comments  on  the  Bradbcer  Report  stated  that  the  deputy  medical  superintendent 
should  be  a consultant.  Some  hospitals  now-a-days  have  no  deputy  medical 
superintendent,  a fact  wc  deplore.  We  consider  such  an  appointment  is  necessary, 
and  entirely  agree  that  his  status  should  be  that  of  a consultant.  We  contend  also 
that  in  order  to  induce  men  to  take  on  the  duties  of  the  deputy,  he  must  be  given 
extra  remuneration,  which  should  be  not  less  than  80  per  cent,  of  that  given  to 
a medical  superintendent. 


References  : 

1.  Report  of  the  Committee  on  the  Internal  Administration  of  Hospitals.  (Bradbeer 
Report,  1954.) 

2.  Report  of  the  Committee  of  Enquiry  into  the  Cost  of  the  National  Health 
Service.  (Guillebaud  Report,  1956.) 

3.  Medical  Superintendents'  Medical  Staff  Committees  (Scotland),  1957. 
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Examination  of  Witnesses 

Dr.  G.  McCoull,  President  of  the  Society 
Dr.  M.  J.  Brookes,  Chairman  of  Council 
Dr.  V.  Cotton-Cornwall 
Dr.  A.  Skene 

Dr.  J.  M.  Milloy,  Honorary  Secretary 

on  behalf  of  the  Medical  Superintendents’  Society 

Called  and  Examined 


4908.  Chairman-.  Dr.  McCoull,  you 
will  be  speaking  mainly  for  the  Society, 
will  you,  or  will  you  all  wish  to  give 
evidence  with  yourself  actinig  as  the 

leader? 1 think  that  is  the  position, 

Sir,  yes. 

4909.  It  is  for  anyone  you  wish  to 
answer  any  of  the  questions  we  may  put 
to  you  and  in  your  turn,  of  course,  you 
will  be  asked  questions  from  any  mem- 
ber of  the  Commission,  particularly  from 
Sir  Hugh  Watson  who  has  been  Chair- 
man of  the  particular  sub-committee  that 
has  gone  through  your  evidence  and  has 
marshalled  the  questions  we  propose  to 
put  to  you.  Would  you  please  remem- 
ber, first  of  all,  that  anything  you  say 

will  be  reported? Dr.  McCoull'.  Yes, 

Sir. 

4910.  We  will  question  you  fairly 
thoroughly  on  a few  aspects  of  this  very 
specialised  subject  within  our  whole 
subject  because  if  we  do  not  there  is 
nobody  else  to  do  so.  Do  not  .think 
we  are  being  hostile  in  so  doing:  equally 
do  not  take  it  we  are  accepting  without 
any  comments  any  points  that  we  do 
not  raise  because  we  have  gone  into 
many  of  them  sufficiently  with  other 
bodies.  Would  you  start  by  telling  us 
the  scope  and  membership  of  the 
Society  including  perhaps  a description  of 
the  different  types  of  membership  and  of 
aotivity  as  represented,  for  instance,  by 
the  five  of  you  who  are  here  today? 

Could  I just  introduce  -the  people 

who  are  here?  Dr.  Brookes  is  a con- 
sultant psychiatrist  and  in  charge  at  the 
Shelton  Hospital,  near  Shrewsbury ; 
Mr.  Milloy  is  consulting  surgeon  and  in 
pharge  at  St.  Mary  Abbots  Hospital 
Kensington ; Dr.  Cotton-Cornwall  is 
chest  .physician  and  is  deputy  superinten- 
dent at  the  Aintree  Hospital,  Liverpool 
and  Dr.  Skene  is  consultant  physician  in 
charge  at  the  Walton  Hospital,  also 
Liverpool.  T myself  an  in  charge  at  the 


Prudhoe  and  Monkton  Hospital,  which 
is  a mental  deficiency  hospital.  We  are 
all  consultants. 

4911.  How  many  members  have  you? 
250  in  our  Society,  Sir. 

4912.  How  many  could  you  have  had 
if  everybody  eligible  were  what  the  Scots 

call  a .paid  up  member? We  have 

tried  to  reckon  that  out  this  morning  and 
thought  somewhere  about  400,  Sir.  We 
cannot  get  exact  figures. 

4913.  You  are  all  consultants.  How 
many  of  the  400  would  be  of  consultant 

status? We  do  not  know.  Sir:  it  must 

be  95  per  cent.  Could  I say  at  this 
point  that  Dr.  Skene  has  got  some  figures 
just  this  morning  from  the  Ministry.  We 
said  in  paragraph  1 of  our  memorandum 
that  the  .mental  and  the  mental  deficiency 
.hospitals  account  for  approximately  45 
per  cent,  of  the  hospital  beds  of  the 
country.  We  said  that  for  over  50  per 
cent,  of  the  hospital  beds  in  the  country 
medical  superintendents  are  responsible. 
We  think  that  is  modest,  Sir.  We  were 
not  quite  certain  about  figures.  We 
thought  we  were  under-stating.  Dr.  Skene 
has  some  further  figures. 

4914.  Would  you  like  to  give  us  those 

now.  Dr.  Skene? Dr.  Skene:  We  only 

have  the  figures  in  respect  of  eleven  of 
the  fourteen  hospital  regions  in  England, 
but  these  show  that  there  are  368,600 
beds  in  these  eleven  regions  and  of  these 
221,600  are  in  hospitals  which  are 
administered  by  medical  superintendents 
by  name  or  by  other  terms  such  as 
medical  director,  physician  superinten- 
dent and  so  on,  which  is  just  a fraction 
over  60  per  cent. 

4915.  Those  were  mental  and  mental 

deficiency  hospitals? No,  Mr.  Chair- 

man, all  hospitals  in  England  and  Wales 
with  the  exception  of  three  regions— 
Oxford,  North  East  Metropolitan  and 
Birmingham — where  we  have  not  been 
able  to  get  the  figures. 
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4916.  Sir  Hugh  Watson:  Yet,  you 
say,  the  very  existence  of  'the  medical 
superintendent  has  been  tacitly  ignored 
by  the  Ministry  of  Health.  What  does 

that  mean,  Dr.  McCoull? (Dr. 

McCoull : It  means  that  in  regard  to  cir- 
culars, memoranda  and  other  documents 
from  the  Ministry  the  set  up  is  such 
that  they  come  down  through  lay  hands 
and  very  often  we  find  that  the  medical 
superintendent  as  the  head  of  the  hos- 
pital is  simply  not  named.  They  go 
direct  to  the  lay  side.  Very  often  we  do 
not  see  them. 

4917.  He  is  by-passed? We  are 

often. 

4918.  Chairman:  You  are  often  by- 

passed on  subjects  dealing  with  adminis- 
tration?  Yes,  Sir.  Could  I say  that 

there  is  an  official  publication,  the  Hos- 
pital Directory  I think  it  is  called,  where 
no  medical  superintendent  is  put  down 
at  all.  Quite  apart  from  being  in  charge 
of  the  hospital  his  name  just  does  not 
appear  under  any  hospital  in  the  country. 
That  is  -published  by  the  Ministry  I am 
told,  Sir. 

4919.  Have  you  ever  brought  this  to 

the  attention  of  the  Ministry? As  a 

body  we  have  not.-— Dr.  Brookes:  I 
think  we  did  send  a communication  about 
five  years  ago. 

4920.  What  was  the  answer? 1 

cannot  remember  now,  Sir. 

4921.  Sir  Hugh  Watson:  Did  you 

employ  what  in  other  circumstances  is 
called  a follow  up?  You  did  not  return 
to  the  charge? Dr.  McCoull : No. 

4922.  It  astonishes  me  because  as  you 

know  -the  medical  superintendent  is  recog- 
nised as  a grade  for  remuneration. 

Are  you  speaking  of  .the  administrative 
superintendent? 


4923.  I am  reading  from  the  factual 

memorandum  given  to  us  -by  -the  Minister 
of  Health.  'Will  you  look  at  page  79, 
Dr.  McCoull?  You  wi-l-l  find  medical 
superintendents,  graded  as  consultants, 
who  are  normally  engaged  for  at  least 
32  hours  per  week  are  remunerated  as  if 
toe  whole  of  their  duties  were  clinical. 
That  seems  to  recognise  the  existence  of 
aiedical  superintendents. Yes,  Sir. 

4924.  Or  again  in  the  next  paragraph, 
ev™.  more  so,  the  salaries  of  whole-lime 
medical  superintendents  are  related  to  a 

pointing  system. 1 think  you  have  left 

out  the  important  words  “ engaged  wholly 
m administrative  duties.” 


1 beg  your  Parc)on.  My  point  is 
this : the  document  seems  to  recognise  the 

existence  of  medical  superintendents. 

Indeed,  I think  -it  does.  It  recognises  here 
the  wholly  administrative  medical  super- 
intendents of  which  we  have  not  got  a 
representative.  They  are  very  few  indeed 
Sir. 

4926.  But  also  paragraph  1,  Dr.  Mc- 
Ooull,  recognises  medical  superintendents 

graded  as  consultants? Yes,  Sir  If 

you  are  making  the  point  we  are  recog- 
nised the  answer  is  yes,  SSir. — Dr.  Skene : 
May  I just  -say  that  we  are  recognised  as 
consultants-  just  as  all  the  other  consul- 
tants. In  this  document,  as  we  exist 
and  have  to  be  paid  naturally  I presume 
we  are  recognised  for  purposes  of  pay- 
ment, but  for  (purposes  of  administration 
m the  general  hospitals— I specifically  say 
general  hospitals — -there  is  no  doubt  there 
is  considerable  substance  in  what  has 
been  said  by  Dr.  McCoull. 

4927.  Chairman : What  I canno-t  under- 
stand is  why,  if  you  are  -being  by-passed 
on  things  -on  which  you  ought  to  be 
consulted  or  at  least  informed,  the  Society 
has  not  said  so  with  greater  force? — - — . 
Dr.  McCoull:  lit  is  -a  very  small  body. 
Sir. 

4928.  Chairman : 1 see. Dr. 

Brookes : We  have  called  the  attention  of 
the  (Ministry  on  several  -occasions  to 
quite  a number  -of  instances  in  which  we 
have  been  bypassed.  We  have  had  no 
replies. 

4929.  Sir  Hugh  Watson:  Of  course 
various  bodies  have  expressed  views 
about  this  matter.  The  Guitlebaud  Re- 
port did  confirm  the  views  of  the  Brad- 
beer  Committee  that  -the  medical  admin- 
istrator -must  be  a consultant  in  active 
clinical  -practice.  I think  as  the  Chairman 
says  this  is  a matter  for  yourselves. 
It  is  not  a -matter  for  -this  Royal  Com- 
mission. .It  seems  unfortunate.  This 
Commission  is  concerned  with  remunera- 
tion you  -see.  Could  you  iteH'us,  Dr. 
McOoull,  how  many  of  your  members 
are  superintendents  of  -mental  hospitals? 

Dr.  McCoull : Not  exactly.  I should 

have  thought  about  90  per  cent. 

4930;  Of  mental  deficiency  hospitals? 

T included  mental  deficiency  in  that 

90. 

4931.  Of  infectious  diseases  hospitals? 
A small  proportion. 
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4932.  General  hospitals? — —Seven  or 
eight  per  cent.  That  is  round  about  the 
distribution. 

4933.  You  mention  in  your  memoran- 
dum that  there  are  only  two  hospitals 
in  England  and  Wales  where  there  are 
med'ichl  superintendents  whose  work  is 
Wholly  administrative. — —Only  two  we 
know  who  are  members  of  our  Society. 
We  do  not  know  of  any  more. 


4934.  Can  you  tell  us  what  proportion 
of  the  medical  superintendents  to  whom 
you  refer  are  consultants  on  the  one  hand 

and  S.H.M.Os.  on  the  other? We  tried 

to  think  Ithat  ouit  this  morning.  The 
number  of  S.H.M.Os.  is  very  small  in- 
deed. It  cannot  be  more,  X imagine,  than 
a dozen  in  the  whole  country. 


4935.  Tell  me.  Dr.  McOoulI,  would  you 
accept  the  definition  of  the  duties  and 
responsibilities  of  medical  superinten- 
dents as  laid  down  in  the  Bradbeer 
Committee’s  Report?  You  have  probably 
seen  that?- — Yes,  X have  seen  it,  Sir. 
In  general  I would  say  yes,  Sir.  I would 
say  in  the  mental  and  mental  deficiency 
hospitals  there  is  something  extra  but  in 
general  I think  we  can  accept  the  Brad- 
beer  Committee’s  Report. — Dr.  Skene: 
May  I ask  Sir  Hugh  Watson  whether  he 
is  referring  to  Appendix  B or  paragraph 
61  of  the  Report  because  paragraph  61 
enumerates  a number  of  duties  which  the 
Report  takes  to  come  within  the  content 
of  medical  [administration,  whereas  the 
Appendix,  of  course  enumerates  duties 
laid  down  for  a medical  superintendent. 
It  may  appear  there  is  a very  fine  line 
of  dilference  between  those  two  items, 
but  of  course  medical  administration  is 
carried  out  in  the  same  sort  of  way  in 
hospitals  which  do  not  have  an  appointed 
medical  administrator. 


4936.  I think  that  is  the  point.  Subject 
to  that,  with  that  comment,  Dr.  Skene, 
you  would  accept  the  outline  of  the  duties 
and  responsibilities  of  a medical  adminis- 
trator as  set  out  in  paragraph  61  of  the 
Bradbeer  Report? Yes,  Sir. 


4937.  You  point  to  Sections  (ii)  and  (iii) 
of  Appendix  B as  illustrating  the  duties 
which  have  been  laid  down  by  a certain 
Board  for  a surgeon  superintendent,  and 
a memorandum  on  ithe  relationship  of 
medical  superintendents  to  specialists  on 

hospital  staffs? That  is  so.— Dr. 

Brookes:  Those  duties,  Sir,  are  in  rela- 
tion generally  to  non-teaching  hospitals, 


to  mental  and  mental  deficiency  hospitals 
where  the  appointment  of  a medical  ad- 
ministrator is  specially  set  down  in 
Statutory  Instruments. 

4938.  Mental  hospitals  are  by  statute 

obliged  to  have  a medical  superinten- 
dent?  And  mental  deficiency  hospi- 

tals.  Statutory  Instrument  419  lays  down 
that  he  is  the  chief  officer. 

4939.  As  I said,  this  Commission  is 
concerned  particularly  with  remunera- 
tion. We  are  obliged  for  the  comments 
you  make  in  paragraphs  5 to  13  of  your 
memorandum.  Perhaps  you  will  excuse 
my  not  dealing  with  them.  We  have 
had  evidence  from  a considerable  num- 
ber of  bodies  and  think  we  know  the 

position  about  them. Dr.  Cotton- 

Cornwall:  'Might  we.  Sir,  say  something 
about  some  of  the  evidence  that  has  been 
given  on  merit  awards  if  you  are  not 
going  to  ask  us  any  questions  on  that 
matter,  because  we  do  feel  some  of  the 
statements  made  to  you  about  the  lack 
of  interest  shown  by  consultants ' in 
general  in  the  merit  award  system  does 
not  correspond  with  the  facts.  Naturally 
everybody  is  interested  in  the  amount  of 
money  that  he  receives  and  the  fact  that 
meetings  in  the  regions  have  not  been 
well  attended  is  not  due  to  the  fact 
that  people  arc  not  interested, 

4940.  Chairman:  What  is  it  due  to? 

If  I may  be  quite  frank,  it  is  due 

to  the  fact  that  the  question  of  merit 
awards  is  not  dealt  with  at  those  meet- 
ings. People  ask  questions  and  they  do 
not  get  answers.  Since  that  has  hap 
pened  on  several  occasions  people  have 
ceased  to  attend.  Speaking  for  the  Liver- 
pool region,  the  attendances  at  the  be- 
ginning were  very  much  better  than  they 
arc  now.  If  I may  speak  personally  I 
myself  went  to  the  first  two  meetings 
that  were  held  and  decided  it  was  a 
complete  waste  of  time  going  to  any 
more.  I think  that  is  fairly  general— 
that  feeling  is  fairly  general.— Dr, 
Brookes : There  are  other  factors.  Some- 
times the  meeting  is  held  at  a distance 
from  one’s  place  of  work— some  30  or 
40  miles  away,  and  it  is  held  in  the 
afternoon.  One  hardly  feels  inclined  to 
go  to  attend  a meeting  at  that  time. 

4941.  I think  we  appreciate  these  meet- 

ings are  held  in  fairly  widely  separated 
places  at  intervals  and  one  cannot  expect  j 
a very  large  attendance.  In  the  past  250 
people  turned  up  in  Newcastle. There  j 
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have  been  good  attendances  in  my  area. 
—Dr.  McCoull : In  paragraph  13  on 
merit  awards,  we  say: 

“ It  is  the  total  picture  of  the  man’s 

professional  work  in  the  service  which 

should  be  taken  into  account." 

I feel  that  here  we  should  point  out  to 
you  that  in  the  system  of  allocating 
merit  awards  to  people  it  is  laid  down 
that  administration  does  not  count.  In 
other  words,  one’s  success  or  otherwise 
in  running  a hospital  community  is  not 
taken  into  account  at  all.  We  think  that 
is  part  of  a man’s  total  professional  capa- 
city and  we  think  it  should  be  taken  into 
account.  We  protest  very  strongly 
against  the  leaving  out  of  administration 
from  the  merit  award  system. 

49,42.  You  know,  Dr.  McCoull,  other 
bodies  have  raised  the  question  of  alter- 
ing the  line  of  demarcation  of  merit 
awards,  bringing  in  types  of  doctor  for 
instance  who  would  not  now  be  eligible. 
The  Medical  Research  Council  indeed 
raised  that.  There  has  been  a generally 
expressed  feeling  it  is  best  to  leave  the 
line  of  demarcation  where  it  is.  You 

knew  that? We  know  that  this  is  fpr 

you  to  decide  but  we  are  protesting 
against  the  fact  that  administration  docs 
not  count.  They  are  the  words  that  have 
been  used.  We  think  it  is  important. — 
Dr.  Skene : I think  we  take  that  viev^ 
because  we  feel  that  the  duty  of  the 
medical  administrator  in  the  hospital 
service  is  an  important  one  and  for  the 
good  of  the  service.  Consequently  any 
condition  of  service  which  will  make  an 
important  appointment  of  that  sort  less 
attractive  will  carry  with  it  a handicap 
from  the  point  of  view  of  the  recipient’s 
future  financial  prospects  and  is  not 
calculated  to  maintain  the  quality  of  the 
service  in  which  we  are  interested. 

4943.  You  are  making  the  same  sort 
of  point  at  a different  sphere  to  the  one 
which  has  been  made,  for  instance,  by 

the  Medical  Research  Council? 

Precisely,  Mr.  Chairman. 

4944.  Sir  Hugh  Watson : There  is  this 

difference,  Dr.  Skene,  if  I may  act  as 
your  advocate  for  the  moment,  that  the 
people  about  whom  you  are  talking  arc 
already  consultants? That  is  so. 

4945.  It  has  been  expressed  to  the  Com- 
mission that  people  who  do  no  clinical 
work  at  all  ought  to  be  considered  for 
merit  awards.  The  Commission  have  so 


far  not  been  impressed  by  that  argument. 
I am  not  saying  they  have  decided  any- 
thing, but  once  you  get  outside  the  realm 
of  clinical  medicine  for  which  merit 
awards  were  primarily  intended,  you  are 
in  a very  difficult  and  wide  area:  but 
your  point  is  perhaps  narrower — with 
respect,  Mr.  Chairman — because  you  are 

a consultant  to  begin  with. The  point 

I am  making,  Mr.  Chairman,  is  that  the 
physician  superintendent  is  a handi- 
capped consultant  in  relation  to  his  fel- 
low consultants  because  there  is  a limit 
to  that  which  even  the  most  conscientious 
person  can  put  into  24  hours  and  if  he 
is  undertaking  clinical  duties  for  nine- 
elevenths  of  his  time  he  is  expected  to 
carry  out  clinical  duties  for  nine- 
elevenths  of  his  time.  Bearing  in  mind 
the  Ministry  three  years  ago  stated  that 
a particular  consultant’s  task  may  be 
done  in  whole  time  or  in  nine  sessions, 
at  the  option  of  the  consultant,  then  ob- 
viously the  man  who  is  doing  a nine 
session  consultant  post  plus  all  his  ad- 
ministration is  extremely  handicapped  in 
undertaking  any  research  work  in  which 
he  may  be  interested  as  compared  with 
the  pure  clinician.  Consequently  it  is 
unjust  for  him  not  to  be  considered  for 
a merit  award. 

4946.  Chairmm : Dr.  Skene,  paragraph 
1 of  Appendix  F of  the  factual  memo- 
randum to  which  Sir  Hugh  referred 
earlier,  says  that  medical  superintendents 
graded  as  consultants  who  are  engaged 
at  least  32  hours  a week  in  clinical  work 
are  remunerated  as  if  the  whole  of  their 
duties  were  clinical.  Would  that  also 
apply  for  merit  award  purposes,  to  your 
knowledge?- — I do  not  know:  I pre- 
sume it  would. — Dr.  McCoull : Yes. 

4947.  So  that  anybody  who  is  engaged 

for  32  hours  a week  on  clinical  duties  as 
a medical  superintendent  is  eligible  for 
a merit  award? Dr.  Skene:  Yes. 

4948.  To  the  full  extent,  and  presum- 

ably if  engaged  for,  say,  20  hours  instead 
of  32,  is  eligible  for  the  appropriate  pro- 
portion of  the  award? Dr.  Cotton- 

Cornwall : There  are  people  who  are 
medical  superintendents  who  have  merit 
awards.  We  would  not  like  to  give  the 
impression  there  are  not  any.  The  argu- 
ment is  it  is  more  difficult  for  a medical 
administrator  being  either  physician 
superintendent  or  deputy  to  obtain  a 
merit  award  because  he  has  not  got  the 
same  amount  of  time  to  give  to  clinical 
research  and  writing  and  reading  of 
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papers  that  the  pure  clinician  has.  I 
think  that  is  the  point  I am  trying  to 
bring  out. 

4949.  I think  the  Commission  has  got 
the  point.  X do  not  know  to  what  extent 
they  are  convinced  about  its  validity. 
We  may  need  to  ascertain  more  on  that 
particular'  point  from  Lord  Moran.  I 
do  not  think  that  point  has  been  put  to 
us  in  that  way  before,  that  medical  super- 
intendents alone  have  insufficient  time  to 
do  research  work  to  keep  to  the  level  of 
other  consultants.  That  is  your  point? 
— Dr.  McCoull : They  have  not  as  much 
time. — Dr.  Skene'.  May  I put  it  this 
way?  In  the  time  the  consultant  has  over 
and  above  his,  if  you  like,  routine  work, 
the  medical  superintendent  is  very  fre- 
quently undertaking  administrative  work 
rather  than  that  more  specialised  type  of 
work  which  is  regarded  I would  say  as 
more  likely  to  make  him  eligible  for  a 
merit  award. — Dr.  McCoull : We  could 
elaborate  on  that  by  letter  if  there  is  any 
doubt  about  it. 

Chairman : I think  the  Commission  has 
the  point. 

4950.  Sir  Hugh  Watson  : Of  course  as 
you  know  theBradbeer  Committee  recom- 
mended that  consultants  engaged  in 
clinical  work  who  worked  foir  part  of 
tlhair  time  in  administration  should  not 
be  prejudiced  in  remuneration  by  the  fact 

it  did  so  occupy  their  time. Dr. 

Skene',  precisely.  That  is  understood, 
Mr.  Chairman. 

4951.  Dr.  McCoull,  in  Appendix  C to 

the  Bradibeer  Report  there  is  a table 
which  shows  that  throughout  England 
and  Wales  there  .appear  to  be  129  medical 
superintendents  for  a certain  number  of 
hospitals? Yes,  Sir. 

4952.  Are  these  all  the  gentlemen  who 
act  as  medical  superintendents  broadly 

speaking  of  hospitals? Dr.  McCoull  : 

No.  I said  we  think  there  are  about  400 
in  the  country.  These  figures  have  been 
very  difficult  to  gel  and  even  now  we  are 
not  too  certain  to  about  half  a dozen  of 
the  exact  number. — Dr.  Brookes'.  May 
I say  there  is  a very  important  footnote 
to  that  table  which  explains  it. — Dr. 
McCoull'.  Page  16  of  the  factual  memo- 
randum gives  the  number  of  medical, 
superintendents  and  deputy  medical 
superintendents  in  England  and  Wales  at 
77,  Sir.  It  is  extremely  difficult  following 
these  figures.  Every  time  we  see  a new 
table,  we  get  a new  figure.  We  think 
there  are  400  in  the  country. — Dr.  Skene: 


We  have  confirmation,  from  the  Regional 
Hospital  Boards  of  11  regions  that  in 
these  11  regions  there  are  at  least  315 
actually  in  post  at  work. 

4953.  Chairman : Why  is  there  this  un- 
certainty? Is  it  because  they  are  treated 
as  consultants  in  medical  practice,  be- 
cause they  are  doing  32  hours  or  more 
a week?— -Dr.  McCoull : We  think,  Sir,  it 
is  because  of  the  nomenclature.  Sometimes 
a man  is  termed  a surgeon  superintendent, 
sometimes  a physician  superintendent  and 
sometimes  a medical  director.— fir, 
Brookes : That  is  explained  in,  Appendix 
C of  the  Bradibeer  Report  where  they 
say  the  amount  of  medical  administrative 
work  is  much  greater.  A number  of 
consultants,  not  classed  as  medical  super- 
intendents in  fact  devote  a considerable 
amount  of  their  time  to  administrative 
duties. 

4954.  That  still  does  not  necessarily 
affect  this  question  of  the  number  oi 
medical  superintendents.  I should  have 
thought  this  was  something  the  Society 
would  have  wished  to  get  right  in  the 

statistics  of  the  Ministry?, Dr. 

McCoull : We  have  been  trying  to  do 
that  and  have  got  it  out  of  11  regions, 
Three  have  not  replied.  We  are  certain 
of  figures  on  11  regions. 

4955.  Could  I aiik  you  to  look  at  this 
Appendix  C of  Bradbeer  under  the  head- 
ing of  “ Mental  " and  “ Mental  Defi- 
ciency ”,  in  which  it  would  appear  there 
arc  in  total  44  medical  superintendents. 
In  view  of  the  statutory  obligation  to 
have  a medical  superintendent  in  such 
hospitals,  I should  have  thought  there 

would  have  been  far  more. There 

must  be  far  more  than  that, 

4956.  There  are  130  mental  hospitals 

included  in  the  table. Dr.  Brookes: 

The  average  number  of  big  mental 
deficiency  hospitals  in  each  region  is 
four : smaller  places  which  have  to  have 
a medical  superintendent,  three.  The 
figure  is  wrong.  Sir. --Dr.  Skene:  May 
I just  say,  Mr.  Chairman,  that  the  official 
documents  do  lend  some  point  to  the 
comment  we  made  in  the  first  paragraph 
of  our  memorandum,  that  the  existence 
of  only  77  of  us  has  been  recognised  in 
this  official  document,  but  we  are  400. 

4957.  Dr.  McCoull,  this  .Ministry’s 
Factual  Memorandum  came  out  as  » 
as  I can  remember  in  July,  1957— “ 
might  possibly  have  been  August.  There 
should  have  been  enough  time  to  estao- 
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lish  the  true  facts  since  then. Mr. 

Chairman,  we  started  to  collect  these 
figures  in  October. 

4958.  Sir  Hugh  Watson : I have  for- 
gotten how  we  got  on  to  this.  We  were 
talking  about  merit  awards.  In  your 
paragraph  dealing  with  merit  awards  you 
suggest  the  setting  up  of  representative 
regional  committees.  Could  you  just  tell 
us  a little  about  the  ideas  which  prompt 
you  to  make  that  suggestion,  following 
on  what  Dr.  Cotton-Cornwall  said  about 

the  Lord  Moran  meetings? Dr. 

McCoull : Can  I go  back  to  what  I know 
Lord  Moran  said  quite  a lot  about  to 
you,  that  is  the  Newcastle  meetings  and 
set-up  there.  He  devoted  a considerable 
time  to  that.  I was  in  that  group  and 
know  of  it.  Lord  Moran  comes  once  a 
year:  a meeting  is  called  for  consultants 
and  the  meetings  as  a whole  have  been 
very  well  attended.  I think  250  were  at 
the  first  meeting.  The  figure  has  dropped 
possibly  since.  Even  at  a meeting  held 
on  Sunday  night  there  were  over  100 
there.  From  that  meeting  in  the  New- 
castle area  was  appointed  a man  to  go 
on  to  a team  of  four  which  looks  into 
the  case  of  every  consultant  in  that  area 
and  makes  recommendations.  Middles- 
brough, Darlington  and  Sunderland  I 
think  each  have  similar  committees. 
They  go  into  each  case  in  their  own  area. 
It  is  those  committees  we  think  ought  to 
have  some  official  recognition.  They 
ought  to  be  officially  known  as  the 
recommending  body.  As  it  is  you  see 
from  Lord  Moran’s  evidence,  those  com- 
mittees do  not  report  to  Lord  Moran. 
They  report  to  a Committee  of  the 
Regional  Hospital  Board,  and  say  what 
they  think  to  them.  -Finally  Lord  Moran 
meets  the  Regional  Hospital  Committee  ; 
who  else  is  met  nobody  knows.  I think 
he  said  in  his  evidence  ihe  asked  indi- 
viduals what  they  thought.  iNo  one 
knows  who  the  individuals  are— we  have 
a very  good  idea — no  one  officially 
knows  who  they  are,  as  between  small 
committees  who  really  are  -representative 
of  the  consultants,  as  -between  individuals 
and  Lord  -Moran,  and  the  Regional  (Hos- 
pital Committee  he  has  co-opted.  Then 
a list  comes  out  which  you  do  not  see 
until  the  next  meeting.  iWe  think  there 
should  be  some  official  small  body 
elected  or  appointed  -by  the  doctors  and 
having  some  official  recognition  in  this 
matter. 

4959.  Chairman : Dr.  -McCoull,  it  has 
been  suggested  and  fairly  strongly  sup- 


ported by  many  people  in  your  profes- 
sion, that  the  comparatively  informal 
nature  of  ascertaining  the  real  merits  of 
particular  people  in  these  districts  works 
better  than  a formal  official  committee 
system.  You  -feel  that  is  not  so? 

Sir  Hugh  Watson : To  supplement 
what  the  Chairman  said  (Lord  Moran 
described  the  machinery  to  us  very  much 
as  you  have  described  it.  He  said  at  the 
end  of  the  day  all  the  indications  pointed 
the  same  way ; they  all  -pointed  to  the 

same  -people. 1 believe  that  to  be  true, 

Sir.  I think  the  whole  thing  is  that  if  a 
small  committee  puts  up  certain  recom- 
mendations, -places  a -man  very  high 
indeed,  and  then  goes  to  the  regional 
committee  which  also  places  the  man 
very  highly  indeed  and  that  man  does 
not  get  a merit  a-wa-rd  but  someone  else 
does,  then  we  think  some  official  recog- 
nition of  these  committees  should  help 
that  position. 

4960.  -May  I take  it  you  are  talking 
-principally  at  the  moment,  Dr.  -McCoull, 

about  the  C awards? 1 am  talking 

about  all  awards. 

4961.  Because  Lord  Moran  -put  it  to 
us  there  was  never  any  doubt  about  the 

A’s. 1 entirely  agree:  there  is  no 

dou-bt  about  the  A’s. 

4962.  There  was  perhaps  some  doubt 

but  not  a great  deal  about  the  B’s. 

Yes.  It  is  largely  the  C’s — the  -picking 
of  a new  -man  for  an  award,  that  is  the 
difficulty. 

4963.  It  -was  getting  t-he  man  on  to  the 

ladder  for  the  first  time? Yes,  that  is 

the  difficulty,  -Sir. 

4964.  Chairman : Is  this  partly  con- 
nected, Dr.  McCoull,  with  the  feeling  that 
in  the  -particular  sphere  of  mental  health 
there  has  not  been  as  much  recognition 
as  in  some  of  the  other  major  spheres? 

That  has  not  come  into  my  mind, 

but  1 have  figures  which  I understand 
you  have.  The  Royal  Medico-Psycho- 
logical -Association  have  put  u-p  the 
figures  that  have  been  obtained  about 
psychiatrists.  No,  -I  was  not  talking 
about  that  at  this  moment. 

4965.  I -would  like  to  -know  whether 
you  think  .under  this  system,  things  have 
worked  out  fairly  well  or  not.  What 

do  you  think? 1 think  it  works  out 

as  well  as  it  can  do  under  the  system. 

4966.  Dr.  Skene,  is  that  your  feeling? 

Dr.  Skene : I am  not  very  closely 

acquainted  with  the  system  in  the  Liver- 
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pool  region,  because  -of  course,  the 
system  appears  to  foe  different  in  each 
region ; but  I know  there  is  established 
in  the  Liverpool  region  a committee  to 
advise  Lord  Moran. 

4967.  Yes.  My  question  was,  do  you 
think  the  results  are  very  wrong  in  fact 

as  far  as  you  know? 1 think  allowing 

for  human  fallibility  the  results  are 
reasonably  satisfactory. — Dr.  Cotton- 
Cornwall : That  is  not  quite  correct.  I 
have  a little  more  intimate  knowledge 
of  what  is  done.  The  committee  you 
refer  to  is  entirely  an  informal  com- 
mittee which  advises  the  person  Lord 
Moran  consults  in  the  Liverpool  region, 
and  the  committee  as  such  is  not  recog- 
nised by  Lord  Moran.  I feel,  Sir,  the 
point  we  are  trying  to  make  is  that 
although  the  end  result  may  be  very 
similar  to  what  the  end  result  would  be 
if  you  had  an  elected  committee  making 
recommendations,  that  people  would 
feel  .they  were  being  more  fairly  treated. 
“ X ” and  “ Y possibly  “ Z ”,  are  con- 
sulted ; we  do  not  know  quite  who  is 
consulted,  but  it  depends  very  largely  on 
his  opinion  as  to  who  in  this  region 
will  get  a merit  award. 

4968.  I am  talking  now  about  the  C 
merit  award.  I agree  with  what  has  been 
said  about  A and  B.  The  difficulty  does 

not  arise  there. Dr.  Brookes : I think, 

Sir,  within  my  region  people  are  tolerably 
satisfied.  The  only  point  1 would  make 
is  the  very  low  percentage  of  awards 
given  to  people  in  mental  health. — Mr. 
Milloy : In  my  region  we  do  not  know 
much  about  it.  I am  surprised  to  hear 
from  the  other  regions  about  these 
regular  meetings.  Only  one  meeting  has 
been  held  in  the  London  area  which  was 
when  the  first  distribution  of  merit 
awards  occurred.  They  met  there  and 
divided  up  A and  B -but  wanted  ten 
more  C’s.  A small  sub-committee  of 
three  was  set  up  to  recommend  these  ten. 
I happened  to  be  a member  of  that 
sub-committee.  It  only  met  once  and 
has  not  met  again. 

Sir  Hugh  Watson : I think  Lord  Moran 
did  say  he  had  a different  method  of 
dealing  with  London  than  the  provinces. 

4969.  Chairman : Lord  Moran  gave  a 
full  account  of  his  methods  in  the  ver- 
batim evidence  which  has  been  published 
by  the  Commission.* 

* Royal  Commission  on  Doctors’  and 
Dentists’  Remuneration  Minutes  of  Evidence 
Days  3-4. 


• Sir  Hugh  Watson : Could  you  perhaps 
in  a few  words  expound  to  the  Commis- 
sion your  general  view  regarding  the 
place  of  medical  administration  in 

general  and  mental  hospitals?- J)r, 

McCoull : I can  really  only  speak  with 
authority  on  perhaps  the  mental  and 
certainly  the  mental  deficiency  side.  One 
of  the  other  witnesses  might  do  so  as 
regards  general  hospitals.  I do  not  think 
there  is  any  doubt  about  it  that  medical 
administration  in  the  mental  and  mental 
deficiency  hospital  is  an  absolute  neces- 
sity. I do  not  think  any  other  system— 
shall  we  say  the  system  as  used  in  most 
general  hospitals  now — will  work.  It  will 
not  work  because  the  mental  and  mental 
deficiency  hospital  is  a place — a com- 
munity— where  we,  the  medical  superin- 
tendent and  ibis  staff,  -have  to  look  after 
the  whole  life  and  living  situation  of  the 
patient,  where  everything  done  inside  that 
hospital  has  a reaction  upon  the  life  of 
the  patient.  That  is  certainly  true  in 
mental  deficiency.  -I  do  not  know  how 
far  it  may  be  untrue  as  fax  as  mental 
hospitals  are  concerned  but  I believe  the 
position  is  the  same.  There  is  no  way  of 
looking  after  a person’s  total  life— 24 
hours  a day,  perhaps  for  years,  perhaps 
for  a shorter  time — than  by  medical  ad- 
ministration. When  I say  medical 
administration  I mean  an  administration 
that  has  a doctor  acknowledged  as. the 
head.  I leave  out  the  words  “medical 
superintendent  ” — a doctor. 

4970.  That  means  the  doctor  super- 

vises if  he  does  not  deal  with  the  detail 
of  ithe  whole  administration  of  the  hos- 
pital?  1 think  the  better  the  doctor 

the  less  he  does  of  detail,  Sir. — Dr. 
Brookes'.  I think  it  is  perfectly  true  of 
mental  hospitals  too,  but  he  correlates 
other  duties  of  the  hospital.  He  acts  as 
liaison  officer. 

4971.  Does  that  apply  to  general  hos- 
pitals also? Dr.  McCoull:  Mr.  Milloy 

and  Dr.  Skene  can  speak  for  general 
hospitals. — Dr.  Skene : If  I may,  Mr. 
Chairman,  I will  say  that  the  position 
is  obviously  in  practice  different  in 
general  hospitals  in  England  today,  but 
we  have  taken  the  view  that  the  employ- 
ment of  a medical  superintendent  in  a 
general  hospital  is  highly  desirable  'be- 
cause the  basic  fact  is  that  the  hospital 
is  simply  a building  to  enable  sick  mem- 
bers of  the  public  to  be  treated  by 
doctors.  And  it  seems  reasonable  that 
the  administration  of  such  an  organisa- 
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tion  might  we]]  be  carried  on  by  a 
medical  man. 

In  the  Henderson  Report  on  medical 
superintendents  in  Scotland,  they  said 
that  they  considered  the  employment  of 
medical  administrators  in  hospital  was 
desirable  and  one  of  the  arguments  for 
the  employment  of  these  people  was 
based  on  the  part  he  can  play  in  foster- 
ing the  integration  of  the  hospital  ser- 
vice with  other  branches  of  the  Health 
Service.  I think  that  is  a particularly 
strong  reason  for  having  one  medical 
man  recognised  as  an  administrator,  par- 
ticularly in  a large  hospital  and  .particu- 
larly in  urban,  districts  where  there  are 
large  hospitals  and  where  hospitals  tend 
to  become  isolated  units  unless  there  is 
a discriminating  medical  man  who  con- 
tinuously undertakes  these  responsibili- 
ties among  others. 

4972.  I think  I am  right  in  saying  in 

England  the  majority  of  general  hospitals 
do  not  have  whole-time  medical  superin- 
tendents?  Dr.  McCoull : That  is  so, 

Sir. 

4973.  They  have  consultants  who  are 

part-time? No,  Sir,  they  have  lay 

secretaries. 

4974.  Yes.  They  also  have  con- 
sultants who  are  part-time  medical 
superintendents,  although  you  call  them 
physician  superintendents  or  medical 
directors?— — No.  The  average  general 
hospital  has  as  its  chief  officer  a layman 
who  is  the  group  secretary  and  he  is  in 
charge  of  that  hospital. 

4975.  Chairman : There  is  very  often  a 
lay  secretary  as  well  who  is  subordinate 

to  the  group  secretary? Subordinate 

to  the  group  secretary. 

4976.  I think  you  said  earlier  that  of 
your  400  possible  members  only  about 
7 or  8 per  cent.,  that  is  to  say  25  or  30 
people  together,  would  be  in  general 

hospital? 1 would  like  to  appeal  to 

our  secretary  to  make  sure  that  is  right. 
—Dr.  Brookes.  I think  that  figure  is 
rather  small ; there  are  more  than  that — 
certainly  more  in  the  London  area. — 
Dr.  McCoull:  Dr.  Skene  has  the  figure. 
Dr.  Skene : I have  not  the  figure  of 
members  of  the  society  but  have  the  figure 
in  respect  of  hospitals  other  than  mental 
and  mental  deficiency  hospitals  in  the 
eleven  Regional  Board  areas  to  which  1 
have  referred.  It  is  this,  that  there  are 
184  medical  directors,  superintendents  and 
physician  superintendents  of  general  and 
special  hospitals. 

31173 


4977.  How  many  in  mental  and  mental 

deficiency? 131.  There  are  315 

superintendents  altogether.  But  whereas 
the  131  mental  and  mental  deficiency 
medical  superintendents  administer 

1 62.000  beds,  in  the  184  other  hospitals 
■medical  superintendents  administer  only 

50.000  beds,  that  is  to  say,  all  the  mental 
beds  have  a medical  superintendent  under 
statute.  Only  60,000  out  of  the  total 
number  of  general  beds,  which  is  250,000, 
have  medical  administrators — 60,000  out 
of  250,000. 

4978.  This  rather  modifies  the  figures 
you  gave  earlier  about  90  to  95  per 

cent. Dr.  McCoull : It  does  ; I said 

I was  making  an  estimate. — Dr.  Skene : 
Unfortunately  we  have  had  some  con- 
siderable difficulty  getting  these  figures 
and  the  last  figures  I received  from  the 
Ministry  of  Health  only  on  our  way  here 
at  2 pjm. 

4979 . Sir  Hugh  Watson:  Can  you  tell 
us  the  importance  of  the  legal  responsi- 
bilities relating  to  the  freedom  or  custody 
of  the  patient  borne  by  the  medical 

superintendent? Dr.  McCoull:  In  the 

mental  hospitals  that  is  a very  great 
responsibility.  It  has  to  do  with  the 
freedom  of  the  subject,  whether  a person 
is  just  going  to  be  kept  in  the  mental  or 
mental  deficiency  hospital  or  not.  Dr. 
Brookes  can  speak  better  of  the  mental 
hospital : I speak  as  to  the  mental 
deficiency  hospital.  The  work  has  been 
tremendous.  New  legislation  has  placed 
very  increased  responsibility  on  us,  in 
spite  of  the  fact  that  our  legal  responsi- 
bility is  now  largely  being  lightened  by 
new  regulations.  A mental  deficiency 
patient  coming  into  hospital  had  to  he 
certified  at  the  end  of  the  year ; he  was 
certified  on  admission  and  re-certified  at 
the  end  of  a year,  then  at  the  end  of  five 
years ; that  is  going  on  all  the  time.  Now 
we  are  taking  in  patients  where  this  re- 
certification will  not  be  necessary,  but 
early  experience  shows  that  the  responsi- 
bility of  taking  in  mental  defectives  in  an 
uncertified  condition  is  certainly  going 
to  ,be  much  greater  than  before.  There  is 
no  doubt  of  the  responsibility — I am  not 
talking  of  rights  or  wrongs — this  infor- 
mality is  going  to  put  on  the  doctor  a 
very  much  increased  responsibility.  We 
are  not  objecting  to  it.  It  has  ceased  to 
be  legally  our  responsibility. 

4980.  Chairman : Could  1 ask,  Dr. 
McCoull,  whether  in  the  ordinary  mental 
deficiency  hospital  this  responsibility  in- 
variably comes  directly  on  to  the  medical 

A 7 
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superintendent,  or  whether  it  is  simply 
he  has  the  ultimate  responsibility  but 
doctors  under  him  in  fact  take  the  deci- 
sion in  most  cases?— -I  speak  of  a 
hospital  where  1 am  the  only  consultant. 

In  my  hospital  the  other  doctors  take 
their  share  of  responsibility,  but  in  ques- 
tions of  doubt  I am  the  person  who  has 
to  decide.  1 am  the  person  they  come 
to.  If  necessary  I am  the  person  who 
says  what  we  will  do— Dr.  Brookes: 
There  are  additional  duties  safeguard- 
ing of  the  patient  while  in  hospital. 

4981.  Sir  Hugh  Watson:  Is  it  pos- 
sible to  say  approximately  how  much 
time  is  involved  in  clinical  work  and 
how  much  in  administrative  work?  - 
Dr.  McCoull:  This  is  all  bound  up  in 
this  question  I found  so  difficult  to 
interpret  in  reading  the  evidence  given 
to  you  Everyone  will  speak  as  though 
doctors  work 'a  38i  hours  week.  As 
medical  superintendent  I can  double  that 
almost  every  week.  I would  say  that 
the  actual  administration  as  administra- 
tion does  not  take  very  much  time. 
There  are  other  people  who  do  this 
work— the  group  secretary,  the  group 
engineer,  they  see  to  all  these  things. 
There  is  other  work  which  is  looked  upon 
by  some  people  as  administration  but  in 
our  opinion  is  purely  medical.  I had 
anticipated  this  question.  On  Saturday 
having  had  a busy  day  I started  writing 
about  5.30  and  finished  after  10.  I 
wondered  if  I would  get  this  question 
and  wrote  down  exactly  what  I had  been 
doing.  I can  put  it  in  to  you.  It  is 
just  a list  of  about  40  items  as  they 
occurred— the  letters  I dictated  and  the 
various  actions  I took.  Looking  over 
that  I am  quite  certain  that  had  to  be 
done  by  a doctor  and  it  is  administra- 
tion. You  are  not  touching  a patient ; 
I did  not  see  a patient  during  all  that 
time.  It  is  difficult  to  say  how  much  the 
proportion  of  clinical  time  is  when  you 
do  not  know  the  total  to  start  with  and 
do  not  know  what  the  administrative  part 

is.  You  do  not  see  a patient,  nor  do  you 
order  coal  or  flour  or  anything  of  that 
kind.  I certainly  do  not, 

4982.  You  were  dealing  with  medical 

administration? Entirely.  If  you  are 

interested  in  the  question  I have  got  it 
somewhere  written  out. 

4983.  Chairman:  If  you  would  like 
to  send  us  that  for  our  private  guidance, 
the  Commission  would  be  glad  to  have 

it.  Yes,  Sir.  I will  send  it  on  later. 


4984.  We  have  the  point.  You  are 
dealing  entirely  with  medical  adminis- 
tration, not  with  lay  administration  nor 
with  the  actual  clinical  job  of  seeing 

patients. 1 hope  it  is  understood.  I 

was  asked  to  give  a proportion  of  time 
but  with  so  many  unknowns  I cannot 
give  a definite  proportion. 

4985.  Sir  Hugh  Watson:  How  far  is 
the  medical  superintendent  responsible 
for  the  clinical  work  of  other  consultants 

of  the  staff? 1 would  say  not  at  all. 

I think  as  a medical  superintendent  he 
has  got  to  see  that  outside  consultants 
turn  up  for  clinics,  that  they  come  in 
on  time  and  do  not  keep  nurses  waiting 
all  the  day.  I would  say  he  has  got  to 
be  responsible  for  seeing  that  the  con- 
sultant is  fully  looked  after,  has  the 
equipment  he  needs  and  is  supplied  with 
all  his  wants.  I think  for  the  part-timers 
the  medical  superintendent  has  got  to 
see  their  treatment  is  properly  carried  out, 
that  the  nurses  are  doing  their  job,  and 
so  on,  but  as  far  as  clinical  responsibility 
is  concerned  I do  not  think  the  medical 
(superintendent  has  any  responsibility 
whatever. 

4986.  Dr.  McCoull,  in  your  paragraph 

10  (/)  I think  you  suggested  that  the 
Senior  Hospital  Medical  Officer  grade 
might  be  abolished.  What  do  you  sug- 
gest for  its  replacement? It  may  be 

others  may  want  to  speak  here,  too,  Sir. 

I think  largely  we  think  there  ought  to 
be  a broadening  out  of  the  consultant 
grade.  We  do  not  think  that  some  form 
of  junior  or  assistant  consultant  is  the 
right  answer.  Perhaps  Dr.  Skene  has 
got  views  on  that. 

4987.  Chairman:  I would  like  to  be 
clear  on  your  own  answer  first.  You 
say  a broadening  out ; you  do  not  want  a 
junior  consultant  or  assistant  consultant. 
Do  you  mean  simply  an  addition  to  the 
number  of  consultants?  Is  that  what 

broadening  out  means? 1 do  not 

mean  an  addition  to  the  number  of  con- 
sultants. I mean  a broadening  out  of 
the  salary  scale  so  that  a man  will  have 
a longer  term  to  go  and  perhaps  start 
earlier — a broader  remuneration  term, 
not  more  consultants. 

4988.  But  the  present  Senior  Hospital 
Medical  Officers  for  instance,  in  terms 
of  your,  answer  would  be  consultants,  but 
within  a much  broader  salary  range.  Is 

that  right?- Dr.  Cotton-Cornwall: 

No,  Sir.  We  have  not  said  the  present 
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Senior  Hospital  Medical  Officer  should 
be  a consultant.  We  think  the  grade 
should  die  out  as  such  and  in  name,  but 
we  think  those  left  in  that  grade  should 
have  a regular  review  of  their  status  be- 
cause we  do  know  of  Senior  Hospital 
Medical  Officers  doing  consultant  work. 
We  would  feel  this  really  cannot  be 
tackled  until  there  has  been  a whole 
general  review  of  hospital  staffing  and 
as  you  know  a Working  Party  has  been 
set  up  to  that  end.  t would  feel,  speak- 
ing broadly,  the  second  memorandum 
submitted  to  you  by  the  B.M.A.  has  dealt 
with  this  remote  problem  very  fairly 
and  very  fully. 

4989.  Sir  Hugh  Watson : 1 read  that 
memorandum  last  night  in  point  of  fact, 
or  the  night  before.  I would  agree  this 
is  fully  dealt  with  there.  Of  course,  as 
you  say  the  setting  up  of  a Working  Party 
has  largely  taken,  this  matter  away  from 

this  Commission. 1 would  feel,  and 

most  of  us  feel  you  cannot  really  talk 
about  rearranged,  things  until  we  have 
got  a much  greater  knowledge  of  how 
things  have  worked,  so  far.  A1  we  know 
is  the  'present  Senior  Hospital  iMedical 
Officer  grade  has  caused  tremendous 
frustration,,  as  has  been  brought  out  m 
the  B.M.A.  document.  People  who  were 
in  the  service  before  1948,  again  as  I 
think  has  been  emphasised  very  clearly 
in  that  document,  fee!  in  many  cases  they 
have  been  very  unfairly  treated  vis-h-v,is 
colleagues  who  before  1948  were  con- 
sidered their  equal. 

4990.  Chairman-.  You  said  some  of 
your  other  colleagues  might  wish  to 

speak  on  this  question? Dr. 

McCoull : No,  f do  not  think  so. 


4991.  Sir  Hugh  Watson:  There  is  a 
small  point  on  paragraph  1 1 . You 
suggest  the  salary  of  a junior  hospital 
officer  below  registrar  grade  should  be 
raised.  J suppose  you  do  not  mean 
house  officer  grades  should  be  given  this 
additional  remuneration  because  most 
house  officers  are  not  even  fully 
registered?- — -We  were  thinking  there, 
I think,  of  the  Junior  Hospital  Medical 
Officer. — Dr.  Cotton-Cornwall : The 

Junior  Hospital  Medical  Officer.  1 am 
afraid  one  word  has  been,  missed  out. 
The  number  of  people  is  very  limited  in 
a more  or  less  permanent  grade. 


4992.  Chairman:  1 think  we  under- 
stand that  is  quite  different  from  junior 
hospital  officer. 1 apologise,  Sir.  It 


should 'be  Junior  Hospital  Medical  Officer. 

— Dr.  McCoull : Oould  we  come  back  on 
this  ? J am  not  certain,  where  I am — I 
am  sorry.  I have  got  Dr.  Brookes  down 
as  a person  who  knows  something  about 
this  ; I am  not  sure  I do. — Dr.  Brookes : 

I do  not  really.  As  a matter  of  fact  I 
put  this  answer  down,  but  the  Commis- 
sion's question  really  refers  to  registrars. 
Our  answer  is  a little  out  of  place.  We 
were  concerned  about  the  salary,  not  of 
the  junior  hospital  medical  officer,  but  of 
the  junior  hospital  officer  below  the  regis- 
trar grade.  We  were  concerned  with  the 
salary  in  relation  to  the  charges  made  for 
these  men  living  in  hospital. 

4993.  Sir  Hugh  Watson:  We  have  bad 
that  point  made  to  us.,  ,We  come  now 
to  the  real  body  of  your  memorandum, 
which  is  contained  in  your  paragraphs  15 
to  20.  In.  paragraph  20  you  say  for  the 
reasons  set  out  in  the  preceding  para- 
graphs your  Society  argues  that  a medical 
superintendent  should  be  given  extra  re- 
muneration over  and  above  his  purely 
clinical  colleague,  We  know  the  reasons : 
they  are  the  requirement  of  responsibility, 
the  burden  of  administrative  work  and 
the  social  duties  attached  to  (he  post. 
Finally  you  suggest  there  should  be  some- 
thing added  in  order  to  encourage  recruit- 
mem  in  your  branch  of  the  medical 
profession.  What  exactly  do  you  mean 
when  you  say  a medical  superintendent 
should  be  given  extra  remuneration,  over 
and  above  his  purely  clinical  colleague? 

Dr.  McCoull:  We  think,  Sir,  because 

of  all  the  tilling, s you  mention  and  from 
the  fact  we  are  more  completely  whole- 
time than  anyone  else  and  the  fact  we 
do  carry  a burden,  of  responsibility  which 
no  one  else  in  the  profession,  carries, 
that  there  ought  to  be  some  remuneration 
attached  to  that  aspect  of  the  job  over 
and  above  what  is  given  to  us  as 
consultants. 

4994.  Are  you  talking  about  a whole- 
time consultant? Yes,  Sir. 

4995.  You  are,  1 see.  Then,  of  course, 
what  Bradbcer  says  about  that  ,is— il  think 
he  was  talking  about  part-time  consult- 
ants—-a  consultant  wiho  is  also  employed 
as  medical  superintendent  shou  ld  not  suf- 
fer financially  because  of  such  employ- 
ment. 1 understood  that  to  mean  he 
should  be  paid  for  the  sessions  in,  which 
he  was  acting  as  medical  superintendent 
on  She  same  scale  at  which  he  was  paid 
for  the  sessions  when,  he  was  acting  as 
consultant.  Would  you  agree  with  that? 
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—TNo,  Sir. — Dr.  Skene'.  I think  the 

position’  is  that  the  Ministry  recognise 
that  if  a medical  superintendent  spends 
9/llths  of  his  time  as  a consultant  and 
the  remaining  part  of  his  time  in  a whole- 
time  appointment  undertaking  medical 
administrative  duties,  he  is  paid  as  a con- 
sultant as  well.  In  other  words  he 
is  paid  as  a whole-time  consult- 
ant, although  2/lltihs  Of  his  time 
is  spent  on  medical  administra- 
tion. But  if  he  only  undertakes  8/llths 
clinical  and  spends  3/llths  in  medical 
administration  duties,  then  or  course,  he 
is  paid  for  his  3/llths  at  lay  administra- 
tive rates  and  not  as  a medical  man  at 
all. 


4996.  Chairman'.  He  stands  as  a 
medical  man  for  8/llths  but  not  for  the 

3/llths? That  is  what  1 think,  the 

reference  in  Bradbeer  means,  that  he 
does  not  suffer  providing  he  is  .predomi- 
nantly a clinician— a clinician  for  9/  lltihs 
of  his  time. 

4997.  Where  would  you  draw  the  line? 
Presuming  only  1/1  lth  is  clinical  and 
10/1  litlhs  is  administrative  you  would  not 
expect  him  to  be  paid  entirely  as  a 
clinician?— — That  is  so. 


4998.  Where  would  you  draw  the  ldn.e? 

1 do  not  think  I can  say  where  the 

line  can  be  drawn,  except  to  say  this, 
Mr.  Chairman.  It  a man  is  a consult- 
ant physician  for  example,  in  a hospital 
of  250  beds,  and  is  also  the  physician 
superintendent,  it  is  quite  understandable 
that  he  will  be  able  to  undertake  the 
medical  administration  of  that  hospital 
in  2/llths  of  his  time.  If  he  is  medical 
administrator  of  a hospital  of  1 ,250  beds, 
it  is  less  likely  he  can  undertake  great 
responsibility  and  continue  as  a clinician 
and  it  seems  anomalous  that  for  under- 
taking a more  important,  onerous  task, 
that  he  should  suffer  financially  as  com- 
pared with  his  colleague  who  is  doing  a 
similar  task  in  a small  hospital  with  less 
responsibility,  which  is  in  fact  what 
happens  under  the  present  arrangements. 


4999.  Are  you  talking  of  general 
hospitals? — -General  hospitals  and 

sanatoria. 


5000.  You  pointed  out  that  big  general 
hospitals  on  the  whole  will  not  have 
medical  superintendents. My  recollec- 

tion of  what  was  said,  Mr.  Chairman,  is 
that  a very  considerable  proportion  of 
general  hospitals  do  not  have  medical 
superintendents,  or  pu,t  another  way  a 


considerable  proportion  of  general  hos- 
pital beds  are  not  under  medical 
superintendence.  But  in  fact  a very  con- 
siderable number  of  the  really  large 
hospitals  do  in  fact  have  medical 
administrators.  I think  I am  right  in 
saying  that  ail  the  general  hospitals  of 
over  900  beds  which  are  not,  of  course 
teaching  hospitals,  do  have  medical 
administrators.  That  of  course,  raises 
this  particular  point:  there  is  a very 
considerable  administrative  task  for  the 
medical  administrator  of  such  a large 
hospital  and  he  would  be  the  one  likely 
to  suffer  if  he  was  not  prepared  to  under- 
take 9/llths  of  his  work  clinical  and 
2/llths  administrative,  That  in  fact  is 
how  it  works  out.  I think  that  many 
medical  administrators  of  large  hospitals 
are  managing  to  do  15/llths. 

5001.  Sir  Hugh  Wutson:  It  appears 
from  Appendix  F to  the  factual  memo- 
randum, page  79,  that  in  point  of  fact 
consultants  who  do  32  hours  of  work, 
which  1 make  to  be  9 sessions,  are  paid 
as  if  their  work  were  wholly  clinical. — 
Yes,  Sir.— Dr.  Skene:  May  I ask  for 
clarification?  When  you  say  consultants, 
you  mean  medical  superintendents  who 
are  consultants? 

5002.  Yes,  I mean  medical  super- 
intendents who  are  consultants.  I was 
talking  under  reference  to  this  Appendix ; 
you  are  quite  night.  Does  that  satisfy 
you.  Dr.  McCouil,  or  does  it  not? — 
As  long  as  you  do  not  think.  Sir,  that  a 
medical  superintendent’s  week  is  made 
up  of  1 1 sessions:  9 of  them  clinical  and 
the  administrative  work  done  in  7 hours, 
because  that  does  not  apply,  not  to  any- 
body 1 know.  It  is  when  figures  are 
given  that  are  dependent  on  this  total 
working  week  of  38  hours,  that  frankly 
I get  lost  because  we  are  all  working  so 
much  more  time.  One’s  working  week 
does  not  end  at  38  hours. 

5003.  Having  had  this  very  interesting 

discussion,  what  I am  trying  to  get  at 
now  is  this.  In  your  paragraph  20  you 
say : “ extra  remuneration  over  and 

above  his  purely  clinical  colleague’’. 
What  I want  to  know  now  is  does 
Appendix  F fulfil  your  requirements  in 

that  connection?- Dr.  McCouil:  No, 

Sir. 

5004.  It  does  not? -No,  Sir. 

5005.  What  do  you  want  to  sub- 
stitute for  it,  what  criteria? We  think 

we  ought  to  be  paid  as  consultants,  if  we 
are  consultants,  for  our  clinical  work, 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OE  MEDICAL  SUPERINTENDENTS’  SOCIETY 


1075 


ind  we  think  because  we  take  this  added 
responsibility  as  medical  superintendents 
there  ought  to  be  a component  in  our 
total  remuneration  which  covers  that 
point. 

Chairman : Have  you  any  figure  in 
mind? 

5006.  Sir  Hugh  Watson:  Before  we 
come  to  that,  with  great  respect,  what 
criteria  would  you  suggest  should  be 

employed  in  appraising  that  figure? 

We  have  talked  that  over.  We  think 
there  are  other  things  than  the  counting 
of  beds  and  heads.  We  do  not  like  the 
counting  of  beds  and  heads  very  much, 
it  makes  for  difficulty  between  small  and 
large  hospitals.  But  we  think  at  the 
present  moment  that  size  has  to  count 
largely  in  any  method  you  get,  and  the 
number  of  beds  is  as  far  as  we  have 
got,  although  we  do  realise  there  are 
other  matters  which  would  come  into  the 
fixing  of  any  scale. 

5007.  Chairman : As  to  sine,  apart 
from  the  number  of  beds,  there  would 

be  the  number  of  out-patients? -Those 

are  the  other  things.  When  I say  beds, 
you  have  got  to  consider  the  hospital 
that  has  few  beds  but  lots  of  out-patients. 
Each,  hospital  with  a medical  super- 
intendent would  have  to  have  a number 
fixed  after  consultation. 

5008.  I am  trying  to  find  what  you 

meant  when  you  agreed  it  was  largely 
a question  of  size,  but  that  it  was  not 
enough  to  base  size  on  the  number  of 
beds.  If  it  is  not  beds,  it  is  out- 
patients?  Dr.  Cotton  Cornwall:  It 

would  be  the  commitments  of  the  hos- 
pital, the  type  of  work  done.  For 
example,  the  acute  general  hospital 
would  have  a much  more  rapid  turnover 
than  a mental  hospital. 

5009.  Sir  Hugh  Watson : The  criteria 
you  would  apply  would  differ  according 

to  the  type  of  hospital? 1 ihink  they 

would  have  to. 

5010.  Can  you  help  us  any  further? 
You  say  you  do  not  like  counting  heads 
or  beds,-- -Dr.  McCoull:  We  thought,  if 
new  criteria  came  into  being,  that  there 
must  be  a ceiling  to  anything  that  is 
awarded  for  this  responsibility  factor. 
Where  you  have  got  a large  mental  hos- 
pital with  two  or  three  thousand  beds  it 
is  quite  obvious  there  is  a size  over  which 
good  administration  ceases,  and  we  do 
not  think  there  is  any  case  for  putting 
any  such  scale  above  a cerlain  figure.  We 
are  suggesting  something  new,  and  we 


have  not  got  exact  figures  to  put  before 
you.  We  would  have  to  have  a thing  like 
that  accepted  before  we  could  give  you 
much  details. 

5011.  Chairman:  1 think  Sir  Hugh 

and  i were  both  wanting  to  understand 
just  what  it  is  you  have  in  mind  and 
how  it  would  work  ; -because  so  far  I 
am  left  with  a rather  vague  impression 
of  something  very  complicated  that 
would  be  a matter  of  individual  assess- 
ment and  judgment  in  all  cases. Dr. 

McCoull:  It  would  be  no  more  compli- 
caied  than  in  some  other  salary  scales 
attached  to  many  hospitals.  There  are 
various  people  in  hospital  I think  who 
arc  paid  on  a points  basis.  I do  not 
want  to  pursue  this  too  much,  because 
obviously  I cannot  give  details  of  it, 
but  there  should  not  be  too  much 
complication  about  it.  Once  fixed,  they 
would  be  fixed  for  ail  lime. 

5012.  You  do  not  want  a points  sys- 
tem?  Not  necessarily. 

5013.  They  would  be  assessed  by 
various  factors,  varying  to  some  extent 

in  dilferent  kinds  of  hospitals? 

According  to  the  responsibility  and  the 
work  done  in  the  running  of  the  hospital, 

and  the  size. Dr.  Skene:  -It  is  an 

attempt  to  equate  the  remuneration  with 
the  total  administrative  load  in  a par- 
ticular appointment.  That  is  not  done  at 
the  moment. 

5014.  Sir  Hugh  Watson:  Is  this  not 
somewhat  comparable  to  the  responsi- 
bility pay  given  to  certain  schoolmasters? 
— - Dr.  McCoull:  I did  not  even  know 
that  schoolmasters  got  a responsibility 
payment, 

5015.  Jt  is  a long  time  since  you  and 
l were  at  school,  but  I -believe  the  head 
of  a department,  for  instance  the  head 
of  a modern  languages  department,  -gets, 
over  and  above  his  salary  as  a teacher  of 
that  language,  something  -per  annum  be- 
cause he  is  responsible  tor  a department 

which  comprises  so  many  staff, 

Dr.  McCoull:  I would  say  we  are 
thinking  along  those  lines. 

5016.  Chairman:  But  the  consultant 
is  the  head  of  a department  us  a rule. 

He  is  Ihe  head  of  a department ; 

but  if  you  are  thinking  of  a consultant 
at  the  head  of  his  own  department  you 
are  thinking  of  some  dilferent  kind  of 
responsibility  than  the  responsibility 
■which  the  medical  superintendent  has 
in  his  charge  of  a hospital. 
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5017.  Just  one  other  question ; I 
thought  I saw  what  you  were  getting  at ; 
you  were  saying  you  were  nine-elevenths 
clinical,  and  it  was  assumed  that  two- 
elevenths  is  administrative ; hut  in  fact 
you  are  doing  eleven-elevenths  clinical 
and  administration  over  and  above  that. 

Is  that  so? 1 am  not  quite  sure  that 

I follow.  Quite  frankly,  I think  this 
nine-elevenths  and  two-elevenths  does 
not  count,  because  we  are  all  doing  more 
than  nine-elevenths,  and  we  are  not 
accustomed  to  thinking  of  part-time  on 
a sessional  basis.  The  answer  is,  I sup- 
pose, on  paper  you  could  expect  us  to 
be  doing  nine-elevenths  plus  'two- 
elevenths  administration,  but  the  answer 
is  of  course  that  we  are  doing  something 
far  more. — Dr.  Brookes:  Apart  from 
that  there  is  an  increased  responsibility 
in  that  we  are  not  only  called  upon,  some- 
times for  decisions  which  are  purely 
clinical,  but  <we  are  also  called  upon 
frequently  for  administrative  decisions, 
at  any  time  of  the  day  and  night.  It  is 
simply  that  we  are  standing  by,  so  we 
are  called  upon  to  give  the  administra- 
tive decisions  as  well  as  the  clinical 
decisions.  This  goes  on  the  whole  time, 
as  long  as  we  are  on  the  premises,  and 
we  live  on  the  premises. 

5018.  Sir  Hugh  Watson:  You  are 

literally  on  call  24  hours  a day? 

Yes. 

5019.  Dr.  McCoull,  your  remunera- 

tion so  far  has  been  dealt  with  in  Whitley 
B,  am  I right? Dr.  McCoull:  Yes. 

5020.  In  your  paragraph  14,  in  answer 
to  our  question  XX,  you  say  that  there  is 
general  dissatisfaction  with  the  Whitley 
Councils.  Have  you  put  forward  this 
point  of  view  from  the  Stall  Side  in 
Whitley  B — the  view  you  are  expressing 

to  us  now? 1 am  quite  certain  we 

have  expressed  dissatisfaction  from  time 
to  time  with  minor  things,  with 
individual  items. 

5021.  Have  you  put  forward  this  point 

of  view  about  the  necessity  for  con- 
sultants who  are  also  medical 
superintendents  receiving  additional 
remuneration  qua  medical  superinten- 
dents?  -I  -will  ask  our  secretary  to 

answer  that. — Mr.  Milloy : We  took  this 
up  some  years  ago  to  get  the  administra- 
tive salaries  for  medical  superintendents 
clarified  ; we  could  not  agree  and  went 
to  arbitration,  and  the  arbitration 
tribunal  gave  us  a much  higher  salary 
for  the  purely  administrative  work.— - 


Dr.  Brookes:  That  applied  to  men  in 
the  service  before  the  appointed  day 
having  been  taken  over.  There  was  no 
grading  then  in  the  medical  scale,  so 
they  were  given  an  arbitrary  scale  which 
we  think  was  grossly  unfair,  because 
Ihey  were  being  paid  a salary  before  the 
appointed  day  which  was  higher  than 
the  salary  received  by  those  of  us  who 
have  since  been  'graded  as  consultants. 

5022.  Sir  Hugh  Watson:  When  you 
ventilated  this  matter  at  Whitley  B,  that 
was  the  last  time  this  was  brought  up; 

that  was  some  years  ago? Mr. 

Milloy ; Yes,  that  is  so,  1 was  going  to 
speak  about  it  in  reference  to  another 
paragraph.  We  are  concerned  with  the 
slate  of  some  of  our  members  who  think 
they  have  been  unfairly  treated.  There 
was  one  appointment  to  a large  hospital 
shortly  before  the  appointed  day ; it  was 
considered  lo  be  a very  super  job,  and 
the  man  who  got  the  job  was  considered 
by  all  his  colleagues  in  the  service  as 
being  Ihe  best  man  for  the  job;  yet 
after  the  appointed  day  he  found  him- 
self in  a worse  position  than  his 
colleagues.  Everybody  agreed  in  that 
hospital  that  he  had  a full-time  admini- 
strative job. — Dr.  Brookes:  One  of  the 
reasons  why  we  are  worried  about  the 
medical  administrator  and  the  induce- 
ment to  get  into  medical  administration, 
is  that  it  is  quite  obvious  when  the 
Health  Service  came  in  the  medical 
administrator  was  regarded  as  being 
very  much  inferior  to  his  clinical 
colleagues. 

5023.  Regarded  by  whom? It  is 

difficult  to  say — by  the  very  fact  that 
he  is  not  paid  as  much  as  the  consultant 
— I regret  to  say  by  some  of  his  own 
colleagues,  part-time  consultants,  who  do 
not  get  paid  as  medical  superintendents. 
He  is  a person  in  a position,  perhaps, 
to  read  tlie  riot  act  occasionally  to  some 
of  his  colleagues,  whereas  the  lay 
administrator  cannot.  — Dr.  Skene: 
'Which  is  no  mean  additional 

responsibility. 

5024.  While  we  are  on  that  subject, 
to  -what  extent  could  the  functions  of 
dealing  with  staff,  whether  medical  oi 
lay,  technical  or  non-tecbnical,  be  dealt 
with  by  a person  with  reasonable  tact 
and  personality  and  9ome  administrative 

knowledge  and  experience? Jk. 

McCoull:  You  mean  without  medical 
qualifications? 
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5025  Supposing  you  have  got  a man, 
Ip,  us  say  an  accountant  or  a solicitor. 
Who  was  put  in  as  a lay  administrator 
of  a hospital,  a man  who  had  some 
business  experience.  Do  you  think  he 
could,  given  t[ie  personality,  tact,  a 
sense  of  humour,  understanding,  deal  to 
a very  considerable  extent  with  the 
problems  about  which  you  have  been 

talking  to  us? It  sounds  easy  to  say 

ves  to  that — if  such  a man  existed,  with 
all  those  qualities.  But  there  is  something 
in  hospital  life,  there  is  something  over 
and  above  all  that  that  has  to  be  done. 
Dealing  with  staff,  yes.  Is  he  going  to 
be  able  to  deal  with  staff  when  the 
doctors  find  they  have  not  got  the  right 
staff  or  they  have  not  got  the  right  num- 
bers of  staff.  There  are  so  many  questions 
which  are  so  difficult  for  doctors  to  gel 
over.  There  is  this  component  in  a 
hospital  which  means  binding  everybody 
together.  We  reckon  that  we  have  these 
people  in  the  hospitals  who  are  capable 
of  .dealing  with  staff,  who  can  obtain 
good  staff  relations,  who  can  deal  with 
ordering  the  flour,  getting  the  coal,  seeing 
that  the  engines  run.  There  is  this  total 
overall  component  of  looking  after  a 
hospital  as  a whole ; and  frankly,  I do 
not  think  an  accountanl  or  a business 
man  or  a lawyer  could  do  it  well.— Dr. 
Skene:  Could  1 answer  Sir  Hugh's  ques- 
tion? I think  the  paragon  to  whom  he 
refers  could  in  fact  undertake  these  duties 
for  a considerable  part  of  the  time  ; but 
when  it  came  to  a medical  decision  he 
would  be  dependent  on  a medical  staff 
committee,  or  some  medical  adviser. 
Medical  staff  committees  do  not  meet  at 
midnight  on  a Saturday  when  a snap 
decision  may  well  be  required,  and  that  is 
where  we  feel  that  there  is  undoubtedly 
at  least  the  desirability  of  having  a 
medical  man  undertaking  these  day-to- 
day  responsibilities,  because  there  is  no 
saying  when  the  duty  becomes  one  for  a 
doctor.  Part  of  the  time  a competent 
colleague  without  medical  training  could, 
no  doubt,  undertake  some  part  of  the 
work.  But  who  is  to  say  when  it  may 
become  entirely  a medical  question,  ami 
the  answer  is  not  obtainable  at  short 
notice  on  high  days  and  holidays.-— 
?'■  %r°okes:  An  important  point 

is  that  the  medical  administrator 
has  an  advantage  over  the  lay 
administrator;  but  I am  not  saying  that 
by  administrators  are  bad,  because  I can 
number  among  my  colleagues  some  lily 
administrators  who  are  extraordinarily 


good.  But  the  interesting  thing  is  that 
they  have  developed  a medical  outlook, 
even  to  the  extent  of  reading  medical 
text-books,  and  have  developed  a work- 
ing knowledge  of  the  doctors’  side.  But 
that  type  of  man  is  rare. 

5026.  Chairman : Have  you  any  other 
point  you  wish  to  raise?  If  you  have 

other  points,  by  all  means  raise  them. 

Mr.  Millay.  I would  like  to  raise  a point 
which  was  mentioned  in  paragraph  21, 
on  behalf  of  a number  of  my  colleagues. 
I did  mention  one  case,  but  there  are 
other  cases.  I think  it  should  be  con- 
sidered whether  any  of  these  people  who 
have  been  graded  as  Senior  Hospital 
Medical  Officers  should  not  be  graded  as 
consultants.  We  cannot  comment  on  the 
merits  or  the  demerits  . . . 

5027.  Sir  Hugh  Willson:  I do  not 

think  that  is  a matter  we  can  raise  here. 
Maybe,  Sir,  but  it  concerns  the  grad- 
ing on  which  remuneration  is  paid. 

5028.  With  great  respect,  the  Chair- 
man will  no  doubt  give  a ruling  on  this, 
I do  not  think  we  can  deal  with  grad- 
ings, Mr.  Milloy. — ~Dr.  Brookes : I do 
not  think  we  are  concerned  so  much 
with  the  fact  that  these  people  have 
been  given  a clinical  grading.  These  are 
people  who  are  administrators  and  do 
mostly  administrative  work,  very  little 
clinical  work ; but  in  order  to  fix  a rate 
of  pay  they  have  been  given  a clinical 
grading.  That  is  what  we  are  worrying 
about.  A number  of  our  colleagues, 
about  seven  or  so,  are  suffering  rather 
badly  as  a result  of  this.  They  were 
medical  administrators  purely  and  simply 
before  the  appointed  day.  Having  come 
into  the  Health  Service,  they  have  been 
graded  as  Senior  Hospital  Medical 
Officers,  to  act  as  medical  administra- 
tors : whereas  before  that  they  were  on 
a par  with  those  of  us  who  were  medical 
administrators.  We  do  feet  that  they 
should  have  some  consideration. 

5020.  Chairman : Can  I ask  Dr. 

Brookes  whether  it  is  that  most  of  you 
remained  about  the  same  in  remunera- 
tion, and  they  were  down-graded,  or 
that  most  of  you  were  up-graded  and 

a few  were  left? In  effect  it  is  very 

difficult  to  say,  because,  frankly,  I con- 
sider 1 was  considerably  belter  off  with 
my  salary  and  emoluments  then  than 
with  the  salary  and  emoluments  that 
I am  getting  today.  But  on  the  whole 
we  were  up-graded  on  paper,  and  these 
people  were  left  behind.  -Dr.  McCoull: 
There  is  one  thing  further  t would  like 
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to  say.  I do  not  know  how  far  I am 
carrying  -my  colleagues  with  me.  In  the 
evidence  given  to  you  by  other  people 
I cannot  help  ‘feeling  that  this  question 
of  freedom  does  rather  come  into  our 
pitch — such  a statement  that  being  a 
part-timer  stops  a man  from  feeling  like 
an  officer  in  Whitehall  or  Savile  Row. 
I am  quite  certain  that  being  whole- 
timers,  'being  medical  superintendents, 
gives  us  no  such  feeling.  I do  not  want 
to  feel  that  such  statements  are  going 
unchallenged  by  a whole-time  body  of 
people.  We  do  not  feel  like  that,  and  1 
would  not  like  any  possible  imputation 
by  that  sort  of  remark  being  tied  up  to 
people  like  ourselves. 


5030.  Chairman-.  You  consider  you 
are  doctors  as  much  as  anybody  else? 

1 was  a general  practitioner  doing 

the  work  I am  doing  now  until  1947,  ex- 
cept for  the  war  years.  I have  been  a 


part-time  Medical  Officer  of  Health,  , £ 
general  practitioner,  and  a part-time  con-  I 
sultant  in  psychiatry.  I feel  just  as  free  { 
now  as  1 did  before ; and  repeatedlv  ! 
during  the  evidence  that  I have  read  1 j 
have  got  angered  that  people  should 
think  these  things  of  us. — Dr.  Skene-. } 
think,  if  1 may  be  permitted  to  express 
a point  of  view  which  is  not  unique 
that  one  would  agree  absolutely  with  Dr!  j 
McCouIl.  The  whole-time  medical  ! 
superintendents  have  no  sense  of  restrie-  ! 
lion  whatsoever,  and  it  may  well  be  due 
to  the  fact  that  there  are  other  colleagues  i 
who  have  an  option  as  to  whether  they 
are  whole-time  or  part-time. 

5031.  Chairman:  Thank  you.  If  there 
is  nothing  else,  that  concludes  this  ses- 
sion.  Dr.  McCouIl : Could  I thank 

you  on  our  behalf  very  much  indeed  for 
having  us  here  and  being  so  kind  and 
patient  with  us. 


(The  witnesses  withdrew). 
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TWENTY-FIRST  DAY 

Friday , 31st  October , 1958 
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Sm  Harry  Pilkinchon  ( Chairman ) 

Mrs.  K.  M.  C.  Baxter  Mr.  I.  D.  McIntosh,  M.A. 

Mr.  A.  D.  Bonham  Carter,  T.D.  Sir  David  Huohbs  Parry,  Q.C. 

Mr.  J. H.  Gunlake,  C.B.E.,  E.I.A.,  F.S.S.  Sir  Hugh  Watson,  D.K.S. 

Professor  John  Jbwkes,  C.B.K.  Mr.  S.  Watson,  C.B.E. 

MR-' W.  A.  Puluir,  D.S.C.  \j0)nt  Secretaries 
Mr.'J.  B.  Hijme  J 


Explanatory  Note  by  the  Royal  Commission 

The  following  list  of  topics  was  drawn  up  by  the  Royal  Commission  and  issued, 
along  with  an  invitation  to  submit  evidence,  to  all  representative  medical 
organisations : — 

(i)  The  quality  and  quantity  of  recruits  («)  offering  themselves  and  ( b ) 
accepted  for  training  as  medical  students. 

(ii)  The  quantity  and  quality  of  newly  qualified  doctors. 

(iii)  Wastage  of  men  and  women  during  training  and  in  the  first  few  years 
after  qualification  wilh  any  remarks  on  incidence  and  causation. 

(iv)  The  cost  and  duration  of  training  and  the  extent  to  which  the  cost  is 
or  should  be  met  from  grants  (including  both  the  adequacy  of  the  grants 
and  the  proportion  of  students  receiving  them). 

(v)  The  position  and  prospects  of  a newly  qualified  doctor. 

(vi)  Any  trend  to  excessive  resort  to  certain  branches  of  the  profession  at 
the  cost  of  others. 

(vii)  The  relative  advantages  and  disadvantages,  financial  and  otherwise,  of 
service  as : — 

(a)  a principal  in  single-handed  general  practice, 

(i>)  a partner  in  general  practice, 

(c)  a whole-time  consultant  in  the  National  Health  Service, 
id)  a part-time  consultant  with  the  maximum  number  of  sessions, 

(e)  a part-time  consultant  with  only  a few  sessions, 
if)  a Senior  Hospital  Medical  Officer, 

(g)  a doctor  in  any  other  sort  of  practice  or  employment. 

(viii)  The  difficulties  encountered  by  members  of  the  registrar  grades. 

(ix)  The  difficulties  of  entering  general  practice,  with  special  reference  to  the 
position  and  prospects,  financial  and  otherwise,  of  assistants. 

(x)  The  importance  of  private  consulting  practice  as  an  incentive  to  entering 
the  consultant  branch  of  medicine. 
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,„n  Exncnses  in  general  practice,  how  far  they  vary  above  and  below  the 
SlrMo ««  purposes. ^ “* 

s XM  - Assras 

Service.  , . ., 

txiiil  Anv  anomalies  in  the  methods  of  payment  of  any  branch  of  the  pro- 
( ° feSiom  e”.  maldistribution  as  opposed  to  wrong  total  volume. 

(xiv)  Comments  on  the  present  system  of  calculating  and  distributing  general 
practitioners’  remuneration  through  a central  pool. 

General  comments  on  the  system  of  merit  awards  and  the  method  of 
(W)  allotting  them,  with  any  suggestions  for  an  alternative  system. 

(xvi)  Particulars  of  financial  stringency  suffered  by  any  classes  of  doctors 
illustrated  by  personal  budgets  of  practitioneis. 

(xvii)  Special  considerations  of  which  account  ought  to  be  taken  in  discussions 
of  medical  remuneration. 

(xviii)  Specific  proposals  for  medical  remuneration. 

(xix)  The  practicability  of  the  profession  establishing  a fixed  scale  of  payments 
for  assistants  in  general  practice. 

fxxl  ProDosals  for  specific  machinery  or  procedures  to  be  established  for 
dealing  with  future  discussions  of  medical  remuneration. 

(xxi)  Any  factors  other  than  remuneration  which  are  affecting  the  contentment 
of  general  practitioners. 

Note:  The  following  memorandum  was  not  submitted  by  the  Joint  Consultants' 
Committee  as  direct  evidence  to  the  Royal  Commission.  It  was  produced  as  an 
informal  statement  in  response  to  the  Commissions  request,  at  an  early  stage  of 
their  proceedings,  for  a brief  explanatory  note  on  the  functions  of  hospital  medical 
staff  below  the  grade  of  consultant. 

HOSPITAL  MEDICAL  STAFF 

The  functions,  responsibilities,  etc.,  of  the  grades  below  the  consultant 
Senior  Hospital  Medical  Officers 

1.  It  was  realised  at  the  outset  of  the  Service  that  some  men  holding 
hosoital  posts  either  whole  or  part-time  and  who  were  not  of  the  professional 
standing  of  consultants,  would  have  to  be  embodied  These  consisted  of  two 
main  groups:  (1)  medical  officers  of  local  authority  hospitals  , md  of  local 
authority  health  services,  such  as  tuberculosis  officers.  These  were  almost  entady 
whole-time  officers;  (2)  general  medical  practitioners  who,,^n  p°®‘s  w°h£. 
seniority  in  hospitals  in  their  districts,  such  as  physician  or  surgeon,  but  who  were 
not  of  consultant  quality.  Such  posts  were  not  infrequent  m some  voluntary 
hospitals  in  provincial  towns.  „ 

2 To  assess  the  professional  standing  of  these  transferred  or  “ taken  over 
medical  officers  professional  grading  committees  were  set  up  under  ministerial 
authority,  and,  subsequently,  owing  to  many  requests,  several  appeals  were  heard 
from  those  who  were  dissatisfied. 

3.  There  may,  at  times,  be  some  overstatement  of  the  S.H.M.O.  case,  as  is 
perhaps  only  natural.  , , , , 

4 It  has  been  a hope  of  consultants  that  the  S.H.M.O.  grade  would  decline 
possibly  eventually  disappear.  Far  from  this  being  the  case  it  has  actually  tend 
to  increase  in  numbers  from  new  appointments. 

5 An  agreement  was  reached  between  the  Joint  Consultants  Comm: ittce 
Ministry  of  Health  soon  after  the  N.H.S.  had  begun  upon  the  principles  that  should 
govern  new  appointments  to  the  grade;  it  having  been  found  necessary  to  make 
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new  appointments.  A copy  of  this  agreement,  which  is  still  valid,  is  attached  as 
an  appendix.  It  has  prevented  serious  abuse  in  the  making  of  appointments. 
There  is  no  doubt  that  many  hospital  authorities  would  have  made  S.H.M.O. 
appointments  when  they  should  have  appointed  consultants,  for  reasons  of  economy. 
It  will  be  seen  from  the  agreement  that  hospital  authorities  cannot  appoint 

S.H.M.Os.  in  the  main  clinical  fields  to  ease  the  normal  clinical  responsibility  of 
hospital  physicians,  surgeons  and  obstetric  surgeons.  The  agreement  does  not  apply 
to  Scotland. 

6.  It  was  agreed  that  the  S.H.M.O.  grade  should  continue  where  offices  did  not 
call  for  consultant  skills,  while  being  posts  that  should  be  (a)  senior  and  (b) 
permanent.  The  type  of  post  is  well  defined  in  the  attached  S.H.M.O.  circular.* 
It  will  be  seen  that  the  S.H.M.O.  will  be  appointed,  for  example,  for  refractionist 
\vork  in  an  eye  hospital,  but  not  for  the  full  range  of  operative  ophthalmology, 
such  work  necessitating  a consultant.  With  the  development  of  the  service  since 
1948  it  is  probable  that  some  changes  should  now  be  made  in  the  S.H.M.O. 
regulations ; e.g.  the  post  of  non-operative  obstetrician  is  no  longer  needed  and 
there  is  little  use  in  the  service  for  the  S.H.M.O.  diagnostic  radiologist,  who  may 
well  prove  a menace. 

7.  Constant  vigilance  has  been  necessary  to  prevent  abuse  of  the  S.H.M.O. 
circular  and  to  stop  the  consultant  service  being  improperly  diluted.  There  is  no 
doubt  this  vigilance  will  have  to  be  continued  in  the  future,  against  dilution  from 
more  than  one  direction. 

8.  Whilst  an  S.H.M.O.  newly  appointed  should  not  be  given  consultant 
responsibilities,  some  S.H.M.Os.  who  were  transferred  from  hospital  posts  they 
already  held  in  1948  have  been  and  are  so  acting.  Nevertheless,  this  does  not 
mean  that  they  should  thereby  be  re-graded  as  consultants.  Consultant  grading 
is  a personal  one,  dependent  upon  the  possession  of  the  appropriate  qualifications, 
training  and  ability. 

9.  The  claims  of  some  S.H.M.Os.  to  be  paid  at  consultant  rates  because  they 
are  at  present  holding  posts  that  will  be  filled  by  consultants  when  they  retire 
are  now  under  examination  in  Whitley.  The  granting  of  any  such  claims  will 
not  carry  with  it  re-grading  as  consultant,  which  grading  it  must  again  be 
emphasised  is  a purely  personal  one. 

10.  It  is  most  important  for  future  efficiency  of  the  Service  that  the  high  standards 
of  qualification  and  efficiency  of  the  consultant  be  rigorously  maintained.  Any 
compromise  here  would  begin  an  insidiously  spreading  decline  in  the  whole  Service. 
New  S.H.M.O.  posts  will  be  found  most  often  today  in  pathology  and  psychiatry 
where  they  provide  an  “ alternative  path  ” to  a consultant  career  and  are  often 
held  by  young  men  of  the  registrar  type. 

Junior  Hospital  Medical  Officer 

11.  This  grade  was  created  to  employ  a junior  tyfie  of  career  officer.  It  consists 
chiefly  of  those  who  were  junior  or  comparatively  junior  hospital  medical  officers 
in  local  authority  hospitals  before  1948.  There  arc  no  regulations  beyond  the 
Terms  of  Service  for  new  appointments  to  this  grade  and  few  new  appointments 
are  made.  All  hope,  and  there  is  little  doubt,  that  this  will  prove  a shrinking  grade 
that  will  eventually  disappear. 

Registrars 

(a)  Senior  Registrars 

12.  These  officers,  together  with  the  Registrars,  are  found  occupying  the  middle 
field  of  appointments  between  House  Officers  below  and  Consultants  above. 

13.  This  type  of  officer  began  to  appear  in  our  teaching  hospitals  a little  less 
than  a century  ago  as  modern  medicine  began  rapidly  to  advance. 

* Ministry  of  Health  Circular  8g}dated  3rd  October,  1950. 
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14.  He  is  not  a career  grade  officer,  but  one  holding  an  office  of  limited  duration 
under  consultant  direction,  pending  settling  down  to  a permanent  career  either  as 
a consultant  himself,  if  he  wins  a post  competitively,  or  in  some  other  branch  of 
the  profession. 

15.  A Senior  Registrar  holds  a four-year  post,  renewable  or  extendable  at  present 
under  certain  conditions.  The  establishment  of  the  posts  in  the  various  specialties 
is  controlled  in  numbers  by  the  Ministry  of  Health  to  adjust  as  far  as  possible  the 
holders  of  posts  to  anticipated  vacancies. 


16.  The  Senior  Registrar  will  almost  invariably  possess  the  higher  academic 
qualifications  of  the  consultant  before  he  obtains  his  post.  As  a more  senior  grade 
than  the  Registrar  he  will  be  capable  of  assuming,  under  his  consultant  chief, 
more  advanced  duties.  Even  he  should  not  work  independently  of  a consultant 
chief  and  is  to  be  regarded  as  under  final  consultant  training.  It  is  probable  that 
there  are  too  many  senior  registrars,  especially  in  the  main  clinical  streams  in 
non-teaching  hospitals,  doing  too  much  unsupervised  consultant  work  that  consultants 
should  be  appointed  to  undertake. 

17.  Much  of  what  is  said  under  this  section  applies  also  to  the  next  grade— -the 
Registrar — as,  owing  to  the  rationing  of  Senior  Registrars,  a Registrar,  who  belongs 
to  an  unrationed  grade,  has  to  be  appointed  to  carry  the  same  sort  of  responsibilities, 

18.  There  are  two  aspects  to  the  Senior  Registrar:  (1)  his  necessary  place  in  the 
hospital  staffing  plan  in  order  that  the  work  of  the  hospital  may  be  done,  and 
(2)  his  position  as  a young  and  temporary  officer  training  for  consultant  rank,  to 
which  he  will  have  to  attain  competitively. 

19.  He  is  the  direct  and  personal  assistant  to  one  or  more  consultants ; he  is 
their  right-hand  man.  The  senior  registrar  will  probably  have  been  a registrar  for 
at  least  two  years  previously  and  before  that  will  have  held  several  house  appoint- 
ments, all  these  posts  having  been  obtained  in  competition.  He  will  be  approaching, 
or  may  be  more  than,  30  years  of  age. 


20.  By  working  as  a consultant’s  assistant  he  carries  out  essential  work  on  behalf 
of  his  effief  and  receives  advanced  training  by  precept  and  example.  In  the  clinical 
helds  he  will  supervise  the  house  officers  in  their  initial  history  taking  and  manage- 
ment of  cases  and  will  instruct  them.  He  will  take  decisions  when  matters  become 
too  serious  tor  them.  Thus  he  will  either  carry  out  more  complex  procedures 
himself  or  report  the  case,  if  necessarily  urgently,  to  the  consultant. 


21.  Depending  upon  his  degree  of  skill  the  consultant  will 
of  varying  responsibility.  He  will  deputise  for  the  consultant 
this  is  part  of  his  training. 


depute  to  him  work 
for  short  periods— 


_ 33  "l11  be  seen  ^ SeQior  Registrars  consist  of  the  exceptionally  able,  com- 
petitively chosen,  younger  men  and  women  of  the  medical  profession. 

(b)  Registrars 

23.  These  are  the  next  rank  below  that  of  Senior  Registrar  Their  two-vear 

years  fn/ZTmme  1™/  m^0IuV  probably  serve  for  two  to  four 

years  ana  not  more.  A great  deal  of  what  has  been  said  above  of  thp  «?eninr 

Registrar  s grade  applies  also  to  this  younger  grade.  It  is  easier  for  an  officer 
mmffie1 ’mom^sen ” ^ thb,£to ta" 


Seni°r  Re*iStarS  a"d  Registrars  have  an  important 

organisation  of° tard  td“.S£  trkP‘ Th“  P\rt  in  the  medical 

ments,  such  as  pathology,  are°of  similar  quality.  ^ dU“eS  m the  sPecial  dePart‘ 
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(c)  House  Officers 

2f- These  i“n‘,0r  °ffiCerS;  Hke  registI?rs>  occupy  a double  role.  They  are  recently 
qualified  medical  men  and  women  who  are  adding  to  their  efficiency  bv  holriine 

^“^postgraduate  Posts’  0n  the  °‘hcr  hand,  flj  work  they  do  is  essentia?  to 

27.  They  can  be  regarded  as  in  the  front  line  amongst  the  medical  staff  of  a 

hospital.  They  are  the  first  to  see  a patient  upon  his  admission,  to  take  the  history 
to  make  the  first  clinical  examinations,  to  administer  the  first  essential  treatment 
They  will  commonly  work  under  the  immediate  supervision  of  a registrar,  but  they 
will  be  directly  attached  to  a consultant  chief  as  his  “House”  Officer  and  wifi 
be  in  frequent  direct  contact  with  him,  m 

28.  They  will  be  his  most  junior  personal  assistants.  They  carry  out  under 

‘ f Ha^inStfU^nn;vf'  t.he/outl"e  treatment  of  patients  in  the  wards  unless 
the  admissi?n8of  cases  k * ‘S  bCy°nd  them’  a"d  Carry  muoh  responsibility  for 

^■  To  increase  the  efficiency  of  all  doctors  it  is  now  compulsory  for  every 
qualified  man  to  perform  one  year  of  House  appointments  before  he  can  be 
registered  and  there  can  be  no  doubt  as  to  the  wisdom  of  this  regulation.  Two 
six-months  posts  have  to  be  held  before  registration  in  either  Medicine,  Surgery 
or  Obstetrics.  A third  post  after  registration  will  receive  higher  pay.  There  is  then 
available  the  post  of  Senior  House  Officer,  of  one  year’s  duration  the  duties 
beginning  to  approach  those  of  a Registrar. 
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INTRODUCTION 

1.  The  Joint  Consultants  Committee  was  established  in  1948  by  agreement 
between  the  Royal  Colleges,  the  Scottish  Royal  Medical  Corporations,  and  the 
British  Medical  Association. 

2.  The  Committee  consists  of  1 7 persons  appointed  as  follows : 

3 by  the  Royal  College  of  Physicians  of  England 

3 by  the  Royal  College  of  Surgeons  of  London 
2 by  the  Royal  College  of  Obstetricians  and  Gynaecologists 
1 by  the  Royal  College  of  Physicians  of  Edinburgh 
1 by  the  Royal  College  of  Surgeons  of  Edinburgh 
1 by  the  Royal  Faculty  of  Physicians  and  Surgeons  of  Glasgow 
6 by  the  Central  Consultants  and  Specialists  Committee  of  the  British  Medical 
Association. 

3.  From  its  inception  the  Committee  has  worked  in  close  association  with  the 
representatives  of  hospital  dental  staff,  who  have  the  same  terms  and  conditions 
of  service  as  hospital  medical  staff.  An  observer  appointed  by  the  British  Dental 
Association  has  attended  its  meetings.  Recently  the  Committee  has  taken  steps  to 
improve  this  liaison  by  inviting  the  British  Dental  Association  to  appoint  two 
representatives  as  full  members  of  the  Committee. 

4.  The  terms  of  reference  of  the  Committee  are : 

“ To  negotiate,  in  respect  of  England  and  Wales  with  the  Ministry  of  Health, 
in  respect  of  Great  Britain  with  the  Ministry  of  Health  jointly  with  the  Depart- 
ment of  Health  for  Scotland,  and  in  respect  of  Scotland  through  the  Joint 
Consultants  Committee  (Scotland)  with  the  Department  of  Health  for  Scotland, 
on  all  matters  concerning  consultants  and  hospital  practice  other  than  those 
within  the  scope  of  Committee  B of  the  Medical  Whitley  Council.” 

5.  Since  1948  the  Committee  has  been  in  close  touch  with  the  Ministry,  bringing 
to  its  notice  problems  referred  to  the  Committee  by  its  constituent  bodies  or  by 
other  medical  organizations ; and  the  Ministry  has  often  invited  the  Committee’s 
advice  on  the  planning  and  development  of  the  hospital  service. 

6.  Matters  relating  to  the  terms  and  conditions  of  service  of  hospital  medical 
staff  are  outside  the  remit  of  the  Joint  Committee  and  are  dealt  with  by  Com- 
mittee B of  the  Medical  Whitley  Council,  the  Staff  Side  of  which  is  appointed 
by  the  Joint  Committee.  In  view  of  the  close  relationship  which  often  exists  between 
matters  of  policy  or  principle  and  terms  and  conditions  of  service,  the  Joint 
Committee  has  found  it  desirable  to  appoint  its  own  members  as  the  Staff  Side 
of  Committee  B.  Thus  the  members  of  the  Joint  Committee  have  an  intimate 
knowledge  both  of  the  terms  and  conditions  of  service  of  hospital  medical  staff 
and  of  the  many  hospital  problems  with  which  the  National  Health  Service  has 
been  confronted  since  its  inception. 

7.  In  preparing  the  following  statement  the  Committee  has  tried  to  answer  the 
questions  posed  by  the  Royal  Commission  in  its  notes  for  the  guidance  of  bodies 
invited  to  give  evidence,  so  far  as  it  is  within  its  competence  to  do  so. 

THE  YOUNG  DOCTOR  AND  HIS  CHOICE  OF  CAREER 

8.  Upon  qualification  the  young  doctor  has  to  serve  for  twelve  months  in 
approved  hospital  resident  appointments  before  becoming  eligible  for  full  registra- 
tion, which  entitles  him  to  practise  his  profession  independently.  Immediately  after 
this  probationary  period  the  male  doctor  normally  undertakes  at  the  present  time 
two  years  of  national  service,  and  he  is  thus  about  27  years  of  age  before  he  can 
take  any  decisive  step  in  relation  to  his  professional  career. 

9.  The  main  fields  open  to  him  are  (1)  general  practice  ; (2)  hospital  practice ; 
(3)  university  teaching ; (4)  research ; (5)  Government  or  local  authority  employ- 
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Ar™d  For-Cel;  (7)uthe  °versea  Civil  Service ; (8)  industrial  medicine  ; 
(?)  emigration.  The  majority  choose  either  general  or  hospital  practice. 

• It-*is,  P°ssil?le  t0  be  engaged  in  more  than  one  of  these  fields— for  example, 
m hospital  practice  and  teaching  or  research ; but  it  is  more  difficult  to-day  than 
in  former  years  for  a doctor  to  undertake  both  general  practice  and  hospital  work. 


11.  The  young  doctor  will  usually  begin  his  professional  life  with  a decided 
preference  for  a particular  branch  of  medicine,  though  he  may  change  his  plans  as 
practical  experience  modifies  his  initial  preference,  or  through  force  of  circum- 
stances. In  general,  under  present  conditions,  the  longer  he  delays  his  final  choice, 
the  poorer  become  his  prospects. 


12.  A career  in  the  hospital  service  entails  a long  period  of  training  at  com- 
paratively  low  rates  of  remuneration.  The  prospective  consultant  must  try  to 
acquire  higher  professional  qualifications,  in  the  examinations  for  which  only  a 
small  proportion  of  the  candidates  are  ultimately  successful.  He  must  then  face 
keen  competition  for  appointments  in  the  most  desired  branches  of  hospital  work 
(medicine,  surgery,  and  obstetrics),  though  the  less-favoured  specialties  are  more 
readily  entered.  Moreover,  unlike  the  general  practitioner  he  is  compelled  to  retire 
at  age  65,  so  that  even  if  his  pensionable  income  is  higher  his  total  earning  career 
may  be  substantially  shorter  than  that  of  the  general  practitioner.  For  the  doctor 
who  fails  to  obtain  a consultant  post  a career  in  the  hospital  service  carries  a 
lower  professional  status,  with  remuneration  below  that  of  the  average  general 
practitioner  ; and  the  longer  he  remains  in  hospital  practice  the  more  difficult  it 
becomes  to  transfer  to  any  other  form  of  practice. 

13.  A career  in  general  practice  involves  no  long  period  of  postgraduate  training 
in  hospital,  and  no  higher  academic  qualifications  are  necessary  for  entrance  or 
advancement.  The  usual  method  of  entry  into  general  practice  is  by  an  assistantship 
with  an  established  practitioner,  but  many  doctors  experience  considerable  difficulty 
in  proceeding  beyond  this  stage  and  becoming  established  as  principals.  Initially 
the  income  of  a doctor  in  general  practice  may  be  higher  than  he  would  receive 
in  the  hospital  service  at  the  same  age,  but  prospects  of  advancement  are  limited 
and  the  ultimate  income  is  usually  lower  than  that  of  the  successful  consultant. 

14.  University  teaching  and  research  appointments  carry  a high  professional  status 
and  provide  many  advantages  not  enjoyed  in  the  National  Health  Service,  but  the 
salary  levels  are  lower  than  those  of  corresponding  hospital  appointments.  Few 
graduates  have  Public  Health,  Regional  Hospital  Board,  Government,  or  other 
administrative  appointments  as  their  primary  aim  immediately  after  registration. 
Many  of  the  entrants  have  served  previously  in,  for  example,  the  Army  or  the 
Overseas  Civil  Service.  Others  have  deviated,  impatient  and  exasperated  by  hospital 
practice,  or  because  they  are  unable  to  wait  longer  for  a consultant  appointment 
or  an  opening  in  general  practice.  With  a few  exceptions,  these  appointments  offer 
lower  remuneration  than  hospital  practice.  Industrial  medicine  now  offers  com- 
paratively few  openings.  After  the  war  many  new  appointments  were  made  and 
so  there  is  a high  incidence  of  holders  of  such  posts  in  low  age  groups,  with  few 
prospective  vacancies  for  many  years,  and  few  new  appointments  being  made.  So 
low  is  the  demand  that  the  University  of  Edinburgh  no  longer  provides  a course 
or  a diploma  in  Industrial  Medicine. 


POSTGRADUATE  STUDY 

1 5.  The  doctor  who  aspires  to  a career  in  the  hospital  service,  with  a consultant 
appointment  as  his  objective,  must  be  prepared  for  a long  apprenticeship.  Apart 
from  the  regular  study  required  to  increase  his  knowledge  and  experience,  special 
consideration  has  to  be  given  to  the  acquisition  of  higher  qualifications.  Every 
consultant  must  hold  a higher  qualification  of  one  of  the  Royal  Colleges  and  / or 
Universities.  No  appointment  is  made  in  the  major  specialties  unless  this  condition 
has  been  fulfilled,  and  in  almost  every  case  it  is  an  essential  before  appointment  to 
the  post  of  senior  registrar.  Many  registrars  also  hold  higher  qualifications. 
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16.  In  general  medicine  the  Membership  of  a Royal  College  of  Physicians  is 
the  recognized  qualification,  in  surgery  the  Fellowship  of  a Royal  College  of 
Surgeons,  or  alternatively  a University  Doctorate  in  Medicine  or  Mastership  in 
Surgery,  or  the  Fellowship  of  the  Royal  Faculty  of  Physicians  and  Surgeons  of 
Glasgow.  In  obstetrics  the  Membership  of  ithe  Royal  College  of  Obstetricians  and 
Gynaecologists  is  required,  and  in  addition  most  consultants  possess  the  Fellowship 
of  a Royal  College  of  Surgeons.  In  some  specialties  a diploma  of  the  appropriate 
Faculty  is  required ; for  example,  the  Fellowship  of  the  Faculty  of  Anaesthetists  or 
of  the  Faculty  of  Radiology.  These  must  be  held  in  addition  to  specialist  diplomas 
such  as  a Diploma  in  Anaesthetics  or  in  Radiology.  In  general,  no  consultant 
appointment  is  made  unless  the  applicant  holds  one  or  more  higher  qualifications 
in  his  specialty. 

17.  The  examinations  for  these  higher  qualifications,  though  not  competitive,  are 
of  a high  standard  and  in  general  medicine  and  surgery  the  pass  rate  is  less  than 
one-third.  In  surgery  the  candidates  for  the  F.R.C.S.  have  to  pass  a primary  as 
well  as  a final  examination. 

18.  It  is  difficult  for  a man  to  obtain  higher  qualifications  while  working  in 
hospital.  A separate  period  of  study,  during  which  no  money  is  earned,  is  often 
required.  This  includes  not  only  intensive  reading,  but  also  a large  measure  of 
practical  and  clinical  work  ; and  organized  courses  for  the  entrants  to  these  examina- 
tions are  expensive.  For  instance,  apart  from  the  time  consumed,  the  approximate 
cost  to  a man  who  passes  the  primary  and  final  F.R.C.S.  examinations  at  the  first 
attempt  (and  this  is  unusual)  is  about  £140  for  courses  and  £20  for  the  examination 
entrance  fees.  Because  of  the  short  tenure  of  junior  hospital  appointments,  leave 
of  absence  except  for  a few  days  is  not  granted,  and  a man  aiming  at  higher 
qualifications  has  to  be  prepared  to  support  himself  until  he  has  passed  the 
examinations  and  can  compete  for  a registrar  or  senior  registrar  post. 

19.  It  is  not  in  the  interest  of  anyone  in  the  registrar  or  senior  registrar  grades  to 
be  too  strictly  confined  to  his  own  unit  or  hospital.  To  widen  his  experience  he 
should  have  opportunities  to  study  work  elsewhere.  He  should  thus  be  encouraged 
to  visit  other  units,  to  take  part  in  discussions  at  meetings,  and  to  undertake  original 
work  or  study.  The  rotation  of  senior  registrars  between  central  and  peripheral 
hospitals  is  an  important  step  in  the  training  and  in  the  dissemination  of  knowledge 
between  one  hospital  and  another.  This  may  lead  to  disruption  of  family  life  and  a 
number  of  difficulties  encountered  in  moving,  and  hospital  authorities  should 
endeavour  to  minimize  these  problems  to  a far  greater  extent  than  at  present  by 
removal  grants  and  the  provision  of  married  quarters. 

20.  Postgraduate  study  does  not  cease  when  consultant  rank  is  reached.  Continued 
reading  of  current  literature  and  attendance  at  meetings  are  essential.  It  is  at  pro- 
fessional meetings  that  contacts  are  established  and  experiences  exchanged ; indeed, 
the  discussions  between  individuals  are  sometimes  more  valuable  than  the  subject- 
matter  of  the  formal  papers.  Every  consultant  should  be  encouraged  to  take  some 
part  in  the  meetings  of  his  specialist  body,  and  it  is  a justified  grievance  of  whole- 
time consultants  that  they  are  refused  income-tax  relief  for  subscriptions  to  these 
organizations  and  to  the  scientific  publications. 

21 . Every  hospital  should  maintain  an  adequate  library  or  source  of  reference  for 
its  staff.  This  particularly  applies  to  provincial  or  peripheral  hospitals  where  the  staff 
do  not  have  ready  access  to  medical  libraries.  At  present  the  grants  made  to  Hospital 
Management  Committees  by  Regional  Hospital  Boards  for  this  purpose  are  in- 
adequate and  the  libraries  of  few  hospitals  are  satisfactory.  The  majority  of  medical 
periodicals  and  books  essential  for  the  maintenance  of  professional  standards  have 
to  be  purchased  by  the  individual. 

22.  Study  leave  is  provided  for  in  the  Terms  and  Conditions  of  Service  of  hospital 
medical  staff,  but  the  present  arrangements  work  very  unevenly  as  between  different 
hospital  authorities.  The  main  purpose  of  study  leave  is  to  facilitate  attendance  at 
special  courses  or  meetings  and  the  visitation  of  other  hospitals  in  this  country  or 
abroad  so  that  the  staff  may  keep  their  knowledge  and  experience  up  to  date,  Study 
leave  may  be  granted  (1)  with  pay  and  with  expenses ; (2)  with  pay  and  without 
expenses ; (3)  without  pay  and  without  expenses.  Hospital  Boards  have  adopted 
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differing  policies  in  dealing  with  applications  for  study  leave  and  in  a number  of 
instances  have  been  unsympathetic. 

23.  At  the  commencement  of  the  Service  the  Ministry  placed  a limitation  upon  the 
total  amount  which  Boards  might  (within  their  approved  budgets)  grant  annually  as 
expenses  in  connexion  with  study  leave.  Thus  the  Oxford  and  Cambridge  Boards  were 
allowed  to  expend  up  to  £1,200  annually ; the  Newcastle,  Leeds,  Sheffield,  Liverpool, 
South-Western,  and  Welsh  Boards  up  to  £1,600 ; and  the  Metropolitan,  Manchester, 
and  Birmingham  Boards  up  to  £2,000.  In  the  case  of  the  Boards  of  Governors  of 
teaching  hospitals  the  maximum  to  be  allocated  as  expenses  varied  between  £800 
and  £1,200.  In  1954  the  Ministry  abolished  these  limits,  at  the  same  time  indicating 
that  it  did  not  expect  that  they  would  normally  be  exceeded.  The  Joint  Committee 
has  no  doubt  that  the  maximum  sums  to  be  used  as  study  leave  expenses  were  far 
from  generous  even  in  1948.  The  indications  are  that  the  total  amount  actually 
granted  as  expenses  is  well  below  the  maximum  originally  allowed  by  the  Ministry, 
and  this  is  understandable  in  view  of  the  many  competing  claims  on  the  limited 
finances  of  Hospital  Boards.  In  the  opinion  of  the  Committee  a specific  allocation 
should  be  made  for  this  purpose. 

24.  During  the  past  year  the  Central  Consultants  and  Specialists  Committee  has 
made  a detailed  examination  of  the  study-leave  arrangements,  and  its  comments  and 
recommendations,  which  are  endorsed  by  the  Joint  Committee,  are  set  out  as  an 
appendix  to  this  memorandum. 


DIFFICULTIES  ENCOUNTERED  BY  MEMBERS  OF  THE 
REGISTRAR  GRADES 

25.  In  the  early  years  of  the  Service  there  was  an  excessive  trend  to  hospital 
practice  induced  by  a high  intake  of  ex-Service  “ trainees  ” and  by  the  anticipated 
expansion  of  the  consultant  service.  The  number  of  consultants  in  the  less  well- 
developed  specialties  has  in  fact  increased,  but  there  has  been  no  great  increase  in 
consultant  appointments  in  the  main  clinical  branches,  so  that  the  junior  grades  in 
these  branches  have  increased  out  of  proportion  to  potential  consultant  vacancies. 
The  excessive  recruitment  has  now  led  to  a falling  off  in  the  number  of  entrants  to  the 
hospital  service.  A higher  proportion  of  those  who  might  have  become  consultants 
in  the  future  are  now  accepting  appointments  overseas  or  are  being  forced  into  other 
spheres  of  medical  practice  which  initially  they  would  not  have  chosen.  Some  of 
those  who  remain  in  the  hospital  service  aj;e  transferring  to  other  specialties,  probably 
less  attractive  to  them  but  offering  better  prospects  of  advancement.  While  this  may 
not  amount  to  an  excessive  resort  to  one  branch  of  medicine  at  the  expense  of 
another,  it  means  that  the  less-favoured  specialties  are  absorbing  those  who  would 
have  been  an  acquisition  to  the  main  clinical  branches. 

26.  The  greatest  difficulty  facing  doctors  in  the  registrar  grades  at  present  is  that  of 
advancement  to  a settled  and  satisfactory  career  in  the  hospital  service,  or,  failing 
that,  in  some  other  branch  of  medicine. 

27.  Many  registrars  and  senior  registrars  are  married,  often  with  young  children. 
For  at  least  six  years,  and  often  much  longer,  they  have  to  subsist  on  a salary  which 
in  many  cases  is  insufficient,  and  their  financial  difficulty,  coupled  with  their  lack 
of  security,  causes  grave  anxiety.  Many  registrars  and  senior  registrars  are  required 
to  be  resident  in  the  hospital  and,  as  most  hospitals  cannot  offer  married  quarters, 
have  to  maintain  a home  as  well  as  paying  for  hospital  board  and  lodging.  An 
increase  in  the  salaries  of  these  two  grades  is  urgently  needed. 

28.  Attention  needs  to  be  given  also  to  the  career  prospects  in  these  grades.  Senior 
registrars  are  too  numerous,  in  relation  to  the  number  of  consultants,  to  have  reason- 
able prospects  of  a consultant  career,  particularly  in  general  medicine,  general 
surgery,  and  obstetrics  and  gynaecology.  In  many  branches  there  is  a need  for  more 
consultant  posts,  especially  in  the  non-teaching  hospitals,  and  for  a more  efficient 
planning  of  the  consultant  service.  This  would  result  in  a proportionate  reduction 
in  the  number  of  senior  registrars,  particularly  where  they  are  undertaking  duties 
which  should  be  performed  by  consultants. 
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29.  Steps  should  be  taken  also  to  facilitate  the  entry  of  hospital  junior  medical  staff, 
including  registrars,  into  general  practice.  Before  the  introduction  of  the  Service  it 
was  considered  a worthwhile  preparation  for  the  young  doctor  who  intended  to  enter 
general  practice  to  spend  a few  years  in  hospital  appointments.  Indeed,  doctors 
with  such  experience  were  regarded  with  favour  by  established  general  practitioners 
seeking  partners  or  assistants.  This  was  partly  a result  of  the  greater  opportunities 
which  existed  before  1948  for  general  practitioners  to  become  part-time  specialists 
and  the  consequent  attractions  to  a principal  of  a young  assistant  or  partner  who  was 
likely  because  of  his  qualifications  and  experience  to  enhance  the  standing  of  the 
practice  by  obtaining  a hospital  appointment. 

30.  Since  the  introduction  of  the  National  Health  Service,  however,  there  has  been 
no  incentive  for  the  prospective  general  practitioner  to  extend  his  hospital  experience 
beyond  the  compulsory  pre-registration  period.  On  the  contrary,  the  difficulties 
connected  with  settlement  in  general  practice  tend  to  encourage  the  young  doctor 
to  spend  as  little  time  as  possible  in  the  hospital  service.  This  affects  adversely  the 
recruitment  of  hospital  junior  staff.  In  many  hospitals  it  is  proving  extremely 
difficult  to  obtain  sufficient  junior  staff. 

31.  Clearly,  the  quality  of  general  practice  would  be  enhanced  by  the  entry  of 
doctors  with  a wide  basic  training  in  hospital  work,  and  the  termination  of  national 
service  will  provide  an  opportunity  for  young  doctors  to  spend  a longer  period  in 
hospital  appointments  without  feeling  that  they  are  delaying  too  long  the  start  of 
their  ultimate  professional  career.  It  will  be  necessary,  however,  to  increase  the 
salary  of  post-registration  appointments  if  doctors  are  to  be  attracted  to  hospital 
work.  A greater  use  in  hospitals  of  the  part-time  services  of  suitably  qualified  and 
experienced  general  practitioners  would  also  act  as  an  inducement  to  the  young 
doctor  to  extend  his  hospital  training  at  the  beginning  of  his  professional  life.  The 
Joint  Committee  feels  strongly  that  the  present  methods  of  recruitment  to  general 
practice  should  be  examined  closely  with  a view  to  making  it  easier  for  the  doctor  who 
has  worked  for  several  years  in  hospital  to  transfer  to  this  branch  of  medical  work. 

EMIGRATION 

32.  The  profession  has  always  had  its  share  of  those  who  have  been  attracted  to 
seek  a livelihood  overseas,  and  in  times  past  there  have  been  excellent  opportunities 
for  medical  graduates  from  the  United  Kingdom  to  settle  in  the  younger  countries  ot 
the  Commonwealth.  In  recent  years,  however,  the  Dominion  countries  especially 
have  so  developed  that  medical  men  from  this  country  face  much  keener  competition 
in  settling  in  them.  Despite  the  changed  circumstances  a number  of  doctors,  often 
among  the  most  promising,  frustrated  in  their  attempts  to  obtain  consultant  appoint- 
ments in  the  United  Kingdom  or  dissatisfied  with  conditions  of  service  at  home, 
have  emigrated  since  the  introduction  of  the  N.H.S. 

33.  What  is  more  alarming  is  the  high  proportion  of  medical  students  who  are 
attracted  by  the  prospects  overseas  in  comparison  with  those  available  in  this  country. 
A survey  of  student  opinion  conducted  in  the  University  of  Edinburgh  early  in  1957 
showed  that  only  36-5  per  cent,  of  the  medical  students  expressed  a preference  for 
work  in  Great  Britain;  31  per  cent,  considered  work  overseas  desirable;  and 
approximately  one-third  were  so  undecided  about  their  future  prospects  that  they 
were  unable  to  express  an  opinion. 

34.  The  fact  that  so  many  members  of  the  profession  are  driven  to  emigrate  reflects 
dissatisfaction  with  the  present  conditions  of  medical  practice  in  the  United  King- 
dom. When  this  dissatisfaction  spreads — as  it  is  spreading — to  students  still  in 
training  for  the  medical  profession,  it  bodes  ill  for  future  recruitment. 

THE  RELATIVE  ADVANTAGES  AND  DISADVANTAGES  OF  DIFFERENT 
FORMS  OF  SERVICE 

35.  For  the  most  part  all  junior  grades  of  hospital  medical  staff  are  employed 
on  a whole-time  basis,  the  exception  usually  being  where  the  practitioner  is  simul- 
taneously engaged  in  general  practice,  or  in  research.  Employment  in  the  hospital 
service  as  a consultant  or  S.H.M.O.,  however,  may  be  on  a whole-time  or  part-time 
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basis,  and  the  majority  of  consultants  and  many  S.H.M.O.s  are  engaged  on  a part- 
time  basis,  devoting  the  remainder  of  their  time  to  private  practice. 

The  Whole-time  Consultant 

36.  The  whole-time  consultant  receives  the  salary  of  the  grade  as  laid  down  in 
the  Terms  and  Conditions  of  Service,  and  certain  additional  payments  agreed  as  a 
result  of  past  negotiations  between  the  profession  and  the  Ministry  of  Health,  or 
m Committee  B of  the  Medical  Whitley  Council.  He  enjoys  certain  financial 
advantages  in  that  he  avoids  the  heavy  overhead  expenses  of  consultant  private 
practice  and  the  higher  cost  of  living  that  is  often  unavoidable  for  a part-time  con- 
sultant. He  is  somewhat  better  off  than  his  predecessor  in  the  local  authority  hos- 
pital service  in  that  he  is  permitted  to  receive  certain  fees  for  professional  services 
not  regarded  as  coming  within  the  scope  of  the  National  Health  Service  Act.  These 
will  be  found  listed  in  paragraph  14  of  the  Terms  and  Conditions  of  Service  for 
Hospital  Medical  Staff.  After  performing  eight  free  domiciliary  consultations  per 
quarter,  the  whole-time  consultant  is  paid  for  any  additional  consultations  up  to 
an  annual  maximum  of  800  guineas.  He  also  enjoys  the  advantage  of  a compara- 
tively regular  professional  existence,  free  from  the  unpredictable  stresses  of  private 
practice. 

37.  His  main  financial  disadvantages  appear  to  be  two  in  number.  First,  he 
is  not  paid— as  an  addition  to  his  salary — the  expenses  “ necessarily  and  reasonably 
incurred  ” in  the  course  of  his  work,  as  listed  in  paragraph  1 6 of  the  Spens  Report 
on  the  Remuneration  of  Consultants.  Negotiations  on  this  matter  have  been 
fruitless,  and  in  the  view  of  the  Joint  Committee  the  Spens  Report  has  never  been 
implemented  in  this  respect.  Secondly,  he  is  not  given  by  the  Inland  Revenue 
adequate  and  just  allowances  for  the  professional  expenses  inevitable  in  the  holding 
of  his  appointment.  Possibly  the  most  important  of  these  is  an  allowance  for  car 
expenses,  including  depreciation  in  car  value.  It  is  wholly  unreasonable  to  say 
that  a car  is  anything  but  an  absolute  necessity  to  a whole-time  consultant. 

38.  The  great  disadvantage  of  the  whole-time  consultant’s  position  is  that  he  lacks 
the  sense  of  professional  independence  that  is  felt  by  a consultant  not  wholly  depend- 
ent upon  his  salaried  appointment. 

The  Consultant  with  a Maximum  Part-time  Contract 

39.  This  type  of  consultant  is  probably  the  most  numerous  within  the  Service.  His 
financial  advantages  are,  in  the  main,  twofold.  He  is  free  to  practise  privately  out- 
side the  hours  that  he  gives  to  his  hospital  work.  The  volume  of  private  consulting 
practice  has  undoubtedly  shrunk  greatly  since  the  introduction  of  the  Service,  but 
varies  much  between  specialty  and  specialty,  between  one  part  of  the  country  and 
another,  and  between  one  consultant  and  other.  Broadly  speaking  it  is  undoubtedly 
true  of  the  maximum  part-time  consultant  that  he  is  mainly  dependent  upon  his 
hospital  salary.  He  enjoys,  however,  a measure  of  professional  independence. 
His  second  financial  advantage  is  that,  certainly  up  to  the  present  time,  he  has  been 
more  justly  treated  by  the  Inland  Revenue  in  connexion  with  the  allowance  of 
professional  expenses  than  has  his  whole-time  colleague.  There  has  been  a recent 
adverse  change  in  this  regard  with  the  transfer  to  Schdule  E of  many  part-time 
consultants  as  far  as  their  hospital  salaries  are  concerned. 

40.  The  part-time  consultant  suffers  in  the  same  way  as  his  whole-time  colleague 
from  the  failure  of  the  authorities  to  make  payments  additional  to  his  hospital  salary 
for  professional  expenses  that  he  necessarily  and  reasonably  incurs.  He  enjoys  the 
additional  payments  under  paragraph  14  of  the  Terms  and  Conditions  of  Service 
and  payment  for  all  domiciliary  consultations  up  to  the  agreed  maximum  of  800 
guineas  per  annum. 

41.  The  advantages,  both  financial  and  non-financial,  of  the  maximum  part-time 
consultant  are  such  that  the  great  majority  of  consultants — over  70  per  cent.— prefer 
this  status. 
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The  Part-time  Consultant  with  Only  a Few  Sessions 

42.  Unless  a consultant  is  willing  and  able  to  work  continuously  exceptionally 
long  hours  there  is  necessarily  a limit  to  the  amount  of  private  practice  he  can  under- 
take if  he  is  engaged  on  a maximum  part-time  basis  in  the  Service.  Some  of  the 
part-time  consultants  with  only  a few  sessions  are  senior  men  who  are  well-estab- 
lished and  successful  in  private  practice  and  wish  to  devote  most  of  their  time  to  this. 
These  consultants  are  comparatively  few  in  number  and  are  confined  to  the  densely 
populated  areas.  It  is  probably  a great  advantage  to  medicine  and  to  the  public 
well-being  that  there  should  be  this  variation  between  consultants  in  the  amount 
of  time  they  apportion  to  their  private  work.  It  is  desirable  that  there  should 
remain  a certain  number  of  consultants  who  are  primarily  independent  professional 
men,  living  by  private  practice.  These  consultants  have  the  whole  of  their  incomes 
assessed  under  Schedule  D,  and  it  is  to  be  hoped  that  the  courts  will  uphold  the 
Special  Commissioners’  decision  that  all  part-time  consultants  should  be  so  treated, 

43.  Another  group  of  part-time  consultants  with  only  a few  sessions  consists  of 
young,  recently  appointed  men  who  have  failed  to  obtain  a greater  number  of  con- 
sultant sessions.  This  group  presents  a real  problem  because,  as  they  have  little 
or  no  private  practice,  their  hospital  income  is  insufficient  to  maintain  them.  Hos- 
pital Boards  find  it  increasingly  difficult  to  fill  vacancies  with  fewer  than  eight  ses- 
sions, and  many  Boards  strive  to  advertise  a new  post  or  posts  with  sufficient 
sessions  to  provide  an  adequate  livelihood.  One  method  of  dealing  with  this  problem 
would  be  to  pay  a rate  of  remuneration  higher  than  the  normal  rate  as  permitted  under 
paragraph  5 (e)  of  the  Terms  and  Conditions  of  Service,  this  being  one  of  the  pur- 
poses for  which  the  provision  was  made  by  the  Ministry. 

The  Senior  Hospital  Medical  Officer 

44.  Where  the  holder  of  one  of  these  posts  has  undertaken  a full  consultant 
training  and  has  acquired  the  higher  professional  qualifications  of  the  consultant,  he 
usually,  and  with  justification,  feels  himself  underpaid  if  he  finds  himself  in  an 
S.H.M.O.  post  doing  work  of  consultant  quality  and  responsibility.  The  Royal 
Commission  has  already  been  informed  of  a recent  decision  of  Committee  B of  the 
Medical  Whitley  Council  to  review  certain  S.H.M.O.  posts  in  which  the  holders 
are  considered  to  be  doing  consultant  work,  in  order  to  decide  whether  they  should  be 
paid  at  consultant  rates. 

45.  The  S.H.M.O.  enjoys  the  same  security  of  tenure  in  his  appointment  as  the 
consultant.  The  remuneration  received  suffers,  as  in  the  case  of  consultants,  in  that 
it  has  had  in  recent  years  inadequate  adjustment  to  the  cost  of  living.  The  1954 
increases  granted  to  hospital  staff  were  maximum  in  their  benefit  to  the  young 
consultant  without  a merit  award.  The  S.H.M.O.  did  not  benefit  proportionately, 
and  there  is  throughout  the  grade  great  dissatisfaction  regarding  status,  prospects, 
and  remuneration.  It  would  be  to  the  benefit  of  the  Service  if  the  S.H.M.O. 
grade  were  to  be  treated  as  a declining  one, 


COMPARATIVE  TREATMENT  OF  WHOLE-TIME  AND  PART-TIME 
CONSULTANTS  FOR  INCOME-TAX  PURPOSES 

46.  Reference  has  been  made  to  the  distinction  in  the  matter  of  income-tax  assess- 
ment as  between  whole-time  and  part-time  consultants,  and  this  merits  further 
explanation. 

47.  Consultants  employed  on  a whole-time  basis  in  the  Service  are  assessed  for 
income-tax  purposes  under  Schedule  E.  Relief  from  tax  in  respect  of  expenses, 
under  this  Schedule,  is  governed  by  the  rule  that  if  the  taxpayer  is  necessarily 
obliged  to  incur  and  defray  out  of  the  emoluments  of  the  employment  the  expense 
of  travelling,  or  otherwise  to  expend  money  “ wholly,  exclusively,  and  necessarily  ’’ 
m the  performance  of  his  duties,  such  expenses  may  be  deducted  from  the  taxable 
emoluments,  but  not  otherwise.  This  rule  is  extremely  restrictive  and  in  practice 
means  that  the  taxpayer  is  unlikely  to  succeed  in  claiming  any  expense  which  he  is 
not  required  to  incur  and  defray  out  of  his  remuneration  as  a condition  of  his 
employment.  Moreover,  where,  in  the  case  of  car  expenses,  for  example,  rates  of 
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mileage  allowance  or  negotiated  in  the  Whitley  Council,  no  'tax  relief  is  allowed 
even  though  the  doctor  may  be  able  to  demonstrate  that  his  expensed  are  Ser 
than  the  allowance  paid  by  his  hospital  board.  expenses  are  greater 

tUe8Ao!thAfeXtevtiSe  £f  maJntain.in£  a,  telephone,  subscriptions  to  learned  societies, 
the  cost  of  textbooks  and  periodicals,  and  the  expense  of  attending  professional 
meetings  are  not  normally  allowed  to  rank  for  tax  relief  in  the  casl  of  a S 
time  consultant  assessed  under  Schedule  E.  wnoie 

49.  The  Royal  Commission  on  Taxation  of  Profits  and  Incomes  commented  in 

its  Report  on  the  position  of  professional  persons  in  salaried  employment  and 
recommended  that  the  Schedule  E rule  should  be  amended  in  order  to  permit  relief 
from  tax  in  respect  of  expenses  “ reasonably  incurred  for  the  appropriate  perform- 
ance  of  the  duties  of  the  employment.”  If  this  recommendation  was  adopted  by 
the  Government  it  would  go  a long  way  towards  meeting  the  present  grievances, 
of  whole-time  consultants  in  this  matter.  B 

50.  Private  consulting  practice  income  is  assessed  under  Schedule  D and  the 

relevant  rule  governing  expenses  provides  that  no  sum  shall  be  deducted  in  respect 
of  any  expense  not  being  money  wholly  and  exclusively  expended  for  the  purpose 
of  the  profession.  In  practice  the  rule  means  that  the  rent,  rates,  and  upkeep  of 
professional  premises,  the  wages  of  secretaries  and  receptionists,  car  and  telephone 
expenses,  subscriptions  to  professional  bodies,  and  purchase  of  textbooks  are  all 
allowed.  When  the  expenditure  appears  to  confer  some  benefit  on  the  taxpayer, 
however,  objection  is  sometimes  raised.  For  example,  the  cost  of  attending  confer- 
ences  or  visiting  hospitals,  particularly  those  in  other  countries,  is  often  disputed, 
by  the  tax  inspector  for  this  reason.  r 

. it  would  appear  that  the  part-time  consultant  is  more  favourably 

treated  than  his  whole-time  colleague  in  that  for  certain  professional  expenses  which 
fA?»C.PnmI5!0n  tofb?,th  he  .a!one.can  obtain  tax  relief.  While  this  may  have  been 
hue  in  the  past,  the  position  is  somewhat  different  to-day.  In  recent  years  the 
Revenue  authorities  have  tended  to  assess  under  Schedule  E the  hospital  income 
ot  part-time  consu  tants  where  this  represents  the  major  part  of  the  professional 
income.  One  result  of  this  is  that  tax  inspectors  are  making  a more  searching 
examination  of  the  expenses  of  private  consulting  practice,  and  often  will  not 
allow  the  full  amount  of  expenses  which  they  contend  are  not  exclusive  to  the 
private  practice.  In  some  cases  expenditure  which  the  part-time  consultant  (but 
not  the  whole-time  consultant)  incurs  (such  as  the  salary  of  a secretary)  is  whittled 
*e  ‘ax  inspector  on  the  ground  that  some  of  the  work  of  the  secretary 
is  related  to  the  National  Health  Service.  This  may  well  be  true,  because  the 
part-time  consultant  may  have  to  use  his  own  secretary  for  some  of  his  hospital 
work,  and  he  is  contacted  at  home  and  at  his  consulting-room  in  respect  of  public 
Bat  £ *1  ®xPePse  «s  not  allowed  in  full  because  of  this,  he  is  in  fact 
subsidizing  the  Health  Service. 

52;  Ther.e  »>  of  course  another  approach  to  the  question  of  expenses  which,  in 
the  case  of  whole-time  salaried  employment  particularly,  would  appear  to  be  more 
authority116  tt>an  ta*  16  ’ tbat  'S'  tbe  payment  °f  the  expenses  by  the  employing 

R/v»n,TheAC.2ns^tant  Sp,e,n?  Committee  stated  that  it  presumed  that  the  Inland 
Revenue  Authorities  would  be  prepared  to  consider  favourably  as  legitimate  allow- 
rnnhi;Arw  °r>f'  ax.upuy°sei5ny  items  of  expense  which  had  been  approved  by 
ho¥ltal  autho,rity'  This  presumption  has  not  been  justified.  The  Spena 
fimT^I-1  nart^tfme 'itf’ in  S<c  re?omrjlenfed  that  all  specialists  engaged  either  whole- 
™e  or  Patt-time  in  the  Service  should  be  paid,  m addition  to  their  remuneration 
expenses  necessarily  and  reasonably  incurred  in  the  course 
work-  In  the  view  of  the  Joint  Consultants  Committee  this  recommenda- 
tion has  never  been  satisfactorily  implemented. 
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the  INCENTIVES  OF  PRIVATE  CONSULTING  PRACTICE 


54.  In  order  to  understand  tt«  i:  np^  ^century.  The  kind  of  doctor  who 
necessary  to  trace  its  history  f g^he  product  of  a number  of  factors.  At  the 

does  nothing  but  con“!j‘I¥.wd°  jk_ot  exist  outside  London  and  a few  very  large 
beginning  of  the  century n ttoe  Ws  work  differed  from  what  it  is  now.  A provin- 
provincial  town; i and  even  * h inhabitants  collld  not  support  consultants  who 
cial  town  of  100, 001)  or  zuu.ow  i therefore  done  by  a few  senior 

did  nothing  the  staff  of  the  local 

or  specially  qualified  gener  p £™o°icaU  derived  from  charitable  institutions, 
hospital.  Their  hospital wo: r , y supplemented  by  independent  dis- 

was  unpaid  Its  out-pate: gener5  practitioners.  .The  general  practi- 

P.  " -mlHont 


_ries,  also  staffed,  by  ^e“/n^tnyco^d  not  give  as  much  time  to 
tioner  consultant  physician  or surg  at m y ^ ^ consulting  work,  but 

his  general  practice  as  he  ^?t  U°nd  often  had  one  or  two  partners  who 


his  general ‘ Practic®f  n^b|“offaralies  and  often  had  one  or  two  partners  who 
he  attended  a smaller  number™  1 ^ s consultants  were  supplemented 

X nec^X  ^onfuitStorLondon  or  the  nearest  large  centre, 
when  necessary  y Harlev  Street  and  similar  consulting  centres  did 

55.  Even  m London  in  190°-„^a  bJ  teaching  and  other  hospitals,  unpaid,  like 
not  exist.  Consultants  who  s‘a®  , , consulting-room  in  the  City  where  they 


“St  S?,SS  w C SSET.™  I.  an  r»*  <* 

sra  *»»*.  «> •* «-  —• 

j: oi-tc  were,  few  and  elei 


other,  and  of  nursing-homes  and  ospi  ^entary  The  enormous  expansion  of 
ancillary  diagnostic  aids  were  few  and  etoentary.  ^ ^ tended  tQ  bring  ^ 

or  near  his  hospital,  since  many  diagnostic  and 

therapeutic  methods  are  available  only  there. 

JjStfS  - g^prSer  — 

ha58^  mly'peTapfbe  thought  thaMn  -^teX™  — n^tuW 
be°meh  ant&Td^hesTcTnSnts  satisfied,  without  it.  That  is  far  from  the 

59.  Many  consultants  ^Xlely^e^enXrupm  tL^tlteVr”  their  remuner- 
which  would  make  consultant  Y ^ ^ patient  to  dangers  of  an  excessive 
ation,  would  expose  Medicmeand  the  wtoidua^pa  ^ ^ ^ ^ H lth 

State  control,  of  which  t nt  T,art  which  whole-time  practice  plays 

Service.  WUe  recognizing  * -P  believes  that  the  maintenance  of  private 
in  the  Health  Service,  the  Committee  bene  lf  and  that  it  indirectly 

consulting  practice  is  in  the  '“‘Xedom^and  independence,  even  for  the  whole- 

t sU  .„*,«„«■  e r<™«  t»»“  ™ * 

U- - »».»»«■  sKsaatfeas  s ss  s«s“ 

strictly  the  amount  of  M tbere  will  often  be  twenty  or  more  new 

an  ordinary  medical  or  sur^ca‘  “ These  have  to  be  seen  by  a constant 

patients  and  at  least  as  many  old  ones,  ines  +„  „ bmiae.  officer. 

•.i  1.  rrxOXT  V3TV  ftOT 


patients  and  at  least  as  many  old  on^  ne  e nave  o ^ 

with  help  which  may  ™ry  £rom  a ar!  to  some  extent  swelled  by  patients 

Under  the  Health  Service  these  numbers  wnttnlu.  but  having  been  told 


Under  the  Health  Service  these  numbers  are ) to ^ some be  ,d 

who  have  already  been  fully  my£f^dX  a second  or  perhaps  a third  opinion, 
that  nothing  more  can  be  done  for  them,  jncrease  the  waiting-list  and  the 

To  reduce  the  numbers  attending  present  circumstances,  therefore,  few 

delay  before  the  patient  could  ^ theyXuld  wish  to  seeing  a new  patient 

" tiXmaXit  PSleV  to  see  patients  at  greater  leisure, 
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and  hospital  patients  benefit  indirectly  from  the  experience  in  history-taking  and 
examination  gained  in  private  practice.  Moreover,  there  are  many  patients  whose 
professional  and  business  responsibilities  involve  devoting  much  time  to  advising 
them  on  many  points  of  detail,  which  is  quite  impracticable  in  hospital  practice, 
and  what  has  been  said  about  consultations  in  a consulting-room  applies  equally  to 
the  management  of  a case  in  a nursing-home  or  a private  bed  in  a hospital. 

61.  The  short  historical  review  will  have  shown  that  during  the  present  century 
the  work  of  consultants  has  become  progressively  more  highly  specialized  in  its 
scope.  There  is  a strong  feeling  among  consultants  that  private  consulting  practice 
retains  a breadth  of  human  contact  sometimes  embracing  several  members,  and 
sometimes  several  generations,  of  the  same  family,  which,  together  with  a more 
intimate  knowledge  of  their  personal  affairs,  makes  a human  contribution  to  consult- 
ing work  which  in  fact  has  developed  little,  if  at  all,  in  hospital  practice,  and  which 
many  would  maintain  can  never  develop  in  the  same  way  in  a State-provided 
service. 

62.  The  increasing  complexity  of  modern  diagnotic  methods  and  the  expense 
of  the  apparatus,  together  with  the  need  for  skilled  assistants  to  carry  out  investi- 
gations, have  made  it  impossible  for  any  but  the  largest  nursing-homes  to  provide 
facilities  comparable  with  those  of  a hospital.  Hence  the  increasing  use  made 
by  consultants  of  hospital  private  beds.  The  Health  Service  Regulations  dealing 
with  private  beds  provide  that  where  the  costs  of  the  private  block  cannot  be 
separately  calculated  the  charge  for  admission  to  a private  bed  shall  be  determined 
by  estimating  the  average  daily  cost  per  in-patient  and  adding  15  per  cent,  for 
a private  bed  in  a single  room,  10  per  cent,  in  a double-bedded  room,  and  5 per 
cent,  in  a multiple-bedded  room.  This  procedure  operates  unfairly  in  several 
ways.  For  example,  although  the  consultant’s  professional  fees  are  controlled  by 
regulation,  the  hospital  bed  charges  reflect  changes  in  the  cost  of  living.  Moreover, 
the  bed  charges  are  not  necessarily  related  to  the  quality  of  the  accommodation 
and  service  provided.  For  instance,  if  a hospital  has  to  pay  heavy  damages  as  a 
result  of  losing  an  action  for  negligence,  this  puts  up  the  charge  for  the  private 
beds.  A patient  who  occupies  a private  bed  frees  a bed  in  the  public  ward  for 
another  patient.  Besides,  he  has  already  paid  by  means  of  contributions  and 
through  taxation  for  the  use  of  a bed,  if  necessary,  in  that  hospital.  It  seems 
unfair  that  because  the  bed  occupied  is  in  the  private  block  an  additional  charge 
of  115  per  cent.,  which  is  out  of  all  proportion  to  the  additional  cost  of  running 
a private  bed  as  compared  with  a public  bed,  should  be  levied  upon  the  patient. 
The  result  is  that  the  cost  of  a private  bed  is  in  few  instances  less  than  20  guineas, 
and  is  sometimes  as  high  as  40  guineas  a week  in  some  special  hospitals.  The 
popular  demand  for  private  beds  is  reflected  in  the  surprisingly  rapid  expansion  of 
provident  schemes  since  the  introduction  of  the  Health  Service,  but  these  schemes 
are  handicapped  by  the  fact  that,  to  provide  full  cover  by  meeting  the  exorbitant 
charges,  they  have  to  charge  a premium  which  is  beyond  the  means  of  many 
who  would  otherwise  gladly  avail  themselves  of  this  service.  The  Committee 
suggests  that  the  fair  and  reasonable  way  to  cover  the  cost  of  private  hospital 
beds  is  to  assess  what  it  costs  to  run  them  over  and  above  the  cost  of  a public 
bed  which  the  patient  would  otherwise  occupy.  It  would  simplify  matters  if  a 
flat  rate  were  charged  for  comparable  accommodation  throughout  the  country.  The 
effect  would  be  to  enable  an  increasing  number  of  people  to  obtain  the  private 
bed  accommodation  they  desire,  under  the  consultant  of  their  choice,  to  encourage 
private  practice,  and  to  make  a financial  contribution  to  the  running  of  the  Health 
Service. 

63.  The  possibility  of  adding  to  his  income  by  private  practice  provides  an 
important  incentive  to  the  consultant.  The  value  of  such  incentives  is  already 
recognized  in  the  Health  Service  in  the  system  of  merit  awards.  No  one  will  deny 
that  many  whole-time  consultants  to  whom  whole-time  work  particularly  appeals 
do  their  best  work  without  the  incentive  of  private  practice.  But  all  men  are  not 
alike  and  there  are  those  to  whom  the  rewards  of  private  practice  are  a direct 
encouragement  to  do,  and  continue  to  do,  the  best  work  of  which  they  are  capable^ 
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, _ rv,mmittee  would  urge  that  private  consulting  practice 

I4’  Ta°  which  indirectly  benefits  the  Health 

makes  a distinctive  cont  on f medicine  some  of  the  most  successful 

practidoners  who,  wXut°cp"h?es  for  private  practice,  might  well  decide  to 
seek  their  fortunes  elsewhere. 


domiciliary  consultation  fees 

« Minister  has  an  obligation  under  the  N.H.S.  Act  to  provide  the  services 
65.  The  Minister  nu ■ . ® where  necessary  on  medical  grounds.  Because  I 

of  specialists  in  consultation  or  treatment  would  not  be  uniformly 

the  need  for  and  because  of  the  very  considerable 

distributed  as  between  di iff  P . ^ inV0iVCi  thc  Spens  Committee  recom- 

l“MXional  remuneration  should  accrue  in  respect  of  domiciliary  work 

the®  TeTms  >»«  P^sTonforfte 

payment  of  the  following  fees . ac)ditional  fee  of  (1)  2 guineas  where 

Fee  for  consultation,  4 g • . . undertaken  or  where  the  officer 

anV°hPisrown  X-ray  apparatus ; (2).  4 guineas 

uses  his  own  electnDCcUTi  og  p . F , fce  of  2 guineas  or  4 guineas  to  be 

payaUe<OTce  only  m rapect  of  each  patient  for  the  current  illness 
sy  ....  , t i i,  also  navable  for  a journey  to  a place  over 

An  additional  fee  of  Iff  * ‘t  l P ^ & journey  t0  a place  over  40 

and'up  to  60  road  mile”  distant,  and  so  on  with  an  additional  guinea  for  every 

^Th^maximum  ^rouh^tioP^^lj^g^^^'^u^Qf^e'^nsutonrt^mi 
:p“  ”ted  aWotuineas  in  any  quarter  or  800  guineas  in  any  year, 

CT^S^rque^tV^agreed  that  where^a  ^ ffi^the'slme 

fir5t  Snd  2 gUinCaS 

for  each  subsequent  case,  up  to  a maximum  of  10  guineas,  , 

Council1  tf^V^ole-time5considaan^rshe|told  be°Sed  to  domiciliary  consultation 

the  value  of  money,  and  th?,Com™ll'“  _ incrcuse  in  the  yearly  maximum 
increased  by  60  per  cent.,  with  a corresponding  increase  in  me  y 

adjusted''  that  this  would  throw  no  ex^  J^3e  To  make  such  an  ad^ustment 

does  so  as  an  addition  to  his  normal  duties. 

SPECIAL  DISTINCTION  AWARDS 

71  The  Consultant  Spens  Committee  expressed  the  view  ‘ha*  ^Itmunefafon 
highest  eminence  should  be  able,  in  the  public  ^Icetoasp.re  te -a 
of  the  order  of  £5,000  (in  terms  of  the  1939  value  of  money)  It  recomme,  ^ 
however  that  above  a certain  level  remuneration  should  be 
basTs  of  personal  merit,  and  with  this  objective  it  proposed  a basic  salary  rang  , 
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toeether  with  a system  of  “ special  distinction  awards.”  The  intention  of  the  Spens 
Committee  was  that  4 per  cent,  of  all  consultants  should  receive  the  highest  award 
of  £2  500  a year,  a further  10  per  cent,  the  next  award  of  £1,500,  and  a further 
20  per  cent,  the  lowest  award  of  £500  in  addition  to  their  basic  salary. 

72  The  Minister  adopted  this  proposal  of  the  Spens  Committee  and  since  the 
hesrinning  of  the  Service  it  is  believed  that  special  distinction  awards  have  been 
made  to  the  extent  recommended.  In  other  words,  approximately  one-third  ot 
consultants  receive  a total  remuneration  in  excess  of  the  basic  salary  scale. 

73  The  awards  have  been  made,  as  recommended,  on  the  advice  of  a pre- 
dominantly professional  advisory  committee,  which  obtains  its  information  regarding 
the  merits  of  individual  consultants  in  a variety  of  ways.  Its  Chairman  and  Vice- 
Chairman  spend  two  or  three  months  each  year  travelling  round  England  and 
Wales  in  order  to  gain  personal  knowledge  of  the  consultants  in  different  areas. 

In  addition,  it  seeks  advice  from  the  Royal  Colleges  and  specialist  organizations, 
from  Hospital  Boards,  and  from  selected  advisers  in  all  parts  of  the  country.  A 
special  Scottish  Subcommittee  makes  recommendations  to  the  national  advisory 
committee  regarding  awards  to  consultants  in  Scotland. 

74  The  confidential  nature  of  these  awards  has  been  an  essential  part  of  the 
svstem  and  not  unnaturally  this  has  evoked  some  criticism.  The  Committee  believes 
that  the  underlying  principle  of  rewarding  the  outstanding  consultant  on  the  basis 
of  person^  merit  isP sound  ; that. this  offers  an  essential  incentive  to  consultant 
work  ; and  that  the  present  method  is  better  than  any  of  the  alternatives. 

75  The  suggestion  has  been  that  the  monies-  allotted  in  the  form  of  distinction 
awards  should  be  used  to  extend  the  basic  salary  scale  The  effect  would  be  to 
narrow  the  total  remuneration  range  recommended  by  the  Spens  Committ^.  This 
orooosal  has  little  support  among  consultants.  Another  suggestion  is  that  additional 
remuneration  should  be  attached  to  certain  posts  (rather  than  to  certain  individuals) 
in  the  form  of  “ responsibility  payments.”  In  this  way  certain  posts,  as  heads  of 
departments  or  services  at  specified  hospitals  would  be  paid  at  a higher  level.  T 
joint  Committee  can  see  little  if  any  merit  in  this  proposal. 

76  At  the  inception  of  the  Health  Service  no  adjustment  was  made  to  the 

£2,750,  but  no  corresponding  addition  was  made  to  the  value  ol  tne  aisuncuon 
awards.  , 

11  Tr,  1QS4  the  consultant  basic  salary  scale  was  increased  by  £400  at  the 
minimum  and’by  £350  at  the  maximum  point  in  the  scale.  The 
£3, *100 — an  incease  of  24  per  cent,  over  the  original  Spens  Ague  of£2,SM.Ag^ 
no  addition  was  made  to  the  value  of  the  disrtmction  awards  °n  ‘he  c™"aar^ 

effect,  the  value8  of  these  awards  was  actually  reduced.  On 

were  accordingly  allowed  to  retain  their  old  level  of  remuneration.  . 

78.  In  1954  the  profession  had  no  opportunity  °f  ” whaTwaf  offered 

distinction  awards.  It  was  a question  of  taking  or  g ...  Committee 

by  the  Government,  and  no  real  negotiations  took  diffSratials 

considers  that  it  is  contrary  to  the  interests  of  the  Service  that  the  oitterentiais 
within  the  consultant  grade  should  be  narrowed  progressively  as  a result  o; ^^tinc- 
increases  in  the  basic  salary  scale  without  correspond! ng  adj- ^^f^omi^ttee  are 
tion  awards  Unless  the  differentials  envisaged  by  the  Spens  Committee  are 
maintained,  there  will  inevitably  be  in  the  long  run  an  adver se  effect ^ o th 
standard  of  recruitment  to  the  hospital  service,  since  the  financial  attractions 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


1098 


ROYAL  commission  on  doctors’  and  dentists’  remuneration 


with  those  of  other  professions  and 
service  will  be  by  no  Comm  ttee  considers  it  important  that  the 

occupations.  For  this  "increased  in X same  proportion  as  the  basic  salary 
distinction  awards  should  be  i sed  d { the  maximUm  of  the  basic  scale 

scale  at  its  mMtwun.  T^e  figure  q{  m per  t tbe  1939  figure 

is  approximately  £4,000,  which  s committee.  The  Joint  Committee  therefore 
of  £2,500  recommended  by  th  opens  c distinction  awards  should  be  increased 

would  then  be  £4,000,  £2,400,  and  £800. 


the  consultants  liability  for  committee  work 


THE  COiNSUl.iiVJ.xii3  *J*r"'* 

_ u „ mnsultamt  in  the  Health  Service  requires  to 

79.  The  amount  of  time _ which  di  t0  bis  seniority  and  responsibilities, 

spend  on  committees  varies  great  y «■  reSDonsibilities  beyond  his  work  will  need  to 
The  consultant  who  has "cimSeof  his  Teaching  Hospital  or  Hospital 
attend  the  meetings  pf  the  Medical  C a|,  meet  once  a month  or  every  two 

Management  Committee  which  W bjmself  on  several  subcommittees,  which 
months.  But  even  he  is  likely  to  I n appointed  from  time  to  time  as  a member 
also  meet  regularly , he  will  procao  y ^ may  lx\so  be  a member  of  the 

of  an  advisory  appointments 1 com  ■ H ital  Board  which  deals  with  his 

Advisory  Subcommittee  of  his  R g n “lectcdP  chairman  or  Secretary  of  any  of 
special  field  of  work  ^ d at®y  increased,  for  he  would  normally  attend 

these  bodies  his  work  is  at  once : g y sclf  representing  his  committee  at 

all  subcommittee  meetings  and  would  lmd  n, mse  matters, 

joint  meetings  with  other  Hospitals  are,  in  virtue  of  their 

80.  Members  of  the =°n™^t  8‘  ^ ‘w„rk  of£thc  associated  medical  college, 
position,  responsible  tor  muen  o Service,  its  importance  is  recog- 

Though  this  is  not  strictly  the  work  of  me  n ea.  ^ ^ HcaUh  Scrvicc  Act  xhose 
nized  by  the  position  of  the  T«“h'  S °’P‘  appojnted  to  Boards  of  Governors 
members  of  the  Teaching  Hospital  bulls and  their  committee  work  at  least 
and  Academic  Boards  of  Mcdi  f reaching  Hospitals  in  general  provide  a 

doubled,  and  members  ot  Ointments  committees.  The  work  is 

high  proportion  of  members  of  ad  * L r/Tnvolves  travelling  long  distances,  and 
exacting  and  tim^nsuming,  sine  have  to  nominate  the  members 

it  is  sometimes  difficult  for  the who  can  devote  the 
of  these  committees  to  find  a membership  of  Boards  of  Governors 

necessary  time  to  it.  Up  to  one-fifth  teaching  staff  of  the 

nsists  of  consultants  nt”™"dlLdr  ’’,y  c"nl  „f  tbe  members  of  Regional  Hospital 
,S£M  HospM  E^mcnr  consists  of  medical  prachhoners 

ppointed  after  consultation  wkf .the  dflnc  by  consultants  on  com- 

81.  A oimsiderable  amount  of  advisory  k ^ Commjttee  has  always 

mittees  of  Regional  Hospital  Boards.  ne  ^ k sh(nl!d  be  further  developed, 

recognized  the  importance  of  th  s 1 ■ , j and  members  of  the  Boards 

There  are  medical  members  ole  Boa  ds  'subcommittces  of  both,  and 

mam  Medical  Advisory  Commi  •.  d tbe  organization  of  the  various 
of  special  committees  to  advise  the  Boarus  twnital  Board,  for  example, 

specialties.  The  North-East  Metropolitan  Kegitn  ..„Ln.tr.,iiveIy  small  number 
has  ow  20  such  specialist  adviwry  . e r A Hospital 

of  consultants  who  are  already  doing  a good  a coj|c#gue!  to  negotiate  with 

Se*iC°'"e-8-’  ^ 1116  ^ 

Consultants  Committee  and  Whitley  Committee  . 


consultants  Committee  and  Whitley  e ommiuee  ».  ,0  be  time- 

82.  Finally,  exceptional  duties  which  are  0"'Y  ““““  ,n ’n(s  l0‘  Appeal  Tribunals 

consuming,  arise  from  the  ?!jU®b’l0)^ip“sl%!’  Thus  the  committee  work  of  Con- 
or special  enquiries  set  up  by  the  Mmistrte.  lhrec  oommittees  a monti 

S3  sr./3"du»i»  ft  mgm,  jjftsao  t 

but  last  longer,  often  for  a whole  day  at  a time. 
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83  Part-time  consultants  take  their  full  share  of  such  committee  work,  much 
of  which  is  undertaken  outside  their  sessional  time.  It  is  unpaid  except  to  the 
extent  provided  for  by  the  “weighting"  formula  used  in  calculating  the  salaries 
of  part-time  consultants.  This  weighting  was  reduced  in  1954  despite  the  fact  that 
the  volume  of  committee  work  has  greatly  increased  since  the  introduction  of  the 
Health  Service  and  is  essential  to  its  welfare. 


SUPERANNUATION 

84  Under  the  National  Health  Service  Superannuation  Scheme  there  are  two 
methods  of  calculating  pension  for  doctors  employed  in  the  Service.  The  pension 
of  the  general  practitioner  and  part-time  consultant  or  Senior  Hospital  Medical 
Officer  is  calculated  by  taking  1*  per  cent,  of  the  total  remuneration  during  the 
whole  period  of  contributory  service  (up  to  a maximum  of  45  years).  The  pension 
of  a whole-time  officer,  however  (including  the  whole-time  consultant  or  S.H.M.O.), 
is  calculated  differently.  For  each  year  of  contributory  service,  up  to  a maximum 
of  45  the  practitioner  receives  as  pension  1 / 80th  of  his  average  remuneration  over 
the  final  three  years  of  service.  During  the  period  of  his  career  a practitioner 
might  at  different  times  be  a whole-time  and  a part-time  officer,  and  in  these 
circumstances  his  pension  would  be  aggregated  by  the  use  of  the  two  methods. 

85  Where  a part-time  consultant  or  S.H.M.O.  is  in  contract  for  not  less  than 
nine  notional  half-davs  he  may  apply  to  the  Minister  to  direct  that  the  alternative 
method — i e.,  80ths  of  average  remuneration — shall  be  used  to  calculate  his  pension. 
Such  a direction,  if  granted,  has  no  retrospective  effect. 

86.  Broadly,  the  two  methods  are  designed  to  meet  equitably  the : differing  “rcum- 
Stances  of  whole-time  and  part-time  service.  In  particular,  the  method  of  calculating 
te  penlrat  li  per  cent  of  the  total  remuneration  over  the  whole  period  of 
service  wa"  intended  to  meet  the  position  of  the  practitioner  who  reached  his  peak 
level  of  remuneration  in  middle  life,  easing  oil  his  commitments  before  eventual 
retirement  In  these  circumstances  to  base  the  pension  on  the  income  in  the  final 
vears  of  service  might  be  unfair.  Unfortunately,  the  present  inflationary  trend 
and  the  fact  that  a merit  award  is  normally  earned  in  later  life,  tend  to 
counteract  any  benefit  of  the  1-fc  per  cent  method,  and  place  those  part-time  con- 
sultants and  S.H.M.O.s  who  together  with  general  practitioners  have  their  pensions 
assessed  by  this  method  in  a very  insecure  position. 

87.  In  addition,  hospital  medical  staff,  with  a compulsory  retiring  age  of  65,  i are 
unable  to  earn  the  maximum  pension  because  they  cannot  complete  45  years  of 
contributory  service. 


NEGOTIATING  machinery 

88.  The  Whitley  machinery  established  for  the  conduct  of  negotiations  regarding 
terms  and  conditions  of  service  has  proved  itself  completely  ““u,*aab'®  *°ofd  w? 
with  major  questions,  and  in  many  respects  unsatisfactory  for  matters  of  lesser 

importance, 

89.  Decisions  in  Whitley  are  reached  by  agreement  between  the  Staff 'and Manage- 
ment Sides,  but  while  in  theory  this  offers  a safeguard  to  s^  aga‘nst 
alterations  in  the  terms  of  service,  in  practice  it  presents  Stcat  difficulty  m pressing 
for  improvements  which  involve  large  sums  of  money.  The  Manapment  Side 
members  have  not  the  final  authority  to  reach  a settlement,  and  this  necessarily 
induces  a sense  of  frustration  in  the  Staff  Side.  There  is  no  right  of  appeal  when 
an  impasse  is  reached,  arbitration  being  possible  only  by  mutual 

that  on  two  occasions  the  Staff  Side  of  Committee  B of  the  Medical  Whitl  y 
Council  (which  deals  with  hospital  medical  staff  remuneration)  has  had  to  by-pass 
the  Whitley  machinery  and  approach  the  Minister  direct  illustrates  the  inherent 
weakness  of  the  system. 
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. the  Management  Side  in  Whitley  consists  of  the  repre- 

90.  Although theoretically  the Managem  ^ ^ the  proceedings  Fare 

sentatives  of  the  various  p y ® . jst  an(j  indirectly  by  the  Treasury.  At 
largely  dominated  directty  y e Ministry  been  that  the  impression  has  been 
times  so  great  has  *e  'f  w considered  on  their  merits  but  rather  from  the  point 
gamed  that  ProP°s=ft,  “5  ft  the°  ^ay  have  upon  the  economic  situation  generally. 

Of  view  of  the  n Pf  ‘ "e^Zyer  and  paymaster,  has  through  his  officers  on 
The  Minister  a influencing  the  course  of  negotiation  to  a 

the  Mana-gement.  Side  * Pp  himself  the  power  of  subsequent  veto.  This  state 

* . -n»«.  -5  fig  ffSfc » 

sides  state  their case  and, ra^ice,Pand  particularly  on  major  issues  involving  finance 
acceptable  to  both.  In  P > ^ord  does  not  occur.  Indeed,  it  is  obvious 
negotiation  in  the. ‘"fte  s . taken  piace  that  the  Management  Side  has  agreed 
from  such  discu^  the  Staff  Side  and.  without  further  I 

to  a particular  line  of  actio  P retreat  from  the  position  it  has  taken  up.  j 

Ae  form  of  an  offer  or  claim  being  made  by  the  one 
side  and  its  rejection  or  acceptance  by  the  other. 

rilnee  the  Minister  in  a most  advantageous  position. 

92.  The  Whitley  arrangem  P ,.  t0  exert  u vcry  full  measure  of  control 
Whilst,  through  his  officers,  h rcaoilcd  in  Whitley,  he  can  when  challenged 
over  the  discussions  and  de  “ 1 raej,ort  t0  the  comfortable  reply  that  it  would 
in  Parliament  on  any  part! icular  . or  in  any  way  prejudice,  discussions 

be  inappropriate  for  him  to  P - Minister  enjoys  the  best  of  both 

which  ar%gw^tlov  n ovTdc  him  wUh  a convenient  screen  for  resisting  pay  claims 
Tnd  for  gbdng^effect  to  whatever  he  considers  to  be  the  right  solutton  to  a parfieular 

problem. 

, f Whitt™  rnnld  be  directed  towards  negotiations  in  the  accepted 

JSi  3 £ KSWj». = -;£S1.'£S7i'= 

re  involved. 

minor  character,  but  that  tf  the  wmtiey  mu  y ( rccommcnd  that  the 

consultation  with  the  protcssion,  m aet-p  M , Health  Service  in  order  to 
of  remuneration  of  doctors  el?8aged  ‘"  ft  the  community.  This  body 

specifically  referred  to  it  by  the  profession  or  by  the  f 

after  normal  negotiations  between  the  Government  and  the  proiession  na 
down.  In  the  event  of  a reference  to  the  advisory  committee  both  part 
have  the  right  to  present  a case  and  to  be  represented  at  the  hearing. 

96.  The  Committee  would  hope  that  normally  the  nKommendations  of  such  m 
nrlvisorv  committee  would  be  acceptable  both  to  the  Government  and  t P , 
fesScm^  though  netther  side  could  bind  itself  in  advance  to  accept  .the  finding  of 
the  advisory  committee  and  both  sides  would  have  to  reserve  their  right  to  freedom 
of  action  in  the  event  of  disagreement. 
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SPECIAL  CONSIDERATIONS  AFFECTING  MEDICAL  REMUNERATION 

q7  Tn  the  foregoing  paragraphs  the  Committee  has  endeavoured  to  deal  with  some 
f the  matters  on  which  the  Royal  Commission  has  specifically  asked  for  information, 
i^wWcffn  one  way  or  another  have  a bearing  on  the  question  of  the  proper  levels 
rAmiinention  of  doctors  engaged  in  the  hospital  and  consultant  services.  In 
addition  the  Committee  suggests  that  the  following  considerations  are  directly 
relevant  to  this  question. 

Length  of  Training 

qo  The  neriod  of  training  for  a medical  career  in  the  hospital  service  is  consider- 
ably'longer  and  more  exacting  than  that  for  most  other  occupations,  and  this  must  be 
taken  tato  account  in  considering  the  financial  rewards  to  be  provided. 

Lack  of  Security  in  the  Early  Years 

oq  The  vnung  doctor  who  aspires  to  become  a consultant  must  be  prepared  to 

semce  which  are  sufficiently  attractive  to  induce  young  practitioners  to  accept  the 
risks  involved  in  seeking  a consultant  career. 


CONCLUSIONS 

in?  Tn  AdHI  1954  the  salaries  of  hospital  medical  staffs  were  adjusted  with  the 
intention  of  restoring’  the  with  certain 

ssirsrffi 

the'vSue^f^ m^ney^rtveen^SSl  and  1957,  and  to  maintain  the  economic  position  of 
doctors  in  relation  to  other  professions.  _ , , uniainir 

=t^stsa?^3«!a5S=to 

Committee  also  recommends  that  the  abatement  °£  *e  basic  sa‘aryappi 
consultants  with  A and  B distinction  awards  in  1954  should  now  be  abousneo^  ^ 

31545 
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104.  The  effect  of  the  Committee’s  recommendations  is  shown  in  the  table  below: 


Terms  of  1954  1957  Interim  Scales 

Service  1948  Award  Adjustment  Recommended 

Consultant  with  “A”  £4,0&00  £^-£5,250  W00-£5,300  £4,405-£S,455  £6,709-£7,999 

Co°s“w“”  £3,000-£4,000  £3,200-£4,250  £3,400-£4,400  £3,505-£4,555  £5,109-£6,399 

Distinction  Award  £2  200-£3,250  £2,600-£3,600  £2,705-£3,755  £3,509-£4,799 

Consultant  with  C tAUUU-w^u 

Con""asic  £1,500-£2,500  fl.70W2.750  £2,100-£3,100  £2,205-£3,255  £2,709-£3,999 

scale.  3oo_£1  750  £l,575-£2,025  £1,653  15s.-  £2,031  15s, 

S.H.M.O — £1,300  £1. £2,126  15s.  £2,612  5s. 

icon  ft  too  £1  000-£ 1,300  £1,100-£1,400  £1,210-£1,540  £1,419-£1,806 

:::  i850-£965  ^£935^  £1,096  10s, 

J.H.M.O - £™-£l,000  £775-£,’°75  £ » 

rrnn  £670  £745  £819  10s. 

Senior  House  Officer...  £600  to/u  ^ mi  1Qs 

House  Officer  ...  — £475  £522  10s. 

£450  £525  £577  10s. 


£1,244 17s.  6d 
£999  15s.- 
£1,386  15s. 
£950 

Pre-reg.  £550 
2nd  yr.  £650- 
£700 


(The  foregoing  scales  are  for  whole-time  employment) 


March,  1958. 


APPENDIX 


1 Although  individual  considerations  must  always  be  involved  in  every  applies- 

Health  on  more  uniform  and  equitable  standards. 

2.  The  Committee  regards  study  leave as  being  /PP>'“b'er  ‘°arXT 
S.H.M.O.s,  Senior  Registrars,  Registrars,  and  J.H.M.O.s,  whole  or  part  tim  . 

R H Bn(50)«HaBcopTof  which  f'Sded  Pn^hlTb-Appendi^to  th?»  mmojand  J) 

££x  Steffi  SSSS 

+ion  Similar  advice  was  given  by  the  Department  of  Health  for  kcotiana 
R H R (S)(51)3  The  first  and  the  most  emphasized  was  “ the  possible  advan  g 
^^Nahonal^Health  Service  generally^  and  the  board’s  own  specialist  services  m 
particular,  of  granting  the  application.  , . , 

4.  It  must  be  accepted  that  one  purpose  of  study  leave  is  to  foste, . Prof“ 
knowledge  and  skill  from  which  the  patient  will  certamly  obtain ‘ 

patient,  then  presumably  the  National  Health  Service  and  th  oards  s i ■ 

But  this  result  is  an  indirect  one  and  ought  not  to  be  placed “ '.,h5  p refuL  to  which 
tion  in  granting  study  leave—or  to  be  used  possibly  as  u basis  for  relusat  m ™ 
no  very  satisfactory  reply  is  possible  on  the  part  of  the  applicant  (ev  infringe 
?hat  objection  has  been  raised!)  To  make  this  principle  so  of  the 

an  important  principle  of  the  Spens  Report  and  to  sap  the  scien \ 
consultant  profession  which  the  Spens  Report  was  seeking  to  upho  . 

5.  Study  leave  is  essentially  a provision  made  in  the  interests  of  the : patient™ 

maintaining  the  scientific  position  of  the  doctor  and  must  ‘ 

any  other  professional  purpose.  Lay  members  of  boards  and  'Jh-  ounJOse 

with  this  essential  medical  need  and,  therefore,  possibly  sceptical  as  to  p P 
and  value  of  study  leave,  must  be  made  aware  of  its  importance. 
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f,  The  need  for  discussion  of  medical  ideas  and  practice  began  to  be  apparent 
hi  the  leaders  of  the  profession  as  soon  as  the  body  of  scientific  developments  began 
to  form  in  the  second  half  of  the  19th  century.  Specialist  societies  began  to  be 
founded  and  were,  in  general,  selective  in  membership  so  that  the  time  available  for 
meetings  might  be  used  most  economically.  Though  excellent  medical  journals 
existed  then,  it  was  recognized  that  they  did  not  alone  serve  all  the  needs  of 
nrofessional  inter-communication,  and  regional,  national  and  later  international 
societies  were  established  for  this  purpose.  It  is  universally  accepted  m the  profession 
that  the  meetings  of  these  perform  an  important— even  essential— service  to  medical 
nroeress  and  that  to  deprive  any  member  of  intermediate  and  senior  hospital  medical 
staf^of  the  opportunity  to  attend  regularly  such  meetings  as  are  appropriate  in  his 
cnprialtv  is  to  inflict  an  irreparable  professional  injury.  For  this  reason  the  Com - 
of  paragraph  3 (e)  of  R H.B.(50)49  which  states  that 
among  the  factors  to  be  taken  into  consideration  when  dealing  with  applications  for 
study *eave  are  “ the  opportunities,  or  lack  of  opportunities,  of  the  applicant  to  keep 
abreast  of  his  subject  apart  from  study  leave.  It  is  appreciated,  however,  that  in 
practice  some  restraint  on  the  universal  granting  of  study  leave  may  be  necessary. 

7 Though  in  practice,  some  restraint  on  the  granting  of  study  leave  may 
occasionally  be  necessary,  in  order  to  maintain  a fully  adequate  service,  it  is : the  view 
of  the  Committee  that  the  principle  which  should  be  applied  should  be  that  study 
leave  is  granted  whenever  possible,  and  that  boards  should  expect  all  members  of 
their  medical  staff  (except  the  house  officers)  to  apply  for  study  leave  with  some 
frequency,  even  to  the  point  of  prompting  those  who  appear  reluctant  to  do  so. 

Thus  boards  will  be  helping  effectively  to  combat  the  small  but  real  danger  of 
medical  isolation  and  stagnation  in  their  services. 

8.  Paragraph  (6)  of  R.H.B.(50)49  reads  as  follows: 

“ 6 When  practitioners  take  an  active  part  in  scientific  or  clinical  conferences 
or  meetings  of  societies  by  holding  office,  reading  papers  or  giving  demonstra- 
tions sympathetic  consideration  should  be  given  to  requests  for  grants  towards 
expensed  Members  of  most  scientific  societies  which  meet  regularly  are  able  to 
choose  the  meeting  at  which  they  will  present  a paper  or  lem  ' _ation  and  it 
should  often  be  possible  for  them  to  select  (with  regard  to  time  and  place)  the 
meeting  which  can  be  attended  with  the  least  inconvenience  and  expense  to  the 
service.”  , , . 

9.  This  introduces  conceptions  of  study  leave  expense  grants  which  by  their 
implications  are  in  the  view  of  the  Committee  too  restrictive. 

in  Tt  is  in  general  the  meetings  where  the  greatest  expenses  are  involved  that 

should  call  for  the  most  liberal  allowance  of  expenses. adThThe  Committee  “onstos 
true  of  the  meetings  of  international  conferences  abroad.  The  Committee  cons  uers 
that  expense  grants  should  not  be  limited  to  those  who  are  to  hold  office,  read  papers 
OT^ive'demonrtrationsat  medical  meetings.  Obviously  the  ^‘^“l^^usTon 
cogent  but  valuable  contributions  are  often  made  during  the  course  of  discussion 
by  offiers  attending  meetings,  and  all  who  attend  receive  benefit  whether  , they 

“lL  ^otta^oup  of  medical  staff  which  has  to  meet  heavy  expenses  includes 
those  who  work  in  distant  peripheral  areas  such  as  Northern  Sco«and  and  Northern 
Ireland  and  who  may  be  debarred  from  attending  meetings  ,f  ,P®y  ™Isl  n7  f* 
total  expenses  themselves.  In  regard  to  expenses  generally,  the  needs  of  junior 
officers  should  receive  special  sympathy.  , „ 

12  The  Committee  is  of  the  opinion  that  the  annual  sums  at  present  maae  ava  - 
able  for  study  leave  expenses  are  insufficient,  especially  m v,e^  of  t^.^ 
fall  in  the  value  of  money  since  1948  and  the  increase  of  senior  medical  staff  and 
senior  registrars,  and  boards  should  be  advised  to  make  substantially  greater  sums 
available  for  the  purpose  (at  least  double  the  sums  originally  allocated  (before 
avauaoic  iui  „Y_„n,„o  dr, fined  for  studv  leave  exceeds 


H.Ma(54)28)).  ''Where  the'total  o?  permmeTe™e'nS'es.claimed  forstudy  leave  «ceri. 
this  annual  allocated  sum,  each  claimant  should  recei 


this  annual  allocated  sum,  eacn  ciaimam  suuuid  receive  such  proportion  of  his  total 
annual  claims  as  will  reduce  the  total  of  all  expense  grants  to  the  annual  sum 
allocated,  with  resulting  fairness  to  all  concerned  This  arrangement  also  °bvia‘es 
the  penalizing  of  those  whose  applications  are  made  late  in  the  financial  year  when  a 
fixed  fund  might  have  been  exhausted.  Where  such  reduction  has  to  be  made,  a 
31545  A 8 
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statement  of  the  gross  overall  claims  and  the  percentage  reduction  should  be  issued  I 
to  claimants  at  the  time  of  payment. 

13.  The  Committee  would  draw  special  attention  to  the  need  for  study  leave  for  I 
members  of  the  medical  staff  of  small  hospitals  which  are  geographically  remote  i 
In  para.  (4)  of  R.H.B.(50)49  their  special  need  for  study  leave  is  emphasized.  Often  I 
the  difficulty  which  makes  granting  of  leave  to  them  almost  impossible  at  present 

is  that  no  deputy  is  available.  The  Committee  therefore  recommends  that  the 
Ministry  should  be  asked  to  advise  boards  to  keep  an  adequate  list  of  locum 
consultants  and  S.H.M.O.s  who  could  be  called  upon  to  act  under  these  conditions. 

It  would  be  manifest  injustice  to  compel  the  consultant  or  S.H.M.O.  concerned  to 
pay  the  locum  himself  or  forego  his  own  pay.  Proportionately  greater  sums  for 
expenses  are  needed  in  these  remote  areas. 

14.  The  Committee  recommends  that  applications  for  study  leave  should  always 
be  first  considered  by  a medical  committee  appointed  for  the  purpose  by  the  board 
In  para.  (5)  of  R.H.B.(50)49  boards  are  informed  that  they  should  seek  the  advice  of 
their  medical  committees.  This  wise  and  obviously  necessary  procedure  still  does 
not  obtain  in  some  areas. 

15.  There  is  a widespread  feeling  that  sometimes  some  study  leave  advisory 
committees,  including  some  medical  ones,  exercise  their  function  without  a full 
regard  to  the  basic  equality  of  opportunity  which  should  be  ollered  to  all  senior 
medical  staff  to  enjoy  the  privilege  of  study  leave.  Priority  considerations  are  said 
to  be  based  on  personal  prestige  or  other  irrelevant  criteria,  so  that  the  granting  of 
leave  with  pay  (with  or  without  expenses')  is  very  unevenly  distributed.  While  the 
Committee  thinks  that  such  a state  of  affairs  must  be  exceptional  it  is  clear  that  study 
leave  advisory  medical  committees  ought  to  have  a membership  representative  of 
all  grades  of  staffs  concerned  with  study  leave. 

16.  The  Committee  has  already  commented  on  certain  paragraphs  of  R.H.B. 
(50)49  and  wishes  to  make  the  following  additional  observations : 

(i)  Paragraph  3a  advises  boards  and  committees  when  considering  applications 

for  study  leave  to  take  into  consideration  “ the  suitability  of  the  applicant  to 
benefit  from  the  proposed  leave.”  It  is  suggested  that  the  Ministry  should 
be  asked  to  define  the  word  “ suitability.” 

(ii)  Paragraph  3d  advises  boards  and  committees  when  considering  applications 
for  study  leave  to  take  into  consideration  “ the  number  of  applications  from 
the  region  or  hospital  for  any  particular  course  or  meeting."  It  is  suggested 
that  the  Ministry  should  be  asked  to  add  the  words  “ should  not  be  limited 
except  to  ensure  efficient  maintenance  of  the  Service." 

(iii)  The  last  sentence  of  paragraph  5 reads  as  follows  : “ consequently  there  will 
need  to  be  discrimination  not  only  between  individual  applicants  but  also 
between  courses  or  conferences  of  a similar  nature."  It  is  suggested  that 
it  should  be  amended  to  read  as  follows : “ There  will  sometimes  need  to 
be  discrimination  ...  in  order  to  maintain  the  efficiency  of  the 
Service.” 

(iv)  Paragraph  8 reads  as  follows : “ Where  a society  holds  regular  one  or  two 
day  meetings,  it  may  be  necessary  to  apportion  leave  periods  to  ensure  that 
all  officers  who  are  members  of  the  society  arc  given  facilities  to  attend  a 
reasonable  proportion  of  meetings,  should  they  so  desire.”  It  is  suggested 
that  the  following  phrase  should  be  added  to  this  paragraph  : “ provided  that 
permission  to  attend  should  not  be  withheld  except  to  ensure  the  maintenance 
of  an  efficient  service.” 

(v)  Paragraph  9— third  sentence  reads  as  follows : “ While  giving  due  weight 
to  the  advantages  to  be  gained  from  meeting  colleagues  abroad  either  socially 
or  professionally,  boards  should  be  satisfied,  before  granting  leave  with  pay 
in  these  cases,  that  the  object  of  the  visit  is  serious  planned  study  from 
which  the  National  Health  Service  will  derive  benefit."  The  emphasis 
should  be  on  the  knowledge  and  experience  gained,  and  it  is  therefore 
suggested  that  the  latter  part  of  the  sentence  should  read  as  follows: 

“ that  the  object  of  the  visit  is  serious  planned  study  from  which  the  National 
Health  Service  may  be  expected  to  derive  benefit  from  the  increased  know- 
ledge and  skill  of  the  staff  concerned." 
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FURTHER  RECOMMENDATIONS 

17  The  Committee  recommends  that  the  general  principles  stated  below  should 
be  adopted  by  hospital  boards  in  dealing  with  applications  for  study  leave,  there 
being  no  discrimination  as  between  whole-time  and  part-time  officers.  All  applica- 
tions should  be  considered  by  the  medical  advisory  committee  of  the  board  suitably 
augmented  by  representatives  of  the  grades  concerned,  or  a similar  ad  hoc  body,  on 
which  all  categories  of  medical  staff  concerned  should  be  represented.  This  Com- 
mittee should  make  recommendations  to  the  board,  having  regard  to  the  suitability 
of  the  conference  or  study  leave  project. 


(a)  Leave  for  the  Purpose  of  Taking  an  Examination 

The  Committee  supports  the  practice  commonly  followed  in  connexion  with  leave 
for  the  purpose  of  taking  examinations,  namely,  that  examinees  should  be  granted 
leave  with  pay  but  without  expenses. 

For  many  junior  officers,  especially  those  in  small  peripheral  hospitals,  a short 
intensive  course  of  study  may  be  both  necessary  and  desirable  before  taking  a higher 
examination,  and,  in  view  of  the  pressure  and  continuous  work  in  such  posts,  may 
be  the  onlv  practicable  way  in  which  instruction  can  be  obtained.  It  is  therefore 
recommended  that  paragraph  10  of  R.H.B.(50)49  which  states  that  if  leave  is  granted 
for  short  intensive  courses  which  have  examination  success  as  their  sole  aim  it 
should  be  without  pay,  should  be  revised,  and  boards  should^  consider  such 
applications  sympathetically  with  a view  to  granting  study  leave  with  pay. 


(b)  Leave  for  Examining 

The  Committee  also  supports  the  present  practice  in  regard  to  leave  for  the  purpose 
of  examining — namely,  that  examiners  should  be  granted  leave  with  pay  but  without 
expenses. 


(c)  Leave  of  Short  Duration  for  Attendance  at  Specialist  Society  Meetings 


Leave  with  pay  to  attend  conferences  of  short  duration  should  be  freely  granted 
provided  adequate  arrangements  can  be  made  for  the  officer’s  duties  to  be  covered 
during  absence,  bearing  in  mind  the  special  difficulties  of  those  who  are  isolated. 

Travelling  and  subsistence  allowances  should  also  be  granted  according  to  the 
principles  recommended  above,  and  the  granting  of  such  expenses  should  not 
necessarily  be  related  to  the  reading  of  papers  at  conferences. 


(d)  Leave  of  Longer  Duration  for  Attendance  at  Conferences  in  Great  Britain 


Leave  with  pay  should  be  granted  for  a period,  or  periods,  up  to  a maximum  of 
18  days  in  one  year  or  30  days  in  two  years,  except  in  special  circumstances  when 
leave  m excess  of  this  might  be  granted  by  the  board  concerned.  The  question  of 
expenses  should  be  determined  according  to  circumstances. 


(e)  Leave  to  Travel  Abroad  to  Attend  International  Meetings  or  to  Visit  Hospitals 


Leave  with  pay  and  expenses  should  be  granted  for  a period,  or  Periods,  up  to  a 
maximum  of  28  days  in  one  year  without  any  deduction  being  made  from  annual 
leave.  Only  in  special  circumstances  should  such  leave  be  granted  more  than  once 
in  two  years. 

Under  the  present  Terms  and  Conditions  of  Service,  where  leave  is  granted  for  a 
period  in  excess  of  three  weeks,  half  of  the  excess  is  co"Dfd3'ns“^Xfoom  the 
entitlement,  and  for  this  purpose  an  officer  is  allowed  to  carry: £°™ard  “e_ 

immediately  preceding  year  annual  leave  not  exceeding  three  ■ weeks  « “ 
mended  that  the  Ministry  should  be  approached  with  a view  to  <*^on{2£  th 
present  terms  to  enable  officers  to  take  longer  periods  of i'^i^vdentitoent 
might  be  entitled  to  carry  on  from  year  to  year  unex .pended  annual  leave ^entitlement 
up  to  a maximum  of  10  weeks  to  augment  study  leave  allotment  for  P™P°ses  a 
prolonged  tour  of  foreign  hospitals  and  medical  din,^  etc  provided  the  board 
agrees  and  the  standard  of  the  hospital  service  is  not  thereby  impaired. 
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(f)  Leave  for  Special  Purposes 

Where  special  leave  is  required  for  the  purpose  of  complying  with  requests  from 
the  British  Council,  or  other  national  bodies,  the  question  of  study  leave,  expenses 
etc.,  should  be  determined  on  an  ad  hoc  basis  between  the  officer  and  the  board' 
concerned. 

Locums  for  Officers  Absent  on  Study  Leave 

18.  On  the  question  of  locums  to  carry  out  the  duties  of  those  granted  study 
leave,  the  Committee  agrees  with  the  present  policy  of  employing  authorities  that 
the  employment  of  a locum  should  not  be  necessary  where  the  duties  can  be  covered 
by  colleagues  during  absence. 

19.  There  is,  however,  a real  problem  in  certain  specialties  and  in  certain  areas 
where  it  is  impracticable  for  the  duties  of  the  absentee  to  be  covered  by  officers 
already  employed  by  hospital  boards.  Where  this  applies  officers  may  be  denied 
any  period  of  study  leave,  and  it  is  often  these  to  whom  attendance  at  a conference 
or  course  is  of  the  greatest  value  because  the  teaching  centres  are  normally 
inaccessible  to  them.  The  Committee  therefore  recommends  that,  in  such  circum- 
stances, employing  authorities  should  engage  a locum  in  order  that  the  officer  may 
be  free  for  a period  of  study  leave. 

20.  It  is  also  recommended  that  hospital  boards  should  maintain  a register  of 
those  who  would  bo  available  for  locum  duties  of  this  nature. 

Allocation  of  Expense* 

21.  In  the  early  years  of  the  National  Health  Service  there  were  allocated  to 
boards,  for  distribution  annually,  sums  specially  earmarked  for  payment  of  expenses 
in  connexion  with  study  leave.  In  1954  this  practice  was  discontinued.  Since  that 
time,  it  appears  that  boards  have  been  unwilling  to  exceed  the  maximum  previously 
allowed  or  even  to  equal  it,  in  spite  of  the  fact  that  the  value  of  money  has 
decreased.  The  Committee  considers  that  the  Ministry  should  he  asked  to  make  it 
clear  to  hospital  boards  that  the  original  maxima  should  be  at  least  doubled  in  view 
of  the  decreased  value  of  money  and  the  increase  of  medical  personnel.  It  would 
seem  practicable  that  each  hospital  board  should  earmark  a sum  of  sufficient  size 
to  cover  the  study  leave  needs  of  the  medical  staff  employed  in  the  hospital  service 
in  the  region,  but  as  there  is  no  fixed  annual  maximum  applications  for  study  leave 
with  expenses  should  receive  careful  consideration  at  whatever  time  of  the  year 
they  are  made,  and  should  not  be  related  entirely  to  amounts  already  granted  earlier 
in  the  financial  year. 

22.  In  some  cases,  where  hospital  boards  do  not  defray  travelling  and  subsistence 
expenses  in  full,  it  is  recommended  that  for  the  benefit  of  those  officers  who  arc  this 
involved  in  considerable  personal  expense,  the  Ministry  of  Health  should  be  urged 
to  seek  an  agreement  with  the  Board  of  Inland  Revenue  whereby  such  expenses 
in  connexion  with  study  leave  may  be  regarded  as  legitimate  professional  expenditure 
in  respect  of  income-tax  assessment. 


SUB-APPENDIX 

R.H.B. (50)49 
H.M.C. (50)48 
B.G. (50)43 


HOSPITAL  MEDICAL  AND  DENTAL  STAFF 
TERMS  AND  CONDITIONS  OF  SERVICE:  STUDY  LEAVE 

I.  This  memorandum  has  been  prepared  to  give  guidance  on  the  granting  of 
study  leave  and  to  supplement  the  observations  on  the  operation  of  the  study  leave 
scheme  which  were  made  in  paragraphs  73  to  80  of  R.H.tt.(49)85.  H.M.C.(49)70, 
B.G.(49)71.  It  is  hoped  that  it  will  help  hoards  to  deal  with  applications  for  study 
leave,  but  it  is  not  meant  to  be  interpreted  as  a rigid  set  of  instructions  and  does 
not  presume  to  cover  all  possible  types  of  application. 
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2.  The  purposes  for  which  study  leave  may  be  allowed  are  set  out  in  paragraph 
18  (d)  (i)  of  the  Terms  and  Conditions  of  Service  ; it  cannot  be  claimed  as  a right, 
and  while  it  is  intended  to  be  available  to  all  grades  of  medical  and  dental  officers  at 
the  discretion  of  the  employing  body  the  Department  will  not  expect  to  find  more 
than  a few  exceptional  cases  where  it  will  be  justified  for  House  Officers,  or,  except 
in  the  circumstances  referred  to  in  paragraph  11  below,  for  Junior  Registrars. 

3.  In  dealing  with  applications  for  study  leave,  the  board  or  committee  and  its 
medical  advisory  committee  should  take  the  following  factors  into  consideration : 

(a)  the  possible  advantages  to  the  National  Health  Service  generally,  and  to  the 

board’s  own  specialist  services  in  particular,  of  granting  the  application, 

(b)  the  suitability  of  the  applicant  to  benefit  from  the  proposed  leave, 

(c)  the  nature  and  function  of  the  course,  meeting  or  conference  for  which 

leave  is  asked,  e.g.,  scientific,  clinical,  medico-political,  social  or  any 
combination  of  these  activities, 

(d)  the  number  of  applications  from  the  region  or  hospital  for  any  particular 
course  or  meeting, 

(e)  the  opportunities,  or  lack  of  opportunities,  of  the  applicant  to  keep  abreast 

of  his  subject  apart  from  study  leave, 

if)  the  frequency  of  application  of  any  one  individual, 

(g)  the  arrangement  of  deputies  during  the  absence  of  officers, 

(h)  the  views  of  other  boards  with  whom  the  applicant  is  in  contract. 

4.  Members  of  the  staff  of  small  hospitals  which  are  geographically  isolated  find 
it  more  difficult  to  keep  in  touch  with  recent  advances  than  do  those  in  the  regional 
centre.  This  isolation  should  be  counteracted  as  far  as  possible  by  visits  to  and 
from  senior  members  of  staff  and  by  meetings  in  the  centre.  It  will,  however,  often 
be  a factor  in  favour  of  study  leave. 

5.  Boards  will  recognize  that  courses  of  instruction,  scientific  meetings,  and  con- 
ferences differ  widely  in  the  value  of  their  contributions  to  medical  science  and  to 
the  educational  advancement  of  those  attending.  It  would  be  invidious  to  attempt 
any  detailed.  differentiation  in  this  document,  and  boards  should  seek  the  advice 
of  their  medical  committees  on  the  nature,  purpose,  and  relative  value  of  courses,  etc. 
It  has  been  the  Department’s  view  that  study  leave  with  pay  will  normally  be  justified 
for  meetings  of  the  specialist  associations,  but,  generally,  the  status  of  the  society  or 

* conference,  should  not  be  the  sole  consideration  and  often  not  the  primary  con- 
sideration in  deciding  whether  study  leave  should  be  granted ; study  leave  is  always 
subject  to  the  exigencies  of  the  service,  and  the  other  factors  in  paragraph  3 (particu- 
larly (a)  and  (/>))  have  to  be  given  due  weight.  Consequently  there  will  need  to  be 
discrimination  not  only  between  individual  applicants  but  also  between  courses  or 
conferences  of  a similar  nature. 

6.  When  practitioners  take  an  active  part  in  scientific  or  clinical  conferences  or 
meetings  of  societies  by  holding  office,  reading  papers,  or  giving  demonstrations, 
sympathetic  consideration  should  be  given  to  requests  for  grants  towards  expenses. 
Members  of  most  scientific  societies  which  meet  regularly  are  able  to  choose  the 
meeting  at  which  they  will  present  a paper  or  demonstration,  and  it  should  often  be 
possible  for  them  to  select  (with  regard  to  time  and  place)  the  meeting  which  can 
be  attended  with  the  least  inconvenience  and  expense  to  the  service. 

7.  When  medico-political  or  social  activities  are  combined  with  scientific  or  clinical 
meetings  and  are  likely  to  occupy  a proportion  of  what  may  reasonably  be  considered 
to  be  “ working  hours,”  the  allotment  of  study  leave,  if  granted,  should  be  related  to 
the  duration  of  the  clinical  and  scientific  activities ; it  is  not  unreasonable  to  expect 
the  applicant  to  devote  a part  of  his  annual  leave  to  that  part  of  the  period  given 
over  to  other  activities  and  to  relaxation. 

8.  Where  a society  holds  regular  one  or  two  day  meetings,  it  may  be  necessary 
to  apportion  leave  periods  to  ensure  that  all  officers  who  are  members  of  the  society 
are  given  facilities  to  attend  a reasonable  proportion  of  meetings,  should  they  so 
desire. 

31545  A 10 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


1108 


royal  commission  on  doctors’  and  dentists’  remuneration 


o A rtiflVnlt  nrnhlem  is  sometimes  presented  by  individuals  or  unofficial  groups 
9.  A or  clinics  abroad.  Before  the  introduction  of 

ffie°NTtional  Health  Serviceffiese  trips  were  usually  undertaken  at  the  traveller’s  own 
tne  mcionai  neanu  ovi  looked  upon  as  a relaxation  ; six  weeks’  annual 

le^witrpa^  was  not  Sn’avaTaUc  While  giving  due  weight  to  the  advantages 
leave  witn  pay  was  uu  1ie„„ues  abroad  e ther  socially  or  professionally,  boards 

WrtdtofiSd in  thesc  cases’  that-the  obiecto£ 

the'visit'is  serfou^pfanniS  ftudy  torn  which  the  National  Health  Service  will  derive 
■ and  arsuaeested  in  paragraph  7 above,  it  would  not  be  unreasonable  to 
expect1  the  ap|icaT?o  devStePaa  fraction  of  his  annual  leave  to  any  part  of  the 
period  which  is  given  over  to  relaxation. 

in  Within  the  reaistrar  grades  (but  not  ordinarily  during  the  first  year  as  Junior 
O 1 • jys  i * ™ n mih cati ons  mav  be  received  for  leave  to  attend  postgraduate 
curses  of  Suction  Courses  organized  on  an  educational  basis  will  benefit  both 
the  individual  and  the  National  Health  Service,  and  leave  with  pay  w.ll  often  be 
appropriate  bid  short  intensive  courses  C cram  courses ' ) which  have  cxaminat.on 
success  ' as their  sole  aim  should  not  be  included  m this  category,  and  tf  leave  is 
granted  it  should  be  without  pay. 

11  Leave  without  pay  for  six  months  or  occasionally  a .year  may  be  granted  to 
registrars  wishing  to  take  an  academic  or  other  paid  appointment  for  the  purpose 
of  special  study  or  research  in  a university  department. 

12  Applications  for  prolonged  leave  will  occasionally  be  made  by  officers  intend- 

■ : IL  ;n  a hospital  or  laboratory  abroad.  In  these  and  in  other  cases  of 

applicatTon  for  leave  Abroad,  the  board  should  be  satisfied  (a)  that  the  applicant  has 
had  such  training  in  this  country  as  will  enable  him  to  profit  by  his  experience  abroad 
and  to  assess  critically  the  value*  of  what  he  learns,  and  h)  that  he  n.  from  all  points 
of  view,  likely  to  maintain  the  prestige  of  British  medicine  abroad.  In  generai  it  is 
preferable  that  leave  for  the  purpose  of  working  m hospitals  abroad  shou  d be 
sponsored  by  a recognized  postgraduate  or  research  organization  or  by  a national 
or  international  body  awarding  Fellowships.  The  applicant  should  be  at  least  of 
Senior  Registrar  status. 

13.  In  some  cases  applications  for  prolonged  leave  may  be  made  for  the  purpose 
of  keeping  alive  superannuation  rights.  It  should  be  borne,  m mind  that  prolonged 
leave  is  not  the  only  method  of  preserving  superannuation  rights,  as  the  Minister  has 
power,  under  section  19  of  the  National  Health  Service  Amendment  Acts,  1)49,  to 
recognize  work  elsewhere  than  in  National  Health  Service  Hospitals  m suitable  cases 
as  “ approved  ” service  for  superannuation  purposes. 

14.  In  determining  the  allocation  of  expenses,  it  has  to  be  remembered  that  the 
funds  available  for  this  purpose  are  not  unlimited  and  that  discrimination  is  unavoid- 
able if  they  are  to  be  used  to  the  best  advantage. 

15.  The  Minister  has  discussed  with  the  Joint  Committee  arrangements  for  the 
granting  of  leave  to  hospital  medical  stair  for  the  purpose  of  examining,  and  it  has 
been  agreed  that  the  Terms  and  Conditions  of  Service  of  Hospital  Medical  and 
Dental  Staff  should  be  amended  as  follows : 

Paragraph  18  (d>  (if)  (B)  (c) 

Insert  at  beginning  of  (c):  “ Except  in  the  case  of  leave  granted  to  officers  in  order 
to  allow  them  to  act  as  examiners  in  examinations  held  by  universities  or  medical 
corporations  for  the  purpose  of  granting  medical  or  dental  degrees  or  diplomas. 


Ministry  of  Health, 

Whitehall,  S.W.l. 


June  8,  1950. 
94111/3/5. 
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SUPPLEMENTARY 
COMMISSION  ON 


MEMORANDUM  OF  EVIDENCE  TO  THE  ROYAL 
DOCTORS’  AND  DENTISTS’  REMUNERATION 


Representatives  of  the  Joint  Committee  gave  oral  evidence  before  the  Royal  Commis- 
sion on  the  18th  December,  and  on  that  occasion  the  Commission  put  to  the  Committee’s 
representatives  a number  of  questions  on  which  it  wished  to  have  further  information. 

The  Committee  has  considered  the  various  points  raised  by  the  Royal  Commission, 
and  its  comments  upon  them  are  set  out  below:— 

Q.  References  are  to  the  Royal  Commission’s  published  Minutes  of  Evidence,  Day  2. 
A.  Q-  354 

Question: 

It  would  appear  that  since  the  beginning  of  the  Health  Service  the  number  of  consultants 
has  increased  while  the  number  of  general  practitioners  has  remained  relatively  stationary. 
Has  the  Joint  Committee  any  views  as  to  the  appropriate  relative  numbers  of  consultants 
and  general  practitioners  7 


Comment: 

(1)  The  Committee  does  not  consider  it  practicable  that  the  relative  numbers  of 
general  practitioners  and  consultants  should  be  determined  in  an  arbitrary  manner. 
Indeed,  it  does  not  believe  that  the  appropriate  numbers  in  each  field  are  necessarily 
interdependent. 

(2)  It  is  not  difficult,  however,  to  account  for  the  proportionately  greater  increase  in 
the  consultant  field  which  has  taken  place  in  recent  years.  There  has  been  a publicly 
organised  general  practitioner  service,  covering  a substantial  proportion  of  the  community, 
since  1911.  In  addition  to  the  National  Health  Insurance  Scheme  there  were  many 
local  medical  clubs  (often  organised  by  the  general  practitioners  themselves)  through 
which  by  a system  of  small  weekly  or  monthly  payments  general  medical  treatment  was 
made  available  to  the  wives  and  families  of  working  class  people.  Long  before  1948, 
therefore,  the  community  as  a whole  had  the  benefit  of  a family  doctor  service,  which 
paved  the  way  for  the  introduction  of  the  National  Health  Service  in  this  field. 

(3)  As  explained  in  the  Committee’s  memorandum  of  evidence,  the  growth  of  consultant 
practice  is  a much  more  recent  development. 

(4)  Before  the  Health  Service  consultants  devoted  a considerable  proportion  of  their 
time,  without  payment,  to  the  hospital  treatment  of  the  poorer  classes,  and  they  depended 
largely  for  their  professional  livelihood  upon  fees  received  for  the  treatment  of  wealthier 
people.  This,  of  itself,  necessarily  limited  the  number  of  doctors  who  could  make  a 
financially  successful  career  in  consultant  practice. 

(5)  Quite  apart  from  the  social  change  which  has  taken  place,  however,  a more 
significant  reason  for  the  growth  of  consultant  practice  has  been  the  advance  in  medicine 
and  the  introduction  of  new  techniques  m the  past  20-25  years.  Since  1939,  and  more 
particularly  since  1948,  hospitals  in  the  smaller  towns  and  country  areas  have  developed 
into  institutions  providing  a full  range  of  consultant  advice  and  treatment  with  all  the 
necessary  ancillary  facilities.  This  has  heritably  involved  a substen  ial  i«m  he 
number  of  consultants,  particularly  in  certain  branches.  One  of  the  objects ; of  the 
Health  Service  was  the  provision  of  a consultant  service  throughout  Great  Britain,  and 
this  has  been  substantially  though  not,  in  the  opinion  of  the  Committee,  fully  achieved. 


B.  Q.  380 


Question: 

Page  64  of  the  Ministry’s  memorandum  of  evidence  shows  the  trend  in  the  establishment 
of  registrars  and  senior  registrars.  Will  the  Joint  Committee  comment  on  this  ? 

(Note:  The  figures  quoted  in  the  Ministry’s  memorandum  are  as  follows:—^  ^ 

decrease 


1951 

Senior  Registrars  ...  1 ,547 
Registrars 1,856 


1952 

1953 

1954 

1,296 

1,195 

1,253 

2,111 

2,259 

2,446 

1955 

No.  Per  cent. 
1,262  -285  -18-45 

2,620  +764  +41  -2) 
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Comment: 

(6)  The  reduction  which  has  taken  place  in  the  number  of  senior  registrars  since 
1951  is  the  result  of  the  Ministry’s  policy  (agreed  with  the  Joint  Committee)  to  endeavour 
to  relate  the  numbers  of  senior  registrars  in  training  for  consultant  posts  to  the  number 
of  anticipated  consultant  vacancies.  This  reduction  has  been  made  largely  at  the  expense 
of  non-teaching  hospitals,  and  there  is  little  reason  to  doubt  that  it  accounts  in  part  for 
the  corresponding  increase  in  registrar  appointments  in  such  hospitals. 

(7)  Despite  the  reduction  in  senior  registrars  there  are  still  in  certain  specialties  many 
more  fully  trained  men  than  there  are  consultant  vacancies.  The  Committee  is  firmly 
of  the  opinion  that  this,  and  the  increase  in  registrar  appointments,  is  due  in  large  measure 
to  the  failure  of  Hospital  Boards  to  create  additional  consultant  posts  which  are  needed. 
In  short,  these  men  are  in  many  cases  doing  work  which  properly  should  be  done  by 
Consultants,  and  if  more  consultants  were  appointed  the  numbers  in  the  Senior  Registrar 
and  Registrar  grades  could  be  reduced  with  benefit  to  the  Service  and  to  the  prospects 
Of  junior  staff  aspiring  to  a consultant  career. 

Q.  385-387 

Question: 

- Can  the  Joint  Committee  provide  evidence  as  to  the  lack  of  candidates  for  registrar 
and  senior  registrar  appointments  (a)  in  general,  (A)  as  between  teaching  and  non-teaching 
hospitals,  (c)  in  special  hospitals? 

Comment: 

. (8)  The  following  views  and  figures  have  been  obtained  from  the  Senior  Administrative 
Medical  Officers  of  a number  of  Hospital  Regions : — 

Newcastle: 

“ With  regard  to  the  recruitment  of  Registrars  and  Senior  Registrars  ( am 
afraid  that  we  are  never  overburdened  with  applications  for  regional  appointments 
and  in  certain  specialties  such  as  Diagnostic  Radiology,  Orthopaedic  Surgery, 
Radiotherapy  and  Pathology,  we  invariably  fail  to  get  any  response.  The  three 
best  specialties  in  the  way  of  applications  are  Obstetrics  and  Gynaecology,  General 
Surgery  and  General  Medicine,  but  here  again  when  Senior  Registrar  posts  are 
advertised,  we  are  very  fortunate  if  we  get  more  than  two  applications. 

In  this  region  we  work  in  very  close  association  with  the  Teaching  Hospital 
and  since  the  inception  of  the  Registrar  training  scheme,  we  have  held  a Joint 
Committee  every  month  and  I think  it  is  true  to  say  that  the  Teaching  Hospital 
has  more  or  less  the  same  problems  as  ourselves,  but  in  certain  specialties  they 
sometimes  receive  slightly  better  applicants,  but,  or  course,  there  are  occasions 
when  even  they  cannot  recruit, 

We  are  trying  to  overcome  the  difficulty  by  advertising  appointments  where  the 
candidate  is  offered  training  not  only  in  the  Teaching  Hospital,  but  in  some  of 
the  larger  hospitals  in  the  Region  where  excellent  material  is  available.  Sometimes 
hospitals  in  the  periphery  are  more  successful  in  filling  their  vacancies  because 
the  clinical  chief  is  able  to  contact  some  of  his  colleagues  in  other  parts  of  the 
country.” 

Sheffield: 

(a)  Lack  of  candidates  in  Senior  Registrar  Appointments 

Senior  Registrar  appointments  in  this  Region  come  mainly  under  two  headings : 

(i)  Reciprocal  posts  with  the  teaching  hospitals 

(ii)  Non-reciprocal  posts  whtch  generally  speaking  relate  to  the  regional 
specialties  such  as  Chest  Diseases,  Psychiatry,  Venereology  and  Radio- 
therapy. 

(i)  Reciprocal  posts  with  the  teaching  hospitals 

These  posts  cover  the  specialties  of  Anaesthetics,  E.N.T.,  General  Medicine, 
General  Surgery,  Obstetrics  and  Gynaecology,  Pathology  and  Radiology. 

Apart  from  Radiology,  all  appointments  are  filled  but  it  has  been  observed 
that  the  number  of  applications  are  fewer  and  the  quality  of  applicant  is  lower. 
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For  some  time,  Senior  Registrar  appointments  in  Radiology  have  been  difficult 
to  fill. 

(ii)  Non-reciprocal  posts 

In  Chest  Diseases,  Orthopaedics  and  Venereology,  all  posts  are  filled  but  they 
have  been  filled  for  at  least  two  years  and  therefore  the  Board  has  no  up  to  date 
knowledge  of  the  availability  of  suitable  candidates. 

The  Board’s  one  Radiotherapy  post  was  last  filled  12  months  ago  but  there 
were  only  two  applicants. 

Senior  Registrar  appointments  in  Psychiatry  have  proved  very  difficult  to  fill 
and  the  Board  has  one  vacancy  at  present. 

(iii)  The  Regional  Hospital  Board  has  no  Senior  Registrar  appointments  in 
Plastic  Surgery,  Dental  Surgery,  Ophthalmology,  Paediatrics,  Neuro-Surgery  and 
Dermatology;  any  information  regarding  these  specialties  should  be  sought  from 
the  Board  of  Governors,  United  Sheffield  Hospitals. 


(b)  Lack  of  candidates  for  Registrar  Appointments 

Registrar  appointments  cannot  be  classified  under  the  headings  given.  There 
are  no  joint  appointments  between  teaching  and  non-teaching  hospitals  and 
generally  speaking  Registrars  are  appointed  to  one  hospital  although  in  some 
cases  they  provide  assistance  at  a second  hospital  nearby. 

Some  Registrar  posts  seem  always  difficult  to  fill  and  these  are  analysed  generally 
below.  It  is  not  easy  to  draw  any  definite  conclusion  from  this  analysis;  some 
hospitals  and  some  districts  are  obviously  more  attractive  than  others.  Shortage 
of  staff  often  leads  to  greater  shortage  because  existing  staff  are  often  grossly 
overworked  and  leave. 

Specialty  Remarks 

Chest  Diseases  Three  of  the  Registrar  appointments  out  of  a total  of 

nine  seem  to  prove  unattractive  to  applicants. 

Obstetrics  and  Gynaecology  One  post  out  of  a total  of  sixteen  seems  to  prove 
difficult.  The  fact  that  this  post  is  not  recognised 
for  the  M.R.C.O.G.  possibly  explains  this. 

Anaesthetics  There  are  fifteen  Registrar  posts  in  this  specialty  and 

a third  of  them  are  difficult  to  fill. 


Neuro-surgery  There  is  only  one  post  in  the  Region  and  this  is 

rarely  filled. 

Orthopaedics  About  a third  of  the  fourteen  posts  in  the  Region 

prove  difficult  to  fill. 

Orthopaedics  and  Casualty  There  are  four  Registrar  posts  where  duties  are 
shared  between  the  orthopaedic  and  casualty 
departments  and  three  of  these  are  always 
difficult  to  fill. 


Casualty  ... 


Thoracic  Surgery  ... 


Infectious  Diseases 


Psychiatry  ... 


One  of  the  Casualty  registrar  appointments  out  of  a 
total  of  three  proves  difficult. 

One  of  the  four  posts  in  the  Region  does  riot  attract 
candidates. 

There  is  only  one  registrar  post  in  this  specialty 
(others  are  linked  with  Chest  Diseases)  and  this 
always  proves  difficult. 

Registrar  appointments  in  Psychiatry  constantly 
cause  trouble.  If  advertisement  as  Registrar  proves 
unattractive,  posts  are  often  advertised  in  the 
J.H.M.O.  grade. 
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Apart  from  the  number  of  applicants,  it  is  interesting  to  note  their  nationalities 
and  the  following  details  give: — 

(i)  The  nationalities  of  Registrars  in  post,  and 

(ii)  An  indication  of  the  nationalities  of  applicants  in  Registrar  posts. 

N.B.  During  1957  the  Sheffeld  Regional  Hospital  Board  advertised  201 

Registrar  posts.  Of  these,  no  applications  were  received  in  69  cases.  The  388 
applicants  referred  to  in  Section  (ii)  of  the  following  table  relate  to  132  appoint- 
ments. 


Nationality 

. ©s 

Registrars  in  post 
in  Sheffield 
Region  on  1 5th 
November,  1957 

(h) 

Nationalities  of 
applicants  for 
Registrar  posts 
during  1957 

Number 

Percentage 

Number 

Percentage 

Australian  

9 

6-4 

39 

10 

Bolivian  

— 

— 

1 

•3 

Burmese  

— 

— 

1 

•3 

Canadian 

— 

*— 

2 

■5 

Ceylonese  

— 

— 

1 

•3 

Czechoslovakian 

— 

2 

•5 

Egyptian  

1 

•7 

n 

2-7 

Greek 

2 

1-4 

7 

1-8 

Hungarian  

1 

•7 

2 

•5 

Indian 

35 

24*8 

171 

441 

Iraqi 

— 

— - 

1 

•3 

Irish 

13 

9-3 

14 

3-6 

Israeli 

1 ■ 

•7 

— 

Italian 

1 

■7 

1 

•3 

Jordanian  

— 

— - 

1 

•3 

Maltese  

1 

•7 

2 

■5 

New  Zealand 

5 

3-6 

8 

2-1 

Palestinian  

1 

■7 

— 

Pakistani  

4 

2-8 

27 

6-9 

Persian  

— 

— 

2 

■5 

Polish 

4 

2-8 

7 

1-8 

South  African 

2 

1 -4 

6 

1-5 

Spanish  

1 

•7 

4 

1-0 

Turkish  

— 

— 

1 

*3 

U.K.  including  Northern  Ireland 

57 

40-5 

73 

18-8 

Ukranian  

1 

•7 

1 

•3 

West  African 

1 

•7 

_ 

— 

West  Indian 

1 

•7 

3 

■8 

Totals ... 

141 

100 

388 

100 

The  following  more  recent  analysis  of  the  position  in  regard  to  hospital  junior  medical 
staff  has  since  been  received  from  the  S.A.M.O.  of  the  Sheffield  Region: 

1.  Nationality  of  Registrars 

For  the  purpose  of  this  investigation,  the  nationalities  have  been  divided  into 
two  groups  as  under: — 

Group  A Group  B 

United  Kingdom  All  others 

Australia 
Canada 
New  Zealand 
South  Africa 
America 
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(a)  Numbers  in  post 

On  28th  April,  1958,  the  position  in  the  Sheffield  Region  was  as  follows: — 

No.  of  Registrars 
in  post 

Group  A 81 

Group  B 63* 

Total 144 

* The  63  registrars  in  Group  B were  divided  between  14  different  nationalities 
but  the  majority  (45)  were  Indians  or  Pakistanis.  A large  number  of  those  appointed 
possess  temporary  registration  only. 

(b)  Nationalities  of  applicants  for  Registrar  posts 

The  nationalities  of  applicants  for  registrar  posts  in  the  Sheffield  Region  during 
the  year  ending  31st  March,  1958,  have  been  analysed  and  are  as  follows: — 

No.  of 
Applicants 

Group  A 128 

Group  B 250* 

Total 378 

* The  250  applicants  in  Group  B were  divided  between  21  different  nationalities 
but  the  majority  (201)  were  Indians  or  Pakistanis. 

Perhaps  the  figures  given  in  para.  1 (6)  indicate  the  nationality  situation  better 
than  those  in  para.  1 (a).  The  378  applications  analysed  relate  to  191  registrar 
posts  advertised  so  that  the  position  was  that  there  were  only  128  Group  A applicants 
for  191  posts.  A further  analysis  would  undoubtedly  reveal: — 

(i)  that  many  of  the  128  Group  A applicants  were  for  the  same  posts,  i.e.,  the 
more  attractive  ones. 

(ii)  where  there  was  only  one  Group  A applicant  on  the  short  list,  he  was 
nearly  always  appointed. 

(iii)  many  posts  had  no  Group  A applicants  at  all. 

(c)  Analysis  of  individual  posts 

(i)  In  14  registrar  posts,  there  has  not  been  a Group  A incumbent  during  the 
3 years  from  1st  June,  1955. 

(ii)  Only  45  registrar  posts  out  of  a total  of  113  have  been  staffed  entirely  by 
Group  A in  the  3 years  from  1st  June,  1955. 

2.  Number  of  applicants  for  Registrar  posts 

During  the  twelve  months  ended  31st  March,  1958,  the  Board  advertised  a total 
of  191  Registrar  posts;  378  applications  were  received;  no  applications  at  all  were 
received  for  66  of  the  appointments. 

3.  Turnover  of  Registrars 

Other  difficulties  exist  in  addition  to  shortage  of  medical  staff.  The  turnover  of 
registrars  is  much  greater  than  it  should  be  as  the  following  figures  demonstrate: 
Analysis  carried  out  over  3 years  from  1st  June,  1955 * (see  note  on  following  page) 

(a)  315  Registrars  have  occupied  113  posts. 

(b)  4 Registrar  posts  (including  3 in  General  Surgery)  have  each  had  5 different 
registrars  during  the  three  years. 

(c)  16  Registrar  posts  (including  6 in  General  Surgery)  have  each  had  4 different 
registrars  during  the  three  years. 
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(, d ) 50  registrar  posts  (including  10  in  General  Surgery)  have  each  had  three 
different  registrars  during  the  three  years. 

(e)  The  turnover  of  registrars  in  the  surgical  specialties  (particularly  general 
surgery)  has  been  extremely  high  during  the  three  years  in  question:— 


No,  of 

No.  of  Registrars 

posts 

who  have  occupied 
the  posts 

E.N.T 

2 

4 

Obstetrics  and  Gynaecology 

11 

27 

Gynaecology  

1 

4 

■(Ophthalmology 

3 

10 

(General  Surgery  

22 

75 

(Thoracic  Surgery  

4 

13 

Casualty... 

3 

8 

Orthopaedics  

10 

30 

Orthopaedic/Casualty 

2 

6 

General  Surgery/E.N.T.  

1 

3 

these  specialties,  on  average  registrars  remain  in  post  less  than  a year. 

r)The  following  analysis  of  turnover  of  registrars  by  specialty  is  interesting: 

Under  6 
months 

6 to  12 
months 

12  to  18 
months 

18  to  24 
months 

Over  24 
months 

Total 

Group  A 

22 

79 

35 

35 

22 

193 

Group  B 

24 

66 

18 

9 

5 

122 

Total  

46 

145 

53 

44 

27 

315 

Those  figures  show  that: — 

(i)  60  per  cent,  of  registrars  appointed  serve  12  months  or  less 

(ii)  47  per  cent,  of  Cat.  “A”  registrars  continue  beyond  their  first  year. 

26  per  cent,  of  Cat.  “B”  registrars  continue  beyond  their  first  year. 

(iii)  29i  per  cent,  of  Cat.  “A"  registrars  continue  beyond  18  months. 

1 li  per  cent,  of  Cat.  “B”  registrars  continue  beyond  1 8 months. 

* N.B.  The  period  1st  June,  1955  to  3 1st  May,  1958  has  been  analysed.  It 
is  possible,  during  the  period  of  review,  for  a registrar  to  terminate  his  two  year 
appointment  say  on  30th  September,  1955,  a registrar  to  complete  a two  year 
tenure  1st  October,  1955  to  30th  September,  1957  and  another  registrar  to 
commence  1st  October,  1957  and  still  be  in  post,  i.e.,  three  registrars  to  go  through 
the  post  during  the  3 year  review  each  completing  (or  proceeding  to  complete) 
a normal  2 year  tenure.  This  possibility  was  appreciated  but  it  has  been  ascer- 
tained that  it  only  applies  to  two  registrar  posts  during  the  review  period  and 
therefore  the  figures  quoted  are  not  materially  affected. 

4.  Registrar  Vacancies 

During  the  three  years  from  1st  June,  1955,  out  of  113  posts: — 

10  posts  have  been  vacant  for  over  6 months 
5 „ „ „ from  4 to  6 months 

20  „ „ „ „ 2 to  4 months 

16  „ „ „ „ 1 to  2 months 
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5 Pre-registration  and  S.H.O.  vacancies 

There  arc  three  types  of  posts  in  this  Region:— 

Tntern/S  H.O S.H.Os.  can  only  be  appointed  to  these  posts  if  all  reasonable  attempts 

1 'to  obtain  a pre-registration  student  have  failed. 

■5  H O/Intern— The  Hospital  Management  Committee  can  decide  whether  the  post 
is  tilled  by  a S.H.O.  or  as  pre-registration  post. 
s H o.—  Must  be  filled  by  a S.H.O.— not  recognised  by  the  Licensing  Authority 
for  pre-registration  purposes. 

A check  was  made  of  the  position  on  28th  April,  1958  and  this  was  as  follows:- 


No.  on 

establishment 

Intern/S. H.O  

83 

S.H.O. /Intern  

34 

S.H.O 

112 

229 

have  been  vacant  over  twelve  months,  some  considerably  long  . 

6.  Senior  Registrar  Appointments 

Senior  Registrars  since  1st  danuary,  1954 
hal  ton  aClyted  and  the  following  facts  are  worthy  of  mention: 

(a)  Radiology  1 applicant  on  6 occasions 

v ' 2 applicants  on  2 occasions 

3 applicants  on  1 occasion 

9 appointments  advertised. 


(b)  Radiotherapy  ... 


(c)  Psychiatry 


1 applicant  on  1 occasion 

2 applicants  on  2 occasions 

3  appointments  advertised. 

1 applicant  on  9 occasions 

2 applicants  on  3 occasions 
7 applicants  on  1 occasion 

13  appointments  advertised. 


(d)  General  Medicine 

7 appointments  have  been 
has  been  7;  the  most  recent 


ivertised;  the  most  applications  ever  received 
rertisement  only  produced  4 applicants. 
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(e)  General  Surgery 

Whilst  the  number  of  applicants  might  still  be  regarded  as  adequate,  the 
following  figures  show  that  the  number  is  diminishing:— 


No.  of  applicants 

1 Reciprocal  post  advertised  in  1954  ... 

31 

1 Reciprocal  post  advertised  in  1955  ... 

22 

1 Reciprocal  post  advertised  in  1957  ... 

16 

1 Reciprocal  post  advertised  in  1958  ... 

16 

North  West  Metropolitan  Region: 

“I  am  sending  on  the  enclosed  sheets  particulars  of  (a)  the  senior  registrar 
appointments  made  during  1957  and,  in  an  attempt  to  give  some  comparison, 
similar  appointments  made  during  1951.  Close  comparisons  cannot  be  made’ 
however,  between  the  two  years  for  certain  reasons.  One  is  that  in  1951  there 
existed  no  interchange  or  joint  appointments  between  regional  board  and  teaching 
hospitals.  I think  it  is  clear,  however,  that  the  fields  were  larger  in  1951  than 
they  were  in  1957.  I enclose  also  (b)  a summary  of  registrar  appointments  made 
during  1957  with  corresponding  information  relating  to  1951.  The  registrar 
establishment  has  been  substantially  expanded  during  the  intervening  years  so 
the  total  number  of  appointments  successfully  made  is  not  perhaps  a fair  comparison 
between  the  two  years.  What  is  revealing  is  the  number  of  times  certain  posts 
have  had  to  be  readvertised  on  account  of  the  poverty  of  the  field  and  then,  in  a 
number  of  instances,  no  appointment  could  eventually  be  made." 
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Summary  or  Registrar  Appointments  During  1957 
(I)  Peripheral  Hospitals 

Groups:  Bedford,  Luton  and  Hitchin,  Mid-Herts,  West-Herts,  Staines, 
Windsor. 

(a)  Appointment  made  from  a field  of  six  or  more  applicants. 

21  Posts  filled: 

General  Medicine 

General  Surgery 

Obstetrics  and  Gynaecology 

Chest  Diseases  

Rheumatism 


10 

7 

2 

1 

1 


(i>)  Appointment  made  from  a field  of  less  than  six  applicants. 

16  Posts  filled: 

General  Surgery 

Anaesthetics  

Casualty  

Orthopaedic  

Geriatrics 

Pathology 

Chest  Diseases  

Obstetrics  and  Gynaecology 

General  Medicine 

Paediatrics 

(c)  Posts  not  filled  on  first  advertisement. 

Re-advertised  once  and  appointment  then  made: 

St.  Albans  City Casualty 

Watford  Peace  Memorial  Radiology 

Staines 
Hounslow 


Maidenhead 
Maidenhead 
Upton 


Gynaecology 
Chest  Diseases 
Surgery 
Surgery 
Anaesthetics 


Re-advertised  twice  and  appointment  then  made: 

Watford  Chest  Clinic Chest  Diseases 

Appointment  not  made: 

Luton  and  Dunstable Anaesthetics 

Re-advertised  twice  without  success. 

Luton  and  Dunstable  PaediatrlC3 

Vacancy  filled  by  senior  house-officer. 


West-Herts  and  St.  Pauls 


Anaesthetics  (Two 

Vacancies). 

Re-advertised  six  times  then  only  one  vacancy  filled. 


Watford  Hospitals 
Windsor  Chest  Clinic 


Obstetrics  and  Gynaecology. 
(Locum  engaged). 

Chest  Diseases.  (Locum 

engaged). 


01)  Central  or  Near  Central  Hospitals 

GrouDs-  Bamet  Hendon,  Uxbridge,  Harefield  and  Northwood  S.W.  Middle- 
P ' sex  Central  Middlesex,  Archway,  Northern,  Paddington  and 
R.L.H.H. 
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(a)  Appointment  made  from  a field  of  six  or  more  applicants 
62  Posts  filled: 

General  Surgery  

General  Medicine ...  • 

Obstetrics  and  Gynaecology 

Paediatrics 

Psychiatry ••• 

Pathology 

Anaesthetics  

Radiology 

Thoracic  Surgery 

Ophthalmology  

Endocrinology  


19 

16 

10 

4 

3 (1  part  time) 
3 
2 
2 
1 
1 
1 


(M  Appointment  made  from  a field  of  less  than  six  applicants. 

39  Posts  filled: 


Anaesthetics  

Chest  Diseases  

General  Surgery  

Orthopaedics  

General  Medicine 

Paediatrics 

Psychiatry 

Ophthalmology  

Neuro  Surgery  

Pathology 

Obstetrics  and  Gynaecology 

Medicine  (Horn.) 

Neurology 

E.N.T 

Casualty  


11 

7 

5 

2 

2 

2 

2 (1  part  time) 
1 
1 
1 
1 

1 (part  time) 

1 

1 

1 


Medicine  (I.D.) 
Obstetrics 
Chest  Medicine 
Chest  Medicine 
Radiology 
Infectious  Diseases 
Anaesthetic* 


(c)  Posts  not  filled  on  first  advertisement: 

Re-advertised  once  and  appointment  then  made: 

Hendon  Isolation  ... 

Edgware  General  and  Bushcy 

Harefield 

Harefield 

Mount  Vernon 

South  Middlesex  

Central  Middlesex  

Re-advertlsed  twice  and  appointment  then  made: 

Uxbridge  Chest  Clinic DhS 

Finchley  Chest  Clime Chest  Diseases 

Re-advertised  three  times  and  appointment  then  made: 

Colindale  Chest  Medicine 

Re-advertised  five  times  and  appointment  then  made: 

Royal  Northern  Radiology 

No  appointment  made: 

Edgware  General  Anaesthetics 

One  vacancy  re-advertised  fourltimes,  and  later  two  vacancies  re-advertueo 
once. 

Colindale  Sur«cry 

Re-advertised  once — no  applicants  either  time. 
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Hillingdon,  St.  Johns  etc.  Geriatrics 

Re-advertised  once.  (Second  re-advertisement  in  1958  successful). 

Royal  Northern  ...  Orthopaedic 

Re-advertised  twice. 

Royal  Northern  ...  Casualty 

Unsuccessful  advert,  in  1957.  Re-advertised  twice  in  1958  before 
appointment  was  made. 

(DI)  Psychiatric  Registrars  at  Mental  Hospitals 

9 Posts  filled: 

(Four  cases  where  the  field  of  applicants  were  six  or  more). 


Registrar  Appointments  in  1951 

(I)  Peripheral  Hospitals 

Groups:  Bedford,  Luton  and  Hitchin,  Windsor,  Mid-Herts,  West-Herts, 
Staines. 

(a)  Appointment  made  from  a field  of  six  or  more  applicants. 

3 Posts  filled: 

Anaesthetics  ...  J 

Rheumatism  j 

Medicine  1 

(b)  Appointment  made  from  a field  of  less  than  six  applicants. 

11  Posts  filled: 

Surgery  1 

Medicine  

Orthopaedics  

Dental  

Paediatrics 

Obstetrics  and  Gynaecology  1 

Chest  Diseases  1 

Pathology 


(c) 


No  appointment  made: 

Orthopaedics — Heatherwood. 

One  applicant  only — appointed  as 
from  the  consultant. 

Chest  Diseases— Windsor  C.  Cl. 

Two  applicants:  one  seen,  post  to 


locum  for  3 months, 


be  re-advertised. 


and  then  a report 


(0)  Central  or  Near  Central  Hospitals 

Groups:  Barnet,  Hendon,  Uxbridge,  Harefield  andNorthwood,  Central Mrddlesex, 
Archway,  Northern,  Paddington  and  R.L.H.H. 

(o)  Appointment  made  from  a field  of  six  or  more  applicants. 


25  Posts  filled: 


9 

Medicine  ___  7 

Obstetrics  and  Gynaecology  . 2 

Anaesthetics ^ 3 

Psychiatry  2 

Surgery  1 

Radiology  


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


1124 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


(6)  Appointment  made  from  a field  of  less  than  six  applicants. 

32  Posts  filled: 

Medicine  

Anaesthetics 

E.N.T 

Radiology 

Chest  Diseases  

Paediatrics 

Psychiatry 

Obstetrics  and  Gynaecology  

Thoracic  Surgery  

Casualty  

Pathology  

Phys.  Med 

Orthopaedics  

(c)INo  cases  where  no  appointment  was  made. 

(Ill)  Psychiatric  Registrars  in  Mental  Hospitals 

7 Posts  filled : 

(Onejcase  where  the  field  of  applicants  was  six  or  more.) 
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Remarks 
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South  Western:  . 

“ It  is  becoming  more  and  more  difficult  to  make  suitable  appointments  in  me 
Registrar  and  Senior  Registrar  grades.  In  the  Registrar  grade  it  sometimes 
hamiens  that  advertisements  produce  no  applicant  at  all  and,  when  advertisements 
do  produce  candidates,  not  infrequently  they  are  unsuitable  for  appointment. 
Thus  compared  with,  say,  five  years  ago,  the  applicants  are  fewer  m number  and, 
in  some  specialties,  their  quality  is  not  as  good  as  it  was.  Some  excellent  candidates 
from  the  Commonwealth  seek  appointments  as  Surgical  Registrars  and  we  are 
glad  to  give  them  every  possible  help. 

The  teaching  hospital  has  the  advantage  over  the  non-teaching  hospital  because 
many  Registrars  and  Senior  Registrars  have  come  to  believe  that  they  are  unlikely 
ultimately  to  be  appointed  Consultants  unless  they  have  been  trained  in  teaching 
hospitals7  There  is  very  little  difference  between  the  response  which  we  receive 
to  advertisements  for  trainee  posts  in  central  and  peripheral  hospitals,  and,  so  far 
as  special  departments  are  concerned,  the  position  is  deplorable. 


Wblsh: 


“ The  lack  of  candidates  for  registrar  and  senior  registrar 
become  more  noticeable  in  recent  years,  and  nowadays  it  is 
to  recruit  registrars  for  appointments  in  outlying  h“P^swit^JS“  £ tum 
these  registrar  posts  in  the  various  categones,  I will  deal  with  each  in  turn. 

(a)  As  I have  already  stated  the  overall  number  of  ®PP^“*sXHse^ Site” 
these  trainee  appointments  has  become  less  and  less  tmtd  it  is  qu  te  a 
common  occurrence  to  have  to  advertise  an  appointment  °n  sever 
occasions  before  we  are  successful  in  appointing  a suitable  candidat  . 

(A)  The  joint  appointments  which  exist  between  a tea*“S  1 and  w on ;^a™jPg 
^ J hospital  continue  to  yield  one  or  two  very  goo^ndito,  but  hem^gam 
there  is  considerable  evidence  of  a reduction  in  the  number  ot  canu 

competing  for  these  appointments.  , , 

(cl  As  one  would  expect  the  central  hospital  has  a .““liable  advantage 
(C)  over  the  peripheral  hospital  and  our  difficulties 

are  inevitably  increased  when  the  vacancy  exists  at  on  , tv,e 

hospS  wWch  well  be  a great  ^ 

teaching  hospitals  which  afford  facilities  for  registrars 

sa » .«*. 

a candidate  of  the  required  standard. 


jverpool: 


“ I would  say  that,  in  general,  tee  is  no  lack  of  aPP^jat  and  Radiotherapy, 
posts  except  perhaps  in  certain  specialties,  such  r: Specially  in  Psychiatry,  the 

and  I would  qualify  this  statement  by  saying  that,  especia  y * sufficient 
applications  we  do  receive  are  from  < 1°c‘°fn^he°t  ^ Tsento 
experience  in  the  specialty  to  qualify  for  appointm 5,  . _ peBistrar  posts. 


Thoracic  Medicine,  Dentistry,  Patn- 
espeoially  in  e.in.t.,  unuy™- wmdd  eenerally  be  found  that  the  Teaching 
ology  and  Radiotherapy.  I feel ‘ to  the  non-teaching  hospitals  and 

applicants  in  most  specialties  m the 

^To^emph^sise  the  lack  of  suitable  candidates  ^^^^^^nH^Sirrger^vdffi 
quote  one  instance  where  we,ad7®r^fndn!fHoSpit|i  and  received  11  applications, 
the  Professorial  Unit  at  a .f n^*Xna»y  10  applications  being  received  from 
All  the  applicants  were  of  foreign  nationauty,  ff 
Indians  and  one  from  an  Austrian. 
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With  regard  to  special  hospitals,  for  example,  Liverpool  Radium  Institute  and 
the  Sanatoria,  there  is  an  inadequate  supply  of  candidates.  In  Radiotherapy  the 
candidates  are  invariably  Indians  and  we  have,  on  a number  of  occasions,  been 
forced  to  fill  the  one  Senior  Registrar  post  in  Radiotherapy  in  the  Registrar  grade 
as  we  received  no  response  to  our  advertisement.  The  reason  for  our  difficulty 
in  obtaining  Registrars  in  Thoracic  Medicine  for  Sanatoria  is,  I am  sure,  obvious.” 

Manchester: 

“ In  general,  there  is  a lack  of  candidates  for  registrar  posts.  Most  registrar 
posts  in  this  region  are  filled,  although  30  per  cent,  of  the  holders  are  not  of  U.K. 
origin.  The  general  impression  amongst  consultants  seems  to  be  that  in  quality 
and  qualifications  the  registrar  to-day  is  inferior  to  the  registrar  of  five  years  ago 
or  more. 

As  far  as  senior  registrars  are  concerned,  there  is  no  doubt  that  the  number 
of  applicants  for  these  posts  is  much  less  than  it  was  five  or  six  years  ago.  The 
qualifications  and  calibre  of  the  applicants  is  also  less  satisfactory.  It  is  very 
difficult  to  get  applicants  at  all  for  posts  in  psychiatry,  radiology,  E.N.T.  surgery, 
orthopaedic  surgery  and  the  specialised  branches  of  surgery.  Sometimes  a senior 
registrar  post  has  to  be  advertised  several  times  before  a suitable  candidate  is 
appointed.  I am  told  that  this  difficulty  in  obtaining  senior  registrars  is  now 
beginning  to  affect  the  teaching  hospitals,  in  spite  of  the  fact  that  in  this  region 
there  is  a rotation  scheme  which  works  fairly  satisfactorily.  The  latest  specialty 
where  marked  difficulty  has  been  experienced  is  in  general  medicine. 

I cannot  speak  of  the  difference  between  central  hospitals  and  peripheral 
hospitals  because  all  the  hospitals  in  this  region  which  have  senior  registrar  posts 
on  their  establishment  are  central  hospitals.  Furthermore,  we  have  very  few 
senior  registrars  at  special  hospitals.” 

Western  Region  of  Scotland: 

Registrar  Appointments 
In  1953  ...  65  Registrar  posts  were  advertised 

Of  these  43  were  first  advertisements 

12  were  second  advertisements 

10  were  third  or  subsequent  advertisements 

In  1957  ...  151  Registrar  posts  were  advertised 

Of  these  62  were  first  advertisements 

17  were  second  advertisements 

72  were  third  or  subsequent  advertisements  (up  to  12th) 


Quality  of  applicants  for  posts: 


Surgery 

...  1952  . 

..  Teaching  Hospital 

15  applicants  (5  with  a Fellowship) 

1953  . 

. . Peripheral  Hospital 

1 applicant  (withdrew) 

1953  . 

..  Teaching  Hospital 

5 applicants  (2  with  Fellowship) 

1954  . 

..  Peripheral  Hospital 

2 applicants  (none  with  Fellow- 
ship) 

1955  .. 

..  Teaching  Hospital 

7 applicants  (1  with  Fellowship) 

1957  .. 

..  Teaching  Hospital 

4 applicants  (2  with  Fellowship; 

1 already  a Reg.) 

1957  .. 

. Peripheral  Hospital 

4 applicants  (3  foreign  applicants) 

1957  ., 

..  Teaching  Hospital 

Readvertised  because  of  lack  of 
suitable  applicants 

1957  .. 

. Peripheral  Hospital 

Advertised  four  times  without 
success 
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Number  of  Applicants 
Teaching  Hospital  Peripheral  Hospital 


Medicine 

1952  .. 

11 

(5  with  H.Q.) 

— 

1953  .. 

— 

1 

1954  .. 

9 

— 

1955  .. 

— 

3 

1957  .. 

5 

(2  with  H.Q.) 

2 

Anaesthetics . . . 

1952  .. 

5 

— 

1954  .. 

4 

— 

1957  .. 

1 

— 

E.N.T.  Surgery 

1952  .. 

2 

— 

1953  ., 

3 

— 

1954 

1 

— 

1955  .. 

2 

— 

1957  .. 

1 

after  repeated 
advertisement 

Obstetrics  and 

1952  .. 

10 

— 

Gynaecology 

1954  .. 

— 

2 

1955  .. 

9 

2 

Non-teaching 

1957  .. 

...  3 

3 

Ophthalmology 

1953  .. 

2 

— 

1954  . 

3 

. — 

1957  . 

2 

— 

Surgery 

1952 

15 

1 

1953 

5 

1954  . 

7 

2 

1955  . 

7 

— 

1957 

4 

(2  posts  were 
readvertised) 

Senior  Registrars 

4 

Surgery 

1953  . 

22 

14 

1956 

8 

8 

1957 

9 

— 

Medicine 

1952  . 

— 

15 

1953  . 

10 

— 

1955  . 

..  ...  ...  6 

3 

1956  . 

10 

— 

1957  . 

6 

1 

(unsuitable) 

Anaesthetics ... 

1952  . 

4 

2 

1954  . 

7 

3 

1956  . 

4 

5 

1957 

5 

— 

E.N.T.  Surgery 

1952 

4 

— ’ 

1953 

...  7 

— 

1954 

4 

■ — 

1955 

2 

— 

1956  , 

...  1 

— 
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Number  of  Applicants 
Teaching  Hospital  Peripheral  Hospital 


Obstetrics  and  1951 
Gynaecology  1952 

1955 

1956 

1957 

Ophthalmology  1952 
1953 

1955 

1956 

1957 


12  — 

11  10 

— 4 

11  — 

6 — 

4 — 

5 — 

3 — 

3 — 

2 — 


Posts  which  have  proved  difficult  to  fill 


1.  Reg.  E.N.T.  ... 

2.  Reg.  Surg./Obst/Gyn. 

3.  Reg.  Pathology... 

4.  Reg.  Pathology... 

5.  Reg.  Surgery  ... 

6.  Reg.  Pathology ... 

7.  Reg.  Surgery  ... 

8.  Reg.  Psychiatry 

9.  Reg.  Radiodiagnosis 

10.  Reg.  Psychiatry... 

11.  Reg.  Surgery  ... 

12.  Reg.  E.N.T.  ... 


Royal  Inf.  (T) 
Greenock  Area  . 
Victoria  Inf.  (T)  . 
Dumfries  ... 
R.A.I.  Paisley 
Maternity  (T) 

P.  Glasgow 
Riccartsbar 
Victoria  (T) 
Bellsdyke/R.S.N.I 
Law 

Stobhill  ... 


advertised  12  times  to  date 
„ 10  „ „ 

„ 11  „ „ 

8 „ 

„ 9 „ 

„ 7 „ 


6 

6 

5 

5 

5 


to  date 


1.  Sen.  Reg.  Radiotherapy 

2.  Sen.Reg. Ophthalmology 

3.  Sen.  Reg.  Ophthalmology 

4.  Sen.  Reg.  Medicine 

5.  Sen.  Reg.  Pathology  ... 

6.  Sen.  Reg.  Plastic  Surgery 


Western  Inf.  (T)  ... 
Ophthalmic  Inst. . . . 
Eye  Inf.  (T) 
Hairmyres 

Southern  General  (T) 
Royal/Westem  (T) 


(CD  = Teaching  Hospital) 


Senior  Registrars 

In  1953  31  posts  were  advertised 

Of  these  1 was  a readvertisement 


In  1957 


64  posts  were  advertised 


13 

4 

5 

3 

4 
4 


Of  these  38  were  first  advertisements 

7 were  second  advertisements 


19  were  third  or  subsequent  advertisements 


The  following  comments  have  also  been  received  from  consultants  on  the  staff  of 
London  teaching  hospitals : — 

Dr.  Reginald  Kelly: 


“ Thank  you  for  your  letter  of  9th  January.  The  question  of  the  difficulty  in 
obtaining  Senior  Registrars  and  Registrars  is  a matter  in  which  my  experience  has 
been  that  what  difficulty  does  exist  is  mainly  concerned  with  the  non-teaching 
hospitals.  In  the  two  teaching  hospitals  to  which  I am  attached  we  have  had  no 
difficulty  in  recent  years  in  finding  adequate  applicants  for  Registrar  appointments 
in  General  Medicine  and  General  Surgery.  We  have  always  had  a choice  of 
several  applicants,  all  of  whom  have  their  Membership,  and  I do  not  know  of  any 
examples  in  recent  years  of  worthwhile  applicants  failing  to  apply  for  Registrar 
posts  because  of  financial  difficulties.  In  the  special  departments  of  St.  Thomas’ 
Hospital,  however,  it  has  become  plain  in  recent  years  that  a decreasing  number 
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of  doctors  are  prepared  to  apply  for  Registrar  posts.  In  the  Children’s  Depart- 
ment, for  instance,  recently  we  had  only  three  applicants  for  a Senior  Registrar 
appointment  and  we  were  unable  to  make  an  appointment  because  we  felt  that 
none  of  the  three  applicants  were  of  sufficient  merit.  In  the  Neurological  Depart- 
ment we  have  had  no  difficulty  but  that  is  because  we  encourage  doctors  to  apply 
for  our  own  Registrar  post  who  are  anxious  to  learn  some  Neurology  before  taking 
up  General  Medicine  and  only  about  one  in  three  or  four  Registrars  intends  to 
take  up  Neurology  as  a career.  At  the  Maida  Vale  Hospital,  since  I have  been 
on  the  Staff  there,  we  have  always  had  a considerable  number  of  good  applicants, 
both  for  the  Resident  and  the  Registrar  appointments,  middle  and  Senior 
Registrars,  and  on  those  occasions  when  we  have  appointed  overseas  doctors, 
it  was  because  we  judged  them  to  be  the  better  applicant,  rather  than  because 
there  was  any  shortage  of  well  trained  and  experienced  British  doctors  applying 
for  the  jobs. 

In  non-teaching  hospitals  the  position  is  entirely  different.  In  the  last  eight  years 
I have  been  connected  with  three  large  non-teaching  hospitals,  Queen  Mary’s 
Hospital  for  the  East  End,  the  Prince  of  Wales’  Hospital  at  Stamford  Hill  and 
Mount  Vernon  Hospital  at  Northwood.  In  the  first  two  of  these  three  hospitals, 
the  only  applicants  for  the  Registrar  posts  who  have  the  Membership  have  been 
visiting  doctors  from  the  Dominion  countries.  It  has  become  plain  that  any  doctors 
who  have  any  future  in  Consultant  medicine  refuse  to  apply  for  these  appointments 
at  non-teaching  hospitals  because  experience  has  taught  them  that  in  spite  of  the 
special  experience  that  they  gain  at  these  hospitals  it  is  extremely  difficult  for  them 
to  get  back  to  their  teaching  hospital  in  a Registrar  or  Senior  Registrar  appoint- 
ment if  they  have  spent  a considerable  period  in  a non-teaching  hospital.  Another 
disadvantage  of  working  in  non-teaching  hospitals  and  of  which  these  doctors  are 
aware  is  the  fact  that  there  is  a very  large  volume  of  routine  work  for  them  to  do, 
far  greater  than  they  are  called  upon  to  do  at  a teaching  hospital.  It  occupies  a very 
large  part  of  their  ordinary  working  week  and  leaves  little  time  for  personal  study, 
for  attending  post  graduate  courses  or  lectures,  or  for  carrying  out  any  original 
work.  At  Mount  Vernon  Hospital  we  have  had  rather  less  difficulty  in  obtaining 
good  applicants  for  the  Medical  Registrar  appointment,  but  this  is  purely  and 
simply  because  Mount  Vernon  Hospital  is  in  many  ways  an  annexe  to  the  Middlesex 
Hospital.  A large  number  of  the  staff  are  on  the  Staff  of  the  Middlesex  Hospital 
and  the  applicants  for  the  posts  always  come  from  the  Middlesex  Hospital  with 
the  certain  knowledge  that  they  stand  a very  good  chance  of  being  able  to  return 
to  the  Middlesex  Hospital  for  their  more  senior  appointments.  I believe  myself, 
that  one  of  the  difficulties  in  filling  these  appointments  at  non-teaching  hospitals 
is  due  to  the  fact  that  when  the  National  Health  Service  came  into  being,  the 
majority  of  these  Registrar  posts  were  down-graded  and  in  the  years  immediately 
before  the  War  at  both  the  Prince  of  Wales’  Hospital  and  Queen  Mary’s  Hospital, 
it  had  been  the  custom  for  the  Medical  Registrar  to  be  a doctor  who  had  completed 
his  training  for  Consultant  appointments,  who  already  had  had  his  senior  quali- 
fications for  some  years  and  who  was,  in  fact,  waiting  for  a Consultant  appoint- 
ment. They  were  able  to  hold  these  jobs  for  a number  of  years  and  almost 
invariably  left  them  for  Consultant  appointments.  Dr.  Carmichael  Young,  for 
instance,  who  is  one  of  the  Physicians  at  St.  Mary’s  Hospital  was  Registrar  at  the 
Prince  of  Wales’  Hospital  until  he  received  that  appointment.  It  is  undeniably 
an  attraction  to  the  candidate,  who  might  apply  for  the  appointment  at  a non- 
teaching hospital,  if  one  or  more  of  the  Physicians  are  attached  to  a teaching 
hospital.  Consequently  those  at  non-teaching  hospitals  whose  staff  are  concerned 
only  with  non-teaching  hospitals  have  far  greater  difficulty  than  Mount  Vernon 
Hospital  has  at  the  present  moment  or  the  Prince  of  Wales’  Hospital  had  until 
I resigned  from  the  Staff  of  that  hospital  a few  weeks  ago. 

A point  that  I would  like  to  make  but  not,  perhaps,  connected  directly  with  our 
difficulties  at  the  Maida  Vale  Hospital  in  appointing  Registrars  so  much  as  dealing 
with  the  difficulties  that  we  make  for  the  applicants.  Last  week  we  were  appointing 
an  ordinary  Registrar  in  Neurosurgery,  jointly  with  the  Maida  Vale  Hospital  and 
the  Middlesex.  We  had  three  excellent  candidates  with  previous  experience  in 
Neurosurgery  and  with  their  Fellowships.  Mr.  Logue  considered,  quite  obviously 
reasonably,  that  the  successful  applicant  must  have  a car,  as  by  the  nature  of  his 
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work  he  would  be  expected  to  travel  quickly  not  only  from  one  hospital  to  the 
other,  but  also  when  called  out,  as  he  is  likely  to  be  called  out  several  times  a week, 
during  the  night.  The  successful  applicant  did  not,  in  fact,  have  a car,  and  so 
it  was  pointed  out  to  him  that  we  would  be  unable  to  offer  him  the  job  unless  he 
was  prepared  to  get  himself  a car.  This,  in  fact,  he  agreed  to  do,  but  I felt  that 
it  was  quite  iniquitous  that  we  should  find  ourselves  in  the  position  of  having 
to  demand  that  a young  man  should  buy  a car  and  run  it  at  his  own  expense  on 
the  comparatively  low  salary  he  was  being  offered  for  the  job  when  we  are  at 
the  same  time,  not  in  a position  to  offer  him  the  ordinary  mileage  allowance  for 
daily  use  of  the  car  that  he  would  receive  were  he  a part-time  employee  ol  me 
Service.  He  is  a married  man  with  two  children  and  this  requirement  on  our  part 
that  he  should  get  a car  is  obviously  going  to  place  him  in  considerable  financial 
difficulty  unless  he  has  a private  income.  He  accepted  this  condition  oi  service 
quite  obviously  because  he  wanted  the  job  very  badly,  but  it  is  plain  that  a doctor 
who  is  entirely  dependant  upon  his  salary  would  have  found  it  quite  impossible 
to  accept  the  job  under  those  circumstances.” 

“ As  you  know  I am  on  the  staff  of  St.  Thomas’  Hospital  and  we  have  in  recent 
years  received  at  least  two  requests  from  the  Regional  Hospital  Boards  whmh  in 
themselves  mirrored  the  difficulties  that  the  Regional  Hospitals  have  m filling 
their  Senior  Registrar  posts  with  suitable  applicants.  We  have,  as  many  teaclung 
hospitals  in  London  have  at  the  present  moment,  an  arrangement  witn  bourn- 
ampton  whereby  we  make  a joint  appointment  of  a Senior  Medical  Registrar  witn 
the  Southampton  hospitals,  which  results  in  each  of  our  four  Senior  Registrars 
spending  one  of  their  four  years  working  in  a Southampton  Hospital  Group,  we 
were  specifically  asked  to  do  this  because  of  the  difficulties  they  have  of  getting 
suitable  candidates.  We  have  recently  been  asked  by  the  East  Anglian  Regional 
Board  whether  we  would  be  prepared  to  make  the  same  arrangement  with  them, 
or  an  arrangement  which  is  similar.  The  arrangement  that  they  are  asking  tor 
is  that  a Senior  Registrar  appointed  to  them  should  be  allowed  to  be  seconded  tor 
one  year  to  work  at  St.  Thomas’  Hospital,  because  they  feel  that  by  doing  this 
they  may  make  their  own  Senior  Registrar  appointment  more  attractive  and, 
therefore,  perhaps  get  better  applicants.  It  is  not  possible,  obviously,  lor  me  to 
anticipate  the  decisions  of  our  own  Joint  Medical  Committee  at  St.  Thomas 
Hospital  but  it  seems  to  me  likely  that  at  least  many  of  my  colleagues  will  be 
unwilling  to  continue  the  present  arrangement  we  have  with  Portsmouth  and 
Southampton  and  if  that  is  so,  it  is  clear  that  these  Provincial  Regional  Hospital 
Boards  will  have  greater  difficulty  in  filling  their  appointments.” 


Dr.  J.  Hamilton  Paterson: 

“ I hope  the  following  information  which  I have  culled  from  our  records  here 
will  be  of  help  to  you  in  connection  with  the  Royal  Commission. 

During  the  last  three  years  there  have  been  12  appointments  to  the  resident 
staff  of  registrar  and  senior  registrar  grade  (the  resident  medical  officer  is  a senior 
registrar  grade).  The  average  number  of  applicants  for  these  posts  fell  from  six 
in  1955  to  three  last  year.  Six  of  the  successful  candidates  were  from  the  United 
Kingdom— six  were  from  Overseas.  Over  the  same  period  there  were  seven 
vacancies  for  senior  registrar  appointments  to  the  Out-patient  department.  On 
two  occasions  no  appointment  was  made  and  it  is  of  note  that  last  year  there  was 
only  one  applicant  on  one  occasion  and  none  at  all  on  the  other  when  such  a 
vacancy  arose.  Similarly,  four  registrar  grade  appointments  in  the  Out-patient 
department  have  been  advertised  over  the  same  period,  although  on  one  occasion 
the  post  was  not  filled  through  lack  of  a suitable  applicant.  All  the  registrars 
who  have  been  appointed  to  the  Out-patient  department  have  come  from  the 
United  Kingdom. 

In  short,  we  have  not  as  yet  experienced  much  difficulty  in  obtaining  suitable 
resident  house  physicians,  although  the  number  of  applicants  has  steadily  fallen 
in  recent  years.  In  the  Out-patient  department,  however,  we  have  latterly  had 
very  considerable  difficulty  in  filling  our  vacant  registrar  and  senior  registrar 
posts.  I should  add  that  this  information  does  not  include  surgical  appoint- 
ments. There  are  never  many  candidates  for  these  posts.” 
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D.  Q . 388 

Question: 

Will  the  Joint  Committee  comment  on  any  differences  in  staffing  between  teaching 
hospitals  and  non-teaching  hospitals,  especially  peripheral  hospitals? 

Comment: 


(9)  In  general,  teaching  hospitals  are  more  heavily  staffed  than  non-teaching  hospitals 
both  in  the  senior  and  junior  grades  of  medical  staff.  This  is  necessary  to  meet  the 
needs  of  teaching  and  research  in  addition  to  the  care  and  treatment  of  patients.  In 
addition  it  is  the  normal  practice  in  the  clinical  departments  of  teaching  hospitals  for 
consultants  to  work  in  “ firms  ” ; i.e.  a senior  and  junior  consultant  (both  of  full  con- 
sultant status)  dividing  the  consultant  work  between  them  and  sharing  junior  staff. 
This  system  is  not  so  common  in  non-teaching  hospitals,  where  consultants  tend  to 
work  independently. 

(10)  The  majority  of  senior  registrars  are  employed  in  teaching  hospitals,  where 
better  and,  in  some  instances,  the  only  facilities  for  training  exist.  In  many  cases  there 
are  arrangements  for  these  senior  registrars  to  spend  part  of  their  time  in  non-teaching 
hospitals,  but  a great  many  non-teaching  hospitals,  particularly  the  smaller  ones,  do 
not  have  senior  registrars. 

(11)  As  will  be  seen  from  the  comment  on  Question  3 above,  there  is  usually  more 
difficulty  in  filling  junior  vacancies  in  Regional  Hospitals  than  in  teaching  hospitals. 
It  is  undoubtedly  true  that  appointments  in  teaching  hospitals  have  always  proved 
attractive  because  of  the  great  advantage  which  a teaching  hospital  training  confers  on 
the  aspirant  for  a consultant  post.  At  the  present  time,  however,  registrars  and  senior 
registrars  who  hope  to  make  their  career  in  consultant  practice  tend  actively  to  avoid 
non-teaching  hospital  appointments  in  the  belief  that  such  appointments  will  handicap 
them  in  the  competitive  struggle  for  promotion. 

(12)  Another  reason  for  the  shortage  of  junior  staff  in  non-teaching  hospitals  is  that 
hospital  experience  is  no  longer  regarded  as  increasing  a young  doctor’s  prospects  of 
entering  general  practice. 

(13)  Some  outlying  hospitals  were  able  in  past  years  to  attract  junior  staff  by  offering 
them  a higher  rate  of  remuneration  than  did  the  teaching  and  larger  non-teaching 
hospitals.  Except  to  a very  limited  extent  this  is  not  possible  under  the  Health  Service. 

(14)  The  inadequate  staffing  of  many  non-teaching  and  peripheral  hospitals  makes 
cover  during  periods  of  annual  leave  more  difficult  to  arrange  and  throws  a heavy 
burden  on  the  medical  staff  in  times  of  emergency. 


E. 


Q.  431-432 


Question: 

There  is  evidence  that  the  ratio  of  whole-time  and  part-time  consultants  is  changing. 
Is  this  good  for  the  Health  Service?  Is  there  a mmimum  below  which  the  whole-time 
establishment  should  not  fall:  What,  in  the  opinion  of  the  Joint  Committee,  is  the 
appropriate  ratio  between  whole-time  and  part-time  consultants? 

Comment:  . 

f 1 51  There  would  appear  to  be  no  evidence  that  any  substantial  change  is  taking  place 
in  the  ratio  between  the  numbers  of  whole-time  and  part-time  consultants.  The  following 
figures1  for  England  and  Wales  provided  by  the  Ministry  some  years  ago  show  foa  m 
the  early  years  of  the  Health  Service  there  was  a movement  towards  whole-tune 
employment. 


Total 


No.  of 

Whole- 

Consultants 

time 

31st  December,  1949 

5,189 

1,309 

31st  December,  1950 

5,649 

1,491 

31st  December,  1951 

5,882 

1,650 

31st  December,  1952 

6,247 

1,780 

Part- 

time 

3,880 

4,158 

4,232 

4,467 


Percentage  of 
whole-time 
to  Total 
24-4 
26-4 
28-1 
28-5 
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(16)  Figures  obtained  from  four  English  Regions  in  respect  of  the  years  1955  57 
show  a slight  movement  towards  part-time  employment: 

Newcastle , Sheffield , Manchester  and  S.E.  Metropolitan  Regions 


Total 

Percentage  of 

No.  of 

Whole- 

Part- 

whole-time 

Consultants 

time 

time 

to  Total 

1,804 

461 

1,343 

25-5 

1,828 

447 

1,381 

24-4 

1,868 

453 

1,415 

24-2 

(17)  In  these  four  Regions  53  consultants  changed  from  a whole-time  to  a maximum 
part-time  basis  in  the  three  years  1955-57,  and  2 maximum  part-time  consultants  changed 
to  a whole-time  basis.  In  this  period  the  total  number  of  part-time  appointments 
increased  by  72,  and  the  number  of  whole-time  appointments  dropped  by  8.  Allowing 
for  these  transfers  from  whole-time  to  part-time  and  vice  versa,  this  means  that  43  new 
whole-time  posts  were  created,  as  against  21  part-time. 

(18)  The  loint  Committee  does  not  consider,  however,  that  fluctuations  in  numbers 
of  whole-time  and  part-time  consultants  of  the  kind  illustrated  above  have  any  special 
significance.  Certainly  it  could  not  accept  the  argument  that  it  would  be  contrary  to 
the  good  of  the  Health  Service  and  the  community  to  allow  the  number  of  whole-time 
consultants  to  fall  below  a certain  level.  As  the  Committee  has  previously  stated,  all 
consultants  have  a continuing  responsibility  for  the  patients  under  their  care,  and  it 
would  be  completely  false  to  assume  that  the  whole-time  consultant  is  indispensable. 
The  great  majority  of  part-time  consultants  are  engaged  for  the  maximum  of  nine  sessions, 
and  in  practice  it  would  be  impossible  to  distinguish  between  the  responsibilities  in  the 
Health  Service  of  whole-time  and  maximum  part-time  consultants. 

(19)  At  the  outset  of  their  careers  a proportion  of  young  consultants  accept  whole-time 
appointments  as  bringing  a certain  element  of  financial  security,  but  when  they  become 
established  in  the  area  they  may  prefer  the  independence  of  private  practice.  This  is 
particularly  true  in  the  main  clinical  branches,  as  opposed  to  branches  such  as,  say, 
psychiatry  or  chest  diseases,  where  there  is  a tradition  of  whole-time  service. 

(20)  It  should  be  pointed  out,  however,  that  when  a whole-time  consultant  transfers 
to  a maximum  part-time  basis  he  almost  invariably  gives  his  employing  authority  an 
undertaking  to  continue  to  fulfil  all  the  duties  of  his  appointment  as  hitherto,  so  that  the 
Health  Service  does  not  lose  by  the  transfer,  but  on  the  contrary  makes  a financial  saving. 

F.  Q.  494 

The  Consultant  Spens  Committee  recommended  the  present  system  of  merit  awards 
when  there  were  1,600  consultants.  There  are  now  7,000.  Does  this  alter  the  validity 
of  their  recommendation  ? 

■ Comment: 

(21)  The  figure  of  1,600  consultants  referred  to  by  the  Royal  Commission  is  presumably 
the  number  of  consultants  from  whom  Professor  Bradford  Hill  obtained  information 
when  he  made  his  enquiry  into  the  pre-war  earnings  of  consultants  for  the  benefit  of  the 
Spens  Committee. 

(22)  A classification  of  the  profession  carried  out  for  the  Central  Medical  _ War 
Committee  in  March,  1940,  however,  gave  the  total  number  of  consultants  and  specialists 
at  that  time  as  4,601.  This  figure  includes  those  in  Northern  Ireland  (not  more  than 
100-150),  but  probably  excludes  a number  of  university  teachers  and  research  workers 
who  were  also  working  in  hospitals  as  consultants. 

(23)  In  the  view  of  the  Joint  Committee  there  is  nothing  in  the  Spens  Report  to  suggest 
that  in  putting  forward  its  recommendations  regarding  distinction  awards  the  Spens 
Committee  was  at  all  influenced  by,  or  concerned  with,  the  actual  number  of  consultants 
at  that  time.  On  the  contrary,  the  Spens  Committee  was  concerned  solely  with  the  task 
of  evolving  a satisfactory  system  of  remuneration  for  consultants,  of  whom  it  said: 
“ We  are  satisfied  that  there  is  far  greater  diversity  of  ability  and  effort  among  specialists 
than  admits  of  remuneration  by  some  simple  scale  applicable  to  all.  If  the  recruitment 
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and  status  of  specialist  practice  are  to  be  maintained,  specialists  must  be  able  to  feel 
that  more  than  ordinary  ability  and  effort  receive  an  adequate  reward.  Moreover,  a 
reward  which  would  be  appropriate  when  these  exist  would  be  extravagant  when  they  do 
not.  In  consequence  we  are  clear  that  any  satisfactory  system  of  remuneration  must 
involve  differentiation  dependent  on  professional  distinction.”  (Paragraph  13.) 

(24)  From  this  and  the  succeeding  paragraphs  of  its  report  the  Spens  Committee 
made  it  clear  that  in  its  view  the  remuneration  of  a consultant  should  rest  primarily  upon 
an  assessment  of  individual  ability,  the  main  purpose  of  the  basic  salary  scale  being  to 
reward  the  younger  consultant  for  the  progressive  increase  in  professional  skill  and 
experience  to  be  expected  during  the  initial  years  of  his  appointment. 

(25)  To  ensure  a satisfactory  spread  of  incomes  in  the  higher  age  group,  and  to  reward 
the  younger  consultant  of  outstanding  ability,  the  Spens  Committee  recommended 
3 distinction  awards  to  be  granted  to  fixed  percentages  of  the  total  number  of  eligible 
consultants. 

(26)  The  Committee  believes  that  the  considerations  which  led  the  Spens  Committee 
to  make  this  recommendation  are  still  valid,  and  that  there  would  be  no  justification 
for  departing  from  it  because  of  changes  in  the  total  number  of  consultants. 


G.  Q.  524-529 

Question: 

Can  the  Joint  Committee  provide  evidence  as  to  the  effect  of  the  Health  Service  on 
private  consulting  practices  ? What  is  to  be  infened  from  the  growth  of  the  Provident 
schemes  ? Can  such  schemes  provide  figures  which  could  throw  a light  on  this  point  ? 


Comment: 

(27)  Although  the  Joint  Committee  has  no  figures  showing  the  effect  of  the  Health 
Service  on  private  consulting  practice  earnings,  there  can  be  no  doubt  that  the  effect 
has  been  a disastrous  one.  This  is  evidenced  by  the  reduction  in  the  number  of  hospital 
private  beds  since  1948,  and  by  the  closure  of  many  private  nursing  homes.  For  example, 
in  Newcastle,  before  the  Health  Service  there  were  161  nursing  home  beds  available 
for  the  use  of  the  consultants.  There  are  now  61  available  to  a substantially  mcreased 
number  of  consultants.  At  December,  1955,  the  number  of  private  beds  in  N.H.S 
hospitals  throughout  Great  Britain  was  6,409 — i.e.,  1 -2  per  cent,  of  the  total  of  548,045 
hospital  beds. 

(28)  The  amount  of  private  consulting  practice  still  available  varies  from  area  to  area, 

from  specialty  to  specialty,  and  from  consultant  to  consultant.  In  central  London  the 
decline  may  not  be  so  marked  as  in  most  other  places,  but  this  is  m no  small  measure 
due  to  the  numbers  of  visitors  from  other  countries  seeking  advice  and  treatment  m the 
Metropolis.  . , , 

(29s)  In  paediatrics  private  practice  has  severely  declined.  This  is  thought  to  be  due 
to  the  improved  amenities  of  children’s  hospital  beds  and  to  the  heavy  expenses  incurred 
& in  “he  maintenance  and  education  of  their  children.  ^ specialties  such  as 

pathology  and  radiology  the  fall  in  private  practice  has  been  most  marked. 

not  One  factor  influencing  the  amount  of  private  practice,  to  which  the  Committee 
has  already  referred?  is  the  high  cost  (and  in  some  cases  the  poor  quality)  of  the  private 
accommodation  in  hospitals. 

rail  The  cost  of  providing  hospital  treatment  with  all  its  modern  procedures  and 
aiis  ^become  To  Hgh  ttf  were'it  not  for  the  Hospital  Provident  Schemes  none  but 
the  very  wealthy  could  now  contemplate  private  treatment  at  alh 

rao'i  The  popularity  of  the  Provident  Schemes  since  1948  indicates  that  there  is  a 
substantial  section  of  the  commi^ty  who  would  Sent 
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in  the  contribution  rates  of  Provident  Schemes  would  almost  certainly  result  in  a sharp 
drop  in  membership.  Further  increases  in  hospital  bed  charges  or  professional  tees 
would  similarly  have  a drastic  effect  on  private  consulting  practice.  In  other  words, 
the  continuance  of  private  practice  depends  almost  entirely  on  its  cost  being  maintained 
at  a reasonably  low  level.  It  would  therefore  be  indeed  rash  to  assume  from  the  growth 
in  the  membership  of  Provident  Schemes  in  recent  years  that  a resurgence  ot  private 
consulting  practice  is.  taking  place,  or  that  the  earnings  from  private  practice  are  likely 
in  the  future  to  become  a significant  part  of  the  total  remuneration  of  the  general  body 
of  consultants. 


Examination  of  Witnesses 

Mr.  T.  Holmes  Sellors  {Chairman) 

Sir  Harold  Boldero 

Dr.  J.  D.  S.  Cameron 

Dr.  T.  Rowland  Hill 

Mr.  J.  P.  Cocker 

Dr.  D.  P.  Stevenson  ( Secretary ) 

on  behalf  of  the  Joint  Consultants’  Committee 


Called  and  Examined 


5032.  Chairman'.  I think  you  have  all 
appeared  before  us  on  a previous  occa- 
sion, Mr.  Holmes  Sellors,  so  I do  not 
need  to  go  through  the  preliminaries  in 

explaining  what  may  happen. Mr. 

Holmes  Sellors:  That  is  so.  I think 
everyone  understands.  We  regret  the 
loss  of  Sir  Russell  Brain  from  our  Com- 
mittee ; we  are  very  inadequate  to  take 
his  place. 

Chairman : We  have  already  had  a 
long  discussion  with  you  as  far  back  as 
the  18th  December  last  on  your  prelimin- 
ary memorandum  of  evidence,  and  that 
is  why  some  things  in  your  subsequent 
evidence  we  may  wish  to  go  over  only 
very  slightly.  In  addition  there  are  some 
things  which  have  been  discussed  with 
other  witnesses ; your  later  memoranda 
cover  to  some  extent  the  same  ground 
and  it  may  not  be  necessary  to  go  into 
them  in  detail.  We  have  received  three 
memoranda  from  you  apart  from  your 
preliminary  memorandum  and  we  would 
wish  to  refer  to  all  three.  It  might  per- 
haps help  you  if  I just  ran  through  all 
four.  Your  preliminary  memorandum 
was  the  one  that  you  put  in  in  response  to 
our  request,  as  a general  statement  about 
the  organisation  of  the  profession  and 
the  background  of  the  dispute  with  the 
Government.  That  was  the  basis  of  the 
oral  evidence  we  had  last  December. 
The  second  memorandum  [beginning 
on  page  1082]  is  your  description  of 
the  functions  and  responsibilities  of  the 
grades  below  Consultant ; that  is  the 


one  we  would  like  to  deal  with  quickly 
and  first.  That  was  submitted  in  Septem- 
ber, 1957,  in  response  to  a request  by 
us  to  Sir  Russell  Brain  to  give  us  a note 
on  the  subject.  I think  it  is  largely  fac- 
tual and  it  was  not  the  subject  of  elabor- 
ation in  December  last,  although  we  had 
got  it  before  then.  It  is  primarily  for 
the  purpose  of  getting  it  on  the  record 
that  we  would  just  like  to  have  a word  or 
two  about  it. 

The  third  memorandum  [beginning  on 
page  1085]  is  your  main  submission  in 
response  to  the  list  of  questions  that  wc 
sent  to  a lot  of  medical  and  dental  organi- 
sations. It  is  with  that  we  shall  be  mainly 
dealing  today.  The  fourth  memorandum 
[beginning  on  page  1109]  is  what  you 
call  a “ Supplementary  Memorandum  of 
Evidence  ” which  you  prepared  in  answer 
to  questions  that  we  raised  during  oral 
evidence  in  December  last. 

5033.  Sir  David  Hughes  Parry : May  I 
refer  you  to  paragraph  8 on  page  1083? 
You  say,  “Consultant  grading  is  a per- 
sonal one  dependent  upon  the  possession 
of  appropriate  qualifications,  training 
and  ability  ”.  But  in  paragraph  44  on 
page  1092  you  have  used  the  word  “ Con- 
sultant” with  respect  to  status  and  with 
respect  to  quality  “ ...  in  an  S.H.M.O. 
post  doing  work  of  consultant  quality 
and  responsibility.”  I wonder  whether 
you  would  like  to  comment  on  that? 
First  you  emphasise  that  a consultant 
grading  is  something  very  personal ; then 
you  deal  with  a post  that  is  a consultant 
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post  and  a status  that  is  a consultant 

status. I do  not  think  there  should  be 

any  particular  difficulty  in  dealing  with 
that.  This  is  used  in  the  connotation  of 
the  Senior  Hospital  Medical  Officer.  What 
we  are  saying  in  paragraph  44  is  that  an 
S.H.M.O.  who  is  of  consultant  quality  by 
virtue  of  his  experience  and  qualifications 
and  so  on,  ought  to  be  treated  as  a con- 
sultant, particularly  when  he  is  doing 
work  of  that  character.  As  you  will 
understand,  there  is  a great  deal  of  diffi- 
culty in  applying  an  exact  definition  to 
“ consultant  ",  When  we  were  defining 
the  S.H.M.O.  grade  we  went  to  a great 
deal  of  trouble  to  limit  people  in  that 
grade  to  certain  fields  of  activities.  A 
number  of  those  S.H.M.O.’s  are  doing 
work  that  we  find  is  virtually  that  of  a 
pure  consultant  character.  We  feel  that 
many  of  those  people  ought  to  be  treated 
as  consultants. 

5034.  That  is  all  I want  to  ask  on  that, 
just  to  clarify  the  position,  because  you 
have  emphasised,  you  will  agree,  the 
personal  nature  of  the  status  of  consult- 
ant. We  now  come  to  your  main  memo- 
randum. X would  refer  to  paragraph  2 
on  page  1086  where  you  name  seven 
bodies  represented  on  your  Committee. 
What  I would  like  to  know  is  whether 
you  regard  all  consultants  as  within  the 
purview  of  those  bodies  or  are  there  any 

consultants  outside  them? 1 cannot 

think  of  any  consultants  who  are  not 
represented  once  or  even  twice  by  those 
bodies. 

5035.  Chairman : There  is  no  specialist 
or  consultant  who  would  not  be  a 

member  of  one  of  these? Not  in  the 

medical  profession ; X cannot  think  oi 
any. 

5036.  Would  that  apply  to  the  first 
six  of  those  bodies,  leaving  out  the 

seventh  for  the  moment? Well,  it  is 

possible  that  there  may  be  some  people 
who  have  solely  University  qualifications 
and  have  not  a qualification  of  one  ot 
the  Colleges.  But  certainly  in  the  "lore 
senior  ranks  of  the  hospital  world  that 
is  very  unlikely. 

5037.  What  about  anaesthetists,  for 

instance? They  must  be  qualified 

either  through  one  of  the  Colleges  or 

• through  the  Universities  or  the  Associa- 
tion If  Anaesthetists.  If  they  are > not 
admitted  through  one  of  the  Cofieges 
mentioned,  they  then  have  an  adequate 
representation  through  the  last  one 
mentioned. 


5038.  That  was  why  I was  trying  to 
differentiate  between  the  two.  Does  the 
last  body  mentioned,  that  is  the  Central 
Consultants  and  Specialists  Committee 
of  the  B.M.A.  specifically  break  down, 
as  it  were,  to  represent  any  of  the  con- 
sultants who  would  not  be  covered  by 

the  first  six? It  represents  the  whole 

of  the  staffing  structure.  It  is  demo- 
cratically elected  from  doctors  in  Group 
Committees,  Management  Committees 
and  the  Regional  Committees,  then  con- 
densed into  a Central  Committee;  from 
that  Committee  the  six  representatives 
on  the  Joint  Committee  are  appointed. 

5039.  I have  just  one  further  question 

to  get  this  clear  in  my  mind. 
Psychiatrists,  for  instance,  would 
normally  be  members  of  which  of  these 
various  colleges? They  automatic- 

ally can  be  members  of,  or  are 
represented  in  the  College  of  Physicians 
and  a very  high  proportion  of  them,  of 
course,  would  be  Members  or  Fellows 
or  Licentiates  of  one  of  the  Colleges  of 
Medicine.  It  is  possible  that  they  may 
only  have  a University  degree,  but  that 
is  not  the  usual  pattern. 

5040.  Sir  David  Hughes  Parry : I 
want  to  take  you  to  the  next  section, 
the  young  doctor  and  his  choice  of 
career.  You  made  your  recommenda- 
tion about  him  on  the  footing  that  he 
will  be  about  27  years  of  age  before  he 
can  take  any  decisive  step  in  relation  to 
his  professional  career.  National  Ser- 
vice will  soon  be  disappearing  and  then 
we  really  ought  to  be  planning  on  the 

footing  of  25  years  of  age? Yes.  I 

think  that  is  about  correct.  It  would 
appear  though  that  that  will  be  later 
than  25 ; it  may  be  nearer  26  without 
National  Service. 

5041.  Then  in  paragraph  20  you  say: 

“ Every  consultant  should  be  en- 
couraged to  take  some  part  in  die  meet- 
ings of  his  specialist  body,  and  it  is  a 
justified  grievance  of  whole-time  con- 
sultants that  they  are  refused  income-tax 
relief  for  subscriptions  to  these  organisa- 
tions and  to  the  scientific  publication^ 
Part  of  that  has  now  gone  under  tbe 

recent  Act? 1 do  not  know  whether 

the  Act  has  been  implemented,  but  we 
gather  that  part  of  it  will  go,  though 
not  all  of  it  by  any  means. 

5042.  I quite  agree.  In  paragraph  21 
there  is  a matter  on  which  I am  not 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


1138 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS'  REMUNERATION 


clear:  “At  present  the  grants  made^to 
Hospital  Management  Committees  ” — 
for  the  purpose  of  buying  books  and  so 
on — “ are  inadequate  and  the  libraries 
of  few  hospitals  are  satisfactory.  The 
majority  of  medical  periodicals  and 
books  essential  for  the  maintenance  of 
professional  standards  have  to  be  pur- 
chased by  the  individual  Whom  have 

you  in  mind  in  particular  there? 

I think  that  applies  particularly  to  the 
whole-time  person  and  the  young  man 
working  whole-time  in  the  hospital 
where  his  income  is  not  sufficiently  large 
to  let  him  subscribe  to  a number  of 
journals  which  may  be  important  to 
him.  We  feel  very  strongly  that  it  is 
there  that  the  hospital  should  provide 
at  any  rate  the  main  structure  of 
literature,  because  as  you  are  aware, 
medical  literature  at  present  is  volu- 
minous in  the  extreme. 

5043.  We  have  appreciated  that  a 
little,  I think  1 I am  now  moving  on  to 
the  next  section.  Is  there  any  matter 
in  any  of  these  sections  that  you  would 
like  to  add  to  what  you  have  already 
submitted  here?  If  so,  will  you  take 
the  opportunity  when  we  are  dealing 

with  the  section? Thank  you  very 

much. 

5044.  “ Difficulties  encountered  by 
Members  of  the  Registrar  Grades  ”,  I 
am  in  some  little  difficulty  here,  because 
you  advocate  in  paragraph  27  an  in- 
crease in  the  salaries  of  these  two  grades 
as  urgently  needed.  Then  on  the  very 
next  line,  in  paragraph  28,  you  say : 
“ Attention  needs  to  be  given  also  to  the 
career  prospects  in  these  grades.  Senior 
registrars  are  too  numerous,  in  relation 
to  the  number  of  consultants  ” and  so 
on.  Now,  if  you  make  the  salaries  of 
the  senior  registrar  and  the  registrar 
more  attractive  they  would  become  even 

more  numerous,  would  they  not? As 

you  know,  at  the  present  time  the  com- 
petition for  a senior  registrar  post  is 
extremely  severe.  The  number  of 
applicants  for  any  senior  registrar  post 
in  general  medicine  and  general  surgery 
may  be  anything  up  to  15  or  20,  all 
people  who  at  that  time  might  be  con- 
sidered very  suitable  for  such  a post. 
There  is  always  that  barrier  at  the  senior 
registrar  level  and  we  think  there  will 
always  be  considerable  competition  for 
those  posts.  The  other  factor  is  those 
posts  are  governed  by  the  establish- 
ment, an  establishment  that  is  agreed 


between  ourselves  and  the  Ministry 
front  time  to  time.  The  point,  I think 
that  is  rather  made  out  in  the  slightly 
contradictory  phrase  is  it  does  not  apply 
only  to  senior  registrars ; it  is  the 
registrar  below  the  level  of  the  senior 
who  also  is  in  difficulties  as  regards  his 
future  prospects. 

5045.  Chairman  : When  you  say  that 

the  competition  for  a senior  registrar’s 
post  is  extremely  severe,  is  that  because 
people  want  to  be  senior  registrars  or 
because  they  want  to  pass  through  that 
grade  to  become  consultants? If  any- 

one is  applying  for  a senior  registrar  ! 
post  it  almost  implies  that  he  has  1 
decided  on  taking  up  that  speciality  or  ' 
a branch  of  that  speciality  as  his  per- 
manent career.  He  may  not  achieve  it  i 
but  the  vast  majority  of  those  senior  | 
registrars  who  have  served  a first  or 
second  year  successfully  will  probably 
become  the  consultants  of  the  future. 

5046.  He  is  applying  for  that  job  as 
a training  post  for  a consultant?' — 
As  a training  post  for  a consultant.  That 
is  really  the  main  entry  point  into  the 
consultant  field. 

5047.  Sir  David  Hughes  Parry:  You 

would  agree,  would  you  not,  that  it  is 
difficult  to  get  into  general  practice  once 
you  are  a registrar? Yes, 

5048.  If  you  attract  more  to  it  than  , 
you  can  absorb,  then  you  are  creating  i 
a problem  again.  But  there  is  an  estab- 
lishment and  therefore  you  cannot  take 
more  but  you  can  attract  a better  class; 

is  that  right?  — — Yes,  that  is  it. 

5049.  Chairman : There  is  a very 

sharp  distinction,  is  there  not,  between 
a registrar  and  a senior  registrar? — 
Yes,  very  sharp. 

5050.  Sir  David  Hughes  Parry:  I have 
nothing  on  “Emigration"  to  raise 
unless  you  have  anything  to  add.  “The 
relative  advantages  and  disadvantages  of 
different  forms  of  service " begins  at 
paragraph  35.  We  want  to  compare  the 
advantages  and  disadvantages  of  part- 
time  and  full-time  service ; we  regard 
that  as  a very  important  matter.  I have 
looked  through  the  different  documents 
we  have  received  and  I have  here  listed 
a number  of  the  advantages  and  dis- 
advantages of  the  two,  full-time  and 
part-time  consultants.  I would  like  you- 
to  help  us  to  see  whether  we  have  got 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  JOINT  CONSULTANTS’  COMMITTEE 


1139 


the  right  answers.  The  advantages  of 
the  part-time  service  seem  to  me  of  two 
general  kinds : there  are  the  advantages 
by  reason  of  the  conditions  of  service, 
and  there  are  advantages  derived  from 
a better  position  as  regards  assessment 
by  the  Inland  Revenue.  You  also  in 
several  instances  have  emphasised  that 
the  part-time  person  has  an  advantage 
in  independence  of  outlook,  and  you 
.also  emphasise  his  freedom  to  practise 
privately.  Those  are  the  four  main 
classes  of  advantages  which  the  part- 

timer  may  have  ; is  that  right? 1 

agree. 

5051.  I am  not  going  to  deal  with  the 
matter  of  independence  or  his  freedom 
to  practise  privately,  because  they  are 
not  in  the  National  Health  Service,  if 
I may  put  it  that  way.  They  are  not 
strictly  relevant  on  this  particular  point. 

I want  to  compare  the  part-time  and  the 
full-time.  We  will  take  the  items,  I 
think,  mentioned  in  this  document. 
Would  it  be  right  that  the  part-timer 
is  better  oil  as  regards  travelling  time? 
Yes,  that  is  certainly  so. 

5052.  Then  secondly  the  sessions  are 
calculated  by  assessing  the  hours  re- 
quired to  perform  a given  job,  and  then 
those  hours  are  divided  into  sessions? 

1 would  like  to  comment  on  that. 

When  we  agreed  with  the  Ministry  offi- 
cials on  the  estimation  of  sessions  we 
kept  them  very  rigidly  to  half  days.  The 
question  of  hours  came  into  it  in  order 
to  give  guidance  to  the  Ministry,  but 
that  was  never  intended  to  be  an  exact 
computation  of  the  number  of  hours 
done  in  any  hospital.  As  you  know, 
we  would  be  extremely  resistant  to  any 
idea  that  we  should  be  clocked  in  or 
clocked  out  in  any  form  in  the  profes- 
sion. We  felt  that  perhaps  the  calcula- 
tion of  time  and  the  importance  given 
to  it  by  various  Boards  has  been  quite 
out  of  the  spirit  of  the  original  agree- 
ment. Every  man  may  work  at  a dif- 
ferent speed,  but  essentially  what  a man 
gives  in  half  a day  was  to  be  the  unit 
by  which  the  part-time  work  would  he 
assessed,  without  ever  having  to  go  down 
to  details  of  hours  and  fractions  of  hours. 

5053.  In  general,  the  hours  are  rounded 

up  into  sessions  ; is  that  right? They 

are  rounded  up.  I do  not  think  that  that 
is  what  we  refer  to  as  being  exactly  the 
spirit  of  the  thing.  The  original  contract 
of  the  part-timer  was  made  with  the 
Board  of  Governors  or  with  his  Regional 


Board  on  an  assessment  of  the  work  he 
would  be  doing,  roughly  split  into  half 
days,  not  into  the  number  of  hours  he 
spent  at  one  hospital  and  then  the  other. 

It  is  impossible  to  compute  the  amount 
of  work  any  one  man  does  in  a unit  of 
time.  Some  may  work  faster,  some  may 
work  slower,  and  we  have  always  held 
this  half-day  basis  as  being  the  only 
really  fair  assessment. 

5054.  Chairman : I suppose  it  is  also 
true  that  from  one  time  of  the  year  to 
another  the  load  on  any  consultant  can 

vary  very  considerably? It  may  do  in 

some  branches  of  the  profession  but  I do 
not  think  it  would  apply  in  the  general 
streams  of  medicine  and  surgery.  I think 
the  load  is  fairly  steady ; not  even 
August  and  September  seem  to  bring 
much  relaxation. — Dr.  Stevenson ; I am 
not  quite  sure  why  Sir  David  thinks  this 
particular  point  is  one  of  the  advantages 
of  part-time  service. 

5055.  Sir  David  Hughes  Parry : One 
fact  is  that  the  hours  are  always  rounded 
up. — -Well,  if  that  is  to  be  the  interpre- 
tation, there  was  always  a certain  amount 
to  be  allowed  for  emergencies  and  extra 
visits,  visits  that  anyone  pays  to  a hos- 
pital, shall  we  say,  on  his  own  just  to 
see  how  this  and  that  patient  is  getting 
on,  which  was  not  part  of  the  original 
form  of  contract. 

5056.  He  could  choose  the  time? In 

that  sense  he  could  choose  the  time, 
whereas  on  the  actual  sessions  he  is  on 
a fixed  time  schedule. 

5057.  Chairman : Is  it  correct  that  in 

the  actual  Terms  and  Conditions  of  Ser- 
vice the  number  of  hours  per  week  for 
which  a part-time  specialist  should  be 
paid  is  determined  by  a prescribed 
method  which  does  involve  a rounding- 
up? Yes,  it  does. 

5058.  I think  that  is  a fact? But  I 

think  it  does  say  that  this  is  only  a 
general  guide. 

5059.  Yes? 1 have  not  the  exact 

words  before  me,  but  I think  you  will 
find  the  timing  method  was  only  given 
as  a rough  guide  to  help  people  assess 
the  original  contract  session. 

5060.  Is  it  not  so  in  most  parts  of 
the  country,  that  what  you  suggest  has 
really  happened,  that  it  has  been  used  as 
a rough  guide,  and  that  an  assessment 
has  been  made  as  to  whether  a job  is  a 
five  or  six  or  eight  or  nine  session  job 
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and  advertised  accordingly? Yes,  that 

is  it. 

5061.  So  on  the  whole  that  works  not 

too  badly? No,  not  too  badly. — Dr. 

Rowland  Hill : We  ought  to  emphasise 
that  it  works  both  ways.  It  has  been 
a characteristic  of  the  Service  since  1948 
that  of  the  man  working,  say,  six  ses- 
sions, in  practice  99  men  out  of  1 00  have 
never  hesitated  to  work  ten  or  eleven 
if  their  patients  require  it.  We  have 
always  agreed  that  it  would  be  inappro- 
priate for  us  to  put  down  our  masks 
and  our  stethoscopes  when  our  hour  had 
expired. 

Chairman'.  I think  that  is  appreciated. 

5062.  Sir  Hugh  Watson  : You  do  not 

work  to  rule. We  do  not  want  to  be 

forced  to. — Dr.  Cameron'.  There  is  the 
point  that  we  discussed  at  our  last  meet- 
ing, of  the  continuing  responsibility  of 
a part-timer,  While  he  is  assessed  on  a 
notional  half-day,  the  remainder  of  the 
day  he  will  still  have  responsibility  for 
his  hospital  service. 

5063.  Sir  David  Hughes  Parry.  I put 
to  you  the  question  whether  the  full- 
timer  also  had  the  same  responsibility, 
and  I thought  we  had  agreed  that  the 

one  cancelled  out  the  other  on  that. 

Mr.  Holmes  Sellors'.  I would  not  like 
the  impression  to  arise  that  the  part-timer 
had  finished  with  his  responsibility  when 
it  was  not  session  time,  apart  from  the 
obvious  things  like  emergencies. 

5064.  Chairman:  Equally,  the  full- 

timer  also  has  a continuing  responsibility 
throughout? Yes. 

5065.  Sir  David  Hughes  Parry.  Now 
let  me  come  to  the  weighting.  You 
would  agree  that  the  weighting  favours 

the  part-timer? It  did  before  the  last 

award  in  the  Hospital  Service. 

5066.  But  it  still  does,  to  some  extent? 

It  does  slightly ; but  it  is  nothing 

like  the  original.  That  weighting  _ of 
course  does  include  a number  of  im- 
ponderable things  that  we,  rather  vaguely, 
have  been  trying  to  put  before  you. 

5067.  The  next  matter  is  the  expenses 
of  travelling  to  work ; the  expenses,  not 
the  time.  The  expenses  for  travelling  to 
work  are  covered  for  the  part-timer  in 
the  same  way  as  the  full-timer? — -We 
have  always  felt  that  the  whole-timer 
ought  to  have  that  concession,  instead  of 
it  being  inferred  that  witli  his  limitation 
on  ear  expenses  he  might  even  have  to 
travel  by  public  transport ; it  is  quite 


difficult  for  a busy  person  who  has  to  be 
called  out  on  emergencies. 

5068.  That  might  also  be  said  of  other 

professional  men. Dr.  Rowland  Hill- 

I was  hoping  that  Sir  David  would  look 
at  this  from  a slightly  different  point  of 
view,  namely,  the  way  in  which  the 
whole-timer  is  worse  olf,  and  not  the  way 
in  which  a part-timer  is  better  off.  j 

5069.  I am  dealing  now  with  the  ad- 
vantages ; afterwards  1 am  going  to  ask 
for  the  disadvantages.  Domiciliary  visits: 

there  is  an  advantage  there? Mr 

Holmes  Sellors : A very  slight  one.  It  is 
not  us  big  as  it  appears  on  paper,  taken 
over  the  whole  profession. 

5070.  Will  you  tell  me  what  the  dis- 
advantages of  the  part-timer  are,  because 
unfortunately  you  have  not  set  these  out 
as  clearly  in  the  memorandum  as  I should 
have  liked.  I have  some  difficulty  in 
getting  at  the  disadvantages  of  a part- 

timer. Well,  I do  not  know  that  one 

could  really  suggest  there  are  very  many. 
After  ail,  the  man  has  chosen  his  inde- 
pendence of  action  or  has  been  allowed 
to  take  that  independent  course  to  give 
him  that  extra  freedom  from  work  under 
the  Health  Service.  It  does  allow  him 
the  freedom  to  engage  in  private  practice 
as  you  have  said.  Of  course,  the  major 
distinction  between  these  two  branches 
is  the  attitude  of  the  individual.  Some 
people  are  quite  convinced  that  they  will 
work  better  on  a part-time  basis  with  a 
little  outside  interest  or  outside  competi- 
tive thought ; others  feci  that  they  do 
their  best  work  if  they  are  workihg 
whole-time  in  the  Health  Service. 

5071.  Chairman : Are  there  some  part- 
timers  who  would  like  to  be  whole- 
time and  cannot  get  an  offer  of  such  a 
job  or  who  would  at  least  like  more 
sessions  than  they  are  able  to  obtain? 

There  will  be  a number  of  part- 

timers  who  will  certainly  want  to  take 
more  sessions  if  they  have  only  got  a 
very  few,  for  purely  economic  reasons. 
That  applies  particularly  to  the  young 
consultants  who  are  appointed  to  three 
or  four  sessions  and  have  no  other  means 
of  support.  One  can  envisage  that  if 
the  choice  was  available  of  becoming  a 
maximum  part-timer  or  a whole-timer  in- 
stead of  just  having  four  or  five  sessions 
he  would  willingly  lake  the  greater  num- 
ber on  economic  reasons. 

5072.  I was  trying  to  suggest  perhaps 
some  disadvantages  of  part-time,  t 
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wondered  whether  that  was  one? Yes, 

it  is. 

5073.  Sir  David  Hughes  Parry : To  put 
it  a different  way,  the  full-timer  has  more 

security  than  the  part-timer? Dr. 

Rowland  Hill:  That  is  quite  true.  I 
believe  it  is  the  case  that  he  has  a slightly 
stronger  legal  security  of  tenure  than 
the  part-timer. 

5074.  I have  given  you  the  opportunity 
to  bring  out  the  disadvantages  of  the 

part-time  service. There  is  one  I have 

just  mentioned,  a certain  insecurity  of 
tenure.  Another  one  is  unquestionably, 
in  the  case  of  a part-time  consultant 
doing  a good  many  hospital  sessions,  the 
stress  and  strain  of  that  life  where  the 
demand  on  his  private  practice  as  well 
can  be  very  great.  Putting  it  another 
way  round,  in  a phrase  that  was  often 
used  by  Lord  Moran,  many  men  have 
chosen  to  be  whole-time  for  the  more 
undisturbed  nature  of  their  professional 
life,  particularly  if  they  were  interested 
in  some  form  of  research  or  study.  Every 
part-time  consultant  could  tell  of  the 
stress  and  strain  of  that  life.  At  the 
same  time,  most  of  them  would  not  give 
it  up  for  anything.  But  it  is  a disadvan- 
tage from  that  point  of  view.  Then, 
another  disadvantage  is  that  already  men- 
tioned of  the  young  consultant — and  we 
can  give  many  examples — who  begins 
with  perhaps  two  sessions  in  consultant 
practice  and  has  no  private  practice.  He 
has  to  apply  in  competition  for  more 
consultant  sessions  and  hopes  gradually 
to  get  up  to  a living  income.  That  must 
be  an  anxious  period  for  many  young 
consultants  today.  A third  disadvantage 
in  practice  is  that  the  part-time  consul- 
tant sessions  are  often  spread  over  quite 
a number  of  hospitals  involving  him  in 
a lot  of  travelling.  We  quite  agree  with 
the  Ministry  of  Health  that  in  future 
planning  the  more  that  can  be  cut  out 
the  better.  But  it  still  remains  today  as 
a disadvantage  in  the  life  of  many  part- 
timers,  whereas  most  whole-timers  will 
be  found  to  be  concentrated  upon  one 
hospital  or  one  hospital  group. 

5075.  Not  all? Not.  all,  but  the 

great  majority. 

5076.  Professor  Jewkes:  Is  it  not  a 

fact  that  the  part-timers  with  less  than 
the  full  number  of  sessions  have  a super- 
annuation scheme  which  on  the  whole 
is  not  quite  so  attractive  as  that  of  the 
whole-timers?  Is  this  not  another  dis- 
advantage?  1 would  not  really  like 


to  give  a definite  answer  to  that  ques- 
tion. We  are  not  sufficiently  expert  on 
that.  Perhaps  Mr.  Holmes  Sellors  has 
a more  definite  view. — Mr.  Holmes 
Sellors:  I think  you  are  right. 

5077.  The  point  you  make  in  your 
own  document  is  that  the  part-timer  not 
on  the  full  number  of  sessions  is  in 
fact  in  an  ordinary  insurance  scheme, 
whereas  the  whole-timer  has  his  pension 
based  on  his  earnings  in  the  last  three 
years  of  his  professional  life  which  gives 
him  an  automatic  safeguard  against  in- 
flation, something  which  is  not  to  be 

sneezed  at  in  these  days. There  is  a 

point  there.  The  nine  session  man,  in 
other  words  the  maximum  part-timer,  is 
allowed  the  choice  of  the  two,  but  below 
that  not. — Dr.  Stevenson:  There  are,  I 
think,  two  other  disadvantages,  if  I may 
put  it  that  way.  Firstly,  there  is  the 
part-time  consultant  who  may  be  maxi- 
mum part-time  but  who  will  in  fact 
through  the  exigencies  of  the  service  be 
doing  far  more  than  the  maximum  num- 
ber of  sessions,  for  which  he  is  not  paid. 
Secondly,  a possible  disadvantage  is  that 
if  a hospital  has  to  be  re-organised 
through  changes  in  medicine  or  a change 
in  use,  it  may  always  be  possible  that  a 
consultant  will  have  the  number  of  ses- 
sions reduced. 

5078.  Chairman:  On  balance,  would 
it  be  fair  to  judge  the  relative  advan- 
tages and  disadvantages  under  any 
system  by  whether  there  is  much  of  a 
trend  in  the  one  direction  or  the  other 
in  those  specialties  where  it  is  very  easy 
to  make  a change?  We  know  there  are 
some  specialties  where  it  is  difficult  to 

change. Mr.  Holmes  Sellors:  I think 

the  Regional  Boards  have  given  consul- 
tants the  chance  of  choosing  between 
whole-time  and  part-time  in  some  cases 
and  there  has  been  a steady  drift 
towards  part-time.  A number  of  people 
who  were  whole-timers  have  certainly 
become  part-timers  since  the  Act  and 
even  in  quite  recent  years.  I think  that 
this  is,  if  anything,  the  pattern,  though 
there  are  inevitably  a number  of  people 
who  would  choose  whole-time  as  a per- 
sonal choice. 

5079.  There  are  some  specialties 

where  it  is  almost  essential  to  be? 

It  is  almost  implicit  in  the  terms  of 
service. 

5080.  Sir  David  Hughes  Parry:  Pri- 

vate practice  is  with  a doctor  as  with 
the  lawyer,  a matter  of  great  risk, 
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It  is  a matter  of  great  risk  at  the  present 
time. 

5081.  That  would  mean  a substantial 
number  of  sessions  would  mean  all  the 
greater  security  from  the  State? — --The 
man  who  is  approaching  the  maximum 
is  more  secure,  in  one  sense. 

5082.  You  mentioned  that  the  young 
man  at  the  early  stage  with  only  two  or 
three  sessions  was  pretty  insecure.  I 
want  to  put  it  to  you  that  the  man 
who  has  seven  or  eight  sessions  and  a 
private  practice  has  the  security  of  the 
State  behind  him  ; that  is  the  other  side 

to  it. The  young  man,  of  course,  is 

not  likely  to  have  any  appreciable 
private  practice.  That  comes  more  in 
middle  age. 

5083.  But  it  Is  a great  security  for  a 

man  getting  on  in  years  that  he  has  the 
Stale  behind  him  as  well.  Wc  are  trying 
to  get  at  their  relative  position  because 
we  think  it  is  very  important. Yes. 

Chairman : You  were  kind  enough  to 
give  a good  deal  of  evidence  on  this 
point  in  December  last,  and  Dr.  Hill 
gave  us  his  personal  position  in  some 
detail,  so  we  do  not  want  to  go  into  this 
in  very  much  more  detail. 

5084.  Professor  Jewkes:  There  was 
what  I thought  was  one  new  idea  that 
was  put  to  us  in  your  .Supplementary 
Memorandum  that  bears  directly  on  this 
subject.  It  is  on  page  1134.  You  are 
talking  about  whole-time  and  part-time 
consultants  there  and  you  mentioned 
that  when  a whole-time  consultant 
transfers  to  maximum  part-time,  he 
“ almost  invariably  gives  his  employing 
authority  an  undertaking  to  continue  to 
fulfil  all  the  duties  of  his  appointment 
as  hitherto  ",  That  is  a quotation  from 
your  document.  Thul  would  be  a case 
where  the  part-timer  would  he  under  a 
serious  disadvantage  because  he  would 
be  taking  a smaller  salary  for  the  same 

work. Dr.  Rowland  Hill'.  It  really 

depends  upon  what  you  mean  by  a dis- 
advantage. It  is  a worlh-while  disad- 
vantage. Il  is  a slight  liberation  : it  is 
just  that  little  bit  of  extra  freedom. 
Although  it  brings  in  an  element  of  in- 
security, most  men  hope  to  make  thul 
up,  at  any  rale  by  a modicum  of  private 
practice.  T'or  example,  in  one  of  my 
hospitals  al  the  present  lime  a whole- 
lime  radiologist  and  a whole-time  patho- 
logist have  both  applied  to  do  maxi- 
mum part- lime  for  the  very  reasons  that 


I have  mentioned  -they  want  to  get  out 
of  the  whole-time  atmosphere  a little  bit 
That  compensates  for  the  loss  of  two 
sessions. 

5085.  Chairman:  Can  I follow  Pro- 
fessor  Jewkes’  point  a little  further?  Do 
you  know  of  any  cases  in  any  hospital 
where  somebody  who  has  been  whole- 
time, which  is  1 1 sessions,  has  gone  on 
to  maximum  part-time,  which  is  9 
sessions,  and  another  consultant,  a young 
budding  one,  for  instance,  has  been 
appointed  for  the  additional  two  sessions  • 

or  does  that  never  happen? 1 think 

in  till  my  experience  of  a good  many 
non-teaching  hospitals  I have  never 
known  it  happen.— Mr.  Holmes  Sellors: 
The  majority  of  the  advertisements,  as 
they  appear,  arc  for  whole-time  or 
maximum  part-time.  But  I gather  the 
appointing  Committees  allow  the  success- 
ful candidate  to  decide  which  course  of 
action  lo  take  after  being  appointed. 

5086.  Mr.  Bimham-Carter:  In  fact  the 
same  amount  of  work  would  be  done? 

The  same  amount  of  work  would  be  j 

done.  A number  of  those  on  maximum  : 
part-time,  of  course,  actually  undertake  j 
more  sessions  than  the  nine.  1 believe 
my  number,  at  a rough  estimate,  is  in 
the  neighbourhood  of  twelve  or  fourteen. 

5087.  Sir  David  Hughes  Parry : Do 
you  think  we  have  now  got  the  advan- 
tages anti  disadvantages  of  part-time  and  I 
full-time,  apart  from  income  tax? — I ; 
think  so,  Sir.  I would  just  like  to  j 
emphasise  again,  as  Dr.  Rowland  Hill  i 
has  saitl,  the  rather  spiritual  side  of  the 
independence  that  a great  many  of  us  j 
attach  so  much  importance  to. 

5088.  Let  me  go  just  one  step  further  I 
on  that.  In  paragraph  38  you  make  a j 
lot  of  that:  you  say  that  the  whole-time  j 
consultant  lacks  the  sense  of  professional 
independence,  t am  not  concerned  with 
his  work  with  his  private  patients,  but 
docs  that  affect  his  work  in  any  way 
within  the  National  Health  Service?——  j 
No,  it  would  not  affect  that  at  all.  The  I 
whole-timer  and  the  part-timer  are  the 
two  people  who  are  giving  exactly  the 
same  type  of  service  professionally.  The  , 
difference  is  in  (heir  own  mental  outlook 
to  it ; that  is  the  easiest  way  one  can 
explain  it. 

5089.  Is  that  reflected  in  the  National 

Health  Service? It  is  not  reflected  in  . 

the  National  Health  Service  itselt. 
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5090.  I think  we  are  agreed  on  the 

income  tax  advantages  of  the  part-time 
person? Yes. 

5091.  The  question  of  the  car  seems  to 

be  quite  an  important  item? Yes. 

5092.  The  question  of  the  telephone? 

, Yes. 

5093.  The  question  of  the  instruments? 
Yes. 

5094.  And  books  and  journals? 

Yes. 

5095.  And  attendance  at  conferences? 
Yes. 

5096.  Our  difficulty  is  that  we  cannot 
alter  the  law ; we  have  got  to  take  the 
law  as  it  stands.  You  are  not  claiming 
better  terms  for  members  of  the  National 
Health  Service  than  for  members  of 

other  professions,  are  you? If  it  was 

included  in  the  terms  of  a man’s  engage- 
ment that  he  should  have  certain  things 
available  for  the  correct  performance  of 
his  work,  that  would  overcome  that. 

5097.  But  that  would  give  him  a great 
advantage  over  other  people  earning 

fees? Well,  I wonder  if  the  medical 

profession  is  not  in  a rather  individual 
position.  The  telephone  may  be  a 
universal  object  but  it  is  an  absolute 
necessity  to  any  medical  man. 

5098.  The  advantages  of  the  part-time 
person  are  quite  substantial,  we  would 

agree  with  you. Dr.  Rowland  Hill: 

They  are  the  disadvantages  of  the  whole- 
time person.  They  are  like  galley  slaves. 

5099.  That  leads  me  on  to  my  next 
question:  that  probably  suggests  that 
there  might  be  a little  more  weighting 
for  the  full-timer  as  we  cannot  affect  the 
income  tax  position  in  his  favour.  Dr. 
Stevenson:  May  I just  add  this?  We 
never  expected  anything  except  to  operate 
within  the  scope  of  the  existing  income 
tax  law.  But  I might,  with  respect,  draw 
your  attention  to  paragraph  53  which, 
of  course,  is  the  alternative  way  of  deal- 
ing with  the  problem.  We  think  that  the 
whole-timers  have  never  had  the  inten- 
tions of  the  Spens  Report  properly 
implemented  on  these  particular  expense 
items. 

5100.  The  difficulty  would  be  that  it 
would  put  your  profession  in  a different 

position  from  others. Mr.  Holmes 

Sellors:  I do  not  think  so.  The  Spens 
Committee  did  make  certain  recommen- 
dations which  we  consider  have  not  been 
fulfilled  in  connection  with  these  ex- 
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penses. — Dr.  Stevenson:  I will  give  a 
simple  example.  A whole-timer  is  re- 
quired, for  obvious  reasons,  to  be  in 
possession  of  a telephone.  The  Board 
will  pay  him  for  outgoing  calls  but 
unless  his  income  is  below  a certain 
level,  which  is  a low  one,  he  is  entitled 
to  no  reimbursement  for  telephone- 
rental.  That  is  only  an  example,  but  it 
shows  one  way  in  which  his  position 
could  be  improved. 

5101.  Mr.  Gunlake:  Could  we  go  back 
to  the  tax  angle?  I thought  I under- 
stood Mr.  Holmes  Sellors  to  say  that  if 
a consultant’s  employing  organisation 
were  to  make  it  a condition  of  his  con- 
tract that  he  should  have  a car  and  so 
on,  the  tax  relief  would  be  allowed.  Did 

I understand  that  correctly? Mr. 

Holmes  Sellors:  I am  not  sufficiently 
well  versed  in  income  tax  law.  He  ought 
to  be  able  to  recover  the  expenses  from 
his  employing  authority ; that  would  be 
a more  accurate  way  of  expressing  it — 
just  as  we  mentioned  in  the  case  of  the 
telephone. 

5102.  The  expense,  not  the  tax? 1 

do  not  know  that  he  could. 

5103.  Sir  David  Hughes  Parry:  He 
would  have  to  pay  tax  on  any  relief  that 

he  might  obtain  in  that  way. Dr. 

Rowland  Hill:  I believe  this  is  where 
Health  authorities  could  operate  within 
the  law  if  they  were  a little  more  gener- 
ous. A phrase  in  regard  to  a whole-time 
officer’s  salary  is  that  the  income  tax 
authority  will  allow  him  relief  on 
expenses  which  are  necessarily  incurred 
in  the  course  of  his  employment.  Time 
and  again  we  have  asked  the  Ministry  of 
Health  and  that  still  more  static  body, 
the  Management  Side  of  the  Whitley 
Council,  to  instruct  the  hospital  authority 
to  embody  that  clause  in  the  whole- 
timer’s  contract.  But  they  have  never 
consented  to  do  so.  The  result  is  that 
no  whole-time  consultant,  although  a car 
is  absolutely  necessary  to  him,  has  ever 
had  it  put  into  his  contract  that  the  pos- 
session of  a car  is  necessary  to  his  post. 

5104.  Mr.  Gunlake:  That  is  the  point 
I was  trying  to  pursue.  Why  have  they 

refused? Perhaps  in  public  I ought 

not  to  express  my  views  as  to  why.  It 
seems  to  be  a lack  of  wisdom  and  a lack 
of  a general  breadth  of  mind  and  a 
general  Northcote  Parkinson  outlook. 

Sir  Hugh  Watson : It  is  quite  possible, 
coming  back  to  Mr.  Holmes  Sellor’s 
>rary  Digitisation  Unit 
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point,  that  the  Spens  Committee  should 
not  have  said  what  they  did  about  pre- 
suming what  the  income  tax  authorities 
would  do.  I do  not  think,  with  great 
respect,  that  Sir  Will  Spens  had  any  right 
to  say  that,  because,  as  you  appreciate, 
this  affects  many  other  professions 
besides  yours.  I do  not  think  we  should 
blame  the  Inland  Revenue  authorities  for 
that. 

5105.  Chairman:  You  know,  Mr, 

Holmes  Sellors,  that  the  figures  about 
consultants’  earnings  in  response  to  our 
questionnaire  will  be  coming  in  quite 
soon ; in  fact,  some  are  in  already.  As 
I understand  it,  we  shall  get  a pretty  dear 
idea  of  the  spread  between  the  different 
numbers  of  sessions,  whether  it  is  one, 
eight,  nine  or  whole-time.  We  will  find 
a particular  relationship,  no  doubt,  be- 
tween the  part-time  and  the  whole-time. 
But  that  will  not  by  itself  take  any 
account  of  the  difference  in  tax  treatment 
on  the  point  of  the  expenses.  That  might 
be  something  that,  since  we  are  not  con- 
cerned with  the  income  tax  law,  we  might 
require  to  take  into  account.  Is  that  also 

your  point  of  view? Mr.  Holmes 

Sellors : That  would  be  perfect.  We 
know  quite  well  we  cannot  touch  any- 
thing to  do  with  the  income  tax  through 
this  or  any  other  body. 

5106.  Professor  Jewkcs:  Leaving  in- 
come tax  on  one  side,  could  you  give  us 
some  lead  on  this  matter : which  of  these 
differences  between  whole-time  and  part- 
time  consultants  do  you  think  is  most  im- 
portant? Am  I correct  in  assuming  that 

it  is  domiciliary  visit  payment? No,  I 

do  not  think  that  is  the  important  one  ; 
I think  that  is  the  least  important  of  what 
has  been  mentioned.  I think  the  question 
of  car  expenses  and  travelling  time  are 
more  important.  I think  travelling  ex- 
penses and  for  a medical  man  the  pre- 
sumption we  must  make  is  that  that 
means  a car,  which  at  the  moment,  as 
you  will  appreciate,  means  expending  a 
very  large  sum  each  year. 

5107.  Chairman:  We  have  understood, 
particularly  from  Dr.  Rowland  Hill,  that 
for  the  man  to  have  his  freedom  is 
perhaps  the  most  important  of  all  things? 

Dr.  Rowland  Hill:  I think  there  is 

no  question  about  that. 

5108.  That  is  what  you  said  in  Decem- 
ber.  That  is  what  compensates  for 

all  the  disadvantages  of  being  a part- 
timer.  That  is  why,  perhaps,  I find  the 
word  “ disadvantage  ” a little  difficult  to 


follow.  There  are  acceptable  dis- 
advantages. 

5109.  You  are,  I think,  saying,  Dr 
Hill,  that  it  is  worth  having  a little  bit 
less  remuneration  in  order  to  have  your 
freedom.  Your  total  earnings  might  be 
a little  less,  but  in  order  to  justify  the 
freedom  you  are  prepared  to  accept  that? 

1 emphasise  that  with  great  force, 

yes. 

5110.  You  would  not  think  that  the 
earnings  of  the  part-timers,  the  people 
of  about  comparable  ability,  ought  in 
fact  to  be  higher  than  the  earnings  of 

the  whole-timer? Mr.  Holmes 

Sellors:  I think  that  is  entirely  depend- 
ent on  facilities  outside,  in  other  words,, 
private  practice.  That  will  be  their  other 
definite  source  of  income  which  doubtless 
will  be  included  in  the  figures  you  will 
receive. 

5111.  I am  just  trying  to  get  at  what 
Dr.  Hill,  I thought,  was  saying,  which 
was  that  on  the  whole  the  whole-timer 
should  not  earn  less  because  he  has  the 
additional  disadvantage  of  being  a galley 

slave? Dr.  Rowland  Hill:  Yes.  We 

do  not  want  any  section  of  consultant  to 
be  treated  inequably.  But  there  is  no 
doubt  that  if  no  such  thing  as  private 
practice  existed  and  if  there  were  no 
differences  in  income  tax  law,  it  would 
still  be  the  ease  that  the  great  majority 
of  consultants  would  wish  to  be  part- 
time  because  the  great  majority  of  men 
—I  cannot  speak  for  some  future  gener- 
ation, but  the  great  majority  of  the 
present  generation  of  consultants— do 
not  wish  to  be  whole-time  salaried  officers 
of  a public  body. 

5112.  Sir  David  Hughes  Parry:  I am 

very  interested  that  the  movement  is  in 
favour  of  maximum  part-time.  That 
moans  maximum  security  as  well  as  in- 
dependence?-  Mr.  Holmes  Sellors: 

Not  maximum  security ; it  is  only  maxi- 
mum part-time. 

5113.  It  is  maximum  under  the  system 

as  it  is  now.- Dr.  Stevenson : Could  I 

come  back  to  something  you  said ; I was 
not  quite  sure  what  the  import  of  your 
question  was.  I think  you  said  we  would 
be  in  favour  of  there  being  a possibility 
of  the  part-timer  getting  less  than  a 
whole-timer.  I think  probably  we  would 
like  to  say,  if  that  was  the  point  of  the 
question,  the  weighting,  which  no  doubt 
you  will  be  referring  to  later,  was  in- 
tended to  compensate  for  some  of  these 
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disadvantages  inherent  in  the  part-timer’s 
contract. 

5114.  Chairman'.  Yes,  I appreciate 

that. 1 think  that  is  important. 

5115.  Mr.  Watson-.  Dr.  Hill  did  not 
put  it  that  way.  He  placed  a great  deal 
of  stress  and  weight  on  what  he  termed 
the  spiritual  release  of  a consultant. 
Would  Dr.  Hill  accept  it  as  a general 
principle,  applied  to  the  Health  Service 
as  a whole,  that  the  persons  employed 
full-time  should  have  a higher  form  of 
remuneration  than  those  who  have  got 
a spiritual  release  and  who  are  part-time 

with  a private  practice? Dr.  Rowland 

Hill:  I would  not  have  said  that,  Mr. 
Chairman.  I would  accept  that  the  pro 
rata  remuneration  for  hospital  work  in 
the  Health  Service  really  ought  to  be  the 
same. 

5116.  Professor  Jewkes:  By  the  same, 

you  mean  roughly  what  it  is  now? 

Yes. 

5117.  Mr.  Bonham  Carter : May  I clear 
up  one  point  which  bothers  me  about 
what  has  been  discussed  on  income  tax? 
It  always  surprises  me  that  you  have 
got  a uniform  treatment  from  Inspectors. 
One’s  experience  of  dealing  with  people 
all  over  the  country  is  that  one  gets 
rather  different  treatment  from  different 
Inspectors.  Is  it  your  experience  that 

you  get  exactly  the  same? Mr. 

Holmes  Sellors:  I think  what  you  say 
is  perfectly  true.  I think  the  Inspectors 
interpret  quite  differently  in  different 
parts  of  the  country.  That  has  been 
one  of  the  difficulties  in  another  discus- 
sion we  have  been  having  before  the 
Special  Commissioners.  It  is  not  always 
the  same ; but  by  and  large  the  principles 
that  have  been  established  are  the  main 
features  and  operate  fairly  generally  over 
the  country. 

5118.  Sir  Hugh  Watson:  Could  I clear 
up  one  point?  We  know  that  a maxi- 
mum part-time  consultant  is  responsible 
for  his  patients  whole-time,  and  we  know 
that  you  yourself  have  said  you  do 
twelve  or  fourteen  sessions.  There  was 
a statement  in  paragraph  60  which 
puzzles  me  in  that  connection : “ . . . few 
consultants  can  devote  as  much  time  as 
they  would  wish  to  seeing  a new  patient 
at  hospital.  Private  practice  makes  it 
possible  to  see  patients  at  greater  leisure 

• ■ What  does  that  mean? If 

you  take  a session  of  out-patients  at 
which  there  are  15  or  20  new  patients 


to  be  seen  in,  say,  three  hours,  it  is 
quite  clear  that  less  time  will  be  given 
to  those  patients  than  in  seeing  a private 
patient,  when  often  a half  hour  or  an 
hour  is  allotted  to  each  patient. 

5119.  You  have  got  to  limit  your 

sessions  to  three  hours? -Not  to 

limit,  but  there  is  a session  basis 
and  the  appointments  system  gives 
new  patients  and  old  patients  to  an  in- 
dividual consultant,  as  many  as  they 
think  he  can  deal  with  in  that  particular 
out-patient  session. 

5120.  As  many  as  he  can  manage? 

If  he  had  to  deal  with  all  the  list 

that  came  to  him,  say,  every  afternoon 
he  was  doing  out-patients,  he  might 
never  finish  until  midnight  or  after. 

5121.  That  is  where  your  twelve  or 

fourteen  sessions  might  come  in? 

Well,  there  has  to  be  some  limitation  un- 
fortunately. I think  if  I may  put  it 
rather  unofficially,  the  slight  difference 
in  the  handling  is  that,  to  put  it 
rather  crudely,  in  an  out-patients’  session 
the  patient  listens  to  the  doctor,  whereas 
in  a private  practice  the  consultant 
listens  to  the  patient. 

5122.  Chairman:  That  again  will  vary 

from  specialty  to  specialty? Yes.  A 

surgical  consultation  is  obviously  a much 
shorter  one  than  a lot  of  medical 
examinations. 

5123.  And  it  would  not  apply  so  much 

to  a radiologist  or  an  anaesthetist? 

It  would  not  apply  so  much. 

5124.  Mrs.  Baxter:  I am  not  clear 
why  the  category  of  whole-time  con- 
sultant has  to  be  continued  at  all.  Is  it 
merely  a question  that  some  specialties 
require  full-time  hospital  appointments? 
Otherwise  why  does  not  the  consultant 
obtain  the  spiritual  release  so  strongly 
desired  by  working  9/llths,  and  why 
cannot  the  whole  category  of  whole-time 
consultants  be  abolished,  thereby  re- 
leasing everybody  both  from  income  tax 

problems  and  from  the  galley? Mr. 

Holmes  Sellors:  Of  course,  there  are  a 
number  of  new  circumstances  in  which 
a whole-time  officer  is  essential,  It  is 
implicit  in  the  terms  of  work,  and  speak- 
ing, many  of  us,  as  part-timers,  we  can- 
not dictate  to  the  man  who  wishes  to 
work  as  a whole-timer.  There  is  a 
slightly  different  outlook  on  the  work. 
Some  people  have  found  they  do  their 
best  work  in  the  whole-time  atmopshere  ; 
others  feel  that  nothing  would  induce 
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them  to  work  in  a whole-time  atmos- 
phere. 

5125 ..Sir  Hugh  Watson : There  are 
still  some  Britons  who  are  prepared  to 

be  slaves! You  said  that! — Dr. 

Rowland  Hill : I would  underline  what 
has  been  said  by  quoting  the  agreement 
with  the  Ministry  of  Health.  The  Minis- 
try agreed  to  instruct  all  hospital  autho- 
rities that  offered  contracts  to  con- 
sultants, to  the  effect  that  if  they  wanted 
a consultant  for  a given  post  whole- 
time they  were  to  give  him  after  appoint- 
ment the  option  of  being  part-time  or 
whole-time,  and  there  is  a corollary  to 
that  Any  consultant  taken  over  whole- 
time into  the  service  in  1948,  or  even 
whole-time  since,  has  the  right  to  apply 
to  go  on  part-time.  There  is  one  limit- 
ing clause  to  that.  If  a hospital  authority 
feels  that  for  medical  reasons  a given 
post  should  remain  whole-time,  they 
must  say  so  and  the  onus  is  on  the 
hospital  authority  to  show  that  the  re- 
quirements of  the  post  are  such  that  for 
medical  reasons  it  must  stay  whole-time. 
With  that  exception,  every  consultant 
should  be  allowed  if  he  wishes,  to  be- 
come maximum  part-time.  Of  course, 
the  service  has  inherited  from  before  the 
service  days  quite  a lot  of  consultants 
who  had  become  attuned  to  a whole- 
time life,  and  they  comprise  to-day  the 
great  majority  of  whole-time  consultants 
in  the  service. 

5126.  Chairman:  I think  you  are  re- 

ferring to  the  agreed  statement  set  out 
in  full  on  page  25  of  the  factual  memo- 
randum,* which  does  contain  the  phrase 
“subject  to  the  over-riding  needs  of  the 
hospital  service.”  That  phrase  might 
apply  with  special  force  in  mental  hos- 
pitals.  Possibly  yes,  and  to  people 

working  in  laboratories. 

Chairman:  I do  not  think  there  is 
any  dispute  about  that.  It  is  set  out  as 
an  agreed  statement 

5127.  Sir  David  Hughes  Parry : There 
is  one  question  of  fact  on  paragraphs 
39  to  41  of  your  main  memorandum. 
You  say  “This  type  of  consultant  is 
probably  the  most  numerous  within  the 
Service.”  Then  in  paragraph  41  you  are 
more  specific.  You  mention  this : “ The 
advantages,  both  financial  and  non- 
financial,  of  the  maximum  part-time  con- 
sultant are  such  that  the  great  majority 

*Royal  Commission  on  Doctors’  and  Dentists’ 
Remuneration.  Written  Evidence  Yol.  I. 


of  consultants — over  70  per  cent — prefer 
this  status.” 

5127a.  Chairman : I think  there  was  a 
slight  mistake,  Mr.  Holmes  Sellors,  in 
your  earlier  evidence.  You  referred  to 
70  per  cent  of  the  part-time  people  and 
here  you  refer  to  70  per  cent  of  the 

whole  lot. Mr.  Holmes  Sellors:  I 

am  afraid  that  is  a round  figure,  and 
our  source  of  information  was  in  the 
discussion  with  the  Ministry.  They  gave 
us  the  figures. 

Chairman : There  is  a discrepancy 
between  what  you  say  on  the  two 
occasions. 

5128.  Sir  Hugh  Watson : On  para- 
graph 34,  which  is  a quite  separate  point 
— emigration — you  say  that  many  mem- 
bers of  the  profession  are  driven  to 
emigrate  and  that  this  reflects  dissatis- 
faction with  the  present  conditions  of 
medical  practice.  Are  you  referring  to 
financial  conditions,  or  other  things? 

1 suppose  finance  is  a very  large 

one,  but  the  other  is  the  very  fact  of 
working  in  what  people  feel  is  a State 
monopoly,  and  that  the  prospects  of 
promotion  for  a large  number  of  young 
men  are  very  small  in  this  country  com- 
pared with  the  conditions  they  can  see 
overseas.  The  United  States  of  America 
will  take  any  number  of  our  well  trained 
young  men.  Whether  they  keep  them  is 
up  to  the  individual. 

5129.  Chairman : In  general,  the  rate 
of  emigration  is  no  higher  than  in  the 

population  generally? That  I am 

not  prepared  to  say,  but  we  have  lost  a 
great  many  consultants  and  senior 
registrars  to  the  North  Americas  and 
other  countries,  and  they  have  not  come 
back. 

5130.  Mr.  Watson:  Could  anything  be 
done  by  retiring  consultants  and  doctors 
earlier?  Do  you  think  any  useful  pur- 
pose could  be  served  by  considering  an 
earlier  retirement  of  consultants  and 
doctors  so  that  the  line  of  promotion 
could  be  easier  for  the  younger  man? 

No,  I do  not  think  so.  I think  there 

is  a fairly  marked  resentment  on  the  part 
of  people  who  are  approaching  the  age 
of  65  that  their  services  should  be  con- 
sidered to  be  no  longer  useful  to  the 
State. 

5131..  So  the  question  of  emigration 
has  nothing  to  do  with  the  Health 
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Service?  That  is,  as  such? There 

are  some  people  who  feel  most  strongly 
that  they  would  not  work  under  anything 
which  resembles  a State  service  or  is 
being  controlled  by  any  bureaucratic 
organisation. 

5132.  Chairman : I wonder  if  Mr. 

Cocker  has  anything  to  say  on  this? 

Mr:  Cocker : We  find  we  do  get 

some  of  our  young  men  emigrating  and 
our  position  is,  I think,  considerably 
worse  than  that  of  medicine.  We  have 
a number  of  young  trained  registrars 
who  have  not  the  remotest  prospect  of 
getting  a consultant’s  post  because  there 
are  not  the  consultant  posts  for  them. 
In  medicine,  taking  it  over  a period  of 
time,  there  is  an  increase  of  about  30 
per  cent  in  consultant  establishment  and 
for  dentists  it  has  only  been  7 per  cent. 
Taking  a limited  period,  in  the  year 
ended  June  30th,  1957,  there  were  seven 
fourth-year  senior  registrars.  The  only 
appointments  advertised  for  them  in 
1957  were  one  of  two  sessions  and  one 
of  three  sessions.  Men  are  not  going 
to  give  up  seven  years  of  training  when, 
after  qualifying,  they  know  there  is  no, 
or  very  little,  prospect  of  getting  a decent 
job  and  when  they  have  the  prospect  of 
going  into  private  practice  and  at  any 
rate  making  a reasonable  living. 

5133.  Professor  Jewkes : I wonder  if 
Mr.  Holmes  Sellors  thinks  there  is  any 
advantage  in  raising  the  retiring  age. 
Have  there  been  any  discussions  on 

that? Mr.  Holmes  Sellors : There 

have  been  a number  of  discussions 
but  if  you  raise  that  it  upsets  the 
prospects  of  the  younger  men  consider- 
ably. 

5134.  Chairman : Do  those  who  are 
doing  a considerable  amount  of  private 
practice  normally  stop  doing  that  and 

retire  from  it  at  the  same  age? No, 

they  usually  continue  in  private  practice, 
but  it  is  well  known  from  past  years 
that  a man  who  severs  his  connection 
from  routine  hospital  work  finds  that 
his  practice  tends  to  run  down,  and  as 
a pure  guess  I should  say  they  have  at 
least  three  years’  private  practice  before 
the  run  down. 

5135.  Surgery  is  something  in  which 
the  powers  decline? It  is  an  indivi- 

dual matter.  It  is  the  old  battle,  that 
experience  only  come  with  time  as.  does 
the  loss  or  limitation  of  faculties  which 
affects  each  doctor. 


5136.  But  I thought,  perhaps,  that  in 
surgery  the  decline  in  faculties  became 

more  important  than  in  medicine. 

Yes,  but  I do  not  think  surgical  faculties 
are  dimmed  any  more  than  any  other 
part  of  the  profession. 

5137.  Mr.  Gunlake : It  has  been  put  to 
me  that  it  is  difficult  for  a man  to  carry 
on  after  retiring  from  the  Health  Service. 
You  reassured  me  on  that,  but  does  the 
same  difficulty  exist  in  some  degree  in 
some  specialties?  Are  there  some  special- 
ties where  it  is  impossible  for  a man 

to  carry  on  private  practice? There 

is,  theoretically,  access  to  beds  in  private 
hospitals. 

5138.  Which  are  expensive. -But  it 

does  not  stop  his  ordinary  practice.  It 
certainly  does  run  down,  but  I should 
say  three  years  was  the  average  time  for 
a person  doing  a considerable  proportion 
of  private  practice. 

5139.  I think  the  retiring  age  is 
normally  65  but  a man  can  be  kept  on  up 
to  70.  Have  you  any  information  as  to 
the  extent  to  which  that  has  happened? 

1 should  have  thought  it  is  not  done 

extensively. 

5140.  Most  people  go  at  65? Yes, 

because  so  many  doctors  are  aware  of 
the  pressure  from  below.  They  feel  that 
in  fairness  they  should  not  continue  with 
their  work.  Indeed,  according  to  the 
regulations,  they  should  not. 

5141.  Chairman:  You  have  not  got 

any  statistics  on  that? No.  I should 

have  thought  the  Regional  Boards  would 
have  that.  But  if  a man  is  employed 
beyond  the  normal  retiring  age  it  is 
usually  in  a different  capacity. 

5142.  Mr.  Gunlake:  What  is  the  posi- 
tion of  people  who  have  retired  since 
the  Health  Service  started,  or  who  are 
going  to  retire  in  the  near  future?  I 
do  not  mean  those  who  will  retire  30  to 
40  years  hence  but  the  people  who  are 
now  retiring  and  getting  a very  small 
pension  only  under  the  scheme  which 
applies  to  them.  Their  goodwill  has  no 
saleable  value  and  never  had.  What  will 
be  the  effect  on  those  men?  Will  there 

be  hardship?- 1 think  a number  of 

them  will  suffer  considerable  hardship. 
A number  of  them  who  took  out  endow- 
ment policies  are  better  situated,  but 
those  policies  may  not  be  worth  what 
they  are  thought  to  be.  The  man  only 
just,  qualifying  for  a pension  certainly 
has  a very  poor  income  to  live  on  after 
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his  retirement  from  the  service.  X think 
that  has  been  one  of  the  very  real  hard- 
ships we  have  seen.  The  war  years  have, 
of  course,  upset  the  economic  prospects. 

5143.  Sir  David  Hughes  Parry:  We 
have  taken  the  point  in  your  memoran- 
dum about  the  consultant's  liability  for 
committee  work.  There  is  nothing  T 
want  to  raise  on  it,  and  we  have  dealt 
with  quite  a few  points  on  superannua- 
tion. There  is  only  one  other  matter,  on 
paragraphs  93  to  96,  dealing  with  nego- 
tiating machinery.  We  are  leaving  a 
good  deal  of  that  for  private  discussion 
with  you  later,  but  there  is  a very 
important  matter  which  we  think  ought 
to  be  raised  in  public.  The  last  sentence 
of  paragraph  93  reads:  “ There  are,  how- 
ever, strong  arguments  in  support  of 
direct  negotiation  when  major  matters  of 
finance  or  other  questions  of  national 
importance  are  involved.”  Before  you 
reply  to  that  may  I explain  that  we  have 
had  a number  of  proposals  on  negotiat- 
ing machinery  and  we  are  going  into 
each  one  as  deeply  as  we  can  to  see 
how  they  differ.  We  want  them  to  be 
as  specific  as  possible.  This  is  rather 
general.  I do  not  know  if  you  can 
assist  us  by  saying  what  is  intended  by 
“other  questions  of  national  import- 
ance.”  -I  think  that  would  imply  the 

major  political  issues  that  we  deal  with 
to  some  extent  in  direct  consultation 
with  the  Ministry  officials  but  which,  be- 
cause they  may  imply  certain  alterations 
to  the  conditions  of  terms  of  service 
have  to  be  referred  to  Whitley.  We  are 
using  a double  method  of  negotiation. 
One  is  Whitley  and  the  other  is  one  in 
which  we  discuss  directly  with  the 
Ministry  officials  any  questions  of  altera- 
tions in  the  service  not  connected  with 
the  “ Terms  and  Conditions.” 

5144.  Whatever  now  is  a matter  of 
direct  negotiation  between  the  profession 
and  the  Ministry  and  not  included  in 
the  Whitley  machinery,  you  would  wish 
to  be  henceforth  a matter  for  this  body. 

Is  that  what  you  are  asking? No. 

Possibly  we  may  be  getting  at  cross 
purposes  or  perhaps  I have  not  put  it 
clearly.  I do  not  think  we  have  any 
wish  to  alter  the  mechanism  by  which 
we  have  direct  consultations  with  the 
Ministry  and  the  Ministry  officials  or 
even  the  Minister  himself  to  deal  with 
questions  of  policy.  When,  however,  any 
matter  that  is  covered  by  the  Whitley 


agreement  comes  in,  it  cannot  be  dis- 
cussed. It  has  to  go  into  the  Whitley 
machine.  You  have  heard  that  we  are 
not  entirely  satisfied  with  the  Whitley 
machinery  as  it  works  at  present. 

5145.  In  paragraph  95  you  say:  “In 

addition,  the  Committee  recommends 
that  there  should  be  set  up  a small 
advisory  committee  . . .”.  Advisory  to 
whom? Advisory  to  the  Government. 

5146.  The  Government  as  such?  It 

must  be  to  the  Treasury,  or  to  the  Prime 
Minister? To  the  Prime  Minister. 

5147.  To  the  Prime  Minister? Yes. 

If  I may  come  back,  as  you  probably 
know  we  are  entirely  dissatisfied  after 
10  years’  experience,  with  the  Whitley 
machinery  for  dealing  with  any  major 
matters  of  finance.  We  agree  that  it 
may  be  made  to  work  in  the  smaller, 
day  to  day,  bread  and  butter  matters, 
but  there  has  been  very  much  a sort 
of  inverted  Micawbcrism  of  the  manage- 
ment side  of  Whitley.  They  are  always 
waiting  of  something  to  turn  down  rather 
than  to  turn  up,  so  that  we  are  not 
prepared  to  consider  dealing  with  any 
major  finance  matters  in  Whitley  if  we 
can  help  it.  In  fact,  any  major  alterations 
have  not  really  been  through  the  Whitley 
machine.  Our  original  claims  were  re- 
jected by  the  Whitley  machine. 

5148.  Other  questions  of  national 
importance  have  been  dealt  with  by  the 

Minister  of  Health? Dr.  Stevenson: 

Nearly  everything  which  a consultant 
does  in  the  National  Health  Service  is 
covered  by  a document  which  is  his 
Terms  of  Service.  Under  the  present 
set-up  no  amendments  to  those  Terms  of 
Service  can  be  made  without  the  rati- 
fication of  the  appropriate  Committee  of 
the  Whitley  Council.  As  Mr.  Holmes 
Sellors  said,  many  of  the  items  in  the 
Terms  of  Service  may  be  of  supreme 
financial  or  national  importance.  I 
should  like  to  give  you  two  examples, 
The  present  claim  is  one  of  supreme 
financial  importance  which  is  unsuitable 
for  Whitley.  It  may  be  that  we  shall 
object  to  the  cost  of  private  beds.  That 
has  nothing  to  do  with  the  Terms  of 
Service,  and  is  quite  unsuitable  tor 
discussion  with  the  Whitley  Council.  In 
our  opinion  it  is  a body  which  is  quite 
unsuitable  to  discuss  matters  of  national 
and  financial  importance. 
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5149.  You  are  proposing  that  layif) 
persons  should  be  appointed  and  they 
will  deal  with  medical  remuneration, 
directly  advising  the  Prime  Minister,  be- 
hind the  back  of  the  Minister  of  Health? 

-Possibly  we  were  a little  hasty  on 

that.  Obviously  they  would  advise  the 
Minister  first. 

5150.  Mr.  S.  Watson'.  Is  this  advisory 
committee  purely  for  the  consultants? 
Mr.  Holmes  Sellars : No. 

5151.  It  is  for  the  whole  of  the  medical 

service? When  we  say  national 

importance  what  we  really  infer  by  that 
is  inflation. 

5152.  Chairman : Dr.  Stevenson  has 

just  mentioned  two  particular  examples. 
One  was  the  present  pay  claim  and  the 
other  was  the  price  of  pay  beds.  Is  it 
your  view  that  this  body  of  eminent 
laymen  should  consider  the  price  of 
pay  beds? Dr.  Stevenson : No. 

5153.  Then  who  would  do  it?  You 

cannot  have  two  bodies,  one  Whitley, 
which  you  say  should  not  deal  with  pay 
beds,  and  the  other  a body  of  eminent 
laymen.  . . . Direct  negotiation. 

5154.  So  you  want  three— -Whitley, 
direct  negotiation  and  a body  of  ominenl 

laymen? We  are  quite  happy  to  con 

tinue  with  Whitley  on  the  minor  things 
and  we  want  to  continue  to  negotiate 
direct  on  other  matters,  but  in  order 
to  stop  wrangles  on  matters  of  national 
and  financial  importance  we  suggest  this 
third  solution. — Mr.  Holmes  Sellars : 
Ending  with  the  Minister  as  to  final 
appeal. 

5155.  Mr.  Watson : Would  it  mean 
that  this  small  advisory  body,  which, 
apparently  according  to  this  memoran- 
dum must  be  set  up  in  consultation  with 
the  medical  profession— -would  that  mean 
that  your  Committee  has  in  mind  a small 
advisory  body  without  any  responsibility 
whatever  being  empowered  to  make 

decisions? Dr.  Stevenson:  We  have 

based  this  really  on  the  Coleraine  Com- 
mittee which,  1 understand,  is  a body  of 
lay  people  who  advise  the  Government. 

5156.  There  is  a much  different 
employer-employee  relationship  there. 
Does  this  memorandum  mean  that  this 
advisory  committee  would  be  set  up,  (a) 
only  in  consultation  with  the  ‘medical 
profession  and  ( b ),  without  any  respon- 
sibility whatever,  will  it  have  the  right 
to  bring  forward  recommendations? 
Why  should  they  have  no  financial  or 


•other  responsibilities  inside  the  Health 

Service? Dr.  Rowland  Hill : We  felt 

there  were  many  difficulties  about  this 
matter  and  would  like  to  put  them 
frankly  in  front  of  you  because  we  did 
not  feel  we  could  give  an  answer,  but 
what  did  attract  us  was  when  we  saw 
the  Royal  Commission  on  the  Civil 
Service  and  the  setting  up  of  the 
Coleraine  Committee.  In  their  report 
they  referred  to  the  managerial  class 
and  above  where  compulsory  arbitration 
is  not  suitable  and  we  feel  much  the 
same  about  the  consultant.  We  were 
attracted  by  the  conception  of  a high- 
level  body  like  the  Coleraine  Committee 
which  would  keep  the  general  financial 
status  under  continuing  review  in  the 
same  way  as  is  done  in  the  senior  grades 
in  the  administrative  Civil  Service,  but 
we  were  well  aware  that  there  were 
many  differences.  Naturally  we  were 
troubled  about  it.  We  thought  we  should 
like  to  put  those  thoughts  to  you,  some 
of  the  thoughts  and  doubts  we  had  and 
whether  we  should  be  prejudicing  our 
negotiating  powers  and  potentialities  if 
wc  said  we  would  hand  over  the  whole 
of  our  future  financial  destiny  to  the 
advice  of  this  committee,  which,  in  fact, 
the  higher  grades  in  the  Civil  Service 
have  done.  Wc  felt  you  could  think 
far  better  on  that  subject  than  we  could 
ourselves,  but  we  want  to  emphasise 
this  idea  of  some  continuing  high-level 
review  on  doctors’,  and  particularly  con- 
sultants’, remuneration  being  desirable 
rather  than  having  these  quinquennial 
wrangles  that  wc  have  had,  like  the  one 
in  1954  and  the  other  one  which  pre- 
ceded the  setting  up  of  yourselves. 
Obviously  the  Government  felt  the  same 
or  they  would  not  have  given  you  your 
third  term  of  reference. 

5157.  Chairman:  I should  like  to  get 
that  clear.  We  are  not  trying  to  argue 
the  merits  of  what  you  may  think  here, 
but  we  should  like  it  to  be  quite  precise. 
T think  we  are  clear — that  you  say  this 
is  primarily  designed  to  deal  with  the 
higher  ranks  of  the  medical  profession 
rather  than  the  whole  of  the  National 

Health  Service. Mr.  Holmes  Scllors: 

We  would  like  all  medical  remuneration 
to  be  subject  to  this  review,  but  we  do 
not  feel  that  such  a committee  should 
have  a place  in  determining  alterations 
in  our  structure.  There  are  obvious 
difficulties  in  appointing  an  eminent 
body  of  laymen  with  rather  limited  terms 
of  reference.  That  we  appreciate,  but 
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we  are  seeking  to  stop  this  interminable 
wrangling  and  definite  ill-feeling  that 
goes  on  between  the  profession  and  its 
employers. 

Sir  Hugh  Watson : The  difficulty  is 
very  real.  It  was  put  by  Sir  Thomas 
Padmore  that  on  all  these  matters  they 
were  going  to  have  the  last  word. 
Successive  Governments  have  always 
taken  up  that  position.  We  are  looking 
for  something  to  bridge  that  gap. 

5158.  Chairman:  1 think  you  make 
the  point  in  paragraph  96.  You  do  not, 
however,  Mr.  Holmes  Sellors,  simply 
say  that  it  is  to  keep  under  continuous 
review  the  general  level  of  remuneration 
of  doctors  engaged  in  the  National 
Health  Service.  You  give  one  particular 
qualification  to  it — “ in  order  to  main- 
tain their  proper  economic  and  social 

status  in  the  community  ”, Since  this 

document  was  written  we  have  been 
engaged  in  a number  of  discussions, 
trying  to  sort  out  this  problem  or  to 
make  some  reasonable,  concrete  sugges- 
tions on  it. 

5159.  Professor  Jewkes:  Might  I ask 
Mr.  Holmes  Sellors  this.  This  business 
of  trying  to  draw  a line  round  the  review- 
ing body  and  deciding  that  these  are 
the  problems  which  it  must  deal  with 
and  those  are  the  problems  which  the 
profession  must  deal  with,  is  really  vital. 
I can  quite  see  that  the  kind  of  pay 
claim  you  have  already  made  would 
come  to  any  proposed  reviewing  body 
but  you  say,  “ We  do  not  want  that  body 
to  deal  with  questions  of  distribution  ’’. 
Supposing  something  had  gone  wrong 
with  distribution  inside  the  profession 
and  substantial  changes  were  wanted  in 
the  relative  earnings  of  the  different 
branches  in  the  profession,  would  that 

come  to  the  reviewing  body? 1 think 

we  should  prefer  to  work  out  any  ques- 
tion of  distribution  more  locally.  I think 
we  feel  there  would  be  too  much  danger 
of  an  eminent  body  deciding  to  change 
the  structure  by  altering  the  salary  scales, 
by  altering  them  substantially.  We  feel 
that  if  we  did  not  have  some  say  in  that 
we  should  be  very  unhappy. — Dr. 
Stevenson : I think  we  have  said  on 
another  occasion  that  apart  from  the 
disputes  to  which  Mr.  Holmes  Sellors 
has  referred  there  have  been  few 
occasions  on  which  we  have  not  been 
able  to  reach  agreement  with  the 
Ministry  on  these  matters. 


5160.  Chairman:  Can  1 go  a bit 
further  as  between  the  first  two  of  your 
methods?  Have  you  got  a fairly  clear 
dividing  line  as  to  the  difference  between 
those  things  which  should  be  dealt  with 
by  Whitley  and  those  dealt  with  by  direct 

negotiation  with  the  Ministry? Ur. 

Holmes  Sellors:  I would  say  I have  a 
fair  idea  in  my  own  mind,  but  whether 
I can  make  it  clear  to  you  is  another 
point.  In  Whitley  there  are  the  bread 
and  butter  matters  which  affect  the  terms 
and  conditions  of  service.  On  that  we 
are  satisfied.  In  the  other  field  of  direct 
negotiations  with  the  Ministry  officials 
again  we  are  satisfied  on  matters  of 
policy.  Matters  such  as  are  likely  to  be 
pressing  with  us,  the  cost  of  pay  beds 
and  the  like,  we  feel  should  be  discussed 
directly  with  the  Ministry  officials.  In 
Whitley  we  are  discussing  with  an 
amorphous  body.  It  is  always  the  Pay- 
master element  which  comes  into 
Whitley,  and  you  feel  that  very  strongly. 
Whereas  in  negotiation,  where  we  are 
both  trying  to  find  a satisfactory  solution 
we  come  very  much  to  a reasoned  agree- 
ment in  our  discussions  across  the  table 
with  Ministry  officials  or  with  the 
Minister  himself.  The  agenda  of  our 
meetings  are  usually  full  of  residual 
points  which  are  important  locally 
within  the  profession  but  are  not  con- 
cerned with  any  great  alterations  in 
remuneration. 

5161.  You  add  in  your  memorandum 
that  the  Whitley  machinery  requires  to 
be  drastically  overhauled.  Again  I am 
not  quite  sure  what  kind  of  drastic  over- 
hauling you  mean.— — I think  I have 
expressed  the  essential  point.  The  whole 
point  is  that  the  staff  side  feel  that  there 
is  Treasury  control,  that  on  any  sugges- 
tion for  any  alteration  of  money  the  in- 
struction is  coming  to  the  management 
side  from  the  Paymaster. 

5162.  Mr.  Watson:  That  is  really 

inevitable. We  agree,  but  it  does  not 

make  for  easy  discussion. 

5163.  Can  you  take  it  to  the  next 
stage?  You  suggest  that  the  manage- 
ment side  should  be  composed  of  Gov- 
ernment officers  with  real  authority  to 
negotiate  with  the  staff  side.  Those 
are  the  words  you  use.  I take  it  you 
mean  the  Treasury  should  second  respon- 
sibility to  its  officers  to  reach  wage 

settlements  with  you? Dr.  Stevenson : 

That  is  what  happens  in  other  fields,  the 
general  practitioners’  field. 
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5164.  I am  not  saying  it  is  not.  But 
j£  that  is  so,  what  is  the  need  for  the 
advisory  body?  If  you  wish  to  have  a 
Whitley  Council  on  which  the  representa- 
tives of  the  Government,  and  the 
Treasury,  go,  with  real  authority  to  settle, 
why  do  you  want  any  other  authority? 

Mr.  Holmes  Sellors:  Because  ten 

years  experience  of  bringing  forward  any 
major  issue  does  not  encourage  us. 

5165.  It  is  your  recommendation,  not 

mine. Dr.  Rowland  Hill:  What  we 

really  felt  was  that  when  on  any  big 
major  issues  which  we  are  responsible 
for,  the  Minister  says  “ This  is  going  to 
have  some  impact  on  national  financial 
policy  and  will  have  to  be  considered 
at  that  level,”  that  is  where  a high  level 
committee  might,  we  feel,  be  the  best 
body  to  discuss  it  with.  In  1954  when 
we  made  a claim  on  the  fallen  value  of 
money,  the  Minister  at  that  date  inter- 
viewed us  and  explained  the  extreme 
difficulty  of  meeting  the  claim  in  the 
light  of  the  national  situation.  It  is  a 
good  many  years  ago  now  but  I think 
he- told  us  he  was  inclined  not  to  permit 
any  arbitration  on  that  claim.  It  was 
only  after  prolonged  negotiations  that  the 
1954  agreement  was  reached.  What  we 
feel  about  Whitley  is  this.  We  feel  that 
in  smaller  matters  we  never  get  to  grips 
with  the  people  who  can  say  Yes  or  No. 

I believe  that  the  Civil  Service  Whitley 
Council  works  rather  well  ; I understand 
that  the  employing  side  is  known  as  the 
official  side,  and  the  official  side  in  that 
Whitley  Council  appear  to  have  much 
more  power  of  decision  than  has  what 
we  call  the  management  side  in  our 
National  Health  Service  Whitley  Council. 
A large  percentage  of  our  management 
side  is  composed  of  members  of  Manage- 
ment Committees  and  Regional  Hospital 
Boards  who  really  have  no  power  of 
decision,  and  that  undoubtedly  produces 
protracted  misunderstandings  and  lengthy 
discussions.  The  misunderstandings 
spread  and  no  decision  is  reached  month 
after  month. 

5166.  I wonder,  Mr.  Holmes  Sellors,  if 
we  can  continue  on  this.  Quite  frankly, 
some  of  us  are  very  anxious  to  find 
a medium  of  negotiation.  You  say  in 
this  document  that  this  body,  the 
advisory  committee,  should  be  charged 
with  the  continuing  duty  of  tendering 
advice  to  the  Government  on  its  own 
initiative.  Has  the  Council  really 
thought  out  the  responsibilities  of  such  a 


committee  and  if  it  is  going  right  down 
through  the  Health  Service  from  A to  Z, 
making  all  kinds  of  recommendations, 
such  as,  for  instance,  on  the  retiring  age 

or  a change  in  the  per  capita  basis? 

Dr.  Stevenson:  No. 

5167.  I am  just  asking  if  you  have 
thought  of  all  these  possibilities.  Is 
your  purpose  to  limit  this  body  only  to 

one  thing,  the  question  of  wages? 

Mr.  Holmes  Sellors : That  was  our  idea. 
The  issues  at  the  back  of  other  people’s 
minds  as  to  whether  the  body  should  be 
a different  one  from  what  it  is  now,  are 
no,t  relevant. 

5168.  But  you  say  “ questions  of 

national  importance.”- On  that,  which 

I think  we  have  drafted  badly,  we  did 
mean  inflation  or  wars  which  are  out- 
side the  course  of  economic  and 
financial  progress. 

5169.  Professor  Jewkes:  So  you  are 

suggesting  for  the  reviewing  body  one 
task  only,  to  give  advice  on  the  total 
sums  which  would  be  made  available 
for  payment  of  consultants  and  general 
practitioners  in  the  National  Health  Ser- 
vice? There  would  be  one  figure? 

Yes. 

5170.  Chairman:  I think  I am  right  in 

saying  that  the  only  drastic  overhaul  of 
the  Whitley  machinery  which  you  are 
asking  for  is  for  Whitley  to  be  composed 
of  people  who  can  give  an  answer  then 
and  there? That  is  it. 

5171.  That  is  what  you  are  asking  for, 

or  have  I simplified  it  too  much? 

No,  we  have  had  ten  years’  experience 
of  it. 

5172.  Mr.  Gunlake:  You  would  like 

to  have  people  to  come  to  the  confer- 
ence with  open  minds  and  not  closed 
minds? Exactly. 

5173.  You  have  .the  impression  that  at 
the  moment  they  come  with  their  line 

prepared? Dr.  Stevenson  : They  have 

met  in  the  morning. 

5174.  Chairman:  Is  it  also  possible 
that  you  have  made  up  your  minds? 

\Ve  try  to  anticipate  what  the  other 

people  will  say. 

5175.  Sir  Hugh  Watson:  But  the 

occasions  when  that  sort  of  thing 
happens,  arise  when  there  is  a really 
major  question  of  an  increase  of 
remuneration  or  something  of  that  sort. 
—Mr.  Holmes  Sellors:  They  will  do 
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it  on  almost  any  issue.  Supposing  we 
suggest  a slight  increase  in  the  remunera- 
tion for  giving  lectures.  That  is  the 
sort  of  negotiation  that  may  take  nine 
months,  going  backwards  and  forwards. 

5176.  You  are  in  a different  position 
from  the  general  practitioners.  Many 
of  their  discussions  are  concerned  with 
re-distribution  of  the  pool?— —We 
chose  to  go  to  the  Whitley  Council  and 
we  have  Committee  B.  Whether  there 
might  have  been  some  other  alternative 
I do  not  know. 

5177.  Chairman : 1 lake  it  that  when 
you  go  to  Committee  B you  have  done 
a certain  amount  of  preparing  with  the 
other  side.  You  are  not  putting  quite 
suddenly,  out  of  the  blue,  that  you  would 

like  a change  in  the  system? There 

is  a long  exchange  of  documents.-  -Dr. 
Stevenson'.  We  must  be  honest  on  this. 

I think  you  have  put  your  linger  on  a 
real  difficulty  of  Whitley,  that  the  two 
sides  do  meet  independently  in  the 
morning  and  consult  in  the  afternoon, 
so  that  on  many  occasions  it  is  not 
possible  to  get  a decision  immediately 
but  in  three  months’  lime. 

Sir  Hugh  Watson'.  You  could  not 
consult  in  the  morning  and  meet  in  the 
afternoon,  could  you? 

Chairman:  I do  not  think  there  is 
much  we  wish  to  ask  on  your  Supple- 
mentary Memorandum.  It  has  a lot  of 
very  detailed  information  in  it,  in  reply 
to  questions  which  have  been  put,  for 
which  we  are  very  grateful,  and  in  fact 
some  of  this  has  been  touched  on  in 
the  earlier  evidence  this  morning. 

5178.  Professor  Jawkes:  I have  one 
point.  In  this  memorandum  you  give 
evidence  about  the  difficulty  of  getting 
registrars  and  senior  registrars  in  a con- 
siderable  number  of  hospitals  in  this 
country.  The  interesting  statistics  you 
give  show  the  extraordinary  dependence 
of  a number  of  hospitals  on  foreigners. 
Does  this  mean  that  really  the  system 
is  precarious  in  the  sense  that  if  these 
foreigners  were  withdrawn  the  hospital 

system  would  break  down? Mr. 

Holmes  Sailors:  In  certain  circumstances 
I think  that  is  true.  In  one  of  my  hos- 
pitals I am  served  by  three  people  from 
India,  there  being  no  applicants  from 
this  country.  In  fact,  we  have 
not  got  a British  born  person  on  the 
hospital  staff. 


5179.  Chairman:  And  this  is  more 
evident  in  the  non-leaching  hospitals? 

Yes,  the  non-teaching  and  peripheral 

hospitals.  The  young  man  tends  to  like 
to  be  central. 

5180.  May  I come  back  to  the  point 
wo  have  left?  If  something  prevented 
Pakistan,  which  happens  to  be  a big  con- 
tributor, from  sending  a lot  of  people 
over  here  and  there  was  a considerable 
difficulty  in  filling  some  of  these  posts, 
which  of  the  bodies  you  have  mentioned 
do  you  think  should  take  the  necessary 
steps  to  ensure  that  there  was  a proper 
tilling  of  the  posts  on  the  perimeter  as 

well  as  in  the  centre? That  would 

come  under  direct  negotiations  with  the 
Ministry,  and  in  anticipation  of  a number 
of  these  problems  the  Minister  has 
formed  a Working  Party  of  which  there 
arc  several  members  before  you  now. 

5181.  If  there  is  a shortage  which 
suggested  that  steps  should  be  taken  to 
make  certain  types  of  post  more  attrac- 
tive would  you  think  that  would  go  to 

Whitley? 1 think  that  would  be  more 

a question  of  approach  to  the  senior 
officials  of  the  Ministry  or  to  the 
Minister  himself. 

5182.  So  you  put  it  in  category  two 

— direct  negotiations? -The  direct 

negotiation  system  works  well  and  works 
relatively  easily,  because  it  is  simply  a 
question  of  finding  suitable  dates.^  That 
is  very  easy  in  present  negotiations,  I 
trust  on  their  side  as  well  as  ours. 

5183.  Sir  David  Hughes  Parry:  How 
are  those  persons  trained?  Are  the 
Indians  and  the  Pakistanis  trained  in  this 

country? -There  is  a mixture  of  both. 

Some  have  been  through  medical 
schools  in  this  country ; others  have 
come  over  us  post-graduates. 

5184.  That  is  an  important  part  of 

their  training? Yes. 

5185.  But  we  should  not  be  entirely 

dependent  on  them? 1 think  that  is 

so,  but  I think  we  should  fulfil  our 
obligations  of  training  post-graduates  if 
they  come  to  this  country. 

Chairman:  What  would  seem  to  be 
desirable  is  that  there  should  be  a 
spreading  of  these  people  throughout  the 
hospitals  and  not  a concentration. 

5186.  Sir  David  Hughes  Parry:  And 
our  own  registrars  want  to  be  under  the 
eye  of  the  professor  and  those  in  the 
teaching  hospitals  and  those  associated 
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with  them? On  the  whole,  yes.  They 

do,  of  course,  get  the  opportunity  of 
greater  freedom  of  action  in  the 
peripheral  hospitals. 

5187.  They  have  one  eye  all  the  time 

on  their  own  future? Yes. 

5188.  Professor  Jewkes:  May  I then 
draw  the  deduction  that  there  is  a 

shortage  of  British  registrars? In 

certain  areas  there  is  most  undoubtedly 
in  the  number  of  applicants.  I am  not 
prepared  to  say  whether  it  is  due  to  any 
sense  of  insecurity  that  they  are  not  con- 
tinuing in  the  hospital  service.  We  know 
the  difficulty  of  getting  the  senior 
registrar  posts  filled. 

5189.  Sir  David  Hughes  Parry:  Might 
it  not  be  that  many  of  them  go  into 
the  Forces  at  this  time  and  do  their 
National  Service?  When  that  ceases 

there  may  be  better  opportunities? 

I should  think  that  might  be  true.  But 
National  Service  has  worked  in  another 
way.  The  man  who  comes  back  from 
the  Forces  very  likely  feels  he  would 
like  further  hospital  experience  before 
he  decides  that  he  can  go  into  private 
practice. 

5190.  Chairman : Is  the  registrar  grade 
partly  a training  grade  and  partly  a 

staffing  grade? It  is  the  obvious 

course  through  which  a man,  in  deciding 
on  his  future,  will  pass.  It  is  a training 
grade. 

5191.  Sir  David  Hughes  Parry:  The 
extension  and  the  increase  in  the  number 
of  registrars  was  a staffing  problem? 

Yes,  and  with  the  complexity  and 

development  of  modern  medicine  a lot 
of  people  are  needed  in  this  way. 

5192.  Sir  Hugh  Watson:  What  hap- 
pened before? The  team  was  a very 

different  one.  The  team  at  a teaching 
hospital  was  a full  surgeon  and  a junior 
surgeon,  both  having  consultant  rank, 
with  one  registrar  who  was  the 


equivalent  of  the  senior  registrar  at 
present  and  one  or  two  house  surgeons. 
At  the  time  when  the  Health  Service 
started  and  the  post-war  people  were 
coming  back,  there  might  be  two  con- 
sultants, from  one  to  three  senior 
registrars  and  two  house  officers.  With 
some  of  the  specialist  teams  we  carried 
even  as  many  as  four  or  five. 

5193.  What  happened  in  the  non- 
teaching hospital? In  the  non- 

teaching hospitals  there  were  a number 
of  medical  officers  under  the  administra- 
tive control  of  a superintendent  or  the 
senior  man  and  then  there  were  a 
number  of  house  officers  scattered  about 
in  accordance  with  the  needs.  There 
was  no  attempt  to  have  a team. 

5194.  Sir  Hugh  Watson  : But  what  I 
mean  is  this.  The  people  from  Sheffield 
paint  a picture — and  I know  it  is  not 
confined  to  Sheffield — that  the  service 
would  break  down  if  we  did  not  have 
these  people  from  abroad.  What 

happened  before? Dr.  Rowland  Hill : 

The  effect  of  the  Health  Service  in  the 
teaching  hospitals  has  been  twofold. 
First,  there  was  a great  increase  in  the 
amount  of  work.  For  example,  the  effect 
of  it  on  my  own  work  was  to  double 
or  treble  the  amount  which  came  my 
way.  Secondly,  the  immediate  effect  of 
the  introduction  of  the  National  Health 
Service  in  1948  was  to  upgrade  the  work 
of  a lot  of  the  hospitals  which  were, 
frankly,  working  before  the  war  at  quite 
a primitive  level  of  medical  work.  As 
you  know,  the  first  attempt  of  the 
National  Health  Service  was  to  spread 
the  consultant  standard  of  work  evenly 
throughout  the  country  and  that  at  once 
meant  an  increased  need  for  staff  in  all 
these  hospitals. 

Chairman:  I think  we  will  break  off 
our  public  discussion  at  this  point. 

(The  proceedings  were  continued  in 
camera.) 
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TAKEN  BEFORE  THE 


Royal  Commission  on 
Doctors’  and  Dentists’  Remuneration 


TWENTY-SECOND  DAY 


Friday,  12th  December,  1958 

Present: 

Sir  Harry  Pilkington  ( Chairman ) 

Mrs.  K.  M.  C.  Baxter  Mr.  I.  D.  McIntosh,  M.A. 

Mr.  J.  H.  Gunlake,  C.B.E.,  Sir  Hugh  Watson,  D.K.S. 

F.I.A.,  F.S.S. 

y .A.  Fuller,  D.S.C.  \j0;nt  Secretaries 
Mr.  J.  B.  Hume  J 

Observations  by 

SCOTTISH  MEDICAL  PRACTICES  COMMITTEE 
on 

“ Questions  and  Topics  on  which  the  Royal  Commission  would  like  to  have 
the  views  of  the  Medical  Practices  Committees  ” 

1.  A brief  description  of  the  Committee' s own  activities 
(Unless  otherwise  stated,  the  functions  listed  below  are,  so  far  as  the 
Committee  are  aware,  also  discharged  by  the  English  Medical  Practices 
Committee.) 

The  Scottish  Medical  Practices  Committee  was  constituted  in  1948 
by  the  Secretary  of  State  for  Scotland  under  the  National  Health  Service 
(Scotland)  Act,  1947.  Under  that  Act,  the  Amendment  Act  of  1949,  and 
regulations  made  thereunder,  the  Committee  are  now  empowered  to 
discharge  the  following  duties:— 

(a)  To  consider  and  determine  applications  from  doctors  wishing 
their  names  to  be  included  in  Executive  Council  medical  lists  for 
the  purpose  of  providing  general  medical  services.  The  Commit- 
tee may  refuse  an  application,  or  may  grant  it  subject  to  a 
limitation  of  practice  area,  only  on  the  ground  that  the  area  or 
part  of  the  area  concerned  is  already  adequately  served  by  doctors. 
An  applicant  dissatisfied  with  the  Committee’s  decision  may 
appeal  to  the  Secretary  of  State.  The  number  of  applications 
granted  and  refused  by  the  Committee  during  the  five  years  to 
30th  June,  1958  is  given  in  Appendix  I. 

(b)  To  consider  applications  from  doctors  for  a certificate  that  a 
proposed  transaction  does  not  involve  the  sale  of  the  goodwill 
of  a medical  practice  which  the  Act  made  it  unlawful  to  sell. 
The  possession  of  the  Committee’s  certificate  is  a defence  in 
Court  to  any  charge  that  an  offence  under  the  Act  had  been 
committed  in  respect  of  the  transaction  concerned.  Most  of  the 
transactions  in  respect  of  which  certificates  are  sought  take  the 
form  of  partnership  agreements.  The  Committee  have  prepared  a 
memorandum  on  the  subject  for  the  guidance  of  doctors  or  their 
agents ; a copy  of  this  is  reproduced  at  Appendix  II.  (See  also  7.) 
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Reg.  7*. 


Para.  2 ( c ) of 
Part  II  of 
First  Schedule 
to  Regs. 


Para.  2 (a)  of 
Part  II  of 
First  Schedule 
to  Regs. 


Reg.  8 (1). 


Reg.  8 (3). 


(c)  To  consider  reports  made  by  Executive  Councils  at  least  once 
every  year,  for  the  purpose  of  enabling  the  Committee  to  judre 
the  needs  of  the  different  parts  of  the  country  for  doctors.  The 
reports  are  now  normally  called  for  at  1st  April  of  each  year 

(d)  To  consider  applications,  referred  to  them  by  the  Secretary  of 
State,  from  doctors  for  inducement  payments  and  to  make 
recommendations.  These  payments  are  intended  to  assist 
doctors  practising  in  sparsely  populated  districts,  or  in  districts 
which  for  any  other  reasons  are  unattractive  to  medical  practi- 
tioners. There  are  at  present  in  Scotland  47  practices  which 
carry  an  inducement  payment. 

(e)  To  determine  whether  an  initial  practice  allowance  should  be 
made  available  in  a particular  area  on  the  ground  that  a practice 
is  necessary  therein  for  an  efficient  service.  The  allowance  may 
be  paid  (i)  to  a doctor  setting  up  a new  and  independent  practice, 
or  (ii)  to  a doctor  succeeding  to  a small  vacant  practice.  The 
considerations  taken  into  account  by  the  Committee  in  deter- 
mining whether  or  not  a particular  district  should  attract  an 
allowance  are  set  out  in  Appendix  III.  (The  Committee  under- 
stand that  the  position  in  England  is  somewhat  different.) 

(/)  To  consider  the  arrangements  proposed  by  an  Executive  Council 
for  dealing  with  a vacancy  created  by  the  death  or  resignation  of 
a doctor,  and,  if  they  think  it  desirable,  to  require  the  vacancy  to 
be  advertised.  The  manner  in  which  the  vacancies  arising  ia  the 
five  years  to  June,  1958,  were  dealt  with  are  shown  in  Appendix IV. 

(g)  To  consider  and  determine  appeals  from  doctors  whose  applica- 
tions to  Executive  Councils  for  succession  to  vacant  practices 
have  been  unsuccessful.  Appendix  V shows  how  appeals  made 
in  the  five  years  to  June,  1958,  have  been  dealt  with. 


(Note — (/)  and  (g)  represent  the  most  important  difference  between  the 
arrangements  in  operation  in  England  and  Scotland  respectively, 
Whereas  in  England  the  filling  of  vacancies  occurring  in  medical 
practices  is  entrusted  to  the  Medical  Practices  Committee,  appeals 
being  to  the  Minister  of  Health,  in  Scotland  the  selection  of  doctors 
to  fill  such  vacancies  is  a function  of  the  local  Executive  Councils, 
The  Scottish  Medical  Practices  Committee  are  only  the  appellate  body, 
and  they  have  thus  no  say  in  the  filling  of  vacancies  save  in  the 
comparatively  few  cases  where  an  unsuccessful  applicant  appeals 
against  the  choice  made  by  the  Executive  Council.) 


Para.  8 (3)  (a) 
of  Part  1 of 
First  Schedule 
to  Regs. 


Proviso  (iii)  to 
Reg.  16  (2). 


(A)  To  consider  and  determine  appeals  from  doctors  against  decisions 
of  Executive  Councils  not  to  grant  permission  to  employ  an 
assistant.  In  terms  of  the  regulations  a doctor  is  not  allowed  to 
employ  an  assistant  for  longer  than  three  months,  except  with 
the  permission  of  the  Executive  Council  or,  on  appeal,  of  the 
Committee.  (Sec  also  3.) 

(i)  To  consider  and  determine  appeals  from  doctors  against  decisions 
of  Executive  Councils  respecting  the  extent  to  which  their  lists  of 
patients  may  be  increased  by  reason  of  the  employment  of 
assistants  (sec  also  5).  (There  is  no  provision  in  the  English 
regulations  for  appeals  of  this  nature.  The  Minister  may, 
however,  direct  that  the  normal  maximum  number  of  patients 
allowed  to  a doctor  shall  be  increased  in  respect  of  the  employ- 
ment of  an  assistant.) 

* Regulation  references  throughout  this  document  are  to  the  N.H.S.  (Genera 
Medical  and  Pharmaceutical  Services)  (Scotland)  Regulations,  1955— S.1. 19)5 
No.  1942  (S.  148). 
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Reg.  2 (2)  (a). 


Para.  1 (h)  of 
Part  II  of 
First  Schedule 
to  Regs. 


Proviso  to 
Para.  2 ( a ) of 
Part  II  of 
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(/ ) To  consider  and  determine  appeals  against  refusals  of  Executive 
Councils  to  recognise  ostensible  partners  as  partners  for  National 
Health  Service  purposes.  A practitioner  is  not,  under  the 
regulation,  recognised  as  a partner  unless  he  is  in  the  position  of 
a principal  in  connection  with  the  practice,  and  is  entitled  to  a 
share  in  the  profits  of  the  partnership  which  is  not  less  than 
one-third  of  the  share  of  the  profits  of  the  partner  with  the 
largest  share.  No  appeals  of  this  nature  have  been  received. 
(In  England  appeals  against  decisions  of  Executive  Councils  in 
this  connection  lie  to  the  Minister.) 

(&)  To  consider  and  determine  appeals  against  refusals  of  Executive 
Councils  to  pay  partnerships  on  a “ notional  list  ” basis.  Doctors 
practising  in  partnership  may  have  their  individual  lists  of  patients 
calculated  notionally,  so  as  to  derive  the  maximum  benefit 
financially  from  the  “ loadings  ” addition  to  capitation  fees  in 
respect  of  patients  between  501  and  1500.  Only  one  appeal  of 
this  nature  has  been  received;  after  a hearing  the  Committee 
allowed  the  appeal.  (Appeals  of  this  nature  in  England  lie  to  the 
Minister.) 

(/)  To  consider  and  determine  appeals  against  decisions  of  Executive 
Councils  (i)  not  to  make  an  initial  practice  allowance  available 
to  a particular  doctor;  or  (ii)  to  discontinue  the  allowance  in 
the  second  or  third  year;  or  (iii)  where  the  amount  payable  is  in 
dispute.  Appeals  of  these  types  can  arise  only  where  the 
Committee  have  made  an  allowance  available  in  the  district 
concerned  (see  ( e ) above).  Three  appeals  have  been  made  and 
all  were  allowed.  (The  Committee  understand  that  the  position 
in  England  is  somewhat  different.) 

(rri)  To  consider  and  determine  appeals  from  doctors  against  refusals 
of  Executive  Councils  to  agree  to  a proposed  exchange  of  practices 
between  two  doctors.  No  appeals  of  this  kind  have  been  made. 
(There  is  no  comparable  regulation  in  England.) 

2.  Have  the  Committee  formed  any  impression  as  to  the  quality  of  applicants, 

particularly  as  to  any  changes  ? 

The  Committee  do  not  feel  competent  to  make  any  comments  as  to 
the  quality  of  applicants  for  vacancies  since,  as  indicated  above,  the 
selection  of  doctors  to  succeed  to  vacant  practices  in  Scotland  is  a matter 
for  Executive  Councils.  It  is  only  when  an  appeal  is  made  that  the 
Committee  are  required  to  consider  the  merits  of  any  applicants,  and  then 
only  those  of  the  doctor  selected  by  the  Executive  Council  and  of  the 
appellant(s).  It  can  be  stated,  however,  that  generally  the  doctor  selected 
by  the  Executive  Council  is  well  qualified  and  has  had  good  experience 
both  in  Hospital  and  in  General  Practice. 

3.  Have  the  Committee  any  comments  on  their  experience  in  dealing  with 

appeals  against  Executive  Councils  where  the  Council  has  refused 

permission  to  a principal  to  employ  a permanent  assistant  ( over  three 

months ) ? 

The  Committee  have  received  only  three  appeals  by  doctors  against 
refusals  by  Executive  Councils  to  allow  them  to  employ  an  assistant.  In 
one  case  the  doctor  decided  not  to  proceed  with  the  appeal;  in  the 
second  a compromise  was  reached  at  the  hearing,  the  Executive  Council 
agreeing  to  the  employment  of  the  assistant  for  one  year  provided  the 
assistant  was  made  a partner  at  the  end  of  the  year;  and  in  the  third 
the  Committee  allowed  the  appeal.  While  the  Committee  have  no 
evidence,  they  feel  that  very  few  principals  desirous  of  employing  assistants 
are  refused  the  necessary  permission,  Executive  Councils  usually  taking 
the  view  that  the  doctor  himself  is  in  the  best  position  to  judge  whether 
he  requires  an  assistant. 
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4 Do  the  Committee  think  there  are  within  the  Health  Service  adequate 
safeguards  against  the  exploitation  of  assistants  ? 


SUJ  C£  MUI  WU 

The  National  Health  Service  Acts  and  Regulations  do  not  purport  to 
Drovide  safeguards  against  the  exploitation  of  assistants,  and  they  do  not 
hi  fact  provide  any  effective  safeguards.  Consent  is,  of  course,  required 
before  an  assistant  is  employed  but  the  Committee  have  no  knowledge  of 
what  criteria  are  adopted  by  Executive  Councils  in  granting  or  refusing 
consent  A regulation  recently  made  requires  Executive  Councils  to 
review  from  time  to  time  all  consents  given  to  principals  in  their  area  to 
employ  assistants. 


5 Do  the  Committee  think  it  reasonable  that  a principal  should  be  able  to 
accept  an  additional  2,000  patients  if  he  employs  an  assistant  ? 


ueecj/i.  — j * 

The  Committee  consider  that  the  2,000  additional  patients  allowed 
where  an  assistant  is  employed  is  high.  Even  in  the  most  favourable 
circumstances,  e.g.,  an  experienced  but  active  principal  a concentrated 
practice  and  an  efficient  assistant,  a total  figure  or  5,500  patients  for  a 
practitioner  and  assistant  seems  too  much.  One  appeal  has  been  received 
from  a doctor  to  whom  the  Executive  Council  refused  to  allow  the  extra 
2 000  patients  in  respect  of  an  assistant;  in  view  oi  the  special  circum- 
stances of  the  case  the  Committee  allowed  the  appeal. 


6.  Do  the  Committee  believe  any  doctors  prefer  to  be  permanent  assistants  t 


The  Committee  believe  that  there  may  be  a very  few  doctors  who  prefer 
to  remain  assistants,  rather  than  accept  the  responsibility  of  conducting 
a practice  on  their  own.  But  they  have  no  evidence  on  the  subject. 


7 Do  the  Committee  think  there  would  he  advantage  in  their  having 
additional  powers  to  see  all  partnership  deeds  and  agreements  for  the 
employment  of  assistants  1 

The  Committee  believe  that  advantage  would  follow  if  they  had  power 
to  see  all  proposed  partnership  deeds,  and  grant  or  refuse  certificates  m 
respect  thereof.  The  probable  resulL  would  be  that  in  more  partnerships 
than  at  present  the  interests  of  the  junior  partner  would  be  adequately 
safeguarded.  During  the  five  years  to  30th  June,  1958,  85  proposed 
agreements  were  submitted  to  the  Committee  for  a certificate  under 
section  36  (9)  of  the  Act.  Many  of  these  received  a certificate  without 
question'  others  received  a certificate  after  certain  matters  prejudicial  to 
the  junior  partner  had  been  brought  to  the  attention  of  the  applicants  or 
their  solicitors,  and  appropriate  alterations  made:  in  the _ remainder 
certificates  were  refused.  Appendix  VI  shows  the  numbers  involved  in 
each  category  over  a period  of  five  years,  and  also  the  total  number  oi 
partnerships  that  were  formed  in  Scotland  in  these  years. 

It  will,  be  seen  that  in  28  of  the  85  proposed  agreements  submitted  to  the 
Committee  in  the  last  five  years  (i,e„  33  per  cent)  the  initial  refusal  of  a 
certificate  resulted  in  the  partnership  agreement  being  amended  in  suen 
a way  as  to  enable  the  Committee  eventually  to  grant  a certificate;  and 
in  general  the  effect  or  the  amendments  was  to  safeguard  the  lntereste  o 
junior  partners.  It  is,  therefore,  not  unreasonable  to  assume  that  it  au 
proposed  partnership  deeds  had  to  he  submitted  to  the  Committee  .' 
scrutiny,  a significant  proportion  of  the  total  number  would  be  adjusted 
in  favour  of  the  junior  partner. 


As  regards  agreements  for  the  employment  of  assistants  the  Committ 
believe  that  assistants  arc  often  employed  without  any  written  agree™® 
being  entered  into.  Executive  Councils  are  not  entitled  to  require  any 
such  agreements  to  be  submitted  to  them  for  examination  and  n 
Committee  do  not  consider  that  it  should  be  any  part  ot  their  gn 
Committee's)  duty  to  scrutinise  agreements  of  this  kind. 
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8.  To  what  extent  do  the  Committee  effectively  refuse  entry  into  closed 

areas  ? Do  they  for  instance  refuse  entry  to  practitioners  who  wish 
to  become  additional  partners  ? Do  they  permit  the  advertisement  of 
vacancies  or  call  for  the  dispersal  of  a practice  ? 

The  Committee  have  never  deemed  it  necessary  or  expedient  to  “ close  ” 
particular  areas  as  the  English  Medical  Practices  Committee  has  done. 
They  have  taken  the  view  that  every  application  to  enter  an  area  should 
be  individually  considered  by  them,  in  the  light  of  its  own  circumstances, 
and  of  the  conditions  prevailing  in  the  area  at  the  time  the  application  is 
made.  Local  conditions  are,  of  course,  liable  to  change  from  time  to 
time,  e.g.,  as  regards  medical  personnel  and  size  of  population  (which 
may  be  affected  by  industrial  or  housing  developments). 

There  are,  however,  one  or  two  parts  of  Executive  Council  areas  in 
Scotland  from  which,  in  practice,  the  Committee  normally  exclude  new 
practitioners— while  perhaps  granting  admission  to  the  medical  list  for 
practice  in  adjacent  localities.  Whether  such  exclusion  would  be  imposed 
in  the  case  of  a proposal  to  practise  in  partnership  would  depend  on  the 
circumstances  of  the  particular  case.  (It  should  be  mentioned  that  a 
considerable  proportion  of  the  applications  to  join  medical  lists  (and  of 
the  refusals  of  such  applications)  are  in  respect  of  doctors  who  are  on  the 
list  of  an  adjacent  Executive  Council  area,  and  are  desirous  merely  of 
extending  their  practices  across  the  boundary.) 

The  Committee  have  no  power  to  stop  an  Executive  Council  advertising 
a practice  vacancy,  though,  in  theory,  they  could  prevent  a Council 
filling  a vacancy  by  the  appointment  of  a doctor  not  already  on  their 
medical  list,  by  refusing  to  admit  him  thereto.  In  practice  it  is  unlikely 
that  the  Committee  would  ever  wish  to  object  to  an  Executive  Council 
filling  a vacancy  in  this  way.  (On  the  other  hand,  the  Committee  have 
power  to  require  an  Executive  Council  to  advertise  a vacancy.) 

9.  Do  the  Committee  think  it  reasonable  that  vacancies  in  partnerships 

should , as  at  present , not  be  advertised  ? 

The  Committee  regard  the  non-advertisement  of  partnership  vacancies 
as  reasonable,  and  would  not  seek  to  alter  the  position  where  a partner 
is  allowed  to  choose  himself  the  person  with  whom  he  wishes  to  practise. 
At  the  same  time  they  recognise  that  this  state  of  affairs  tends  to  limit 
severely  the  number  of  vacancies — mainly  in  partnership  practices  proper, 
but  also,  in  some  measure,  in  what  are  truly  single-handed  practices — 
which  would  otherwise  be  available  for  open  competition.  The  explana- 
tion of  the  somewhat  paradoxical  situation  whereby  a vacancy  in  a 
single-handed  practice  may  be,  and  often  is,  dealt  with  under  a dispensation 
designed  primarily  for  partnership  practices  (in  the  true  sense  of  the  term) 
is  as  follows.  A single-handed  practitioner  who  is  contemplating  early 
retirement  on  grounds  of  age  or  health  may  assume  a partner  on  the 
definite  understanding  that  the  latter  (1)  will  provide  a measure  of  relief 
during  the  period  preceding  the  practitioner’s  retiral,  sharing  the  profits 
of  the  practice  on  agreed  terms,  and  (2)  will,  at  such  retiral,  succeed  to 
the  entire  practice — subject,  of  course,  to  the  agreement  of  the  Executive 
Council  (which  is  normally  forthcoming).  In  such  a case  the  practice  is 
a partnership  one  only  temporarily,  and  during  a strictly  limited  period 
(which  may  be  quite  short  and  is  sometimes  curtailed  by  death);  at  the 
expiry  thereof  it  reverts  to  its  normal  and  recognised  state  of  being  a 
single-handed  practice. 

10.  Do  the  Committee  think  there  are  sufficient  safeguards  against  the 
exploitation  of  junior  partners  ? What  proportion  of  partnership 
agreements  submitted  to  them  are  unsatisfactory —and  for  what 
reasons  ? 

See  7 above. 
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Since  there  is  no  obligation  on  practitioners  to  submit  proposed 
partnership  agreements  to  the  Committee,  the  existing  safeguards  under 
section  36  are  not  sufficient  to  prevent  or  discourage  exploitation  of 
junior  partners  in  all  cases.  As  already  stated,  during  the  five  years  to 
30th  June,  1958,  the  total  number  of  applications  for  certificates  made  to 
the  Committee  was  85,  i.e.,  only  about  22  per  cent  of  the  partnerships 
formed  in  the  course  of  these  years.  (See  Appendix  VI.)  Accordingly,  in 
cases  comprising  the  majority  of  the  total  number  the  Committee  were 
not  informed  of  the  terms  of  partnership,  and  there  was  no  safeguard 
against  any  exploitation  of  junior  partners.  The  Committee  feel  that 
the  fact  that  the  demand  for  partnerships  exceeds  the  supply  will  tend  to 
increase  the  risk  of  such  exploitation.) 

The  chief  reasons  for  agreements  being  regarded  as  unsatisfactory  were 
as  follows: — 

(a)  In  the  circumstances  of  the  particular  case  the  progression  to 
parity  of  shares  was  extended  over  too  long  a period. 

(A)  Parity  was  never  reached,  and  the  final  disparity  was  either 
significant  in  amount  or  without  justification  in  the  circumstances 
(c)  There  was  a restrictive  covenant  which  would  have  been  a sub- 
stantial hardship  and  which  was  operable  against  one  partner  only, 
(cl)  The  junior  partner  was  having  to  bear  an  excessive  share  in 
the  expenses  of  running  the  partnership. 

It  will,  of  course,  be  appreciated  that,  as  Appendix  VI  shows,  the  initial 
refusal  of  a certificate  owing  to  the  agreement  being  considered  unsatis- 
factory does  not  necessarily  result  in  its  being  amended  and  resubmitted 
to  the  Committee— although  this  happens  in  most  cases. 

11.  To  what  extent  clo  the  Committee  obtain  information  about  a doctor’s 
outside  commitments  ? 

12.  What  action  is  taken  where  such  commitments  arc  large  ? 

A column  designed  to  show  other  commitments  is  provided  in  the 
form  of  annual  report  submitted  by  Executive  Councils,  but  in  practice 
the  information  supplied  therein  hus  proved  to  be  of  little  value.  There 
is,  for  instance,  no  indication  of  how  much  private  practice  is  undertaken. 

Where  other  commitments  were  known  to  exist  to  a considerable 
extent,  and  the  numbers  on  the  lists  of  the  doctors  concerned  were  high, 
a need  for  additional  doctors  would  be  indicated,  and  the  area  would  be 
listed  by  the  Committee  accordingly. 

13.  Would  the  Committee  favour  any  alteration  in  the  maximum  permitted 
list,  either  general  or  In  selected  areas  ? 

The  Committee  do  not  regard  the  present  permitted  maximum  of 
3,500  patients  as  any  proper  indication  of  the  number  who  can  be 
adequately  served — with  justice  to  both  patient  and  doctor.  Even  in 
compact  industrial  areas  such  a large  commitment  represents  too  heavy 
a burden.  The  Committee  would  stress  that  a reduction  to  a lower 
figure  should  be  regarded  as  a step  which  must  be  taken  (a)  if  a satisfactory 
standard  of  service  is  to  be  provided  by  practitioners  and  (b)  if  the  medical 
profession  is  to  be  allowed  a reasonable  amount  of  leisure.  In  expressing 
this  view  the  Committee  are  not  unaware  that  financial  considerations 
have  a bearing  on  this  question;  but  they  would  not  seek  to  intervene  in 
a matter  wholly  outwith  their  purview.  They  therefore  confine  themselves 
to  putting  forward  the  case  for  a reduced  list,  and  refrain  from  expressing 
any  view  as  to  its  immediate  practicability. 

The  Committee  consider  that  in  determining  the  optimum  list  a more 
than  purely  statistical  criterion  requires  to  be  adopted.  Substantial 
differences  must  be  expected  to  exist  between  figures  appropriate  to 
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sparsely  populated  rural  areas  and  the  larger  towns  respectively,  since 
in  the  former  case  allowance  must  be  made  for  the  greater  amount  of 
time  expended  in  travelling.  At  present,  the  Committee  consider  as 
under-doctored  any  area  where  the  average  number  of  patients  is  over 
2,500,  or  2,000  in  areas  where  other  commitments  are  large,  or  where  a 
large  amount  of  travelling  is  undertaken.  This  leads  to  the  conclusion 
that  the  present  maximum  of  3,500  patients  for  an  individual  practice  is 
too  high— in  any  type  of  area  whatsoever. 

14.  In  considering  applications  for  practice  vacancies,  what  weight  do  the 
Committee  give  to  (a)  previous  experience  in  general  practice  and 
(b)  experience  of  different  kinds  in  the  hospital  service  ? 

The  Committee  have  very  little  experience  of  considering  applications 
for  practice  vacancies,  since,  as  indicated  above,  in  Scotland  vacancies 
are  filled,  not  by  them,  but  by  Executive  Councils.  Only  when  an  appeal 
is  made  by  an  unsuccessful  applicant  for  a vacancy  are  the  Committee 
required  to  consider  the  merits  of  individual  applicants ; and  the  number 
of  appeals  is  few.  (See  Appendix  V.) 

15.  Could  they  give  information  about  the  ages  at  which  doctors  have  in 
the  last  few  years  been  appointed  to  these  vacancies  ? 

The  average  ages  of  doctors  selected  to  succeed  to  advertised  vacancies 
in  the  five  years  ended  30th  June,  1958  were  36,  39,  34,  37  and  35  respec- 
tively, the  actual  ages  ranging  from  27  to  57. 

16.  Can  they  indicate  over  some  convenient  period  what  percentage  of 
doctors  commencing  practice  as  principals  have  been  registrars  ? 

The  Committee  have  no  information  on  this  subject.  As  has  been 
explained,  they  arc  not  called  upon  to  scrutinise  applications  for  vacancies, 
save  to  a very  limited  extent  (in  connection  with  appeals). 

17.  Could  the  Committee  explain  the  principles  on  which  they  classify  the 
areas  of  Executive  Councils  ? What  figure  of  patients  per  doctor 
results  in  “ closing  ” an  area  '!  What  considerations  led  the  Committee 
to  fix  the  particular  figure  ? 

The  Committee  do  not  adopt  any  rigid  classification  of  areas. 

All  areas  in  Scotland  are,  in  theory,  open  and  a doctor  may  therefore 
apply  to  have  his  name  included  in  the  medical  list  of  any  Executive 
Council,  every  application  being  considered  on  its  merits.  For  the 
convenience  of  doctors  wishing  to  set  up  practice  the  Committee  publish 
a list  of  areas  where  they  feel  that  additional  principals  appear  to  be 
desirable.  In  these  areas  the  average  number  of  patients  per  principal 
is  in  the  region  of  2,500  or  more. 

While,  as  indicated  in  answer  8 above,  no  areas  in  Scotland  have  been 
publicly  declared  “ closed,”  there  are  two  parts  of  Executive  Council 
areas  (residential  districts  in  counties  adjoining  the  City  of  Glasgow) 
where  the  Committee  normally  restrict  the  entry  of  doctors.  In  one  of 
these  districts  there  are  13  principals  with  an  average  list  of  1,344,  while 
45  other  principals  enter  the  district,  although  their  main  practice  lies  in 
an  adjoining  Executive  Council  area.  In  the  other  district  there  are 
6 principals,  with  an  average  list  of  1,369,  and  134  principals  enter  from 
an  adjoining  area. 
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APPENDIX  I 


Applications  for  inclusion  in  medical  lists  determined  by  Scottish  Medical 
Practices  Committee  in  each  op  the  five  years  ended  30th  June  1958 


Year  ended 

Type  of  Case 

30th  June, 
1954 

30th  June, 
1955 

30  th  June, 
1956 

30th  June, 
1957 

30th  June, 
1958 

Total 

To  succeed  to  a 
vacancy  for 
•which  the  appli- 

G 

43 

26 

34 

19 

42 

164 

been  selected  by 
the  Executive 
Council. 

R 

“ 

~ 

— 

To  set  up  new 
single  handed 
practice. 

G 

18 

9 

6 

7 

11 

51 

R 

10t 

1 

3 

1 

20* 

35 

To  practise  in  part- 
nership  with 
'doctor(s)  already 
on  list. 

G 

82 

64 

77 

59 

59 

341 

R 

1 

— 

— 

— 

— 

1 

To  extend  existing 
practice  into  ad- 
joining  area. 

G 

64 

33 

61 

43 

56 

257 

R 

15 

6 

1 

7 

1 

30 

Total 

G 

207 

132 

178 

128 

168 

813 

R 

26 

7 

4 

8 

21 

66 

G = Granted.  R ~ Refused. 


* 21  Applications  were  made  in  response  to  an  advertisement  for  a doctor  to  set  up  a single 
handed  praetiee  in  a new  town;  the  Committee  granted  one  of  the  applications  and  refused  the 
remaining  20. 

t 6 Applications  were  made  in  response  to  an  advertisement  for  a doctor  to  set  up  practice; 
the  Committee  granted  one  of  the  applications  and  refused  the  remaining  5. 


APPENDIX  II 

Memorandum  Regarding  Applications  for  Certificates  under  Section  36  (9)  of 
the  National  Health  Service  (Scotland)  Act,  1947,  in  respect  of  Medical 
Partnership  Agreements 

1.  From  time  to  time  applications  are  received  by  the  Scottish  Medical  Practices 
Committee  for  certificates  under  section  36  (9)  of  the  Act,  Most  of  these  applica- 
tions relate  to  Partnership  Agreements.  Experience  in  dealing  with  these  applica- 
tions suggests  that  uncertainty  exists  as  to  the  implieations  of  the  statutory  prohibi- 
tion of  the  sale  of  goodwill  ; as  to  the  purpose  and  effect  of  such  certificates ; and 
as  to  the  functions  of  the  Committee  in  relation  thereto. 

2.  This  Memorandum  is  intended  to  clarify  the  position,  and  to  indicate  the 
principles  on  which,  as  at  present  advised,  the  Committee  proceed.  In  the  absence 
of  authoritative  pronouncements  by  the  Courts,  certain  questions  must  remain 
matters  of  opinion.  In  these  circumstances  the  Committee  are  guided  by  such 
experience  us  they  may  possess  and  by  such  legal  advice  as  may  from  time  to  time 
be  available  to  them.  The  views  expressed  herein  are  always  subject  to  modification 
in  the  light  of  further  experience,  consultation  and  advice,  and  of  the  special 
circumstances  of  each  case. 

3.  A certificate  under  section  36  (9)  represents  the  opinion  on  the  Committee. 
There  is  no  obligation  on  medical  practitioners  to  possess  such  a certificate.  The 
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absence  of  a certificate  does  not  preclude  practice,  or  render  a transaction  invalid. 
The  sole  statutory  purpose  of  a certificate  under  section  36  (9)  is  that  it  may 
constitute  a defence  in  the  event  of  a practitioner  being  charged  with  an  offence 
in  respect  of  the  unlawful  sale  of  goodwill.  There  is  no  reason  to  suppose  that  a 
practitioner  so  charged  may  not  justify  his  action  by  other  means.  Moreover,  even 
when  a certificate  is  granted,  its  value  as  a defence  is  entirely  dependent  upon  full 
disclosure  of  all  relevant  circumstances  having  been  made. 

4 The  Statute  provides  that  any  certificate  granted  shall  set  out  all  material 
circumstances  disclosed  to  the  Committee.  If  all  material  circumstances  have  not 
been  disclosed,  or  if  there  has  been  any  misrepresentation,  the  certificate  may  be 
disregarded  It  is  thus  in  the  interests  of  applicants  to  make  sure  that  all  material 
circumstances  are  put  before  the  Committee.  The  Committee  have  no  duty  to 
discover  these  matters  from  their  own  sources  of  information.  Applications  should 
therefore  embody  not  only  the  proposed  terms  of  agreement,  but  an  accompanying 
statement  of  the  circumstances  relied  upon  as  showing  the  absence  of  any  element 
of  unlawful  sale  of  goodwill.  Relevant  circumstances  include  all  facts  tending  to 
show  whether  there  is  in  fact  an  existing  goodwill  which  it  is  unlawful  to  sell , 
whether  it  is  intended  that  such  goodwill  or  any  part  of  it  should  pass  from  one 
person  to  another  ; and  what  are  the  whole  benefits  and  consideration  to  be  given 
and  received  in  respect  of  the  transaction.  As  is  hereinafter  explained,  the  age 
and  experience  of  the  parties  concerned,  and  the  size  and  nature  and  length  of 
establishment  of  the  practice  may  be  of  material  importance.  Merely  to  submit  the 
hare  terms  of  the  proposed  agreement  can  seldom  if  ever  amount  to  a lull  dis- 
closure of  all  material  circumstances.  If,  on  the  other  hand,  a full  statement  of ! the 
facts  accompanies  the  application,  any  certificate  granted  will  b«. 
reference  to  that  statement  of  facts.  Tt  will  then  be  a simple  matter  for  the Court 
to  ascertain  whether  the  certificate  was  granted  after  full  disclosure  and  thus  con 
stitutes  a valid  defence,  or  whether  it  falls  to  be  disregarded  as  having  been  obtained 
without  full  disclosure  or  by  misrepresentation. 

5 The  obligation  on  the  Committee  is  to  grant  a certificate  only  if  they  are 
satisfied  on  full  disclosure,  that  the  transaction  in  question  does  not  involve  the 
unlawful  sale  of  goodwill.  If  the  Committee  are  not  so  satisfied  on  the  information 
furnished  to  them,  there  is  no  obligation  to  grant  a certificate.  Nor  is  there  any 
obligation  on  the  Committee  to  specify  their  reasons  for  refusing  a certificate 
Moreover,  the  Committee  cannot  undertake  in  individual  cases  to  offer  advice 
what  ought  or  ought  not  to  go  into  an  agreement,  or  to  enter  into  correspondence 
on  points  on  which  an  application  is  considered  unsatisfactory. 

6.  The  Committee  are  not  responsible  for  ensuring  that  the  terms  of  any  agree- 
ment submitted  to  them  are  fair  as  between  the  parties.  Their  d uty  jn  this  con- 
nection is  simply  to  express  an  opinion  when  they  are  satisfied  that  the  transaction 
is  free  from  unlawful  sale  of  goodwill.  Indirectly,  however  the  question  of  fair- 
ness” may  arise.  Thus,  in  terms  of  the  Statute,  the  unlawful  sale  of  goodwill  may 
take  various  forms.  “ Sale  ” is  not  limited  to  the  simple  passing  of  money,  The 
offence  may  be  constituted  by  the  giving  of  consideration  in  other  ways,  e.g.,  by  the 
performance  of  services.  Tn  considering  whether  a transaction  is  or  !s  "ot  : 

to  the  Statute,  it  is  necessary  to  ascertain  whether  there  is  a goodwill  which  it  is 
unlawful  to  sell.  It  is  necessary  to  consider  whether  the  agreement  contemplates 
that  this  goodwill  or  some  part  of  it  may  pass  from  one  party  to  another  It  is 
necessary  to  consider  what  consideration  is  to  be  given  by  the  party  to  whom  the 
goodwill  may  pass ; and  for  what  that  consideration  is  being  given.  Where  such 
consideration  is  to  be  given  by  way  of  services  rendered,  and  these  services  do  not 
appear  to  be  compensated  by  an  adequate  return  (other  than  the  benefit  of  the 
goodwill),  the  inference  may  arise  that  the  services  are  to  be  given  partly  at  least, 
in  consideration  for  some  share  of  the  goodwill. 

7.  In  determining  whether  the  returns  provided  by  an  agreement  for  services  to 
be  rendered  are  adeqaute  (without  any  element  of  sale  of  goodwill)  it  may  be  legiti- 
mate to  start  from  the  basis  that  equal  services  prima  facie  deserve  equal  returns, 
but  in  practice  the  application  of  this  principle  must  depend  on  the  circumstances 
of  the  case.  A provision  that  each  partner  is  to  devote  full  time  to  the  partnership 
does  not  necessarily  mean  that  each  is  making  an  equal  contribution  to  the  earning. 
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of  the  partnership  profits.  Moreover,  such  factors  as  age,  experience  and  ability 
may  justly  be  taken  into  account.  It  seems  reasonable  that  where  a senior  practi- 
tioner assumes  a junior  into  partnership,  the  superior  experience,  prestige,  respon- 
sibility and  other  qualities  of  the  senior  may  justify  an  attribution  to  him  of  a major 
share  of  the  partnership  returns.  But  it  is  to  be  expected  that  this  “seniority” 
value  should  diminish  (relatively)  as  the  junior  gains  in  experience  and  usefulness, 
and  undertakes  increasing  responsibility.  “ Seniority  value  ’’  may  justify  an  inequality 
of  shares  of  profit  in  the  initial  years  of  a partnership;  but  there  should  be  a 
progression  towards  equality.  If  the  senior  partner  is  an  elderly  man,  a more  rapid 
approach  to  parity  may  be  appropriate,  and  it  may  even  be  appropriate  for  provision 
to  be  made  for  the  junior  receiving  a higher  share  than  the  senior.  Infirmity  or  ill- 
health  is  a factor  also  to  be  taken  into  account.  If  the  assuming  partner  is  little  if 
at  all  senior  to  the  partner  being  assumed,  no  more  than  a nominal  disparity  of 
the  shares  of  profits  may  be  justified,  even  in  the  initial  stages.  While  each  case 
must  be  considered  on  its  merits,  any  apparently  substantial  over-assessment  of 
“ seniority  value  ” may  well  be  tantamount  to  the  sale  of  goodwill,  unless  it  can  be 
shown  to  be  justified  on  other  and  specific  grounds. 

8.  If  it  is  the  intention  of  parties  that  there  should  be  a progression  towards 
parity  or  near-parity,  this  should  be  provided  for  expressly.  If  this  is  not  expressly 
provided  for,  provision  should  be  made  for  periodical  review.  Such  review  may  be 
operated  by  way  of  arbitration : and  if  this  is  the  intention,  it  should  be  made  clear 
that  the  arbitration  clause  is  not  confined  to  a mere  interpretation  of  the  agreement, 
but  authorises  the  arbiter  to  make  such  a review. 

9.  Some  of  the  partnership  agreements  submitted  to  the  Committee  include 
restrictive  clauses.  In  the  past,  such  clauses  were  usually  framed  so  as  to  restrain 
an  outgoing  partner  from  competing  during  a specified  period  from  the  date  of 
dissolution.  In  agreements  entered  into  before  the  appointed  day,  this  was  no  doubt 
perfectly  proper ; for  it  was  then  legitimate  for  parties  to  make  their  own  bargain 
on  terms  which  allowed  the  possessor  of  an  established  goodwill  to  sell  it,  or  to 
buy  it  back  at  the  termination  of  a partnership,  and  to  protect  it  as  a valuable  asset 
after  the  dissolution.  It  may  be  questioned  how  far  such  provisions  are  justified 
in  agreements  entered  into  after  the  appointed  day.  But  where  a restrictive  covenant  is 
provided  for,  it  undoubtedly  constitutes  one  of  the  elements  entering  into  the  considera- 
tion given  and  received.  Accordingly,  in  assessing  whether  the  consideration  given 
and  received  under  an  agreement  is  fairly  equated  to  the  returns  (and  may  therefore 
be  assumed  to  be  innocent  of  any  element  of  sale  of  goodwill),  it  is  important  to 
ascertain  what  the  effect  of  the  restriction  may  he  in  all  the  circumstances  in  which 
it  may  operate.  If  a restrictive  covenant  is  so  framed  that  its  operation  may  in  any 
circumstances  deprive  a partner  of  a fair  return  for  services  rendered,  this  may  give 
rise  to  the  inference  that  the  restriction  is  being  aceepled,  in  part  at  least,  in  con- 
sideration of  his  being  admitted  to  a share  of  the  goodwill.  Particularly  if  such  a 
restriction  is  framed  so  as  to  be  operable  against  one  partner  only,  and  not  all,  the 
inference  may  be  manifest  that  it  represents  an  exploitation  of  goodwill  tantamount 
to  sale. 

10.  Tt  may  be  contended  that  during  the  period  when  a newly-assumed  junior 
partner  is  obtaining  the  benefit  of  introduction  to  established  patients,  it  should  be 
open  to  the  senior  to  protect  his  legitimate  interests  by  a clause  which  restrains 
the  junior  from  unfairly  attracting  those  patients  to  himself  in  the  event  of  his 
choosing  to  sever  the  partnership.  It  is  suggested,  however,  that  such  protection  may 
be  sufficiently  assured  by  a clause  designed  to  operate  over  a period  starting,  not 
from  the  date  of  dissolution  of  the  partnership,  but  from  the  date  of  assumption 
of  the  junior  partner  concerned.  It  is  felt  that  once  the  junior  has  reached  the 
stage  of  substantial  contribution  to  the  work  of  the  partnership,  and  a state  of  mutual 
confidence  has  been  achieved,  protection  by  such  a clause  is  no  longer  necessary, 
and  is  not  easily  justifiable.  Care  should  therefore  be  taken  to  ensure  that  any 
restrictive  covenant  is  so  framed  that,  taken  by  itself  or  in  conjunction  with  other 
clauses,  it  is  not  inconsistent  with  the  statutory  prohibition  of  sale  of  goodwill. 

11.  The  foregoing  Memorandum  has  been  drawn  up  as  a general  guide.  Mutalis 
mutandis  is  may  be  applied  to  the  case  of  multiple  partnerships,  or  other  forms  of 
agreement.  But  each  case  falls  to  be  decided  on  its  merits,  and  in  the  light  of  its 
own  particular  circumstances. 
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APPENDIX  m 


Initial  Practice  Allowances 


(This  Memorandum  was  issued  by  the  Committee  to  Executive  Councils.) 

1 The  Committee  think  it  might  be  helpful  to  Executive  Councils  if  they  stated 
the  main  considerations  which  at  present  they  take  into  account  in  determining 
whether  or  not  a particular  part  of  an  Executive  Council  area  should  attract  one 
or  more  Initial  Practice  Allowances.  Most  Executive  Council  areas  are,  of  course, 
too  large  to  be  treated  as  a whole  for  this  purpose ; it  is  therefore  the  Committee’s 
practice  to  break  down  these  areas  into  appropriate  districts,  and  consider  each 
by  itself. 


2 The  first  consideration  to  which  the  Committee  direct  their  attention  is  the 
average  number  of  persons  per  doctor.  But  it  is  obvious  that  taken  by  itself  this 
could  be  misleading.  It  is  necessary  to  take  account  at  the  same  time  of  such 
factors  as  type  of  practice,  age  of  doctors,  size  and  geography  of  district,  total 
population,  and  distances  to  be  travelled  by  doctors. 

In  any  district  where  the  average  number  of  patients  on  doctors’  lists  is  over 
2 500  a new  practice  would  normally  be  regarded  as  eligible  for  an  Initial  Practice 
Allowance  unless  the  introduction  of  even  one  doctor  would  excessively  reduce 
the  average  list.  Where,  however,  the  average  list  is  under  2,500  but  over  2,000 
the  question  could  only  be  determined  after  a careful  scrutiny  of  the  various  factors 
mentioned  above.  Exceptionally  a district  with  an  average  list  of  less  than  2,000 
might  call  for  consideration  on  the  same  basis. 


3.  It  is  always  open  to  any  Executive  Council,  after  reviewing  the  conditions 
prevailing  in  the  different  parts  of  their  area,  to  recommend  to  the  Scottish  Medical 
Practices  Committee  that  an  Initial  Practice  Allowance  should  be  made  available 
for  a particular  district  whether  or  not  they  have  before  them  a definite  application 
for  such  an  Allowance  from  a practitioner.  Any  such  recommendation  would 
receive  the  careful  consideration  of  the  Committee  who  would  inform  the  Council 
of  their  decision  as  soon  as  possible.  The  Council  would  then  be  m a position  to 
inform  any  enquirer  whether  or  not  a new  practice  would  carry  an  Initial  Practice 
Allowance,  it  being  clearly  understood  that  any  decision  of  the  Committee  approving 
such  an  allowance  was  conditional  on  no  change  of  circumstances  taking  place 
subsequently. 
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APPENDIX  IV 


Vacancies  dealt  with  by  Executive  Councils  in  Scotland  in  each  of 
THE  FIVE  YEARS  ENDED  30TH  JUNE,  1958 


Method  of 
dealing  with 
vacancy 

Year  ended 

Total 

30th  June, 
1954 

30th  June, 
1955 

30th  June, 
1956 

30th  June, 
1957 

30th  June, 
1958 

Filled  by  introduction 
of  new  doctor  after 
advertisement 

26 

18 

25 

13 

30 

112 

Filled  by  introduction 
of  new  doctor  without 
advertisement 

4 

2 

3 

1 

1 

ii 

Filled  by  introduction 
of  new  partner 

13 

7 

7 

9 

16 

52 

Not  filled 

(i)  Patients  transferred 
to  list  of  other 
doctor  in  area*  ... 

(ii)  Patients  advised  to 
select  a new  doctor 
for  themselves 

29 

30 

32 

32 

45 

168 

23 

20 

11 

16 

8 

78 

Total  

95 

77 

78 

71 

100 

421 

* In  most  cases  the  doctor  (or  doctors)  to  whom  the  patients  were  transferred  was  an  existing 
partner  of  the  resigned  or  deceased  doctor. 


APPENDIX  V 

Appeals  by  unsuccessful  applicants  for  vacancies  dealt  with  by  Scottish  Medical 
Practices  Committee  in  each  of  the  five  years  ended  30th  June,  1958. 


Year  ended 

Total 

30  th  June, 
1954 

30th  June, 
1955 

30th  June, 
1956 

30th  June, 
1957 

30th  June, 
1958 

Number  of  Appeals 

A 

2 

l 

- 

i 

1 

5 

Hearings. 

D 

1 

— 

... 

4 

5 

10 

Number  of  Appeals 

A 

— 

— 

- 

- 

— 

— 

marily. 

D 

8 

3 

7 

7 

i 

26 

Number  of  Appeals 
withdrawn  before 
decision  was 
reached 

2 

1 

2 

5 

Total 

13 

5 

9 

12 

7 

46 

A = Allowed.  D = Dismissed. 
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APPENDIX  VI 

Table  showing  the  number  of  applications  for  certificates  in  respect  of  partnership 
agreements  made  to  the  Scottish  Medical  Practices  Committee  under  Section  36  (9)  of 
the  National  Health  Service  (Scotland)  Act,  1947,  the  results  of  these  applications,  and 
the  total  number  of  partnerships  formed  in  Scotland  in  each  of  the  five  years  ended  30th 
June,  1958. 


Decision  of 
Committee 

Year  ended 

Total 

30th  June, 
1954 

30th  June, 
1955 

30th  June, 
1956 

30  th  June, 
1957 

30th  June, 
1958 

Certificate  granted  im- 
mediately   

10 

5 

10 

11 

4 

40 

Certificate  granted  after 
amendment  made  to 
the  agreement 

8 

5 

4 

5 

6 

28 

Certificate  refused 

4 

1 

7 

2 

3 

17 

Total  Applications 
Made  

22 

ii 

21 

18 

13 

85 

Total  Number  of  Part- 
nerships Formed  . . . 

95 

71 

84 

68 

75 

393 

Proportionof  total  num- 
ber of  partnerships  in 
which  applications  for 
certificates  were  sub- 
mitted   

23% 

16% 

25% 

26% 

17% 

22% 
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Examination  of  Witnesses 

Dr.  J.  T.  Baldwin,  Chairman 

Mr.  A.  I.  Millar 

Mr.  J.  McCallum,  Secretary 

MR.  A.  B.  Fairweather,  Former  Secretary 

on  behalf  of  the  Scottish  Medical  Practices  Committee 

Called  and  Examined 


5195.  Chairman : You  will  appreciate, 
X am  sure,  that  as  we  have  been  sitting 
for  a long  time  now  and  have  a great 
deal  of  evidence,  we  may  consider  some 
of  the  ground  covered  in  your  memoran- 
dum to  be  outside  our  terms  of  refer- 
ence, but  there  are  certain  particular 
matters  on  which  you  can  help  us. 

We  have  allocated  the  job  of  pre- 
paring for  this  particular  hearing  to  a 
sub-committe,  of  which  Sir  Hugh 
Watson  has  been  acting  as  Chairman,  so 
he  will  be  asking  you  most  of  the  ques- 
tions. However,  any  of  us  may  chip  in 
and  we  want  you  to  feel  perfectly  free 
to  answer  in  turn.  Who  is  to  be  the 
principal  spokesman  for  the  Scottish 

Medical  Practices  Committee? (Dr. 

Baldwin) : I am. 

5196.  Would  you  eare  to  start,  Dr. 
Baldwin,  by  telling  us  the  terms  of  refer- 
ence of  the  Committee,  if  there  are  any, 
as  distinct  from  their  duties?  By 

whom  are  you  appointed? We  are 

appointed  by  the  Secretary  of  State. 

5197.  Direct? In  the  National 

Health  Service  (Scotland)  Act,  1947, 
paragraph  35  (2),  it  says : “ With  a view 
to  securing  that  the  number  of  medical 
practitioners  undertaking  to  provide 
general  medical  services  in  the  areas  of 
different  Executive  Councils,  or  in 
different  parts  of  those  areas  is  adequate 
the  Secretary  of  State  shall  constitute 
a Committee,  to  be  called  the  Scottish 
Medical  Practices  Committee,  for  the 
purpose  of  considering  and  determining 
applications  ”.  It  then  gives  details  of 
the  constitution. 

5198.  Is  the  Committee  partly  lay  and 

partly  medical? -Yes,  Sir.  The  Chair- 

man of  the  Committee  is  required  to  be 
a medical  practitioner,  and  there  are 
three  medical  practioner  members,  all  of 
whom  must  be  in  active  practice.  The 
Chairman,  himself,  does  not  need  to  be, 
but  always  has  been.  There  are  also  two 


lay  members,  one  of  whom  is  an  advo- 
cate and  the  other,  Mr.  Millar  here,  is 
a layman  who  has  a wide  knowledge  of 
National  Health  Service  affairs. 

5199.  Sir  Hugh  Watson:  So  that  you 

do  not,  in  fact,  have  any  terms  of  refer- 
ence, except  what  is  provided  in  the 
Act? That  is  so. 

5200.  And  the  Act  lays  down  the 
duties  which  you  are  to  perform,  which 
you  set  out  in  your  memorandum  under 

paragraphs  I (n)  to  (m)1 Yes  .—(Mr. 

Millar ) : The  Act,  itself,  specifies  one 
other  duty  which  we  have  got  to  per- 
form, and  that  is  to  give  certificates  for 
partnership  agreements.  All  of  our  other 
functions  are  imposed  on  us  by  regu- 
lations made  by  the  Secretary  of  State. 

5201.  In  your  paragraph  2 you  say 
that  you  do  not  feel  qualified  to  make 
any  comments  on  the  quality  of  appli- 
cants for  vacancies.  But  you  do  have 
some  contact  with  these  applicants.  As 
we  understand  it,  you  have  to  deal  with 
people  who  appeal  against  the  decision 
of  the  Executive  Council  in  connection 
with  an  appointment  to  a vacancy.  You 

have  the  last  word,  do  you  not? (Dr. 

Baldwin):  Yes, 

5202.  And,  similarly,  those  who  are 
entering  a partnership  by  agreement  with 
the  other  partners  come  under  your 

scrutiny?  — An  application  to  join  the 

medical  list  is  received  by  us  from  every 
practitioner  wishing  to  join  the  list,  but 
we  do  not  necessarily  have  any  personal 
contact  with  these  applicants  ; in  fact,  in 
the  majority  of  cases  we  do  not  see  them 
at  all. 

5203.  So  you  would  not  know  very 

much  about  them,  really? Not  really. 

5204.  In  your  paragraph  2,  you  say 
that  generally  the  doctor  selected  has 
had  good  experience  both  in  hospital 
and  in  general  practice.  What  is  your 
Committee's  view  of  the  value  of  hos- 
pital experience  in  general  practice? — 1 
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If  I may  make  a general  statement,  I 
would  like  the  Commission  to  appreciate 
that  I am  only  part-time  Chairman  of 
the  Scottish  Medical  Practices  Com- 
mittee. I have  other  functions  in  the 
National  Health  Service,  and  I may  find 
myself  speaking  rather  from  the  point 
of  view  of  a practitioner.  It  is  difficult 
for  me  sometimes  to  separate  that. 

5205  Chairman : That  will  still  be  of 
great  help  to  us.  I do  not  think  we 
mind  in  what  capacity  you  are  speaking. 

We  attach  a considerable  amount  of 

value  in  general  practice  to  hospital  ex- 
perience. We  would  regard  it  as  neces- 
sary and,  in  any  case,  the  Medical  Act 
now  requires  a graduate  to  have  a year  s 
hospital  experience  after  graduating 
before  he  becomes  a registered  prac- 
titioner. We  feel  that  the  probability  is 
that  he  would  be  much  better  if  he  had 
even  a little  more  hospital  experience 
On  the  other  hand,  we  feel  that  he  could 
have  too  much  hospital  experience  for 
entering  general  practice.  For  example, 
if  he  continued  in  his  hospital  experience, 
it  is  more  than  likely  that  his  experience 
would  become  channelled  into  a 
specialty,  and  if  it  were  one  of  the  less 
common  specialties  it  might  well  be  of 
little  use  to  him  in  general  practice  ; for 
example,  neurosurgery,  thoracic  surgery, 
or  something  of  that  kind.  On  the  other 
hand,  if  he  had  an  additional  appoint- 
ment in  obstetrics  it  would  be  of  the 
greatest  possible  value. 

5206.  Sir  Hugh  Watson  : I think  we 

have  had  exactly  that  expression  of 
opinion  elsewhere.  So,  generally  speak- 
ing, your  view  would  be  that  it  would 
not  be  of  advantage  in  general  practice 
for  a person  to  pursue  a specialised  line 
in  hospital? That  is  so. 

5207.  But  if  he  could  study  further  in 
hospital  some  particular  line  which  would 
be  of  use  to  him  in  general  practice,  such 
as  obstetrics,  that  would  be  a good  thing? 
Yes. 

5208.  Chairman : What  you  actually 

mean  in  your  paragraph  2,  when  you 
talk  about  having  good  experience  both 
in  hospital  and  general  practice,  may 
very  well  be  just  one  year  or  18  months 
as  a House  Officer? Yes. 

5209.  Sir  Hugh  Watson : You  are  a 

member  of  an  Executive  Council? 

I am,  Sir,  yes. 

5210.  Would  your  experience  as  a 
member  of  an  Executive  Council  lead 
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you  to  suppose  that  Executive  Councils 

undervalue  hospital  experience? 1 do 

not  think  they  do. 

5211.  We  have  had  a lot  of  evidence 

to  the  fact  that  it  is  difficult  to  go  from 
one  branch  of  the  profession  to  the  other, 
except  in  the  very  initial  stages.  It  is 
difficult  for  people  to  get  from  the  hos- 
pital service  into  general  practice  and 
vice  versa.' Yes. 

5212.  You  accept  that  that  is  the 

position? Yes  I do,  indeed,  and 

further  than  that  it  is  difficult,  having 
once  obtained  a post  in  general  practice, 
to  obtain  another  one.  It  is  difficult  to 
move  even  from  one  medical  practice  to 
another  medical  practice,  within  the  same 
branch  of  the  service. 

5213.  Yes,  that  is  another  point.  But 
we  have  had  evidence  that  there  is  a 
certain  rigidity,  almost,  as  between  the 

two  branches  of  the  profession. Yes, 

that  is  so. 

5214.  Do  you  think  that  is  a good 

thing? 1 think  it  is  too  rigid. 

5215.  How  would  you  suggest  that  that 

could  be  improved? It  is  difficult  to 

say.  We  have  not  given  great  thought 
to  it,  but  I think  one  thing  which  would 
be  of  advantage  would  be  if,  for  example, 
general  practitioners  had  opportunities 
to  take  hospital  appointments  as  clinical 
assistants,  or  whatever  you  care  to  call 
them,  where  they  would  have  an  oppor- 
tunity of  working  with  consultants,  in 
order  to  obtain  experience  which  would 
enable  them  to  take  additional  qualifi-  . 
cations. 

5216.  Chairman:  We  are,  of  course, 
very  much  on  the  remuneration  point. 
Are  there  any  features  of  remuneration 
that  make  it  particularly  difficult  for 
anybody  to  pass  from  one  branch  to 
another,  from  general  practice  to  hospital 

service,  or  vice  versa? As  far  as  the 

present  remuneration  structure  is  con- 
cerned, you  mean?  There  is  no 
theoretical  difficulty  or  theoretical  reason 
why  a general  practitioner  should  not 
undertake  an  appointment  outside 
general  practice.  He  can  still  act  as  a 
general  practitioner  and  can  contract 
with  the  local  Executive  Council  and 
take  an  appointment  in  the  hospital 
service,  assuming  it  is  a part-time 
appointment.  But  I have  no  knowledge 
of  the  working  in  the  opposite  direction, 
as  to  how  possible  it  is  for  a person 
employed  in  the  hospital  service  to  obtain 
general  practice  experience.  ^ 
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5217.  The  point  I was  getting  at  was 
are  the  levels  of  remuneration  at  these 
sorts  of  ages  in  the  two  branches  of  the 
profession  near  enough  in  balance  for  it 
not  to  be  a great  deterrent  for  somebody 
to  move  from  one  to  the  other?— 1 
do  not  think  I can  give  an  authoritative 
opinion  on  that.  Sir. 

5218.  Sir  Hugh  Watson:  1 am  not 
quite  sure  what  is  the  right  place  to 
bring  in  the  next  point,  but  probably 
this  is  as  good  a place  as  any.  We  have 
been  told  about  trainee  assistants,  but 
we  have  not  heard  very  much  about 
them,  really.  Can  you  tell  us,  in  the 
first  place,  how  the  trainer  doctor  is 

chosen? Yes,  Sir.  In  Scotland  the 

procedure  is  different  from  that  which 
obtains  in  England  and  Wales.  In  Scot- 
land there  is  in  each  region  of  the 
National  Health  Service  a Committee 
appointed  to  select  trainer  practitioners. 
In  the  South-Eastern  Region,  the  region 
with  which  I am  familiar,  the  Committee 
consists  of  a Chairman,  who  is  a lay- 
man, and  members  who  are  general  prac- 
titioners, appointed  by  the  Secretary  of 
State  but  nominated  by  the  Local 
Medical  Committees ; also,  representa- 
tives of  the  consultant  service,  whom  1 
presume  are  also  appointed  by  the  Secre- 
tary of  State.  They  meet  in  this  area 
twice  every  year  to  consider  applications 
from  practitioners  to  be  appointed  as 
trainers.  There  is  a memorandum  which 
lays  down  the  criteria  which  the  Com- 
mittee use  in  considering  whether  the 
practitioner  should  be  regarded  as  a 
trainer.  These,  I may  say,  are  such  that, 
broadly  speaking,  it  is  considered  that  if 
a practitioner  has  a practice  of  such  a 
size  that  he  is  likely  to  be  very  busy, 
he  is  not  considered  to  have  the  time  to 
train  an  assistant.  Therefore,  a practi- 
tioner in  an  urban  area  who  has  more 
■than  2,500  patients,  or  in  a rural  area 
who  has  more  than  2,000  patients,  is 
regarded  as  having  a practice  which  is 
too  large  to  enable  him  to  devote  time 
to  the  training  of  an  assistant.  The  appli- 
cations are  made  on  a form  which  goes 
to  the  Secretary  of  the  Committee.  They 
are  submitted  to  the  Committee,  and  1 
can  safely  say  that  each  applicant  is 
known  to  several  members  of  the  Com- 
mittee, personally.  General  practitioner 
representatives  on  the  Committee  as  a 
rule  know  the  applicants  to  a certain 
extent.  We  have  valuable  help,  also, 
from  the  consultants  who  are  very  well 


aware,  as  you  know,  of  these  nracti 
honors’  qualifications  as  practitioner' 
and  as  likely  trainers.  Does  that  heir! 
you,  Sir?  ^ 


Sir  Hugh  Watson:  Yes,  indeed  We 
did  not  know  anything  about  that  at  all 


5219.  Mr.  McIntosh  : And  what  is  the 

practice  in  England  and  Wales?’ I ara 

open  to  correction  on  this,  but  I under 
stand  that  in  England  and  Wales  the 
Committee  is  basically  the  Local  Medical 
Committee,  and  there  are  certain  Uni 
versity  representatives  or  consultant 
representatives,  or  something  of  that 
kind,  but  the  Local  Medical  Committee 
is  the  principal  unit. 


5220.  But  with  the  same  criteria? 
— I do  not  know  about  that. 


5221.  Chairman:  Do  the  same  doctors 
normally  go  on  being  trainers  year  after 

year? They  go  on  often  for  several 

years,  but  it  is  the  practice  in  the  South- 
Eastern  Region,  which  is  the  only  one 
that  1 know  about— but  I believe  there 
is  a similar  practice  in  other  regions- 
to  consider  that  after  a period  of  font 
or  five  years  the  trainer  should  have  a 
rest  from  training  ; and  in  any  case  the 
practitioner  is  not  appointed  for  several 
years  in  succession,  if  there  are  other 
suitable  practitioners  who  are  available 
to  act  as  trainers.  It  is  generally  re- 
garded as  desirable  that,  after  a period 
of  at  most  five  years,  a practitioner 
should  have  at  least  one  year  break. 

5222.  Is  it,  in  fact,  a mark  of  being  a 

rather  good  doctor  to  be  chosen  as  a 
trainer? Yes,  Sir. 


5222.  Sir  Hugh  Watson:  What  induces 
a doctor  to  apply  to  be  a trainer? — • 
I do  not  know.  It  is  very  difficult  to 
say  that.  I should  think  it  is  difficult 
to  escape  the  view  that  he  feels  he  may 
get  a little  help.  It  is  almost  certainly 
the  case  that  he  does  not  need  help, 

5224.  Because  he  has  only  got  at  the 
most  2,5(10,  or  2,000  in  a rural  area? 

Yes.  In  the  practice  in  which  I am 

a partner,  my  senior  partner  is  a trainer 
practitioner  and  has  been  for  some  years, 
and  we  have  found  it  quite  a stimulating 
thing  for  us  to  be  trainer  practitioners, 
We  learn  a tremendous  lot  from  the 
trainee,  and  I understand  that  the 
trainees  have  been  satisfied  with  their 
training  and  they  tell  us  that  they  have 
learned  from  us,  too.  But  the  curious 
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thing  is  that  when  our  turn  came  to  be 
without  a trainee  we  found  we  were, 
perhaps,  a little  less  busy  when  he  was 
not  there,  than  when  he  had  been  there. 

5225.  Chairman:  Is  the  trainee 

appointed  to  a practitioner,  or  to  a 
partnership? To  an  individual  prac- 

titioner. 

5226.  And  more  often  than  not  will 
jt  be  a practitioner  in  a partnership 

or  single-handed? Speaking  from 

memory,  I should  say  about  half  and 
half. 

5227.  Sir  Hugh  Watson:  Is  the  scheme 

largely  taken  advantage  of? In  the 

South-Eastern  Region  there  are  always 
more  applications  to  be  trainers  than 
there  are  training  practitioners. 

5228.  I meant  it  the  other  way. r 

You  mean  so  far  as  the  assistant  is 
concerned? 

5229.  Yes. No,  not  as  much  one 

would  have  thought.  It  is  well  known 
that  it  has  been  difficult  to  get  a trainee 
over  the  past  year  or  two,  and  I know 
that  in  some  parts  of  the  country  it  is 
more  so  than  others. 

5230.  Do  you  think  that  the  scheme  is 

a good  scheme? 1 do,  indeed. 

5231.  You  think  it  is  better  than  just 
turning  a young  doctor  loose  as  an 

assistant? It  is  difficult  to  say  that. 

I think  that  the  essential  reason  why  the 
trainee  scheme  is  a good  scheme  is  that 
there  is  no  doubt  in  my  mind  that  the 
way  an  assistant  in  general  practice 
starts  his  work — that  is  to  say,  the  kind 
of  practice  that  he  finds  himself  in— is 
what  will  influence  his  way  of  practice 
during  the  rest  of  his  professional  life. 
I am  sure  that  there  is  some  reason  for 
that  statement,  and,  if  that  is  the  case,.  if 
he  gets  into  a good  practice  to  start  with 
then  he  is  likely  to  be  a good  doctor  in 
the  future.  But  there  is  no  doubt  that 
there  are  practices  in  which  the  kind  of 
training  is  not  all  that  could  be  desired. 

5232.  Mrs.  Baxter:  If  a trainee  as- 

sistant is  taken  on  he  stays  there  for  one 
year? Yes. 

5233.  If  he  enters  as  an  assistant  to.  a 
partnership,  there  is  no  necessity  for  him 
to  leave  at  the  end  of  the  year,  so  he  is 

likely  to  stay? He  can  stay  there  as 

long  as  he  is  offered  the  post. 

5234.  So  entering  as  a trainee  assistant, 

does  the  young  man  get  experience  of  at 
least  two  practices? Yes.  You  mean 
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that  he  has  his  year  as  a trainee,  and 
thereafter  he  goes  elsewhere? 

5235.  Yes,  and  thereafter  would  he  go 
as  an  assistant,  or  would  he  be  likely  to 

get  a partnership  straight  away? It 

varies  a great  deal.  Ordinarily,  he  would 
not  get  a partnership  straight  away — it  is 
unusual  for  a doctor  to  go  straight  into 
partnership.  It  is  customary  for  him  to 
undertake  a preliminary  period  of 
assistantship,  even  if  it  is  not  a very  long 
one.  On  the  other  hand,  I know  some 
trainee  assistants  who,  after  their  training 
year,  have  felt  certain  shortcomings, 
having  been  in  practice  ; they  feel  they 
would  prefer  to  take  up  a hospital  ap- 
pointment, and  they  have  gone  back  to 
hospital  appointments  for  six  months  or 
so,  and  have  then  again  entered  practice 
as  an  ordinary  assistant. 

5236.  Chairman : Is  there  difficulty  for 
someone  who  has  just  finished  his  job  as 
a trainee  assistant,  in  finding  a full 
genuine  assistantship? — — There  is  some 
difficulty.  The  difficulty  is  not  so  great 
as  it  is  sometimes  made  out  to  be.  I 
think  that  the  difficulty  is  very  often  due 
to  the  fact  that  an  assistant  wishes  to 
restrict  the  area  in  which  he  practises. 
In  my  own  practice  we  have  had  experi- 
ence of  that  kind.  An  assistant,  an  able 
man,  wished  to  practise  within  the 
Edinburgh  area  and  he  found  some  diffi- 
culty in  getting  a place  that  suited  him. 
Another  one,  who  was  prepared  to  go 
anywhere,  obtained  a partnership  in  a 
very  short  time  in  the  North  of  England 
in  an  industrial  practice. 

5237.  Sir  Hugh  Watson:  In  your 

Appendix  I we  notice  that,  on  the  average 
of  the  five  years  given  there,  only  about 
ten  doctors  have  set  up  single-handed 
new  practices.  Would  that  be  a large 
figure,  do  you  think,  or  a small  figure? 

1 do  not  know  whether  I can  say  if 

it  is  a large  or  a small  figure,  Sir.  I 
have  no  idea  what  sort  of  percentage  of 
doctors,  before  the  National  Health  Ser- 
vice, set  up  a new,  single-handed  practice, 
so  I do  not  know  whether  the  numbers 
are  declining  or  not.  I think  the  ten- 
dency will  be  for  them  to  decline. — Mr. 
Fairweather:  Single-handed  practices 

have  been  declining,  particularly  since 
1953.  when  the  new  arrangements  about 
payment  for  partnerships  were  intro- 
duced. 

5238.  There  are  three  ways  of  getting 
into  general  practice,  as  the  Commission 
understand  it.  You  can  succeed  to  a 
A 6 
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practice  vacancy,  you  can  become  an 
assistant,  or  you  can  put  up  your  plate, 
which  is  the  one  we  are  talking  about  at 
the  moment? Yes. 

5239.  And  we  understand  that  the 
method  which  is  normally  used  is  for  a 
doctor  to  become  an  assistant,  and  then 

become  a partner? Dr.  Baldwin-. 

Yes,  indeed. 

5240.  In  Scotland  you  do  not  haye 

designated  areas,  as  they  have  in 
England? That  is  so. 

5241.  But  the  Executive  Councils  and 
the  Medical  Practices  Committee 
know  very  well  the  areas  which 
are  very  well  doctored,  and  while 
they  do  not  have  these  English 
classifications,  in  practice  the  thing 
works  pretty  much  the  same  way,  I 

suppose? 1 think  it  does,  in  a way, 

except  that  if  in  Scotland  we  adopt  the 
practice  of  English  Committees,  the  areas 
which  would  be  classified  as  closed  areas 
would  be  very  few. 

5242.  Having  that  in  view,  what  do 
you  think  about  this  figure  of  10  people 

who  put  up  their  plates? There  is  a 

difference  between  an  area  which  is  ade- 
quately doctored,  and  one  which  is  very 
much  under-doctored.  We  prepared  a 
table  which  indicated  the  success  of  prac- 
titioners setting  up  a single-handed  prac- 
tice with  an  Initial  Practice  Allowance. 
It  was  a very  instructive  table,  and 
showed  that,  generally  speaking,  the  only 
likelihood  of  a practitioner  putting  up 
his  plate  and  meeting  with  success — that 
is  to  say,  building  up  a practice  within 
three  years,  in  which  he  could  earn  his 
living — would  be  if  he  were  in  practice 
in  a newly  developing  area,  where  new 
houses  were  going  up  and  people  were 
coming  in.  In  an  already  developed  area, 
where  there  were  already  practitioners 
practising  in  the  area,  his  likelihood  of 
practising  by  ethical  means  and  attracting 
to  him  enough  patients  to  make  a living 
in  that  range  of  time  was  very  remote. 
The  average  person  is  not  prepared  to 
change  his  or  her  doctor. 

5243.  Chairman-.  In  the  light  of  that, 
would  you  think  that  10  new  practices 

a year  was  not  bad? 1 would  say  it 

was  not  so  bad.  Mr.  Fairweather  has  a 
graph,  which  he  can  show  you. 

5244.  Sir  Hugh  Watson : For  the 

record,  Mr,  Fairweather  has  produced  a 


graph*  which  shows,  with  a dotted  line 
the  number  of  applications  from  doctors 

to  practise  in  partnership. Mr.  Fair- 

weather : And  with  an  unbroken  line  it 
shows  the  number  of  applications  to 
practise  single-handed.  You  will  see  how 
the  partnerships  shot  up  in  1953  at  the 
time  of  the  new  award. 

5245.  The  applications  for  single- 

handed  practices  never  rose  more  than 
about  10  in  a year? Yes,  that  is  so, 

5246.  In  1953  the  applications  to  prac- 
tise in  partnerships  rose  to  very  nearly 
60 ; in  general  they  appear  to  be  running 

at  about  25  to  30? Yes.  Actually, 

these  are  not  yearly  but  quarterly  in- 
tervals. That  point  of  60  you  mentioned 
was  in  respect  of  one  quarter. 

5247.  It  goes  to  a peak  after  the  altera- 
tion that  you  have  been  talking  about? 
Yes. 

5248.  Chairman  : It  does  seem  that  in 

the  same  quarter  as  you  had  this  great 
peak  of  partnership  applications,  you  had 
a peak  of  single-handed  ones.  The  tail- 
oil  has  been  to  about  2 or  3 compared 
to  15  to  20,  of  course? Yes. 

5249.  Sir  Hugh  Watson:  You  referred 
just  now,  Dr,  Baldwin,  to  the  Initial 
Practice  Allowances.  Do  you  think  these 
allowances  are  achieving  the  purpose  for 

which  they  were  intended? Dr. 

Baldwin : This  is  a personal  opinion,  but 
I think  that  they  do  so  only  in  those 
cases  where  a practitioner  enters  a newly- 
developing  area,  in  which  there  are  a 
large  number  of  patients.  I should  say 
that,  in  order  to  succeed  in  its  purpose, 
the  Initial  Practice  Allowance  in  an  area 
where  there  were  not  a lot  of  new  patients 
coming  in  would  require  to  be  tapered 
off  much  more  slowly. 

5250.  In  other  words,  it  would  take 
the  practitioner  much  more  than  three 

years  to  establish  himself? Yes,  and 

the  third  year’s  allowance  is  very  meagre 
if  he  is  not  attracting  patients. 

5251.  Applications  for  these  allowances 

arc  made  to  your  Committee? After 

having  been  to  the  Executive  Council 
who,  with  the  Local  Medical  Committee, 
consider  them  and  make  recommenda- 
tions to  us. 

5252.  Can  you  tell  us  the  criteria 
which  govern  the  consideration  of  these 
applications? -- — Yes,  Sir.  Very  largely, 
the  criteria  which  we  use  in  considering 
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whether  an  area  is  in  need  of  an  addi- 
tional practitioner  are  in  the  document 
which  we  have  submitted  to  you,  but 
there  are  other  factors,  too.  We  con- 
sider each  case  on  its  merits.  We  receive 
from  the  Executive  Council  the  names 
of  practitioners  practising  in  the  area— 
if  there  are  any,  and  there  usually  are— 
and  the  numbers  of  patients  on  their 
lists  and  their  ages.  There  are  also  other 
considerations  which  we  sometimes  take 
into  account,  such  as  special  conditions 
relative  to  the  particular  district.  It  may 
well  be  that  it  is  considered  desirable 
that  a particular  practice  should  remain 
as  an  entity,  in  which  case  the  Initial 
Practice  Allowance  may  be  given  to 
encourage  a practitioner  to  start  there. 
There  might  be  possibly  the  case  of  a 
practice  where  it  was  felt  desirable  that 
a woman’s  practice  should  be  maintained 
in  an  area,  and  that  might  be  an  addi- 
tional reason.  These  are  special  reasons, 
but  you  will  notice  that  we  consider 
certain  figures  and  numbers  of  patients. 

5253.  Are  many  of  these  applications 

refused  in  practice? No,  not  many 

are  refused.  I think  that  the  Committee 
will  sometimes  wonder  whether  they  will 
result  in  a practitioner  being  able’  to 
establish  himself,  but  as  a general  rule 
applications  are  not  refused. 

5254.  Turning  to  another  subject,  we 
have  had  some  suggestion,  without  any- 
thing very  definite  being  put  before  us, 
that  in  some  quarters  there  is  a tendency 
to  exploit  assistants.  Naturally,  that 
evidence  has  come  mostly  from  the 
assistant  side  of  the  profession.  You 
have  sometimes  refused  permission  for 

the  employment  of  an  assistant? 

Very,  very  rarely  indeed,  Sir.  It  has  not 
been  done  since  I became  Chairman  of 
the  Committee. 

5255.  On  what  grounds  would  you 
consider  that  a Committee  would  be 

liable  to  reject  such  applications? 

Perhaps  Mr.  Millar,  who  has  had  some 
further  experience,  could  tell  us  that. 
He  has  been  a member  of  the  Committee 
longer  than  I have. — Mr.  Millar:  We 
have  had  very  few  of  these  cases,  but 
one  curious  aspect  which  one  finds  is 
that  the  reason  an  Executive  Council 
has  refused  consent  to  the  employment 
of  an  assistant  is  often  that  they  think 
that  the  practitioner  should  have  another 
partner  rather  than  an  assistant,  so  they 
try  to  exercise  pressure  on  him  to  take 
in  a partner.  Of  course,  this  is  rather 
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a difficult  situation,  because  we  have  no 
power  to  force  a doctor  to  take  a 
partner,  and  if  he  is  determined  not  to 
take  a partner  and  wants  an  assistant 
and  nothing  else,  then  if  he  is  refused 
the  assistant  he  is  left  with  no  assistance 
at  all,  and  that  is  not  so  good  for  the 
patients.  So  it  is  sometimes  difficult  to 
know  how  to  handle  cases.  One  has  to 
take  the  interests  of  the  patient  into 
account,  and  if  one  is  going  to  be  swayed 
by  that  aspect,  one  gives  consent  to  the 
employment  of  an  assistant  as  being 
better  than  nothing. 

5256.  Yes,  but  what  you  are  saying 
very  nearly  comes  to  the  fact  that  there 
are  quite  a number  of  cases  in  which  the 
Executive  Council  think  that  the  doctor 
should  not,  in  fact,  have  an  assistant ; he 

ought  to  have  a full  partner. That 

is  so. 

5257.  Which  would  almost  confirm  the 
view  that  assistants,  if  not  exploited,  are 
made  use  of  in  circumstances  where  they 

should  not  be  made  use  of. Yes,  I 

should  think  that  is  a correct  statement 
of  the  Executive  Council’s  feelings  in  the 
matter. 

5258.  In  all  the  circumstances,  does 

the  Committe  think  that  assistants  should 
be  employed,  and  that  it  is  permissible 
to  employ  or  reasonable  to  employ 
assistants? Dr.  Baldwin:  My  per- 

sonal view  in  this  matter  is  that  if  a 
doctor  thinks  he  should  employ  an 
assistant,  and  is  prepared  to  pay  his 
salary  out  of  his  own  pocket,  there  is 
no  reason  why  we  should  interfere. 

5259.  There  is,  of  course,  no  scale  of 
salary  laid  down  for  an  assistant? 
That  is  so. 

5260.  There  is  a scale  for  a trainee 

assistant,  but  there  is  no  scale  for  an 
ordinary  assistant? Yes. 

5261 . Do  you  think  that  circumstances 

as  they  are  give  any  reason  to  suppose 
thait  there  ought  to  be  such  a scale  laid 
down,  or  does  the  market  find  its  own 
level? 1 think  that,  generally  speak- 

ing, the  market  finds  its  own  level.  I 
think  there  is  no  doubt  that  the  scale 
laid  down  for  a trainee  assistant  has 
proved  to  be  some  sort  of  a guide.  It 
is  most  unusual  for  an  ordinary  assistant 
to  be  remunerated  except  at  a little 
higher  level  than  the  trainee  assistant. 
But,  generally  speaking,  I think  that  the 
assistant’s  salary  is  probably  fair,  at 
least  in  the  initial  stages. 

A 7 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


1176 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


5262.  Mrs.  Baxter : Is  it  on  an 

incremental  scale? The  assistant’s 

salary  is  entirely  a matter  of  arrange- 
ment between  the  assistant  and  his 
principal.  I think,  generally  speaking, 
it  is  true  to  say  that,  in  a good  class 
practice,  if  an  assistant  has  been  there 
for  a year  and  stays  longer,  he  gets  an 
increase  in  his  remuneration ; and  he 
would  ordinarily  not  expect  to  stay  more 
than  two  years,  because  he  would  either 
become  a principal,  or  leave  for  a more 
permanent  post. 

5263.  Sir  Hugh  Watson  : We  have  had 
evidence  from  some  professional  bodies, 
who  go  so  far  as  to  say  that  in  their 
view  they  can  hardly  conceive  of 
circumstances  in  which  a doctor  should 

be  allowed  to  employ  an  assistant. 

It  would  seem  to  me  that  there  should 
always  be  a place  for  an  assistant  in 
general  practice.  It  has  been  recog- 
nised for  a long  time  that  the  best  way 
to  get  into  practice  is  to  become  an 
assistant.  I say  to  the  trainee  prac- 
titioners who  come  to  us  “ Take  an 
assistantship  without  a view  to  partner- 
ship, and  you  will  find  that  a practice 
will  come  to  you.”  I say  that  that  is 
as  good  a way  as  any,  provided  they 
choose  the  right  area. 

5264.  We  have  heard  a lot  about  the 
difficulty  of  getting  into  general  prac- 
tice, and  what  you  have  said  is  very 
interesting.  Does  your  experience  bear 
out  what  you  have  prophesied  to  these 

young  men? Yes,  Sir.  I think  in 

each  case  all  the  assistants  we  have  had, 
with  one  exception  who  is  in  a dilTercnt 
class  from  the  others,  have  established 
themselves  quite  soon  permanently  in 
practice.  They  have  all  been  assistants. 
— Mr.  Millar-.  And  eventually  they 
become  partners. — Dr.  Baldwin : Not 

all  of  them.  One  of  them  got  an  I.P.A., 
and  set  up  in  a new  housing  area.  But 
they  have  all  succeeded. 

5265.  Mr.  G unlake  -.  Where  you 

encounter,  as  you  say  you  have,  a 
certain  reluctance  in  some  cases  to  take 
a man  into  partnership,  have  you  any 
reason  to  suppose  that  the  reluctance  is 
on  purely  financial  grounds?  Or  would 
you  take  the  view  that  the  relationship 
as  between  partner  and  partner  is  a 
rather  complicated  relationship  and  it 
does  not  necessarily  follow  that  a man, 
who  is  acceptable  as  an  assistant,  would 
be  acceptable  as  a partner  in  those  wider 


senses? 1 am  sure  you  are  right  in 

this.  There  are  two  factors.  I know 
of  principal  practitioners  in  single- 
handed  practices,  who  do  not  wish  to 
take  a partner  for  personal  reasons,  and 
there  are  assistants  who  are  content  to 
be  assistants,  although  there  are  not 
many  of  these.  But  the  personal  factor 
is  a very  important  one. 

5266.  Chairman : Do  you  know  of 
many  cases  where  a practitioner  takes 
as  many  as  ten  assistants  in  succession, 

or  anything  like  that? 1 do  not  know 

of  any  case  of  that  kind  and,  in  ray 
experience  in  the  south-east  of  Scotland, 
I cannot  think  of  any  practitioner  who 
has  taken  a large  number  of  assistants, 

5267.  They  do  in  the  end,  having  had 
a fairly  small  number  of  assistants,  go 

and  take  an  extra  partner? Not 

necessarily.  There  is  this  other  curious 
position  in  which  a practitioner  may,  in 
his  later  years  in  practice,  take  an 
assistant  for  a few  years,  and  finally  take 
him  into  partnership  for  the  purpose  of 
allowing  him  to  succeed  to  the  practice, 
He  then  retires  and  the  practice  remains 
a single-handed  practice,  which  is  rather 
a dilTercnt  position.  But  I do  not  know, 
in  my  own  area,  of  any  practice  which 
would  be  regarded  as  one  which  is  always 
run  with  an  assistant. 

5268.  Sir  Hugh  Watson  : So  much  for 
the  assistants.  C'ould  we  look  for  a 
moment  or  two  at  the  position  of  junior 
partners?  In  your  paragraph  7 you  tell 
us  something  about  the  partnership  deeds 
which  have  come  before  you,  the  number 
that  you  have  had  to  get  altered,  and 
so  on.  Would  it  be  reasonable  to  assume 
that  the  agreements  which  are  submitted 
to  the  Committee  arc  on  the  whole  less 
likely  to  be  open  to  criticism  than  the 

ones  which  are  not  submitted? 1 do 

not  know,  .Sir.  We  have  no  means  of 
knowing.  It  is  possible  that  what  you 
say  is  true.  On  the  other  hand,  I am 
entirely  satisfied  that  there  are  practice 
agreements  which  do  not  come  to  the 
Committee  und  which  are  perfectly  good. 

5269.  Is  it  possible  that  there  are  cases 
where  a senior  practitioner  puts  pressure 
on  a junior  to  accept  an  agreement  which 
is  not  as  favourable  Co  the  junior  as  it 
might  be,  and  which  is  not  put  forward 
to  your  Committee?  - — I think  that  is 
the  case. 

5270.  Chuirman : Would  many  of  the 
agreements  which  do  not  come  to  your 
Committee  simply  be  virtually  a copy  of 
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a perfectly  satisfactory  agreement  apply- 
ing to  a new  partner  terms  that  have 

applied  to  others  in  the  past? 1 should 

think  so.  There  is  no  reason  for  us 
to  believe  that,  of  the  agreements  which 
are  not  submitted,  any  greater  percentage 
of  them  would  not  be  acceptable,  than 
those  which  are  submitted. 

5271.  Sir  Hugh  Watson : Is  the  prac- 
tice of  going  into  partnership  now 

becoming  more  general? Yes,  there 

are  more  partnership  practices  than  there 
were. 

5272.  And,  by  and  large,  are  doctors 
becoming  accustomed  to  the  adjustment 
of  reasonable  partnership  agreements? 

Yes,  I think  so.  There  is  quite  a lot 

which  we  do  not  know.  There  are  a 
large  number  of  agreements  which  we 
never  see.  One  has  seen  agreements 
which  are  quite  shocking. 

5273.  You  have  told  us  in  your 
memorandum  that  it  would  be  an  advan- 
tage if  you  could  see  all  partnership 
agreements. — It  would  be  an  advantage 
to  the  junior  partners,  on  the  whole. 

5274.  And  if  it  were  recognised  as 
standard  practice  that  all  agreements 
should  be  submitted  to  you,  then  nobody 
could  have  any  ill-feeling  about  it?— — 
That  is  so,  I think. — Mr.  Millar : I think 
one  has  to  keep  in  mind  the  purpose  of 
the  statutory  provision  on  this  matter. 
It  is  not  to  protect  the  junior  partner, 
of  course ; it  is  to  protect  the  senior 
partner,  usually,  against  the  possibility  of 
being  charged  with  an  offence  under  a 
Section  of  the  Act. 

5275.  Yes,  of  course.  You  mean  for 

the  sale  of  goodwill? It  is  a purely 

voluntary  act  on  his  part  to  come  along, 
and  he  does  it  for  his  own  protection. 
It  might  be  wrong  to  force  our  services, 
so  to  speak,  on  people  who  could  get 
along  quite  well  without  them.  On  the 
other  hand,  if  it  were  decided  that  it 
was  a good  thing  that  the  interests  of 
junior  partners  should  be  protected,  then 
the  Act  should  be  framed  differently  and 
it  should  set  out  plainly  to  achieve 
that  object.  Another  object,  which  might 
be  thought  to  be  secured  by  the  over- 
sight of  all  agreements,  is  to  secure  that 
the  law  is  observed  in  this  matter, 
instead  of  relying  on  the  authorities  to 
prosecute  any  offenders.  It  might  con- 
ceivably be  provided  that  an  agreement 
would  not  be  legal  unless  it  was  sub- 
mitted. It  all  depends  on  what  is  your 
objective.  It  might  be  one  of  these 
things. 
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5276.  I am  much  obliged  to  you  for 
pointing  out  what  is  the  real  object  of 
the  statutory  provision.  It  is,  of  course, 
to  make  sure  that  there  is  nothing  in 

the  nature  of  a sale  of  goodwill. Yes, 

it  is  to  protect  the  senior  partner,  if  he 
desires  protection,  against  the  possibility 
of  being  charged.  He  may  say  “ I am 
quite  well  able  to  look  after  myself,  and 
I have  every  intention  of  giving  my  junior 
a square  deal.  I am  quite  sure  that  the 
terms  of  my  agreement  will  secure  this 
square  deal,  so  there  is  no  need  for  me 
to  submit  the  agreement.” — Dr.  Baldwin : 
The  advantage  to  the  junior  partners  is 
incidental,  but  very  real. 

5277.  But  on  occasions  you  have  inter- 
vened to  improve  the  position  of  the 

junior  partner? Yes,  indeed.  We 

have  intervened  to  prevent  the  agree- 
ment infringing  the  Act,  and  by  so  doing 
it  has  been  to  the  benefit  of  the  junior 
partner. 

5278.  Turning  to  another  point,  when 

your  Committee  are  considering  the 
number  of  doctors  in  an  area,  and 
whether  it  is  under-doctored  or  other- 
wise, what  if  any  information  do  you 
have  about  the  private  commitments  of 
a doctor  outside  the  National  Health 
Service?- In  the  form  which  is  pre- 

scribed, local  Executive  Councils  set  out 
the  numbers  of  dootors,  the  numbers  on 
their  lists,  the  mileages  and  so  on.  There 
is  a column  which  asks  for  hospital  or 
other  commitments,  and  in  many  of  these 
Executive  Council  reports  this  column  is 
blank.  We  do  not  really  know,  as  a 
rule,  what  other  commitments  general 
practitioners  have.  We  have  no  reliable 
information  as  regards  their  private 
practice. 

5279.  It  was  the  private  practice  which 

I was  really  after. We  therefore  pay 

no  attention  to  it  whatever,  because  any 
information  that  there  is  is  undoubtedly 
not  reliable,  and  we  feel  that,  it  is 
perhaps  unrealistic  to  pay  attention  to 
some  information  which  we  receive  from 
one  Executive  Council  area,  whereas  in 
another  area,  where  we  have  reason  to 
believe  there  may  well  be  other  commit- 
ments, there  is  no  information  given  at 
all.  It  is  extremely  difficult  to  obtain 
this  information. 

5280.  Yes,  we  know  that.  That  is  why 
I asked  the  question.— — I do  not  know 
how  you  will  do  it. 

5281.  Mr.  G unlake : What  do  you 
regard  as  an  area,  for  this  purpose? 
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I refer  to  my  own  area.  The  area  that 
I am  speaking  of  now  is  the  Lothians 
and  Peebles  Local  Executive  Council 
area,  which  is  the  area  in  which  I live 
and  practise,  and  which  consists  of  the 
three  Lothians  and  the  County  of 
Peebles. 

5282.  I was  thinking  of  the  average. 
When  we  are  considering  this  ques- 
tion we  receive  information  from  each 
Executive  Council,  and  each  Executive 
Council  area  is  usually  divided  by  the 
Executive  Council.— Mr.  Millar : Scot- 
land is  a comparatively  small  area,  and 
most  of  us  have  a fair  idea  of  the 
different  parts  of  the  country,  and  the 
characteristics.  We  also  know — and  we 
are,  of  course,  assisted  by  the  reports — 
which  doctors  are  serving  roughly  which 
districts.  For  example,  in  a large  burgh 
we  would  look  at  the  doctors  practis- 
ing in  the  burgh.  They  might  have  a 
few  patients  outside,  or  there  might  be 
some  country  doctors  coming  in,  but  by 
and  large  we  would  look  at  the  doctors 
who  have  surgeries,  and  whose  residences 
would  usually  be,  within  the  burgh. 

5283.  Sir  Hugh  Watson : So  the 

answer  is  really  that  it  is  very  difficult 
to  know  what  are  the  outside  commit- 
ments of  the  doctor? Dr.  Baldwin : 

Yes. 

5284.  Next  is  a somewhat  controver- 

sial and  rather  difficult  question.  You 
give  us  certain  views  about  what  is  the 
proper  size  of  the  list.  It  is  very  diffi- 
cult to  be  dogmatic  about  that. Yes, 

Sir. 

5285.  The  maximum  has  been  reduced 

to  3,500  now? That  is  so. 

5286.  Is  the  position  really  that  so 
much  depends  upon  the  ability,  the  per- 
sonality, the  methods  of  the  doctor  him- 
self, and  the  nature  of  the  area,  that  it 

is  almost  impossible  to  generalise? 

I think  that  is  probably  true.  I know 
from  my  own  experience,  in  my  own 
area,  one  practice  of  two  partners  with 
a total  list  of  2,000  who  asked  permis- 
sion to  employ  an  assistant.  I also  know 
of  another  practice  where  a single- 
handed  doctor  has  3,500  patients  and 
is  recognised  as  one  of  the  ablest  prac- 
titioners in  the  area ; his  organisation  is 
first-class.  You  also  have  everything  in 
between. 

5287.  Chairman:  The  maximum  list, 
whatever  is  the  maximum,  being  an 
extreme  must  relate  to  extreme  con- 
ditions, and  has  little  relation  to  the 


normal? 1 think  so.  The  other  alter- 

native is  to  bring  the  maximum  down 
to  the  average,  which  would  be  most 
undesirable. 

5288.  Sir  Hugh  Watson:  The  next 

point  is  the  question  of  inducement  pay- 
ments. In  the  remote  areas  of  Argyle, 
Inverness,  Ross,  and  so  on  there  are 
inducement  payments? Yes. 

5289.  Do  you  find  that  these  are  work- 
ing?  1 think  they  work  extremely 

well.  I think  there  are  47  inducement 
payments  made  in  Scotland  in  the 
National  Health  Service,  and  they  are 
indeed  working  very  well.  There  is  no 
doubt  whatever  that,  in  many  of  these 
areas,  there  would  be  no  practitioner 
without  the  inducement  payment,  which 
may  be  very  substantial. 

5290.  Your  Committee  advise  the 
Secretary  of  State  about  these  payments? 
We  do  indeed,  yes. 

5291.  Could  you  tell  us  something 
about  the  circumstances  which  warrant 
your  recommending  the  Secretary  of 

State  to  make  such  payments? There 

are  two  principal  features.  First  of  all, 
it  is  necessary  for  the  practice  to  be 
maintained,  in  order  to  provide  a medi- 
cal service  to  the  people,  and  in  order 
to  do  that  it  is  desirable  to  provide  that 
the  doctor  shall  earn  an  income  which 
will  enable  him  to  live.  If  his  circum- 
stances are  such  that,  by  virtue  of  the 
small  number  of  patients,  for  example, 
it  is  not  possible  for  him  to  do  so,  then 
he  must  be  paid  an  additional  sum  of 
money  to  enable  him  to  make  a living. 
We  have  at  least  one  example  where  the 
expenses  of  the  practice  are  in  excess 
of  the  income,  and  therefore  it  is  neces- 
sary for  a substantial  inducement  pay- 
ment to  be  given,  to  enable  the  doctor 
to  exist  at  all. 

5292.  From  what  you  have  said,  it 

would  appear  that  the  amount  of  the 
payments  in  various  cases  may  vary  con- 
siderably?  Indeed,  that  is  so.  There 

is  a figure ; it  is  not  entirely  adhered  to, 
because  it  is  difficult  to  justify  a fairly 
substantial  income  to  a man  who  has, 
perhaps,  200  patients.  The  earnings 
must  relate  to  some  extent  to  his  amount 
of  work,  but  there  is  a figure  of,  I think, 
£1,600,  which  is  regarded  as  the  net 
income  which  it  is  desirable  to  achieve, 
but  he  does  not  always  achieve  that 
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5293.  In  this  paper  you  have  passed 

to  me  there  are  inducement  payments 
shown  of  £473,  £1,292,  £340,  £1,022  and 
so  on. Yes. 

5294.  Chairman:  For  instance,  in  an 
area  such  as  you  mentioned  where  the 
expenses  exceeded  the  possible  gross  in- 
come, to  get  a net  income  of  £1,600  you 
will  have  to  pay  something  in  excess  of 

£1,600? Yes.  This  is  one  of  the 

islands  in  which  there  must  be  a doctor, 
and  there  are  about  170  patients. 

5295.  And  in  most  of  these  cases  does 

income  from  dispensing  help  a bit? 

Very  little,  because  there  are  so  very  few 
patients.  Any  income  is  taken  into 
account,  and  we  get  a flat  statement  of 
income  and  expenditure  from  the  De- 
partment, when  we  are  asked  to  give 


{The 


our  observations  on  how  much  it  should 
be. 

5296.  As  a system,  you  really  have 

no  alterations  or  recommendations  to 
suggest,  so  far  as  remuneration  is  con- 
cerned?  No.  So  far  as  I am  aware  it 

works  very  well. 

5297.  Chairman : I think  we  have 
covered  your  memorandum.  I will  just 
ask  if  any  of  the  other  members  of  the 
Commission  want  to  ask  any  questions. 
Is  there  anything  additional  which  has 
occurred  to  you,  since  you  submitted 

your  memorandum? No,  Sir,  I do 

not  think  so. 

5298.  We  are  very  grateful  to  you,  and 
I think  that  is  all  we  need  from  you. 
Thank  you  very  much,  Sir. 


withdrew) 
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MEMORANDUM  OF  EVIDENCE  BY  THE  SCOTTISH  ASSOCIATION  OF 
EXECUTIVE  COUNCILS  FOR  THE  ROYAL  COMMISSION  ON  DOCTORS’ 
AND  DENTISTS’  REMUNERATION 


1.  The  Scottish  Association  of  Executive  Councils  was  formed  at  the  inauguration 
of  the  National  Health  Service  in  1948.  The  Association  succeeded  the  Scottish 
Association  of  Insurance  Committees  formed  in  1913  and,  with  the  forhinale 
succession  of  a number  of  members  of  the  former  Association,  has  had  the  benefit 
of  the  considerable  experience  gained  in  the  administration  of  the  National  Health 
Insurance  Scheme.  All  Executive  Councils  in  Scotland  are  in  membership  of  the 
Association,  which  is  recognised  by  the  Secretary  of  State  and  consulted  on  all 
matters  affecting  the  provision  of  services  under  Part  IV  of  the  National  Health 
Service  (Scotland)  Act,  1947.  Throughout  the  year,  the  work  of  the  Association 
is  undertaken  by  an  Executive  Committee  elected  annually  at  the  Conference  or 
representatives  of  the  constituent  Executive  Councils. 

2.  In  this  memorandum  the  views  of  the  Association  are  given  on  the  points 
raised  by  the  Secretary  to  the  Royal  Commission  in  his  letter  to  the  Association 
dated  8th  April,  1958. 

Medical  Services 


The  Arrangements  for  entry  of  Doctors  into  General  Practice 

3.  There  are  three  means  of  entry  into  general  practice,  viz.: — 

(а)  The  setting  up  of  a new  practice. 

(б)  Assumption  as  a partner  into  an  existing  practice,  and 
(c)  Succession  in  an  advertised  vacancy. 

4.  Before  he  has  to  decide  which  way  he  should  seek  to  take,  the  doctor  has 
already  travelled  far.  Behind  him  lies  at  least  six  years  of  study  and  one  pre- 
registration  year,  with  probably  also  two  years  National  Service.  A considerable 
portion  of  his  earning  life  has  gone,  much  expenditure  has  already  been  incurred 
and  still  the  way  ahead  may  not  be  easy. 

5.  Setting  up  a New  Practice : This  way  is  the  most  difficult.  With  almost  100 
per  cent  of  the  population  already  on  doctors’  lists,  the  new  doctor  must  attract 
patients  from  his  established  colleagues.  The  more  ethical  his  approach,  the  more 
difficult  his  task  tends  to  be. 

6.  There  are  certain  inescapable  expenses  and  obligations,  e.g.  surgery  accom- 
modation must  be  provided,  a car  and  telephone  will  be  necessary  and  the  doctor 
lias  to  be  on  call  twenty-four  hours  a day. 

7.  If  the  doctor  enters  a new  housing  area  considerably  removed  from  existing 
consulting  accommodation,  he  may  reasonably  hope  that  mere  convenience  will 
draw  some  patients  towards  him  and  that  thereafter  diligence  and  ability  may  lead 
to  a worthwhile  practice.  But  he  must  first  have  convenient  living  and  consulting 
accommodation.  In  this  connection,  he  will  usually  have  to  deal  with  Local 
Authorities,  who,  if  they  have  accommodation  to  rent,  will,  at  least  in  respect  of 
the  consulting  accommodation,  be  obliged  to  do  so  at  an  “ economic  rent  which 
may  be  quite  substantial.  If  he  builds  accommodation,  he  will  generally  do  so  at 
considerable  cost  on  borrowed  money. 


8.  To  make  a reasonable  living  within  a reasonable  time  in  a new  practice  in 
an  area  not  considerably  affected  by  transfers  of  population  is  still  more  difficult 
The  fact  that  the  average  list  in  an  area  exceeds  the  general  or  national  average  is 
no  guarantee  of  success.  Indeed,  there  are  indications  that  a new  doctor  frequently 
acquires  his  patients  from  the  doctors  with  the  smaller  lists. 

9.  The  Report  of  the  Scottish  Medical  Practices  Committee  for  the  year  ended 
30th  June,  1957  shows  that  in  the  period  from  1953  to  1st  April,  1957,  22  doctors 
■were  awarded  Initial  Practice  Allowances.  In  ten  cases,  the  districts  of  practice 
had  been  listed  as  under-doctored  at  the  date  of  award.  Six  doctors  had  patients 
at  the  date  of  award  and  had  practised  in  the  area  for  a time  or  had  been. 
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appointed  to  a vacancy.  Sixteen  doctors  remained  in  practice  in  the  districts  at 
1st  April,  1957.  Six  had  resigned  for  the  following  reasons: — 

1 — to  take  up  a Hospital  post. 

1 —  gave  up  practice  to  remain  on  the  Medical  List  as  assistant  to  another 

doctor. 

1 — resigned  owing  to  ill-health. 

2 —  resigned  on  being  appointed  to  vacancies  in  other  areas. 

1 — resigned  on  emigrating  to  New  Zealand. 

10.  Assumption  us  a Partner  in  an  existing  Practice : This  is  now  the  most 
common  means  of  entry  into  general  practice.  It  frequently  follows  a preliminary 
period  of  assistantship  in  the  practice  in  question.  The  assumption  of  a partner 
in  an  existing  practice  has  the  advantage  of  ensuring  continuity  and  reduces  the 
likelihood  of  patients  dispersing  during  the  period  of  a vacancy. 

11.  Arrangements  for  “loadings”  and  the  calculation  of  payments  to  partnerships 
on  the  basis  of  “ notional  ” lists  help  in  the  introduction  of  partners.  It  should 
however,  be  noted  that  a large  number  of  doctors  entering  partnership  practice 
are  not  “ additional  ” partners  but  fill  vacancies  caused  by  deaths  or  retirals. 

12.  The  Association  believe  that  some  consideration  should  be  given  to  measures 
to  stimulate  further  the  introduction  of  more  “ additional  ” partners.  This  might 
be  done  by  arranging  for  the  payment  to  pre-1948  practitioners  assuming  additional 
partners  of  part  of  their  compensation  for  loss  of  right  to  sell  goodwill. 

13.  At  31st  March,  1958,  1,660  doctors  practised  in  partnership  in  Scotland 
Annexed,  as  Appendix  1,  is  a statement  showing  the  proportions  in  which  the 
partnership  incomes  were  shared. 

14.  Succession  in  an  Advertised  Vacancy  : At  the  beginning  of  the  Service,  it  was 
generally  believed  that  this  would  be  the  most  usual  means  of  entry  into  general 
practice. 

15.  With  the  growth  of  partnership  practice  and  existing  arrangements  for  the 
filling  of  partnership  vacancies  by  consulting  with  the  remaining  partners,  the  number 
of  advertised  vacancies  is  small  and  apparently  will  be  smaller  in  the  years  ahead. 

16.  Annexed,  as  Appendix  2,  is  a statement  giving  information  as  to  the  location 
and  the  size  of  vacancies  advertised  in  Scotland  during  the  three  years  to  3 1st  March, 
1958  and  the  number  of  applications  received. 

17.  Annexed,  as  Appendix  3,  is  a statement  which  discloses  that,  while  2,403 
applications  were  received  in  vacancies  advertised  during  the  three  years  to  31st 
March,  1958,  the  number  of  applicants  concerned  was  867. 

18.  Annexed,  as  Appendix  4,  is  a statement  classifying  these  867  applicants  by 
completed  years  since  graduation  and  post  held  at  time  of  application. 

19.  Annexed,  as  Appendix  5,  is  a statement  classifying  successful  applicants  by 
the  number  of  applications  made  in  vacancies  before  appointment. 

20.  Annexed,  as  Appendix  6,  is  a statement  classifying  successful  applicants  by 
completed  years  since  graduation  and  post  held  at  time  of  application. 

21.  Annexed,  as  Appendix  7,  is  a statement  classifying  successful  applicants  by 
registered  qualifications. 

Arrangements  for  the  Employment  of  Assistants  by  General  Medical  Practitioners 

22.  There  is  a place  for  the  employment  of  assistants  by  senior  practitioners  at 
their  professional  peak.  Indeed,  the  Association  believe  that  a period  of  assistantship 
is  a most  desirable  preliminary  to  entry  into  full  general  practice.  Accordingly, 
satisfactory  arrangements  for  the  employment  and  training  of  assistants  are  an  essential 
part  of  the  Service. 

23.  The  arrangements  under  which  certain  practitioners  arc  recognised  as 

trainer  ’ practitioners  are  approved  in  principle  but  there  is  probably  a case  for 

a detailed  enquiry;  as  to  whether  these  arrangements  are  serving  the  purpose  for 
which  they  were  introduced.  In  order  to  prevent  any  abuse  of  the  arrangements 
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for  the  training  of  assistants,  the  Association  are  of  opinion  that  it  might  be  desirable 
to  provide  that  the  recognition  of  a principal  as  a “ trainer  ” practitioner  should 
not  be  continued  for  a period  of  more  than  two  years  without  a break  unless  where 
it  appears  that  no  other  suitable  “ trainer  ” is  available.  (See  also  para.  45  as  to 
joint  training  in  hospital  and  general  practice.) 

24  Stricter  control  over  the  employment  of  assistants  other  than  “trainees” 
should  be  introduced.  The  additional  number  of  patients  permitted  to  a doctor 
emoloving  an  assistant  should  be  considerably  limited  so  as  to  reduce  the  possibility 
of  an  assistant  being  employed  solely  for  the  purpose  of  permitting  a large  increase 
of  the  principal’s  list.  On  the  other  hand,  the  employment  of  assistants  in  approved 
cases  should  be  facilitated  and  consideration  might  be  given  to  the  possibility  or 
providing  that  the  appointment  of  an  assistant  should  not  decrease  the  amount 
of  the  principal’s  income  as  calculated  for  superannuation  purposes. 

25  Annexed,  as  Appendix  8,  is  a statement  in  regard  to  the  employment  of 
assistant  medical  practitioners  (other  than  “ trainee  ” assistants)  at  31st  March,  1958. 
The  assistants  are  classified  by  age  and  completed  years  of  service  as  assistants. 
The  vears  in  which  assistants  were  first  employed  in  the  practices  concerned  are 
shown  The  salaries  being  paid  at  31st  March,  1958  are  summarised  It  would 
appear  that  there  might  be  a case  for  considering  whether  grading  of  salaries  would 
be  appropriate  in  any  review  of  the  general  arrangements  for  the  employment  of 
assistants. 

Existing  Arrangements  for  the  Remuneration  of  Doctors  and  their  relation  to 
standards  of  Professional  Work. 

26.  The  Association  are  not  directly  concerned  with  rates  of  remuneration.  These 
should  be  determined  by  appropriate  negotiating  machinery. 

27.  Remuneration  should  be  sufficient  to  make  the  profession  attractive  to  the 
ablest  students. 

28.  There  are  obvious  doubts  as  to  the  fairness  of  the  present  system  of  remunera- 
tion by  capitation  payments.  It  is  a convenient  method  but  difficult  to  defend  as 
there  is  no  direct  relationship  between  remuneration  paid  and  the  standard  ot 
professional  work. 

29.  The  Association  would  not  object  to  a different  system  if  some  moans  could 
be  found  of  recognising  special  skill  and  experience.  But  as  there  appears  to  be 
no  yard-stick  with  which  to  measure  the  skill  of  a doctor  in  diagnosis  and  treatment, 
the  Association  cannot  suggest  a method. 

30.  The  Association  believe  that  there  should  be  some  fin®“cl?L  !S 

improved  services  by  the  provision  of  special  premises  and  the L 3 th?  towest 
nuises  or  ancillary  staff.  At  present,  the  doctor  with  the  largest  list  and  the  lowest 
expenses  gains  most. 

31.  Other  points  requiring  special  consideration  in  any  review  of  financial  arrange- 
ments include  (a)  the  position  of  doctors  in  single  practice  areas  where  the  ?l.a“dard 
of  skill  required  is  necessarily  high  but  where  there  are  no  opportunities  for 
increasing  fists,  and  (6)  the  possibility  of  a scheme  to  supply  emergency  locums  for 
doctors  off  duty  through  sickness  and  possibly  the  supply  of  locums  for  small  list 
doctors  in  isolated  areas  during  holiday  periods. 

The  Desirable  Size  of  List 

32.  The  number  of  patients  who  can  be  adequately  looked  after  by  a practitioner 
must  necessarily  vary  according  to  the  practitioner  s area  of  practice,  his  age  and 
general  fitness.  The  age  groups  of  the  patients  within  a particular  practice 
also  of  importance. 

33.  The  maximum  numbers  at  present  permitted  are  considerably  in  excess  of 
the  average  numbers  and,  in  the  opinion  of  the  Association,  are  excessive. 

34.  Generally  speaking,  a doctor  in  an  urban  area  should  be  able  *°  ® ^Xted 
treatment  to  a larger  number  of  patients  than  a doctor  in  a sparsely  JWjated 
area  where  patients  find  it  more  difficult  to  attend  the  doctor’s  surgery  and  travelling 
is  time-consuming. 
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35.  In  the  opinion  of  the  Association,  the  desirable  size  of  a list  of  a single- 
handed  practitioner  in  an  urban  area  is  something  in  the  region  of  2,000/2,500 
patients  and  in  a rural  area  something  in  the  region  of  1,500/2,000  patients.  The 
permitted  increase  in  respect  of  the  employment  of  an  assistant  should  be  in  the 
region  of  1,000  patients.  The  maximum  permitted  to  any  principal  in  a partnership 
in  an  urban  area  should  not  be  more  than  2,500  and  in  a rural  area  not  more 
than  2,000. 

36.  In  the  opinion  of  the  Association,  the  question  of  the  relationship  between 
the  age  of  the  practitioner  and  the  size  of  his  list  also  requires  some  consideration 
So  long  as  there  is  no  compulsory  age  for  retiral,  it  might  be  reasonable  to  provide 
that,  on  attaining  the  age  of  say  70,  a practitioner’s  list  should  be  limited  in  size 
that  he  should  not  be  permitted  to  employ  an  assistant  and  that  his  share  in  any 
partnership  income  should  be  reviewed. 


The  load  of  work  falling  on  General  Medical  Practitioners 

37.  It  seems  clear  that,  since  the  beginning  of  the  National  Health  Service, 
the  load  of  work  falling  on  general  medical  practitioners  has  considerably  increased! 
This  would  appear  to  arise  from  greater  demands  by  the  public,  from  the  needs 
of  an  ageing  population  and  possibly  also  from  the  stress  inherent  in  present  day 
conditions, 

38.  It  is  thought  that  in  rural  areas  the  load  of  work  is  probably  almost  double 
since  the  advent  of  the  National  Health  Service  and  that  in  urban  areas,  despite 
readier  access  to  hospital  facilities,  the  increased  load  of  work  is  almost  as  great, 

39.  If  appears  to  the  Association  that  some  of  the  work  falling  on  practitioners 
might  be  done  by  qualified  almoners  or  social  workers  and,  generally,  it  would 
appear  that  a closer  co-operation  between  the  medical  and  social  services  might 
be  desirable. 

The  Relationship  between  Medical  Practice  in  Hospitals  on  the  one  hand 
and  General  Practice  on  the  other 


How  far  is  weight  given  or  ought  to  be  given  in  considering  applications  for 
vacancies  in  general  practice  to  experience  of  hospital  workl 


40.  In  considering  applications  for  vacancies  in  general  practice,  Councils  look 
for  broad  experience  in  general  practice  and  hospital  work.  Applicants  with 
experience  in  both  branches  of  the  Service  are  generally  given  preference  over 
those  with  sectional  experience  only. 

41.  The  Association  are  of  opinion  that  a minimum  of  one  year's  hospital  experi- 
ence is  desirable  and  that  hospital  midwifery  experience  is  of  particular  importance, 

42.  When  considering  applications,  care  has  to  be  taken  to  find  out  what, kind 
of  work  the  applicant  has  been  doing  in  hospital.  Prolonged  hospital  experience 
is  probably  not  desirable.  After  one  or  two  years  as  a house  surgeon  or  house 
physician,  hospital  experience  lends  lo  become  too  specialised  and  less  valuable 
than  experience  in  general  practice  itself. 


How  far  it  is,  or  ought  to  he,  possible  for  doctors  to  leave  general  practice  and 
spend  most  or  all  of  their  time  on  hospital  work 


43.  The  value  to  general  practice  of  contact  with  hospital  work  is  so  great  that 
it  should  be  possible  for  the  general  practitioner  to  do  some  work  in  hospital  as 
well  as  his  family  doctoring. 

44.  There  seems  to  be  little  enthusiasm  for  combining  hospital  and  general 
practice  appointments.  There  are  difficulties  but  these  should  not  be  insuperable, 
One  is  that  the  doctor  in  general  practice  finds  it  difficult  to  be  at  a hospital  at 
set  hours,  particularly  if  it  is  some  distance  away  from  his  main  practice  area. 
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45.  In  the  opinion  of  the  Association,  the  establishment  of  general  practitioner 
units  in  teaching  hospitals  would  help  to  bring  about  the  good  liaison  which  it 
is  desirable  that  practitioners  should  have  with  their  hospital  colleagues.  Such 
units  would  also  provide  experience  for  students. 


What  arrangements  might  be  made  ( assuming  the  possibility  of  part-time  service 
in  junior  hospital  grades)  to  enable  young  doctors  to  spend  part  of  their  time 
in  general  practice  and  part  in  hospital  before  they  finally  decide  on  which 
side  their  careers  should  lie ? 


46.  To  enable  doctors  to  spend  part  of  their  time  in  general  practice  and  part 
in  hospital  before  they  finally  decide  on  which  side  their  career  should  lie,  the 
Association  strongly  commend  the  scheme  for  combined  training  in  general  practice 
and  hospital  work  introduced  in  1956  after  consultations  between  the  Joint  Con- 
sultants Committee  (Scotland)  the  General  Medical  Services  Sub-Committee  (Scot- 
land) and  the  Department  of  Health  for  Scotland.  Unfortunately,  this  combined 
training  scheme  does  not  seem  to  have  received  the  support  it  deserves.  Neverthe- 
less, the  statement  of  policy  agreed  between  the  interested  Committees  and  the 
Department  of  Health  would  appear  to  be  sound. 

47.  Annexed,  as  Appendix  9,  is  a copy  of  the  Statement  of  Policy  agreed  between 
the  Joint  Consultants  Committee  (Scotland),  the  General  Medical  Services  Sub- 
Committee  (Scotland)  and  the  Department  of  Health  for  Scotland. 


Dental  Services 

48.  A dental  practitioner  is  free  to  choose  his  own  area  of  practice  and  it  would 
appear  that  his  decision  will  be  made  mainly  on  economic  and  partly  on  personal 
grounds. 

49.  At  the  present  time,  with  a considerable  shortage  of  dental  practitioners, 
new  practitioners  would  appear  to  tend  to  engage  in  general  practice  in  centres 
of  considerable  population.  In  this  decision,  they  are,  no  doubt,  to  some  extent 
influenced  by  their  desire  to  make  arrangements  for  the  education  of  their  children. 

50.  In  some  of  the  more  sparsely  populated  areas,  the  shortage  of  dentists  is 
acute.  The  Association  are  of  opinion  that  consideration  should  be  given  to  the 
introduction  of  inducement  grants  where  these  are  necessary  for  'the  provision 
of  a satisfactory  dental  service  for  remote  areas. 

Arrangements  for  the  employment  of  Assistants  by  General  Dental  Practitioners 

51.  Annexed,  as  Appendix  10,  is  a statement  in  regard  to  the  employment  of 
assistant  dental  practitioners  at  31st  March,  1958.  The  assistants  are  classified  by 
age  and  completed  years  of  service  as  assistants.  The  years  in  which  assistants 
were  first  employed  in  the  practices  concerned  are  shown.  The  salaries  being  paid 
at  31st  March,  1958  are  summarised. 

Existing  Arrangements  for  the  Remuneration  of  Dentists  and  their  relation 
to  Standards  of  Professional  Work 

52.  As  in  the  case  of  the  medical  services,  the  Association  are  not  directly  concerned 
with  rates  Of  remuneration.  These  should  be  determined  by  appropriate  negotiating 
machinery. 

53.  Remuneration  should  be  sufficient  to  ensure  that  the  profession  is  attractive 
to  the  ablest  students. 

54.  As.  in  the  case  of  medical  services,  there  would  appear  to  be  some  case  for 
considering  whether  it  might  be  possible  to  recognise  special  skill  and  experience. 
At  the  moment,  the  highest  payments  are  made  to  those  who  do  the  greatest  amount 
of  work  and  there  is  no  obvious  relationship  between  the  payments  made  and  the 
standard  of  work. 
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55.  In  any  profession,  there  is  tendency  under  pressure  for  standards  to  fall  I 
the  dental  profession,  the  necessary  safeguards  would  appear  to  be  measures  t 
increase  the  number  of  practitioners  and  to  ensure  that  reasonable  remuneration 
can  be  earned  without  excessive  strain.  u0“ 


The  Load  of  Work  falling  on  Dental  Practitioners 

56.  It  would  appear  that  the  load  of  work  falling  on  dental  practitioners  since 

the  introduction  of  the  National  Health  Service  has  vastly  increased,  and  in  recent 
years  there  has  been  a considerable  increase  in  the  amount  of  conservative  treatment 
given.  This  form  of  treatment  would  appear  to  be  most  exacting  and  to  call  for  a 
high  degree  of  skill  and  concentration.  1 

57.  While  the  load  of  work  falling  on  an  individual  practitioner  is  governed  bv  the 
number  of  patients  he  chooses  to  accept  and  the  extent  of  treatment  necessarv  the 
demands  of  the  public  have  been  such  that  the  load  of  work  on  most  practitioner* 
has  been  heavy. 

58.  In  the  early  years  of  his  practice,  the  new  dental  practitioner  has  considerable 

capital  outlay  on  modern  equipment  and  to  recover  this  his  working  hours  are 
usually  fairly  long.  ' 

59.  It  would  appear  that  the  physical  demands  of  dental  practice  are  considerable 
and  that  the  dentist’s  professional  peak  is  reached  at  an  earlier  stage  than  in  the 
medical  profession,  After  the  professional  peak  is  passed,  it  generally  appears  that 
the  dentist’s  earnings  fall  more  steeply  than  those  of  the  medical  practitioner  whose 
list  of  patients  only  slowly  declines. 


APPENDIX  1 


Doctors  Practising  in  Partnership 
At  31st  March,  1958,  doctors  practised  in  partnership  as  follows:— 

In  partnerships  of  two  

In  partnerships  of  three  

In  partnerships  of  four  

In  partnerships  of  five  

In  partnerships  of  six  


950 

477 

164 

45 

24 


As  at  31st  March,  1958,  the  completed  years  of  the  partnerships  and  the  shares  of 
profits  received  by  the  individual  partners  were  as  follows:— 


Shares  received 
by  Individual 

Completed  Years  of  Partnership 

Total 

Partners 

i 

2 

3 

4 

5 

6 

7 

8 

9 

Partnerships  of  Two 
21-30  per  cent. ... 

6 

4 

1 

6 

4 

21 

31-40  per  cent. ... 

57 

35 

22 

20 

30 

9 

7 

4 

18 

202 

41-49  per  cent. ... 

7 

1 

5 

3 

14 

5 

5 

3 

8 

51 

50  per  cent. 

24 

10 

18 

32 

J8 

30 

24 

26 

126 

308 

51-60  per  cent. ... 

14 

10 

12 

10 

28 

9 

7 

4 

15 

109 

61-70  per  cent. . . . 

52 

27 

17 

14 

18 

3 

5 

3 

12 

151 

71-8Q  per  cent. ... 

3 

4 

— 

4 

3 

14 

M 

embers 

of  Part 

nershlp 

for  w 

ilch  ins 

ufflclen 

infom 

radon 

856 

is  to. sharing  is  availa 

>le  .. 

94 

950 
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Shares  received 
by  Individual 
Partners 

Completed  Years  of  Partnership 

Total 

1 

2 

3 

4 

5 

6 

7 

8 

9 

Partnerships  of  Three 

10-20  per  cent. . . . 

19 

8 

9 

4 

5 

1 

2 

1 

— 

49 

21-32  per  cent. ... 

23 

9 

10 

13 

14 

8 

3 

5 

11 

96 

33i  and  equal  ... 

12 

9 

9 

— 

9 

12 

12 

— 

27 

.90 

33-40  per  cent.  . . . 

46 

17 

24 

25 

19 

6 

7 

5 

11 

160 

41-50  per  cent.  . . . 

14 

13 

7 

6 

6 

2 

3 

3 

3 

57 

51-60  per  cent. ... 

1 

— 

1 

— 

1 

1 

— 

— 

4 

456 

Members  of  Partnerships  for  which  insufficient  information 

is  to  sh 

aring  is 

availal 

>le  ... 

21 

477 

Partnerships  of  Four 

10  per  cent,  or  less 

1 

— 

— 

— 

1 

— 

— 

— 

— 

2 

11-15  per  cent. ... 

7 

— • 

2 

2 

2 

— 

1 

— 

— 

14 

16-20  per  cent — 

11 

7 

— 

3 

3 

4 

2 

— 

2 

32 

21-25  per  cent. ... 

3 

— 

4 

2 

7 

— 

1 

— 

17 

25  per  cent,  and 

equal 

— 

— 

— 

4 

— 

— 

4 

— 

— 

8 

26-30  per  cent. . . . 

19 

1 

2 

3 

15 

4 

8 

— 

2 

54 

31-40  per  cent. ... 

15 

5 

3 

4 

4 

1 

— 

— 

— 

32 

Over  40  per  cent. 

— 

— 

1 

— 

— 

— 

— 

— 

1 

160 

Members 

of  Partnerships  for  which  insufficient  information 

as  to  sh 

aring  if 

availa 

>le  .. 

4 

164 

Partnerships  of  Five 

10  per  cent,  or  less 

— 

— 

1 

— 

— 

— 

— 

— 

— 

1 

11-15  per  cent. ... 

1 

— 

— 

2 

— 

— 

— 

1 

— 

4 

16-20  per  cent. ... 

4 

3 

1 

— 

2 

— 

— 

1 

— 

11 

20  per  cent,  and 

equal 

— 

— 

5 

— 

— 

— 

— 

— 

— 

5 

21-25  per  cent. ... 

5 

2 

2 

2 

3 

— 

— 

3 

— 

17 

26-30  per  cent — 

— 

— 

1 

— 

1 

— 

— 

■— 

— 

2 

40 

Members 

of  Partnerships  for  which  insufficient  information 

as  to  st 

laring  i 

availa 

blc  . 

5 

45 

Partnerships  of  Six 

10  per  cent,  or  less 

1 

1 

11-15  per  cent. ... 

3 

— 

3 

2 

— 

— 

— 

— 

— 

8 

16-20  per  cent.  ... 

— 

— 

9 

2 

— 

— 

— 

— 

— 

a 

21-25  per  cent. . . . 

2 

— 

— 

2 

— 

— 

— 

— 

4 

24 
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APPENDIX  2 


Advertised  Medical  Vacancies  in  thb  3 years  to  31st  March,  1958 
Location  and  size  of  Vacancies  with  number  of  Applications  received 


Number 

Total 

Vacancy 

Location 

of  Patients 

Number  of 

Notes 

No. 

on  List 

Applications 

1 

1 

2,621 

83 

'2 

1,254 

38 

3 

2,159 

63 

4 

Aberdeen  and  Kincardine. . . 

1,682 

64 

5 

1,266 

68 

6 

840 

55 

7 

„ 

2,351 

59 

8 

9 

■ 

■Angus  ^ 

2,020 

1,480 

80 

73 

10 

i 

r 

622 

16 

11 

875 

40 

12 

► Argyll  and  Bute ■< 

560 

26 

13 

813 

33 

14 

l 

1,020 

41 

5 

r 

650 

ii 

6 

2,550 

50 

7 

■Ayr  J, 

2,400 

34 

Practice  divided  between  2 

2,400 

applicants. 

8 

[ 

75 

Banff,  Moray  and  Nairn ... 

606 

46 

Dumfries 

3,400 

44 

« Dumbarton  ^ 

963 

13 

New  practice  at  new 

24 

\mf°  

town — Cumbernauld. 

526 

1,758 

4 

12 

■ Inverness ^ 

593 

1,714 

33 

50 

r 

642 

15 

■ ■ 

1,507 

34 

) 

VLanark  •< 

1,549 

35 

0 

1,868 

39 

<1 

1,880 

16 

32 

33 

'•Lothians  and  Peebles  ...  *^ 

1,736 

733 

51 

14 

34 

199 

10 

35 

897 

8 

3 6 

476 

4 

37 

V Orkney  J 

170 

6 

38 

810 

8 

39 

176 

8 

40 

J 

894 

10 

41 

Perth  and  Kinross 

1,532 

78 

Forward  ... 

1,471 

Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  SCOTTISH  ASSOCIATION  OF  EXECUTIVE  COUNCILS 


1189 


Number 

Total 

Location 

of  Patients 

Number  of 

Notes 

No. 

on  List 

Applications 

. 

Forward  ... 

1,471 

42 

43 

J- Renfrew 

880 

2,350 

16 

58 

44 

45 

Ross  and  Cromarty  ...  ^ 

787 

793 

17 

40 

46 

Stirling  and  Clackmannan 

2,360 

46 

47 

48 

^Sutherland  

1,406 

860 

51 

26 

49 

r 

1,500 

30 

50 

940 

— 

* 

51 

J 1 

1,590 

20 

52 

1 r 

1,240 

24 

53 

1,326 

15 

Practice  divided  between  5 

[ Dundee  J 

applicants. 

54 

r 1 

2,000 

24 

55 

1,625 

13 

56 

J l 

2,270 

25 

57 

1,261 

12 

58 

1,031 

12 

59 

1,059 

20 

Practice  divided  between  5 

Edinburgh „ 

35 

applicants. 

60 

1,650 

61 

1,461 

30 

62 

2,104 

34 

63 

2,814 

67 

64 

2,850 

37 

65 

670 

8 

66 

500 

12 

67 

900 

14 

68 

2,800 

61 

69 

Glasgow 4 

2,400 

31 

70 

2,570 

34 

71 

2,160 

52 

72 

1,500 

13 

73 

1,980 

21 

74 

J 

1,860 

14 

75 

2,000 

20 

2,403 

* Vacancy  followed  appointment  made  in  immediately  preceding  vacancy  and  remaining 
applications  in  that  vacancy  were  used. 
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APPENDIX  3 

Advertised  Medical  Vacancies  in  the  3 years  to  31st  March,  1958 
Number  of  Applicants  and  Statement  of  the  number  of  Vacancies 
FOR  WHICH  EACH  APPLIED 

After  making  allowance  for  applications  lodged  in  respect  of  more  than  one 
vacancy,  the  number  of  applicants  concerned  in  the  submission  of  the  foregoing 


2,403  applications  was  867 

Applying  fti  one  vacancy  only 433 

two  vacancies  160 

three  vacancies  74 

four  vacancies  51 

five  vacancies  45 

six  vacancies  32 

seven  vacancies  16 

eight  vacancies  9 

nine  vacancies  7 

ten  vacancies  7 

eleven  vacancies 6 

twelve  vacancies 4 

thirteen  vacancies 5 

fourteen  vacancies 2 

fifteen  vacancies 6 

sixteen  vacancies 3 

seventeen  vacancies  2 

eighteen  vacancies  2 

twenty-two  vacancies  1 

twenty-five  vacancies  1 

twenty-eight  vacancies  1 

— 867 
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APPENDIX  4 

Advertised  Medical  Vacancies  in  the  3 years  to  31st  March,  1958 
Applicants  Classified  by  completed  years  since  Graduation  and 
Post  held  at  time  of  Application 

(Where  more  than  one  application  was  made,  the  post  held  at  the  time  of  the  last 
application  is  quoted  and  years  completed  at  that  time  are  used.  “ Unemployed  ” 
means  not  employed  within  the  3 months  preceding  the  application.) 


Post  held  at  time  of  Application 


Com- 

|i 

Number 

of 

pleted 

Years 

| 

8 

1 

8 

l 

Appli- 

since 

s 

O 

Is 

Gradua- 

73 

*8 

| 

& 

o 

3-9 

tion 

i 

1 

51 

a g 

& 

S 

<3  9 £ 

e 

.9 

2 

Q 8 

v «« f|=] 

a 

£ 

< 

H 

W 

& 

o 

1 

1 

1 

47 

44 

43 

l 

— 

- 

- 

1 

1 

— 

- 

— 

1 

40 

i 

1 

1 

1 

39 

37 

35 

l 

l 

l 

— 

— 

— 

— 

— 

— 

— 

4 

34 

3 

— 

— 

— 

— 

— 

— 

— 

l 

4 

33 

3 

— 

— 

i 

— 

■ — 

— 

— 

— 

6 

32 

5 

— 

— 

— 

— 

1 

— 

— 

— 

4 

31 

3 

— 

— 

— 

— 

— 

— 

— 

i 

8 

30 

6 

— 

— 

2 

— 

— 

— 

— 

— 

5 

29 

3 

1 

— 

1 

— 

— 

— 

— 

— 

5 

28 

27 

26 

3 

— 

— 

— 

— 

1 

— 

l 

■— 

4 

2 

1 









1 





2 

25 

1 

— 

— 

— 

— 

— 

— 

— 

l 

5 

24 

2 

— 

— 

1 

— 

— 

1 

— 

l 

11 

23 

6 

— 

— 

2 

1 

__ 

— 

i 

6 

22 

2 

1 

— - 

— 

— 

1 

— 

— 

2 

4 

21 

2 

— 

— 

— 

1 

— 

— 

l 

— 

10 

20 

6 

2 

— 

1 

— 

— 

— 

— 

1 

14 

19 

10 

2 

— 

— 

2 

— 

— 

— 

— 

15 

18 

14 

— 

— 

— 

i 

— 

— 

— 

— 

20 

17 

14 

1 

— 

3 

1 

1 

— 





12 

16 

8 

1 

— 

1 

— 

1 





1 

21 

15 

15 

— 

1 

1 

3 

1 

— 



— 

22 

14 

15 

2 

1 

2 

— 





2 



19 

13 

11 

3 

— 

4 

_ 





1 



26 

12 

20 

2 



4 









27 

11 

15 

9 

— 

1 



1 

_ 



1 

31 

10 

18 

5 

— 

4 

2 

1 





1 

40 

9 

25 

11 

— 

2 

2 









65 

8 

22 

25 

1 

6 

7 

1 

1 

2 



87 

7 

25 

44 

2 

9 

5 



1 

1 



107 

6 

23 

52 

6 

8 

11 

2 

2 

1 

2 

95 

5 

25 

40 

9 

10 

8 

2 



1 

79 

4 

11 

35 

8 

8 

12 

_ 

1 

2 

2 

55 

3 

4 

18 

17 

3 

7 

3 

3 



36 

2 

1 

14 

12 

4 

5 



_ _ 

8 

1 

•— 

1 

2 

— 

5 

— 

— 

— 

— 

867 

331 

270 

59 

78 

73 

18 

10 

12 

16 
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APPENDIX  5 


Advertised  Medical  Vacancies  in  the  3 years  to  31st  March,  1958 
SuccessRul  Applicants 

As  already  noted,  certain  of  the  75  practices  advertised  were  divided.  The 
total  number  of  successful  applicants  was 


Successful  Applicants  classified  by  number  of  applications 
ment 

Applying  in  one  vacancy  only  

two  vacancies 

three  vacancies  

four  vacancies 

five  vacancies  

six  vacancies  

seven  vacancies 

eight  vacancies 

nine  vacancies 

eleven  vacancies  

twelve  vacancies  

thirteen  vacancies  

sixteen  vacancies  

seventeen  vacancies  


made  in  vacancies  before  appoint- 

28 

12 

14 

7 

5 

5 

1 

1 

2 

2 

3 

2 

1 

1 

84 


Note:  Within  the  3 years  to  31st  March,  1958,  three  of  the  foregoing  applicants  were 
each  successful  in  two  vacancies. 
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APPENDIX  6 


Successful  Applicants  classified  by  completed  years  since 
Graduation  and  Post  held  at  time  of  Application 


APPENDIX  7 

Successful  Applicants  classified  by  Registered  Qualifications 

Number  of  successful 


Registered  Qualifications  Applicants 

M.B.,  Ch.B 55 

M.B.,  Ch.B„  D.Obst.R.C.O.G 11 

M.B.,  Ch.B.,  M.A 2 

M.B.,  Ch.B.,  M.D 1 

M.B.,  Ch.B.,  F.R.F.P.S 1 

M.B.,  Ch.B.,  B.Sc.,  D.T.M.  & H 1 

M.B.,  Ch.B.,  B.Sc 1 

M.B.,  Ch.B.,  D.C.H 1 

L. R.C.P.,  L.R.C.S.,  L.R.F.P.S 9 

M. R.C.S.,  L.R.C.P.,  M.A 1 

L.M.S.S.A 1 


84 
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APPENDIX  8 

Employment  of  Assistant  Medical  Practitioners 
(other  than  “ Trainee  ” Assistants) 

At  31st  March,  1958,  assistants  employed  totalled:— 

Full  Time  221 

Part  Time  

246 


Assistants  Classified  by  Age 

Full  Time 

Number 

Part  Time 

Number 

Age 

of  Assistants 

Age 

of  Assistants 

25 

2 

26 

1 

26 

5 

30 

1 

27 

17 

31 

1 

28 

21 

32 

1 

29 

29 

33 

3 

30 

26 

34 

1 

31 

32 

35 

1 

32 

25 

36 

1 

33 

14 

39 

2 

34 

9 

40 

2 

35 

8 

41 

3 

36 

4 

44 

1 

37 

8 

45 

1 

38 

4 

50 

1 

39 

3 

52 

1 

40 

1 

53 

i 

43 

1 

60 

1 

47 

2 

64 

1 

52 

1 

65 

1 

53 

1 

25 

54 

56 

57 

58 

59 

2 

2 

1 

1 

2 

221 
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Completed  Years  of  Service  as  Assistants 


Full  Time 


Part  Time 


Years 
Completed 
at  31jI  March, 
1958 

Less  than  1 ... 

1 

2  

3 

4 

5 

6 

7 

8 

9 


Plumber  of 
Assistants 

Years 
Completed 
at  3\st  March, 
1958 

Number  of 
Assistants 

101 

Less  than  1 * ... 

9 

54 

1 

1 

22 

2 

2 

16 

3 

1 

6 

4 

— 

5 

5 

2 

2 

6 

2 

4 

7 

4 

1 

8 

— 

10 

9 

4 

221 

.25 

Years  in  which  Assistants  were  first  employed  in  the  Practices  concerned 


Full  Time 


Assistant 

Number  of 

Assistant 

Number  of 

First  Employed 

Practices 

First  Employed 

Practices 

1948  

46 

1948  

4 

1949  

16 

1949  

1 

1950  

22 

1950  

4 

1951 

10 

1951  

2 

1952  

14 

1952  

1 

1953  

11 

1953  

2 

1954  

17 

1954  

1 

1955  

18 

1955  

2 

1956  

21 

1956  

2 

1957  

33 

1957  

3 

1958  

13 

1958  

3 

221 

25 
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Summary  or  Salaries  being  paid  at  31st  March,  1958 


Full  Time 


Salary  Range 

Number  of 
Assistants 

£ 

in  Range 

To  400  

1 

400—  500 

2 

501—  600 

1 

601—  700 

6 

701—  750 

14 

751—  800 

15 

801—  850 

38 

851—  900 

33 

901—  950 

15 

951—1,000 

48 

1,001—1,050 

14 

1,051—1,100 

13 

1,101—1,150 

8 

1,151—1,200 

8 

1,201—1,250 

1 

1,251—1,300 

2 

1,301—1,350 

— 

1,351—1,400 

1 

1,551—1,600 

1 

221 

Notes 


Wife  of  principal. 

Includes  wife  of  a principal. 
Wife  of  principal. 

Includes  wife  of  a principal. 


Includes  daughter  of  a principal. 


Part  Time 


Number  of 
Salary  Range  Assistants 

£ in  Range 


Notes 


Nil  ... 
to  £100 
101—150 
151—200 
201—250 
251—300 
301—350 
351 — 400 
401—450 
451—500 
501—550 
551—600 
601—650 
651—700 
701—750 
751—800 
801—850 
851—900 
1,800 


1 Wife  of  principal. 

3 

3 

1 

3 

3 Includes  mother  of  a principal. 

1 

2 


2 

1 

2 

1 

1 

1 


25 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  SCOTTISH  ASSOCIATION  OF  EXECUTIVE  COUNCILS 


1197 


APPENDIX  9 

General  Practitioners  and  the  Hospital  Service 

Statement  of  Policy  agreed  between  the  Joint  Consultants  Committee  (Scotland), 
the  General  Medical  Services  Sub-Committee  (Scotland),  and  the  Department 
of  Health  for  Scotland 

1.  This  statement  of  policy  has  been  drawn  up  in  consultation  between  the  Joint 
Consultants  Committee  (Scotland),  the  General  Medical  Services  Sub-Committee, 
and  the  Department  of  Health  for  Scotland,  and  is  now  commended  for  joint 
implementation  by  Regional  Consultants  and  Specialists  Committees,  hospital 
medical  staffs,  and  Hospital  Boards  on  the  one  hand,  and  by  Local  Medical 
Committees  and  Executive  Councils  on  the  other. 

2.  It  is  agreed  that,  as  recommended  in  the  Scottish  Health  Services  Council’s 
report  on  “ The  General  Practitioner  and  the  Hospital  Service  ”,  steps  should  be 
taken  to  foster  the  concurrent  employment  of  doctors,  in  general  practice  on  the  one 
hand  and  in  hospital  practice  on  the  other.  It  is  accordingly  agreed  that— 

(i)  a combined  training  scheme  should  be  developed  which  offers  the  prac- 

titioner concurrent  training  and  experience  in  both  fields,  on  completion  of 
his  pre-registration  hospital  year  or  on  completion  of  National  Service  if 
later ; and 

(ii)  entry  into  general  practice  on  a part-time  basis  should  be  made  easier  for 
doctors  who  have  continued  in  hospital  service  up  to  the  level  of  registrar, 
but  who  have  decided  not  to  devote  the  whole  of  their  subsequent  career 
to  hospital  and  specialist  work. 

3.  Combined  Training.  The  basis  of  this  scheme  is  that  a practitioner  accepted 
for  training  will  undertake  a two-year  programme  of  work  under  which  he  will 
spend  approximately  half  his  time  in  hospital  employment,  at  the  senior  house 
officer  or  registrar  level  according  to  the  needs  of  the  particular  hospital,  and  die 
other  half  as  a trainee  assistant  in  general  practice  under  the  guidance  and  tuition 
of  an  experienced  practitioner  approved  for  the  purpose  by  the  Regional  Selection 
Committee. 

4.  As  nearly  as  possible  the  trainee  will  carry  on  both  elements  of  his  training 
concurrently,  spending  half  of  each  day  in  hospital  and  the  other  half  outside. 
But  modifications  to  suit  local  conditions  will  be  permissible — for  example,  alternate 
months,  or  even  alternate  periods  of  up  to  one  year  might  be  devoted  whole-time 
to  hospital  service  and  to  general  practice.  Since  the  trainee  has  to  play  an  effective 
part  as  a member  of  the  hospital  staff,  the  latter  type  of  arrangement  will  be 
practicable  only  where  two  trainees  are  simultaneously  employed,  exchanging 
between  general  practice  and  hospital  so  that  there  is  always  one  of  the  two  in 
each  field. 

5.  There  will  be  a tripartite  contract  between  the  hospital,  the  training  practitioner, 
and  the  trainee,  covering  the  whole  period  of  two  years.  If  the  hospital  post  is  at 
senior  house  officer  level,  the  trainee  will  receive  £745  for  the  first  year  and  £775 
for  the  second;  if  the  hospital  post  is  at  registrar  level,  the  first  year’s  rate 
will  be  £775  and  the  second  £850.  The  training  practitioner  will  be  entitled  to 
the  usual  £150  training  fee  and  £150  (maximum)  for  additional  car  expenses,  in 
each  case  spread  over  the  two-year  period.  As  a matter  of  convenience,  payments 
to  the  trainee  will  be  channelled  through  the  hospital,  the  Executive  Council 
contributing  £775  over  the  period ; and  the  additional  car  allowances  can  also  be 
paid  in  this  way  if  the  expenditure  is  to  be  incurred  by  the  trainee  and  not  by  the 
training  practitioner. 

6.  Part-time  Practice.  To  cater  for  the  practitioner  who  has  completed  his 
appointment  as  a registrar,  openings  should  also  be  sought  for  part-time  employment 
in  general  practice  as  a partner  (probably  after  a preliminary  period  as  assistant 
with  a view)  combined  with  part-time  employment  in  hospital  in  any  of  the 
recognised  hospital  grades  (including  the  “ general  practitioner  ” grade  under 
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paragraph  10  (h)  of  the  Terms  and  Conditions  of  Service).  In  such  cases  the 
remuneration  for  general  practice  would  be  a matter  entirely  for  the  practice  in 
which  the  practitioner  participated,  and  no  question  of  a consolidated  payment 
covering  both  forms  of  employment  would  arise. 

7.  Implementation  of  Policy.  The  policy  embodied  in  this  statement  can  be 
implemented  only  by  action  on  the  part  of  those  familiar  with  local  conditions  in 
detail.  This  means  that  hospital  medical  staff  themselves,  acting  through  Medical 
Staff  Committees  where  these  exist,  and  after  preliminary  consultation  with  the 
appropriate  Local  Medical  Committee  if  desired,  should  make  it  their  business  to 
consider  what  particular  hospital  posts  might  suitably  be  filled  by  trainees  under 
paragraphs  3 to  5,  and  by  part-time  practitioners  under  paragraph  6.  It  may  be 
appropriate  to  envisage  the  employment  of  two  part-time  officers  in  one  whole-time 
post  The  Local  Medical  Committee  should  then  be  invited  to  examine  in  detail 
with  the  hospital  staff  whether  such  openings  in  the  hospital  service  could  be  linked 
with  complementary  opportunities  in  general  practice  of  the  appropriate  kind. 

8.  Where  complementary  openings  in  hospital  service  and  general  practice  are 
identified  in  this  way,  appropriate  recommendations  should  be  made  by  the  hospital 
staff  to  the  Hospital  Board  concerned,  and  by  the  Local  Medical  Committee  to  the 
Executive  Council.  When  the  Board  and  the  Council  have  accepted  the  recom- 
mendations, it  will  be  for  the  Board  to  arrange  advertisement  of  the  vacancy,  and 
to  associate  the  practitioner  or  practitioners  concerned  (as  trainer  or  potential 
partner)  in  the  selection  of  the  successful  applicant. 

9.  Hospital  authorities  are  being  asked  to  provide  the  secretarial  services  necessary 
for  these  studies  and  consultations,  and  also  any  other  assistance  in  their  power ; 
in  particular,  Medical  Superintendents  will  have  an  important  part  to  play.  The 
Department’s  Regional  Medical  Officers  will  also  be  available  for  advice  and 
assistance.  While  it  is  not  expected  that  any  great  number  of  hospital  posts  will 
under  present  circumstances  be  found  suitable  for  combination  with  general  practice, 
the  view  of  the  bodies  subscribing  to  this  Statement  of  Policy  is  that  even  a few 
openings  of  this  kind  would  be  of  real  value  both  to  the  hospital  service  and  to 
general  practice. 


Department  of  Health  for  Scotland, 
St.  Andrew’s  House, 

Edinburgh,  1. 

March,  1956. 
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APPENDIX  10 


Employment  of  Assistant  Dental  Practitioners 
At  31st  March,  1958,  assistants  employed  totalled: — 

Full  Time 128 

Part  Time 6 

134 

Assistants  Classified  by  Age 


Full  Time 

Number  of 


23 

Age 

Assistants 

3 

29 

24 

2 

30 

25 

7 

33 

26 

13 

44 

27 

11 

77 

28 

12 

29 

13 

30 

13 

31 

11 

32 

8 

33 

4 

34 

2 

35 

5 

36 

1 

38 

2 

39 

1 

40 

1 

41 

3 

42 

5 

43 

1 

46 

1 

48 

1 

50 

1 

57 

1 

58 

1 

60 

1 

62 

1 

63 

2 

66 

1 

Age 


Part  Time 

Number  of 
Assistants 
2 
1 . 

1 

1 

1 

6 


128 
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COMFLETBD  YEARS  OE 
Full  Time 

Years  Number  of 

Completed  at  Assistants 

3 III  March,  1958 

Less  than  1 42 

1  26 

2  21 

3 12 

4 4 

5 2 

6 2 

7 4 

8 6 

9 9 


Servicb  as  Assistants 

Part  Time 

Years  Number  of 

Completed  at  Assistants 

31  st  March,  1958 

Less  than  1 1 

1 2 

3 1 

8 1 

9 1 

6 


128 


Years  in  which  Assistants  were  first  employed  in  the  Practices  concerned 


Full  Time 

Part  Time 

Assistant  First 

Number  of 

Assistant  First 

Number  of 

Employed 

Practices 

Employed 

Practices 

1948 

36 

1948  

3 

1949 

10 

1949  

1 

1950 

13 

1951  

1 

1951 

9 

1957  

1 

1952 

6 

6 

1953 

6 

1954 

9 

1955 

11 

1956 

10 

1957 

15 

1958 

3 

128 
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To  £400 
£ 

401-  500 
501-  600 
601-  700 
701-  800 
801-  900 
901-1,000 
1,001-1,100 
1,101-1,200 
1,201-1,300 
1,301-1,400 

1.401- 1,500 
1,501-1,600 
1,601-1,700 
1,701-1,800 
1,801-1,900 
1,901-2,000 
2,001-2,100 

2.401- 2,500 


Summary  of  Salaries  being  paid  at  31st  March,  1958 
Full  Time 

Number  of 

Salary  Range  Assistants  Notes 

in  Range 

1 Wife  of  principal. 


2 

1 

1 

7 

5 

18 

17 

28 

5 

13 

12 

2 

4 

5 
5 
1 


Wife  of  principal. 


Includes  wife  of  a principal. 
One  also  receives  bonus. 

Two  also  receive  bonuses. 

One  also  receives  bonus. 

One  also  receives  bonus. 


1 

128 


To  £400 
£ 

401-  500  ... 
501-  600  ... 
601-  700  ... 

901-1,000  ... 


Part  Time 

2 One  is  father  of  principal. 

1 

2 
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Examination  of  Witnesses 


Dr.  J.  M.  Gill,  President 
Col.  R.  S.  Weir,  Vice-President 
Mr.  T.  Hunter 
Mr.  A.  R.  Howie,  Secretary 

on  behalf  of  the  Scottish  Association  of  Executive  Councils 
Called  and  Examined 


5299.  Chairman:  Dr.  Gill,  would  you 
like  to  act  as  the  principal  spokesman, 
or  are  you  all  taking  part?  Dr.  Gill . 
We  are  all  taking  part. 

5300.  But,  on  the  whole,  we  regard 
you  as  the  leader  of  this  delegation. 
-Yes. 

5301  We  have  now  covered  a very 
great  deal  of  ground  on  the  genera 
medical  and  dental  services,  so  we  shall 
not  be  questioning  you  very  closely  on 
some  of  the  points  of  interest  in  your 
memorandum ; also  some  of  the  other 
points  are  a bit  outside  our  terms  ot 
reference. 

Sir  Hugh  Watson  will  be  doing  most 
of  the  questioning,  because  he  has  acted 
as  the  Chairman  of  the  Sub-Committee 
■which  prepared  the  questions  arising  out 
of  the  evidence,  but  I would  like  to  start 
by  thanking  you  very  much,  not  only  for 
coming  here  today  but  also  for  the  great 
amount  of  factual  information  which 
you  have  given  us,  as  well  as  your  views 
on  the  questions  we  asked  you.  Your 
memorandum  is  extremely  useful  to  us 
and  must  have  taken  a great  deal  of 
trouble.  The  figures  in  the  Appendices, 
for  instance,  tell  us  a great  deal,  and  in 
some  cases  the  information  is  of  a kind 

which  we  have  not  previously  had. 

That  is  due,  of  course,  to  the  work  of 
our  Secretary,  Mr.  Howie. 

5302.  Sir  Hugh  Watson : Dr.  Gill,  you 

start  off  your  memorandum  very  appro- 
priately by  talking  about  the  question  of 
entry  into  general  practice. Yes. 

5303.  In  the  view  of  your  Association, 
has  the  scheme  for  giving  initial  practice 

allowances  been  successful? Yes,  our 

Association  think  that  the  Initial  Prac- 
tice Allowance  is  a successful  scheme. 

5304.  You  think  the  allowances  are 

adequate  in  point  of  amount? We 

did  think  that,  perhaps,  the  allowances 
could  be  a little  more  generous,  and 
perhaps  last  for  longer  than  three  years. 

5305.  That  was  the  next  point  I was 
coming  to.  You  think  that  possibly 


there  could  be  cases  where  three  years 

may  be  too  short? Yes,  we  did  think 

that. 

5306.  It  was  put  to  us  by  the  Scottish 
Medical  Practices  Committee,  whom  we 
have  just  seen,  that  they  might  be 
allowed  a longer  period  to  taper  off. 

Yes.  We  have  not  considered  it  as 

far  as  that,  but  we  did  think  it  might 
last  a little  longer. 

5307.  Would  you  like  to  see  more 
doctors  setting  up  in  practice  on  their 

own? Our  information  is  largely 

based  on  the  report  of  the  Scottish 
Medical  Practices  Committee.  We  do 
think  that  in  most  areas  it  is  very 
difficult  for  a doctor  to  set  up  in  practice. 
We  feel  that,  with  the  present  method 
whereby  the  Scottish  Medical  Practices 
Committee  decide  on  over-  and  under- 
doctored  areas,  the  spread  of  practitioners 
in  Scotland  is  fairly  adequate,  and  we 
do  not  really  think  that  doctors  have 
very  much  chance  of  setting  up  in 
practice  and  making  a success  of  it. 

5308.  From  information  which  we 
had  from  the  Scottish  Medical  Practices 
Committee,  we  gather  that  the  average  i 
number  entering  the  profession  in  that 
way  is  about  10  in  each  year  in 
Scotland. Yes. 


5309.  Would  you  expect  that  number 

to  be  much  improved  on? We  had 

not  considered  that,  and  I really  do  not 
know.  T think  that  would  be  a fairly 
good  average. 


5310.  Chairman:  What  do  you  have 
up  in  your  own  district,  which  is  in  the 

North,  is  it  not? Do  you  mean  how 

many  doctors  started  up  there? 

5311.  Yes.  Do  you  find  difficulties 

there? Practically  no  doctors  start 

up  in  practice  in  the  North-East  area. 

5312.  And  is  that  partly  because  you 
do  not  have  these  new  towns  and  rapiaiy 

growing  suburbs? Yes,  I think  tha 

would  have  a good  deal  to  do  with  it 
and  also  up  in  the  North-East  I think 
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the  average  lists  are  rather  lower  than 
in  some  other  parts  of  Scotland. 

5313.  Sir  Hugh  Watson:  There  was 
one  phrase  which  rather  intrigued  the 
Commission  in  paragraph  5 of  your 
memorandum,  where  you  are  talking 
about  the  difficulties  of  doctors  establish- 
ing themselves  of  new.  You  say:  “The 
more  ethical  his  approach,  the  more 
difficult  his  task  tends  to  be  ”.  What 
exactly  does  that  mean,  or  would  you 

rather  leave  it  at  that? Mr.  Howie: 

Having  heard  Dr.  Baldwin  this  morning, 
I think  he  gave  the  same  general  indica- 
tion that,  if  a doctor  puts  up  his  plate 
hoping  .to  build  a new  practice,  he 
simply  has  to  sit  and  wait  there  for  the 
patients  to  come.  I do  not  know  that 
there  is  much  more  that  the  Association 
would  wish  to  say,  other  than  that  “ the 
more  ethical  his  approach,  the  more  diffi- 
cult his  task  tends  to  be  ”. 

5314.  On  the  question  of  partnerships, 
we  know  that  there  are  certain  financial 
advantages  as  the  result  of  the  loadings 
to  doctors  who  practise  in  partnerships. 
Would  your  Association  think  it  de- 
sirable to  adopt  any  further  methods  for 

stimulating  partnerships? Dr.  Gill: 

The  only  other  suggestion  that  we  do 
make  is  contained  in  paragraph  12,  in 
which  we  suggest  that  the  pre-1948 
practitioners  might  receive  part  of  the 
compensation  for  the  loss  of  goodwill 
on  the  assumption  of  a partner. 

5315.  That  was  the  only  suggestion 

which  occurred  to  you? That  was  the 

only  other  suggestion  that  we  had. 

5316.  Mr.  Gunlake:  That  suggestion 

has,  in  fact,  been  made  officially  and 
turned  down? 1 think  so. 

5317.  Chairman:  You  have,  I suppose, 
in  Scotland  a good  many  practices 
which  by  virtue  of  geography  would  be 

difficult  to  run  as  partnerships? Yes, 

especially  in  the  Highlands  and  some  of 
the  more  isolated  parts  of  Scotland,  there 
could  not  be  more  than  a single 
practitioner. 

5318.  And  if,  from  a central  pool, 
there  were  more  financial  inducements 
to  form  partnerships,  these  would 
inevitably,  to  some  extent,  be  at  the 

expense  of  the  single-handed? Yes, 

they  would  be,  Sir. 

5319.  I wondered  whether  you  had 
taken  that  into  account  in  talking  of 
more  measures  to  stimulate  partnerships. 

-The  only  measure  that  we  recom- 


mended was  distinct  from  the  central 
pool. 

5320.  Does  this  mean  that  you  think 
the  move  towards  partnerships  has  not 

been  going  quite  fast  enough? No, 

we  think  the  move  towards  partnerships 
has  gone  very  far,  and  I think  the  figures 
show  that.  But  we  did  feel  that 
partnership  is  a very  good  method 
of  doctors  helping  one  another  to  give  a 
better  service  to  the  public,  and  there- 
fore we  felt  we  should  try  to  stimulate 
it  as  much  as  possible. — (Mr.  Howie): 
It  was  put  to  the  Association  that,  when 
a man  assumes  a partner,  there  is  neces- 
sarily a reduction  in  his  income.  In 
pre-Health  Service  days,  that  reduction 
for  a number  of  years  was  compensated 
by  the  capital  which  was  put  in.  At 
the  present  time,  if  there  is  to  be  an 
assumption  of  a partner,  this  loss  over 
the  first  year  or  two  might  be  compen- 
sated by  early  payment  of  some  part 
of  the  compensation. 

5321.  Sir  Hugh  Watson:  Dr.  Gill,  on 
the  question  of  filling  partnership 
vacancies,  the  Commission  know  that  it 
is  common  practice  that,  if  a firm  decide 
to  assume  a new  partner,  they  select  the 
man  themselves,  and  then  they  apply  for 
permission  to  take  him  on  as  a partner, 

(Dr.  Gill):  Yes,  that  would  be 

correct. 

5322.  That  means  that  that  particular 
vacancy  is  not  advertised?— — No.  In 
the  case  of  partnerships,  I think  that 
vacancies  are  never  advertised  by 
Executive  Councils. 

5323.  That  is  a thing  which  appar- 

ently was  not  contemplated  when  the 
National  Health  Service  started,  is  that 
right? — —(Mr.  Howie):  I think  the 

point  the  Association  makes  is  that  they 
had  not  contemplated  that  there  would 
be  so  many  partnerships.  In  the  begin- 
ning it  was  thought  that  most  of  the 
vacancies  would  be  single-handed 
vacancies,  which  would  be  advertised. 

5324.  What  you  are  saying,  really,  is 

that  this  development  of  partnerships  has 
rather  altered  the  whole  outlook  of  the 
thing? Yes. 

5325.  Have  you  any  views  about  that, 
Dr.  Gill?  Do  you  think  that  is  a good 

thing? (Dr.  Gill) : I think  it  is  a very 

good  thing,  Sir,  I think  we  are  agreed 
that  partnership  practice  is  a good  thing, 
and  it  is  going  to  be  very  difficult  to 
practise  amicably  with  someone  who  has 
been  thrust  upon  you.  It  is  very 
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much  better  that  the  remaining  partner 
should  choose  who  he  or  she  is  going 
to  work  with. 

5326.  Mr.  Gunlake  and  I,  who  are 
both  in  partnership  in  other  kinds  of 
businesses,  would  think  it  was  essential 
and  that  you  must  have  freedom  of 
choice  in  that  way.  You  find  that  that 

system  is  working  well? Yes,  we  do, 

Sir. 

5327.  On  the  question  of  partner- 

ships, the  Scottish  Medical  Practices 
Committee  explained  to  us  this  morning 
that  they  have  a limited  oversight  of 
partnership  agreements. Yes. 

5328.  Were  you  in  the  room  when  it 
was  explained  to  us  by  Mr.  Millar  why 
the  Committee  is  charged  with  the  duty 

of  overseeing  these  agreements? Yes. 

[See  Q.  5274.] 

5329.  Would  you  think  that  that  could 

usefully  be  made  compulsory  in  all 
partnerships? -There  was  some  differ- 

ence of  opinion  about  that,  but  perhaps 
Mr.  Hunter  could  speak  about  that. — 
( Mr.  Hunter):  Certain  members  of  our 
Executive  Committee  thought  it  would 
be  a good  thing  to  have  all  partnership 
agreements  examined  by  the  Medical 
Practices  Committee ; others  of  us  are 
rather  of  the  opinion  that  it  should  be 
left  to  the  parties  themselves  to  make 
agreements.  You  must  assume  that  the 
agreement  would  be  a fair  agreement.  We 
cannot  'assume  that  the  man  is  going  to 
assume  a 'partner  on  unfavourable  terms, 
or  in  contravention  of  the  Act,  and  some 
of  us  'are  of  the  opinion  that  there 
should  not  be  compulsory  examination  of 
partnership  agreements, 

5330.  Of  course,  as  you  know,  what 

the  Act  is  looking  for  is  sale  of  good- 
will.  Yes. 

5331.  What  the  Act  makes  illegal  is 
the  sale  of  goodwill,  and  the  object  of 
having  these  partnership  agreements 
scrutinised  by  the  Committee  is  to  make 
sure  that  there  is  not  in  them  any 

element  of  sale  of  goodwill. Yes,  I 

know.  They  also  come  before  the 
Executive  Councils  in  connection  with 
notional  payments,  to  see  that  there  is 
at  least  one-third  being  paid  to  the 
lowest  paid  partner.  But  some  of  us  do 
not  like  the  idea  of  assuming  that  there 
are  going  to  be  illegal  agreements.  We 
are  assuming  that  doctors  are  going  to 
make  agreements  which  are  within  the 


5332.  Would  you  think  there  was  anv 
case  for  having  these  agreements  scru- 
tinised by  the  Committee,  from  the  point 
of  view  of  protecting  the  interests  of 

young  partners? That  would  appear 

to  be  the  only  advantage. 

5333.  On  the  question  of  assistants 
in  your  paragraph  24  you  suggested 
that  there  should  be  stricter  control  over 
the  employment  of  assistants  other  than 
trainees,  and  in  the  next  sentence  you 
suggest  a limitation  on  the  number  of 
additional  patients  to  be  permitted  to  a 
doctor  employing  an  assistant.  Would 

you  suggest  any  other  change? Dr. 

Gill:  There  are  already  facilities,  of 
course,  for  the  Executive  Council  to 
scrutinise  every  two  years  the  lists  of 
principals  employing  assistants.  No,  I 
think  these  are  all  the  suggestions  we 
have— the  scrutinising  of  the  lists  once 
every  two  years  by  the  Executive  Coun- 
cil, and  limiting  the  extra  number 
allowed  by  the  employment  of  an 
assistant.  By  that  means,  we  think  that 
is  all  that  would  be  required  to  be  done. 

5334.  Would  you  agree  with  Dr.  Bald- 
win of  the  Scottish  Medical  Practices 
Committee  who  told  us  that  there 
do  not  come  under  his  notice  any  sub- 
stantial number  of  cases  of  doctors  who 
have  had  assistants  over  a long  period 
of  years?  ——I  know  of  none,  Sir,  in  our  I 
area. — Mr.  Howie : We  had  no  par-  1 
ticular  information.  In  Appendix  8 we  j 
did  indicate  the  number  of  practices  hav-  j 
ing  assistants.  46  practices  have  had  1 
assistants  since  1 948  but  we  do  not  know  j 
how  long  any  individual  assistant  has  j 
been  there. 

5335.  And  would  you  suppose  that,  in 
point  of  fact,  these  46  practices  have  had  : 

assistants  all  that  time? There  may  ' 

have  been  a break,  Sir,  but  probably 
some  have  had  them  all  the  time— Dr.  ! 
Gilt:  We  felt  also  that  there  may  be  , 
practices  of  such  a size  that  they  can 
afford  an  assistant,  and  yet  would  not  j 
be  sufficient  to  pay  two  principals.  Also,  > 
the  practices  may  be  in  an  area  where  ' 
it  is  impossible  for  them  to  become  any  I 
bigger,  and  in  that  case  the  only  way  the  , 
doctor  can  get  help  is  to  go  on  having  1 
a succession  of  assistants. 

5336.  But  within  your  own  area,  you  J 
have  not  come  across  a case  of  this  , 
sort?— — I do  not  know  of  any.  ( 

5337.  We  have  had  suggestions  from  ■ 
other  quarters — I think  it  is  fair  to  say 
that  this  has  been  mostly  in  England— 


law. 
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that  there  has  been  an  abuse  of  the 
svstem  of  employing  assistants,  and  that 
certain  doctors  go  on  employing  assist- 
ants  year  after  year,  without  taking  in 
partners.  But  you  do  not  know  about 
any  cases  of  that  sort  in  your  area?— 
T do  not  know  any.  But  I can  visualise 
cases  where  it  would  be  relatively  un- 
economic for  a practitioner  to  take  m a 
partner  .—Mr.  Home : On  page  1195,  in 
Appendix  8,  there  is  an  indication  of  the 
period  of  service  of  the  currently 
employed  assistants.  You  will  see  that 
there  is  a total  of  221  assistants  101  of 
whom  have  been  employed  for  less  than 


one  year. 

5338  Would  that  be  in  the  same  prac- 

tice? Yes,  I should  imagine  so.  But 

at  the  other  end  of  the  table  there  are 
10  who  have  been  employed  as  assistants 
for  9 years.  There  may  well  be  special 
circumstances  in  those  cases. 

5339.  Chairman:  Probably  that  num- 
ber of  10  is  composed  of  people  who 
are  prepared  to  go  on  being  assistants? 

They  might  be  people  who  object 

to  becoming  principals.— Mr.  Hunter: 
That  number  might  include  a wife,  for 
example. 

5340.  You  were  saying,  Dr.  Gill,  that 
you  did  not  know  of  any  cases  where  a 
practice  had  regularly  employed  assistant 
after  assistant  for  a long  number  of 
years.  But  on  page  1195,  in  Appendix  8, 
you  have  46  practices  which  first 
employed  an  assistant  in  1948,  16  in 
1949,  22  in  1950  and  so  on.  I wonder 
whether  it  would  be  possible  for  those 
top  three  figures  to  be  dissected  to  see 
whether  any  of  them  hacl  employed  an 
assistant  continuously,  or  changed 
assistants  continuously  since  1948,  1949 

and  1950. Mr.  Howie:  The  return  1 

asked  for  from  the  constituent  Councils 
only  asked  for  the  present  position,  and 
a statement  about  when  an  assistant 
was  first  employed.  There  may  well 
have  been  a break  in  these  cases,  but 
on  the  other  hand  it  does  not  follow 
that  there  are  not  some  who  have 
been  continuous.  There  may  well  have 
been  some  who  were  continuous. 

5341.  With  that  total  of  84  practices, 
I should  think  it  would  be  fairly  easy  to 

find  out  that  information. Yes,  I 

think  we  could  get  that. 

Chairman:  t think  it  would  be  quite 
useful. 

5342.  Sir  Hugh  Watson:  On  the  ques- 
tion of  the  remuneration  of  assistants, 
you  have  produced  a table  on  page  1196, 


in  Appendix  8,  which  shows  the  re- 
muneration paid  to  some  221  assistants. 
One  notices  that  149  of  these  are  in- 
cluded in  the  bracket  between  £750  and 
£1,000  a year. Yes. 

5343.  Have  you  any  reason  to  believe 
that  there  is  anything  unfair  about  the 
present  remuneration  of  assistants  to 

medical  practitioners? Dr.  Gill : I do 

not  think  we  have,  Sir. 

5344.  In  other  words,  you  think  that 
a market  level  exists,  and  a doctor,  if 
he  wants  an  assistant,  must  pay  the 

market  price  for  him? Yes,  I should 

think  so,  Sir,  and  one  must  remember 
that  some  assistantships  are  very 
much  more  desirable  than  others. 
Smaller  practices  may  have  more  con- 
genial surroundings  than  the  larger 
industrial  practices,  and  although  they 
arc  smaller  they  are  still  able  to  get 
assistants  to  go  to  these  places.  So  that 
the  assistants,  themselves,  in  a way  set 
the  lowest  figures. 

5345.  The  Commission  has  had  a good 
deal  of  evidence  that  it  is  difficult  for 
young  doctors  to  get  themselves  placed 
in  employment,  either  as  assistants  or  as 
principals,  but  particularly  as  principals. 

-Would  we  get  any  assistance  from 

Appendix  4,  which  shows  the  advertised 
medical  vacancies  in  the  three  years  to 
31st  March,  1958?  In  that  you  will  see 
that  of  the  assistants  who  applied  for  the 
vacancies  in  these  three  years,  those  with 
7 completed  years  or  less  since  gradua- 
tion formed  only  23  per  cent,  of  the 
total  applicants. 

5346.  That  is  an  instructive  figure. 

And,  if  one  takes  into  account  the  fact 
that  after  a doctor  graduates  he  has 
a year  in  hospital  and  two  years  in 
military  service,  that  means  to  say  that 
all  these  assistant  practitioners  with  7 
years  since  their  graduation,  have  only 
had  4 years  in  general  practice. 

5347.  So  on  the  whole  matter  you 

think  that  assistants  are  reasonably  well 
paid? Yes,  I think  they  are,  Sir. 

5348.  Chairman : You  know,  Dr.  Gill, 
that  we  have  sent  a questionnaire  to  all 
assistants,  so  far  as  we  can  trace  them 
at  the  appropriate  date,  in  respect  of 
their  actual  remuneration.  But  the 
median  and  average  figure  in  your 
Appendix  8 is  lower  than  we  had  under- 
stood was  being  paid  when  the 
B.M.A.  gave  us  evidence  about  average 

remuneration. These  are  the  figures 

we  got  from  our  constituent  Councils, 
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5349.  Sir  Hugh  Watson : I think  it  is 
fair  to  say  that  the  only  thing  the  B.M.A. 
were  able  to  give  us  was  some  review 
of  the  figures  which  had  been  offered  in 
advertisements.  The  B.M.A.  themselves 
had  nothing  to  do  with  this  matter  at 

all. Mr.  Howie : Our  statement  is  of 

superannuable  remuneration.  The  only 
thing  which  might  be  excluded  would 
be  a car  allowance. 

5350.  Chairman : In  paragraph  23  you 
suggest  that  it  might  be  desirable  to  pro- 
vide that  the  recognition  of  a principal 
as  a trainer  practitioner  should  not  be 
continued  for  a period  of  more  than  two 
years  without  a break,  if  there  is  any- 
body else  available.  Perhaps  you  heard 
Dr.  Baldwin  of  the  Scottish  Medical 
Practices  Committee  say  that  normally 
they  insisted  on  a break  after  four  years, 
because  they  thought  that  the  man 
needed  a rest  from  training.  I wondered 
what  was  the  particular  object  of  this 

statement  of  yours. Dr.  Gill : What 

we  felt.  Sir,  was  that  if  a practitioner  has 
a trainee  assistant,  he  gears  up  his  work 
to  running  his  practice  with  assistance, 
and  it  may  be  that  if  he  goes  on  for 
longer  than  two  years  and  there  is  then 
a break,  he  finds  it  very  difficult  to  adjust 
himself  to  working  single-handed  again. 
I think  that  is  the  main  reason  for  this 
statement  of  ours. 

5351.  Have  you  had  many  complaints 
from  practitioners  who  have  been 
trainers  for  four  years,  saying  that  they 
wished  they  had  been  made  to  break 

after  two  years? No,  we  have  not 

had  that.  Sir. 

5352.  If  it  is  solely  their  interest  which 
you  are  considering,  they  would  be  the 

ones  to  make  representations? Yes, 

that  is  so. — Mr.  Howie:  I think  it  was 
in  the  mind  of  the  Association  when  the 
paragraph  was  constructed  that,  without 
any  factual  information,  one  has  heard 
considerable  criticism  of  the  actual  work- 
ing of  the  scheme.  And  if  any  steps 
are  to  be  taken  to  prevent  any  abuse, 
which  may  or  may  not  exist — the 
Association  have  no  information  as  to 
that — it  would  not  he  unreasonable  that 
the  period  should  not  be  too  long  with- 
out a break. 

5353.  By  “ criticism  ” do  you  mean 
criticism  that  the  trainees  are  not 
properly  trained,  or  that  the  trainers  are 
exploiting  them  in  some  way?  If  so, 

how  is  it  in  their  power  to  do  so? X 

think  it  was  just  a general  feeling  that 


there  was  a possibility  that  if  a practi- 
tioner was  recognised  as  a trainer  for 
an  extensive  period,  the  assistant 
became  more  of  an  assistant  than  a 
trainee  assistant ; it  was  possible  that 
that  might  happen. 

5354.  The  practitioner  cannot  increase 

his  maximum  list  of  patients  with  the 
trainee  assistant,  can  he? No,  Sir. 

5355.  You  also  heard  Dr.  Baldwin  say 
that,  if  a practitioner  had  over  a certain 
number  of  patients  far  below  the 
maximum,  then  he  would  not  be  acting 

as  a trainer? Dr.  Gill:  Yes,  that  is 

quite  correct.  This  was  just  an  impres- 
sion which  we  of  the  Association  have 
had.  I do  not  think  we  have  any 
factual  information. 

5356.  Sir  Hugh  Watson : What  you 
really  say  in  your  memorandum  is  that, 
in  your  view,  you  think  this  thing  ought 
to  be  looked  at?— — It  should  be  looked 
at,  yes. — Mr.  Howie : There  was  no 
information  at  all  that  there  was  any 
abuse  of  the  system,  and  there  was  no 
doubt  that  the  system  was  good  in 
principle,  but  it  was  felt  that  this  was 
possibly  one  way  in  which  criticism 
could  be  removed  altogether. 

5357.  Chairman : On  the  whole, 

would  you  consider  that  to  be  selected 
as  a trainer  is  a mark  of  being  a hit 

above  the  average? Dr.  Gill:  I 

should  think  so,  Sir.  I think  their  quali- 
fications are  fairly  well  scrutinised  by  the 
Committee  who  appoint  them.  It  may 
be  of  interest  if  I say  that  up  in  the 
north-east  we  have  difficulty  in  getting 
trainers. 

5358.  Is  that  due  to  the  kind  of  people 

who  live  in  the  north-east? No.  1 

presume  that  if  you  have  a trainee 
assistant  and  are  going  to  do  your  duty 
by  him,  it  does  mean  a certain  amount 
of  extra  work  to  the  trainer. — Mr. 
Hunter:  I think  we  have  the  experience 
in  Renfrewshire  that  conscientious 
doctors  are  not  able  to  give  the  time 
they  would  like  to  the  trainee,  and  they 
give  up  the  position. 

5359.  Sir  Hugh  Watson:  Dr.  Baldwin 
could  not  tell  us  this,  but  why  does  a 

doctor  apply  to  be  a trainer? Dr. 

Gill:  One  knows  that  he  gets  a little 
extra.  He  gets  about  £150  a year  extra 
for  training  the  trainee.  There  is  a train- 
ing grant  given,  and  even  though  the 
practice  is  small  enough  for  the  doctor 
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to  attend  to  adequately,  the  fact  that 
he  has  a trainee  allows  him  a little 
more  leisure.  He  can,  for  example,  if 
he  wants  to  go  out  in  the  evening,  leave 
the  trainee  to  do  the  consulting,  whereas 
if  he  is  single-handed  he  cannot  do  that. 
Not  only  that,  I heard  Dr.  Baldwin  say, 
and  I fully  agree  with  him,  that  having 
a trainee  is  a very  stimulating  experi- 
ence. It  tends  to  keep  the  doctor  ujp  to 
date.  I had  a trainee  myself  for  a year 
and  I found  it  a very  good  experience 
for  myself,  as  well  as  for  the  trainee. 
So  I think  there  are  these  three  points, 
that  you  get  a little  increase  in  remunera- 
tion, you  get  assistance,  and  it  is  a 
stimulating  experience.  Also,  you  know 
that  if  you  are  taken  ill  in  a flu 
epidemic,  the  trainee  can  carry  on  until 
you  are  better. — Colonel  Weir : I think 
the  average  doctor  looks  upon  a trainer 
as  a cut  above  the  average.  He  is  a 
better  than  average  man,  and  doctors 
aspire  to  be  recognised  as  capable  of 
taking  on  a trainee.  That  is  the  point. 

5360.  In  paragraph  29  you  sa.y  that 
you  would  not  object  to  a different 
system  of  remuneration  of  doctors,  if 
some  means  could  be  found  of  recog- 
nising special  skill  and  experience.  Do 
you  mean  a system  entirely  different 

from  the  present  capitation  system? 

Dr.  Gill:  We  simply  did  not  think  of 
any  system,  Sir.  We  talked  about  merit 
awards,  and  we  all  seemed  to  be  against 
them.  We  also  talked  about  loadings 
for  a practitioner  after,  say,  age  50  who, 
because  of  his  increasing  experience, 
might  get  a higher  capitation  fee.  But 
we  really  had  no  definite  suggestion. 
The  other  thing  that  we  suggested  was 
that  we  should  load  the  capitation  pay- 
ments for  the  very  old  and  very  young 
patients. — Mr.  Howie:  We  did  not 

suggest  it  in  our  memorandum  but  it 
was  one  of  the  other  things  we 
discussed. 

5361.  Various  suggestions  have  been 

made  to  us  for  loadings  of  various  kinds  ; 
age  and  experience  is  one  thing,  proper 
facilities — a receptionist,  a physio- 

therapist and  so  on — receiving  post- 
graduate instruction,  attending  courses, 
writing  papers,  any  obvious  effort  on  the 
part  of  the  doctor  to  keep  himself  abreast 
of  current  medical  thinking  and  know- 
ledge. But  the  people  who  suggested 
these  things  did  not  seem  to  think  they 

would  be  very  easy  to  work  out. Dr. 

Gill:  That  was  the  feeling  we  had. 


5362.  Chairman:  But  those  which  Sir 
Hugh  mentioned  were  all  assumed  to  be 
in  addition  -to  a capitation  fee  system. 
In  your  paragraph  28  you  suggest  that 
the  capitation  system  is  a bad  one,  and 
I think  in  paragraph  29  you  go  on  to 
say  that  despite  that  you  can  think  of 

no  alternative. We  could  not  think  of 

any  other  way.  We  do  mention  in  para- 
graph 30  that  we  think  there  should  be 
some  financial  incentive  to  improve 
premises  and  to  pay  for  the  doctor 
having  ancillary  help. 

5363.  Sir  Hugh  Watson:  At  the 

moment,  putting  it  quite  crudely,  the 
present  system  is  an  inducement  to  the 
doctor  with  a large  list  to  spend  the 
minimum  on  expenses,  as  a result  of 
which  he  gets  his  remuneration  largely 
net? Yes. 

5364.  Have  your  Association  thought 

of  any  way  of  dealing  with  that? 

No,  we  did  not  think  of  any  method.  Sir. 
We  did  suggest  that  perhaps  there  might 
be  something  to  be  said  for  paying  the 
practice  expenses  separately  from  the 
capitation  fee. 

5365.  An  objection  which  has  been  put 

to  us  about  that  is  that  it  would  require 
the  setting  up  of  more  machinery  to 
scrutinise  expenses. Yes. 

5366.  Mr.  Gunlake : That  would  be  a 

removal  of  the  present  disincentive, 
rather  than  an  introduction  of  a positive 
financial  incentive,  which  is  what  you 
said  in  paragraph  30? Yes. 

5367.  That  is  what  you  mean,  really, 
the  removal  of  the  present  disincentive? 
Yes,  but  we  have  no  further  sugges- 
tions on  that  consideration. 

5368.  Sir  Hugh  Watson:  The  present 
practice  of  the  payment  being  an  inclu- 
sive one,  which  includes  both  fee  and 

expenses,  makes  it  difficult. It  does, 

it  makes  it  very  difficult. 

5369.  Chairman:  In  your  experience, 

do  the  doctors  who  scamp  their  expenses, 
who  provide  the  minimum  of  surgery 
accommodation,  waiting  rooms  and  all 
kinds  of  facilities,  tend  to  lose  patients 
to  those  who  set  a rather  higher 
standard? I have  really  no  experi- 

ence of  that,  Sir.  I would  not  care  to 
answer  that,  but  one  must  remember  that 
the  Executive  Councils,  through  the  local 
Medical  Committees,  inspect  doctors 
surgery  accommodation,  and  we  do  see 
that  a certain  standard  is  kept  up. 
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5370.  Yes,  but  you  do  know  some 
people  whose  accommodation  arrange- 
ments are  well  above  the  minimum 
standard.  Do  those  people  on  the  whole 
tend  to  gain  any  benefit  by  getting  rather 
more  patients?  It  was  put  to  us  in 
London  by  one  body  that  in  fact  that 
was  so,  that  in  fact  this  raised  the 
standard  generally,  because  the  people 
who  tried  to  work;  with  the  minimum 
facilities  found  they  were  losing  patients 

against  the  better  competition.- We 

have  no  information  on  that. 

5371.  You  have  no  impressions,  either, 
as  members  of  individual  Executive 

Councils? No,  I do  not  think  we 

have.— Colonel  Weir : 1 have  heard  com- 
plaints from  individuals  that  a doctor  s 
surgery  was  bare  and.  bald,  but  there 
was  no  suggestion  that  individuals  would 
go  to  another  doctor  because  of  that.-- 
Mr  Howie.  I think  the  only  point  I 
could  add  from  being  concerned  with 
seeing  all  the  surgeries  in  an  area,  is 
that  it  only  needs  a start.  When  one 
doctor  improves  his  premises  the  others 
fairly  soon  follow  on,  so  presumably 
there  is  some  advantage  to  the  doctor  in 
having  satisfactory  premises.  On  the 
other  hand,  it  is  clear  that  some  doctors 
do  provide  a lot  of  ancillary  help,  which 
one  would  assume  must  improve  the 
actual  standard  of  the  practice,  quite 
apart  from  the  premises. 

5372.  Sir  Hush  Watson : You  mean 
in  the  way  of  receptionists,  a telephone 

service  and  a physiotherapist? -Yes. 

I have  only  hud  one  experience  of  seeing 
a practice  with  a lot  of  clerical  assistance, 
and  the  presence  of  really  adequate 
clerical  assistance  would  seem  very  much 
to  enhance  the  actual  medical  service. 
The  doctor  is  able  to  give  a lot  more 
time  to  his  own  professional  work  if  his 
clerical  staff  is  able  to  relieve  him  of  the 
routine  administrative  burdens. 

5373.  You  mean  keeping  up  his  prac- 
tice notes,  and  that  sort  of  thing,  or 
in  filling  up  the  forms  he  has  got  to  fill 

up? Both;  and  perhaps  seeing  that 

the  record  cards  of  the  patients  are  be- 
fore him  when  the  patients  enter,  which 
is  the  kind  of  thing  he  finds  it  difficult 
to  do  without  clerical  assistance.  He  is 
setting  out  to  give  a really  good  service 
in  that  way. 

5374.  In  other  words,  he  has  got  a 

competent  secretary? Yes. 


5375.  Chairman : Presumably,  he  js 
thereby  able  to  get  through  rather  more 
patients  thoroughly  than  he  could  if 

had  no  clerical  assistance? Dr.  Gill- 

Could  we  say  that  he  is  able  to  spend 
longer  time  over  them? 

5376.  Either  way.  He  could  presum- 
ably choose. There  is  no  doubt  about 

it  that  clerical  assistance  is  of  the  greatest 
benefit  to  the  doctor,  but  whether  it  in- 
creases his  practice  I do  not  think  we 
have  any  information. 

5377.  Mr.  Gunlake:  It  might  encour- 
age the  formation  of  partnerships.  Two 
doctors  might  share  one  receptionist? 
Yes. 


5378.  Sir  Hush  Watson  ; On  the  ques- 
tion of  the  number  of  patients  a doctor 
can  deal  with,  in  your  paragraph  35  you 
are  very  emphatic  about  the  need  for  a 
reduction  in  the  lists.  I do  not  want  to 
go  into  this  matter  in  detail,  because  it 
is  obviously  a question  of  circumstances 
in  each  ease,  but  is  that  the  view  of 

practitioners,  generally? We  are 

speaking  for  Executive  Councils,  Sir. 


5378).  I am  asking  you  is  that  the  view 
of  practitioners?  - — Some  practitioners 
agree  with  it,  other  practitioners  do  not; 
1 think  it  depends  very  much  on  the 
practitioner.  I know  in  my  own  area 
of  a doctor  with  the  maximum  list,  who 
is  a first-class  practitioner  and  gives  a 
first-class  service  to  all  his  patients.  That 
is  recognised  not  only  by  his  colleagues 
but  also  by  the  consultants  to  whom  he 
refers  his  cases.  On  the  other  hand,  I 
have  had  a doctor  with  a list  of  only 
about  1,300  telling  me  that  he  did  not 
know  how  he  was  going  to  get  through 
his  work.  This  is  just  an  idea  of  the 
Association  about  the  average  list,  but 
there  arc  so  many  variable  factors  that 
it  is  impossible  to  lay  down  a hard  and 
fast  rule. 


5380.  Chairman:  You  do  go  beyond 
the  average.  1 can  well  understand  as 
to  wlrnt  the  average  list  should  be,  but 
you  do  say  ttic  maximum  also  should 
he  reduced.  The  maximum,  which  is 
therefore  an  extreme,  must  apply  to 
extreme  circumstances  such  as  the  man 
you  mentioned  who  manages  very  wed 
with  the  existing  maximum,  would  you 
really  think  that  that  man  ought  to  o 
compelled  to  take  1,000  patients : 1 

than  he  does  now? That  was  just th 

view  of  Hie  Association. 
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5381.  Do  the  Association  feel  that  a 
man  who  is  efficiently  getting  through 
the  maximum  list  now,  ought  to  have 

his  list  reduced  by  1,000? Mr. 

Howie:  Paragraph  35  represents,  as  Dr. 
Gill  says,  the  views  expressed  to  the 
Association  by  the  25  Councils  in  Scot- 
land, but  I am  sure  that  in  expressing 
them  the  Oouncils  would  have  that 
difficulty  in  mind.  The  real  point  is  that 
at  the  moment  we  have  a maximum, 
and  if  the  maximum  is  to  be  reduced 
there  will  be  hard  cases,  but  certainly 
Councils  generally  were  of  the  opinion 
that  the  maximum  should  be  reduced. 
It  is  of  interest  to  note  that  the 
suggested  maximum  is  still  above  the 
Scottish  average  size  of  list.  I think 
the  Scottish  average  is  about  1,984 
patients. 

5382.  But  you  would  always  expect 
the  maximum  to  be  far  above  the 
average?- — Yes,  the  suggested  maxi- 
mum is  considerably  above. 

5383.  Sir  Hugh  Watson:  You  men- 
tioned a moment  ago  that  the  doctor 
with  the  large  list  was  known  by  the 
consultants  to  whom  he  referred  patients, 
and  generally  known,  to  be  giving  a very 

good  service  to  his  patients? Dr. 

Gill:  Yes. 

5384.  Is  it  practicable  in  your  view  to 
evolve  some  system  of  merit  awards  for 
general  practitioners? — —We  could  not 
think  of  anything  at  all.  Do  you  have 
the  idea  that  the  doctor’s  colleagues  and 
the  consultants  might  be  the  ones  who 
could  decide  if  a merit  award  was  to  be 
given? 

5385.  I did  not  say  that,  but  it  might 
be  thought  I had.  You  suggested  it. 
you  know.  You  suggested  that  the  con- 
sultant was  a man  who  had  a very  good 
idea  of  how  the  general  practitioner 
looked  after  his  patients.  The  con- 
sultant knows  how  he  presents  the 
patient  to  him,  he  knows  the  standard 
of  presentation  of  the  case  history  which 
he  gives  him,  and  all  that  sort  of  thing. 

1 We  could  think  of  no  method  for 

giving  a merit  award.  It  might  be 
feasible  to  award  an  extra  payment  on 
the  lines  that  you  suggest,  but  we  did 
not  think  of  it. 

5386.  Mr.  McIntosh:  But  you  have 

machinery  for  selecting  trainers? 

Yes,  we  have  the  Committees  which 
select  trainers. 


5387.  Sir  Hugh  Watson:  What  Mr. 
McIntosh  has  in  mind  is  that,  if  you 
have  a Committee  which  can  assess  the 
merits  of  doctors  to  the  extent  of  judging 
that  they  are  suitable  people  to  have 
trainees,  you  might  also  have  a Com- 
mittee which  might  be  suitable  to 
judge  whether  a doctor  ought  to  get 

some  extra  remuneration. 1 suppose 

that  is  feasible,  Sir. — (Mr.  Howie): 
Our  difficulty  has  been  that  all  the 
Councils  have  recognised  that  the 
present  position  is  to  some  extent 
unsatisfactory  for  the  reasons  we  have 
stated,  for  the  reason  that  the  man 
with  the  biggest  list  and  the  lowest 
expenses  would  seem,  on  the  face  of  it, 
lo  gain  the  most ; but  whatever  the  solu- 
tion might  be  the  Association  could  not 
suggest  one.  There  was  a general  and 
quite  strong  feeling  against  merit  awards 
ns  these  at  present  operate  in  the  hos- 
pital service.  The  objection  to  that 
system  seems  to  be,  generally,  lack  of 
information  and  the  feeling  it  might  not 
operate  equitably.  But  that  is  something 
the  Association  have  no  information 
about,  except  that  they  have  a generally 
and  quite  strongly  held  opinion  that,  if 
there  is  to  be  any  system  of  recognition 
of  special  skill  and  experience,  it  should 
not  be  on  these  lines. 

5388.  In  paragraph  37  you  stress  quite 
forcibly  that  since  the  inception  of  the 
National  Health  Service  the  load  of 
work  falling  on  general  medical  prac- 
titioners has  considerably  increased.  I 
think  this  is  the  most  forthright  expres- 
sion of  view  we  have  had  about  this 

matter.  Can  you  elaborate  a little? 

(Dr.  Gill):  That  was  the  impression  of 
the  constituent  Councils  when  they  wrote 
in,  but  I do  not  think  we  have  any  actual 
figures  which  we  can  produce  to  sub- 
stantiate that  statement. — (Mr.  Howie) : 
We  made  a great  many  attempts  to  get 
some  really  satisfactory  comparable 
figures.  Our  main  difficulty  is  to  get 
sound  figures  for  pre-Health  Service 
days.  A doctor  always  finds  difficulty 
in  estimating  the  size  of  his  private  prac- 
tice prior  to  1948,  because  he  did  not 
quite  know  how  many  people  he  was 
at  risk  to  attend.  We  have  made  many 
attempts  to  get  good  figures  since  the 
memorandum  was  lodged,  but  it  would 
seem  that  possibly  we  have  erred  in  com- 
mitting to  writing  the  view,  which  was 
generally  expressed,  that  the  load  of 
work  has  almost  doubled.  It  would  now 
seem  that  there  has  probably  been  little 
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change  in  the  number  of  items  of  service 
which  a doctor  gives  to  a Health  Service 
patient  today,  who  was  previously  an 
old  panel  patient  prior  to  1948.  The 
real  increase  lies  in  the  number  of  items 
of  service  which  a doctor  gives  to  people 
who,  prior  to  1948,  were  the  dependants 
of  insured  people  ; on  that  there  seems 
to  be  a very  substantial  increase. — (Dr. 
Gilt) : We  also  felt  that,  not  only  was 
there  some  increase  in  the  number  of 
items  of  service,  but  there  was  also  an 
increase  in  the  time  taken  over  the  indi- 
vidual patient,  because  we  felt  that 
medicine  is  becoming  a more  exact 
science,  and  cases  which  formerly  were 
shot  off  into  hospital  are  now  being 
treated  at  home.  The  doctor  has  added 
responsibility  nowadays.  Taking  the 
maternity  service,  for  example.  To  look 
after  a maternity  case  properly  nowa- 
days it  is  necessary  to  see  the  case  early 
on  in  the  confinement,  to  check  bloods 
for  rhesus  factors,  to  check  the  blood 
pressure  and  keep  a very  close  eye 
on  the  patient,  whereas  formerly  the 
ante-natal  care  was  very  sketchy  indeed. 
So  not  only  have  the  items  of  service 
gone  up,  but  also  the  load  of  work, 
the  time  spent  and  the  responsibilities 
of  the  doctors.  Another  example  is 
the  treatment  of  tubercular  meningitis. 
In  the  pre-streptomycin  days  the  later 
you  diagnosed  a case  of  that  type  the 
better,  because  you  did  not  worry  the 
parents  about  whether  the  child  was 
going  to  die,  but  nowadays  it  has  got 
to  be  diagnosed  at  the  very  beginning 
if  that  child  is  going  to  be  all  right, 
so  there  is  very  much  more  respon- 
sibility. 

5389.  These  matters,  to  which  you 

referred  very  properly,  about  the  increase 
in  ante-natal  care  could  be  reflected  in 
some  system  of  payment  by  items  of 
service? Yes,  they  could  be,  Sir. 

5390.  They  all  amount,  from  what 
you  have  told  us,  to  items  of  service. 
You  know,  of  course,  that  dentists  are 

paid  on  an  items  of  service  basis? 1 

was  trying  to  make  the  point  that,  not 
only  have  the  items  of  service  increased 
but  also  the  responsibilities  attached  to 
the  items  of  service.  They  are  also 
higher  than  formerly. 

5391.  Yes,  I can  see  that.  I was 
wondering  whether,  in  view  of  what  you 
have  told  us,  the  increased  responsibility 
of  the  doctor  might  not  be  more  properly 
compensated  for  on  an  items  of  service 


basis,  than  on  a mere  capitation  basis 
1 think  that  would  be  a good  idea  ' 

5392.  Chairman:  Payment  for  mater- 

nity services  is  on  an  items  of  ser- 
vice basis  now,  is  it  not? No  the 

only  allowance  is  7 guineas  for  looking 
after  the  case  all  through  the  pregnancy 
confinement,  and  post-natal  period 
irrespective  of  the  number  of  attendances 
or  visits  which  are  given. 

5393.  There  is  a certain  minimum,  is 

there  not? Yes,  Sir. 

5394.  It  is  not  a capitation  fee.  It  |s 
the  nearest  which  I think  you  have  got  to 

an  items  of  service  payment. Yes,  it 

is. 

5395.  Sir  Hugh  Watson:  Dr.  Baldwin 
told  us  about  hospital  experience  in 
general  practice.  Would  you  agree  that  a 
not  too  long  hospital  experience  along 
the  proper  channels,  as  he  put  it,  was  a 
good  thing  for  the  general  practitioner 

to  have? Yes.  We  dealt  with  that  in 

paragraph  42  and  we  said  that  most 
Executive  Councils  do  prefer  the  candi- 
dates to  have  a certain  amount  of  hospi- 
tal experience,  but  not  too  much,  because 
we  feel  that  if  the  candidate  has  been 
too  long  a time  in  hospital  his  experience 
has  tended  to  become  too  specialised. 

5396.  That  is  what  Dr.  Baldwin  meant 

when  he  said  that  he,  as  a general  prac- 
titioner, would  like  his  colleague  to  have 
had  training  in  hospital  in  some  subject 
which  would  be  useful  to  him  in  general 
practice? Yes. 

5397.  You  say  in  your  paragraph  40 
that  Councils  look  for  broad  experience 
in  general  practice  and  hospital  work. 
How  exactly  would  you  define  broad 
experience?— -—What  we  mean  is  that  if 
an  applicant  told  us  he  had  spent  a year 
as  a House  Surgeon,  perhaps,  in  a chest 
unit,  we  would  not  look  at  his  qualifica- 
tions so  favourably  as  someone  who  had, 
perhaps,  spent  a year  in  five  or  six 
different  departments  of  the  hospital, 

5398.  Is  that  a thing  which  it  is  feasible 

to  do?  Can  that  be  arranged? It  is 

compulsory  to  spend  so  long  on  the 
medical  side  of  the  hospital,  and  so  long 
on  the  surgical  side  of  the  hospital, 

5399.  That  is  during  their  compulsoiy 

year? Yes,  and  then  after  that  it  is 

possible  in  some  appointments  to  look 
after  three  of  the  smaller  specialties  at 
the  same  time.  For  example,  I think  in 
Aberdeen  the  House  Surgeon  of  the 
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Malignant  Diseases  Ward  also  looks  after 
the  dental  patients  and  the  skin  patients 
during  his  term  of  office.  He  has  three 
chiefs. 

5400.  Is  that  during  a further  period 

of  six  months  that  he  is  there? Yes. 

I think  the  Executive  Councils  would 
prefer  them  to  have  their  compulsory 
year  and  perhaps  a year  after  that,  after 
their  military  service. 

5401.  You  mention  in  paragraph  46 
the  combined  training  in  general  prac- 
tice and  hospital  work,  and  you  approve 

of  that. Yes,  I think  it  is  a good  idea. 

It  is  unfortunate  that  Mr.  Mclver,  our 
former  President,  is  not  able  to  be  here, 
because  it  is  working  very  successfully 
up  in  Inverness. 

5402.  In  your  memorandum  you  do 
not,  as  far  as  I know,  say  anything  about 

inducement  payments  for  doctors. 

No,  we  do  not  mention  that. 

5403.  You  do  suggest  the  possibility 

of  such  payments  for  dentists,  but  you 
do  not  mention  doctors.  Do  you  find 
these  payments  sufficient?  Dr.  Baldwin 
and  his  colleagues  told  us  something 
about  them7  and  how  they  are  adminis- 
tered.  We  certainly  think  that  they 

are  absolutely  essential,  but  we  did  not 
consider  whether  they  are  sufficient  be- 
cause, after  all,  the  Executive  Council 
only  pays  over  the  inducement  payment 
which  has  been  arranged  by  the  Medical 
Practices  Committee  and  the  Department 
of  Health.  We  have  no  say  in  the  actual 
amount. 

5404.  Chairman:  But  the  question  of 

sufficiency  really  means  do  you  get  the 
right  number  of  doctors  in  those  out  of 
the  way  places  with  very  scattered  popu- 
lations?  Yes,  I think  we  can  see  that 

from  Appendix  2,  dealing  with  the 
number  of  applications  for  the  various 
vacancies.  If  you  look  at  Orkney  and 
Zetland,  which  are  fairly  isolated,  you 
will  notice  that  for  the  small  Orkney 
practice  with  170  patients  there  were  six 
applicants.  A list  of  that  size,  without 
an  inducement  payment,  would  be 
entirely  uneconomical,  to  put  it  very 
mildly. 

5405.  Sir  Hugh  Watson:  That  does 

seem  to  show,  as  you  indicate,  that  the 
system  is  working  satisfactorily. Yes. 

5406.  Have  your  Association  and  its 

constituent  Councils  any  view  about  any 
relativity  which  ought  to  obtain  as  to 
the  remuneration  of  doctors  and  den- 
tists?  Mr.  Howie : The  only  evidence 


given  by  the  Association,  which  seems 
in  any  way  to  bear  on  that  subject,  is 
the  information  in  regard  to  the  earnings 
of  medical  and  dental  assistants  in 
Appendices  8 and  10.  That  information 
seems  to  show  that  on  the  whole  the 
dental  assistant  is  better  paid,  but  that 
is  probably  simply  because  he  is  in  short 
supply.  So  far  as  the  general  relativities 
are  concerned,  the  Association  of  course 
have  always  been  anxious  to  make  it  clear 
that  they  are  not  directly  concerned  with 
rates  of  remuneration. 

5407.  Then  you  would  rather  pass 

from  this  question,  Mr.  Howie? 

There  were  certain  points  we  noted  and 
the  first  one  was  that  it  appeared  that  the 
demand  is  such  that  a dental  practitioner 
can  obtain  substantial  earnings  imme- 
diately after  qualification,  and  the  young 
doctor  after  qualification  has  still  to 
become  established.  We  have  spoken  of 
the  difficulties  he  has  in  that  connection. 
According  to  statistical  information  pub- 
lished by  the  British  Dental  Association 
— and  it  was  submitted  to  the  Royal 
Commission — the  earning  peak  of  the 
dental  practitioner  in  Scotland  is  reached 
before  he  is  35.  Then  there  is  this 
very  rapid  and  serious  decline  in  his 
earnings  after  that  period.  The  Associa- 
tion thought  it  was  to  some  extent  attri- 
butable to  the  physical  demands  of  dental 
practice.  The  other  point  is  that  while 
a young  doctor  takes  longer  to  reach  his 
earning  peak,  he  does  not  seem  to  suffer 
this  rapid  decline,  and  his  earning  pattern 
is  a much  more  consistent  one.  Another 
thing  which  we  thought  was  of  impor- 
tance was  that  the  dental  practitioner, 
reaching  his  peak  earlier,  is  bearing 
heavy  taxation  in  those  years  of  high 
earnings,  but  the  doctor’s  earning  pattern 
is  much  more  consistent  and,  presumably, 
his  taxation  is  much  more  evenly  spread. 
But  on  the  general  question  of  relativity, 
I do  not  think  the  Association  had  any 
more  information  which  they  thought 
fit  to  give. 

5408.  Nor  have  they  any  view  on  the 

matter? No,  Sir,  we  just  felt  that  any 

true  comparison  of  the  earnings  of  a 
doctor  and  a dentist  would  need  to  be 
taken  over  a professional  lifetime, 
because  of  this  age  factor  which  seems 
to  affect  earning  capacity. 

5409.  The  Spens  Committee  made 

some  attempt  to  express  a relativity,  as 
you  know,  but  you  would  rather  not 
express  a view? No,  Sir. 
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Chairman'.  But  you  realise  we  have 
taken  a very  broad  sample  from  both 
professions,  and  we  know  the  actual 
earnings  at  a wide  variety  of  ages  of 
a large  number  of  people, 

5410.  Sir  Hugh  Watson:  Have  your 
Association  any  ideas  about  the  method 
of  remuneration  which  should  be  intro- 
duced so  as  to  encourage  dentists  to  go 

to  remoter  areas? Dr.  Gill : We  did 

suggest  there  should  be  an  inducement 
payment  similar  to  what  the  doctor  gets, 
to  try  and  make  it  economic  for  a dentist 
to  go  to  the  more  remote  areas. 

5411.  Chairman:  Does  this  mean  you 

are  really  short  of  dentists  in  the  remote 
areas? Yes,  very,  very  short  indeed. 

5412.  Shorter  even  than  you  are  else- 
where?  Yes. — Mr.  Howie:  I think 

our  concern,  in  the  first  instance,  is  the 
barrier  which  at  the  moment  stands 
between  the  person  in  an  isolated  area 
of  Scotland,  and  a complete  National 
Health  Service.  The  National  Health 
Service  is  only  available  freely  to  people 
who  stay  within  a reasonable  distance 
of  the  Service.  There  can  be  no  doubt 
that  many  people  in  the  North  of  Scot- 
land are  denied  a free  Health  Service. 
They  are  put  to  very  considerable 
expense,  particularly  in  order  to  obtain 
dental  and  ophthalmic  treatment,  and 
presumably  in  many  areas  they  are 
denied  that  treatment  because  of  the 
difficulty  of  getting  to  it.  Our  Associa- 
tion have  felt,  and  at  our  annual  con- 
ferences in  the  past  one  or  two  years 
it  has  been  very  strongly  expressed,  that 
the  Service  must  be  taken  to  these 
people ; that  it  must  be  as  easily 
available  to  a man  in  Caithness — perhaps 
not  as  easily  available,  but  as  freely 
available  in  the  financial  sense — as  it  is 
to  a person  in  Edinburgh.  That  is  not 
so  at  the  moment,  and  it  seemed  to 
follow  from  that  that,  if  the  services  are 
to  be  taken  there,  the  practitioner  must 
be  induced  to  go  there.  The  Association 
are  still  conscious  that,  with  a national 
shortage,  to  take  a dentist  to  a remote 
area  is  going  to  denude  another  area,  but 
we  felt  that  if  there  was  a national 
shortage  then  it  must  be  nationally 
spread  over. 

5413.  Mr.  Gunlake:  Ts  it  possible  for 
a dentist  to  have,  say,  five  surgeries  in 
a remote  area  and  spend  one  day  a week 

in  each? Yes,  but  the  difficulty  there 

is  that,  whereas  a medical  practitioner  is 


paid  on  a capitation  rate  and  his  earnings 
continue,  the  dental  practitioner’s  earn- 
ings cease  when  he  starts  to  travel. 

5414.  Chairman:  But  you  would 

suggest  covering  that  by  some  induce- 
ment payment  of  a lump  sum,  variable  i 
according  to  the  district,  would  you?  ' 

Yes,  Sir.  We  felt  there  must  be  I 

some  method  of  taking  the  dental  practi-  | 
tioner  and  the  ophthalmic  practitioner  to  i 
these  areas,  without  him  suffering  hard-  I 
ship.  We  cannot  expect  that  he  should  I 
lose,  in  order  to  take  to  the  people  tie  I 
service  which  the  country  is  in  effect  i 
under  obligation  to  give  to  these  people.  1 

5415.  Sir  Hugh  Watson:  Of  course,  ! 
so  far  the  country  has  not  undertaken  f 
to  provide  a free  dental  service.  It  has  I 
undertaken  to  provide  payment  for  what  I 
dental  service  the  population  can  get,  but  j 
so  far  as  I know  it  has  not  undertaken  j 

to  provide  a free  dental  service, I 

Without  lists  of  patients,  as  we  have  in  - 
the  case  of  doctors,  that  is  in  theory 
correct.  T would  suggest  with  respect 
that  it  is  a very  theoretical  thing,  and 
the  Health  Service  is  truly  under  an 
obligation  to  take  the  appropriate  ser- 
vices to  the  people,  whether  or  not  we 
have  lists  of  patients,  or  whether  or  not 
we  pay  the  person  for  an  item  of 
service. 

5416.  What  you  are  really  saying  is 
that  the  Health  Service  is  morally  bound 

to  do  this? Yes,  and  it  is  not  at 

the  moment  doing  it. — Colonel  Weir:  i 

There  is  a definite  tendency  for  young 
dentists  to  put  themselves  down  in  the  } 
new  towns  which  are  being  established,  jj 
and  they  will  not  go  out  to  the  sparse 
western  areas. — Mr.  Howie:  That  is,  | 
of  course,  attributable  to  the  fact  that  j 
in  all  areas  there  is  still  a shortage,  And  ■ 
of  course,  there  is  no  doubt  that  to  i 
establish  oneself  near  centres  of  educa-  j 
tion  is  convenient  for  one’s  family,  etc. 
But,  nevertheless,  there  is  also  the  other  ! 
point  of  view.  Can  a man  be  reason-  [ 
ably  expected  to  go  to  a remote  area  | 
when  not  only  are  there  family  con-  > 
siderations  which  affect  him,  but  also  !; 
very  pressing  financial  ones? 

5417.  Chairman:  Broadly,  you  feel 
there  must  be  the  same  sort  of_encour-  | 
agement  as  doctors  have,  which  will  j 
make  dentists  go  of  their  own  free  will  | 

to  these  sorts  of  areas? Yes.  That  is 

one  matter  on  which  the  Association  feel 
most  strongly.  During  the  last  three  1 
years  at  our  annual  conferences  we  have  \ 

I 
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come  back  to  this  time  and  time  again, 
that  the  Health  Service  is  not  nationally 
fully  available. 

5418.  And  is  it  a matter  of,  say,  100 
dentists  or  less,  that  you  would  like  to 
see  induced  by  payment  to  go  to  these 

parts  of  Scotland? 1 would  not  know 

the  number.  It  cannot  he  any  great 
number. 

5419.  Sir  Hugh  Watson : It  is  going  to 
be  very  difficult,  is  it  not,  to  find  a sys- 
tem of  payments  which  would  induce 
people  to  go  to  these  remote  areas, 
which  have  the  disadvantages  you  men- 
tioned a moment  ago  about  education 
and  other  similar  things,  when  they  can 
earn  such  very  large  sums  in  the  large 

centres  of  population? There  are 

other  compensations  to  take  people 
there.  There  are  some  areas  which  are 
in  themselves  attractive.  For  instance, 
one  sees  that  doctors  can  be  reasonably 
induced,  without  a great  burden  on  the 
Exchequer,  to  go  and  give  essential  ser- 
vices in  Orkney.  Presumably  Orkney 
in  itself  is  attractive  to  the  doctors ; 
but  they  still  could  not  go  there 
but  for  the  fact  thiat  they  were 
guaranteed  a reasonable  standard  of 
living. — Dr.  Gill : The  other  method 
would  be  an  adequate  payment  to  com- 
pensate them  for  travelling.  As.  Mr. 
Howie  pointed  out,  when  a dentist  is 
travelling  his  payment  ceases.  If  ade- 
quate payment  was  added,  he  might 
leave  the  more  populous  areas  and  travel 
out.  With  air  travel  nowadays  he  might 
be  able  to  go  to  some  of  the  more  re- 
mote isles,  if  he  was  properly  paid  to 
do  so. 

5420.  Mrs.  Baxter-.  In  this  case,  he 
would  do  this  one  or  two  days  a week, 
whilst  retaining  a practice  in  the  centre, 

as  well? Yes,  and  that  already 

applies.  There  are  a number  of  Aber- 
deen dentists  who  go  out  to  the  peri- 
phery, consulting  half  a day  a week 
or  half  a day  a fortnight. 

5421.  Mr.  Gunlake : And  they  have  to 
find  equipment  then  for  two  or  three 

surgeries? They  carry  equipment, 

such  as  a portable  drill,  with  them. — 
Mr.  Howie-.  I have  extracts  from  the 
Teport  of  the  last  meeting: 

“ Dr.  Wilson  of  Inverness,  referring 
to.  the  position  in  North  and  South 
Uist,  Benbecula  and  Harris,  said  there 
was  a dentist  in  1948  who  was  admitted 
to  the  list.  He  resigned  in  1951.  He 
was  the  only  dentist  and  left  a great 


deal  of  incomplete  work.  The  second 
dentist  was  admitted  in  1951  and  took 
over  the  incomplete  work.  He  resigned 
in  1953.  He  had  previously  been  asso- 
ciated to  some  extent  with  the  school 
dental  service,  because  the  local  autho- 
rity were  having  difficulty  in  providing 
a school  dental  officer.  Then  the 
school  dental  service,  which  was  most 
co-operative  in  this  matter,  agreed  to 
advertise  for  a dentist  jointly  with  the 
Executive  Council,  payment  to  be 
made  half  by  the  local  authority  and 
a guarantee  for  the  remainder  to  be 
given  by  the  Executive  Council.” 

That  was  to  some  extent  going  towards 
an  inducement  payment. 

“ A dentist  was  obtained  in  1953. 
He  intimated  his  resignation  in  1955. 
Again  this  joint  post  was  advertised, 
the  net  income  from  all  sources  being 
£1,000.  We  received  no  applications 
in  the  first  place.  Then  we  received 
one  or  two  which  were  not  thought 
suitable.  Later  we  had  another  one 
or  two  applications  and  one  of  the 
applicants  was  appointed  but  withdrew 
before  coming.  For  two  years  until 
1957  these  Isles  were  completely  with- 
out a dentist.  At  last,  having  raised 
the  guaranteed  salary  to  £1,575,  a 
dentist  was  obtained  who  took  up  duty 
in  March  of  this  year.  He  has  now 
sent  in  his  resignation  and  is  leaving 
in  November.  Once  again  we  are 
faced  with  the  fact  that  there  will  be 
no  dentist  there.” 

At  the  same  meeting,  a representative 
from  Argyll  and  Bute  said: — 

“ We  have  an  altruistic  Glasgow 
dentist  who  flies  and  sometimes  travels 
by  boat  to  Mull  and  Tiree.  He  does 
so  for  expenses  only  and  he  provides 
a vary  good  service.  How  long  it  will 
go  on,  I oan’t  say.  We  have  a dentist 
in  Islay  who  is  over  80.  How  long  he 
will  go  on,  I can’t  say.  Within  the 
last  month,  we  have  lost  two  dentists 
out  of  three  in  Campbeltown.  It  seems 
to  me  that  a more  enlightened  policy 
is  required.” 

5422.  Sir  Hugh  Watson : In  your  para- 
graph 54  you  suggest  that  some  special 
payment  should  be  made  to  dentists  for 
special  skill  and  experience.  That 
sounds  rather  like  a merit  award.  How 
would  you  suggest  that  should  be 

worked? Dr.  Gill:  Again,  as  in  the 

case  of  the  doctors,  we  find  it  very 
difficult  indeed  to  devise  a solution.  We 
did  think  a payment  ought  to  be  made, 
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and  possibly  it  should  be  done  by  load- 
ing certain  more  specialised  forms  of 
treatment,  for  example,  or  loading  the 
payment  to  dentists  after  a certain  age. 
Those  were  the  main  ideas  we  had. 

5423.  It  seems  rather  anomalous  to 
load  a dentist  after  a certain  age,  when 
you  take  the  view  that  his  output  is  going 
down. — -Yes,  but  the  reason  is  that  he 
is  no  longer  quite  so  fit  to  carry  on  with 
the  very  high  speed  and  highly  delicate 
work.  By  doing  less  work  he  is  equally 
able  to  carry  on  even  to  80  in  some  cases. 

5424.  It  might  be  difficult  to  convince 
the  Treasury  that  that  was  a proper  way 
to  bolster  up  a man  whose  output  was 
understandably  but  definitely  decreasing. 

-But  then  we  would  say  that, 

although  he  was  not  able  to  work  at 
the  same  high  pressure,  the  work  that 
he  did  would  probably  be  better  because 
of  the  experience  he  had  acquired  during 
his  life’s  work. 

5425.  Would  you  make  that  available 
automatically  to  dentists  of  a certain  age, 
or  how  would  you  decide  who  was  to 
get  it?— —Again,  we  had  not  thought 
of  that  any  more  than  we  had  with  the 
doctors. 

5426.  Mrs.  Baxter:  Surely,  difficulty 
would  arise  if  a dentist  continued  to  drive 
himself  and  take  a large  number  of 

patients? We  would,  not  put  anything 

in  his  way.  It  is  the  dentist,  who  does  it 
himself.  We  do  not  say  “ You  must  do 
less  ”,  We  leave  him  to  carry  on  as  he 
feels  able. 

5427.  But  pay  him  more  for  carrying 

on  as  his  years  increase? That  would 

be  available  to  anyone  after  the  age  of 
50,  but  the  other  thing  was  that  we 
should  load  certain  more  skilled  pro- 
cedures. 

Mrs.  Baxter  \ That  is  rather  different. 

5428.  Chairman : You  are  thinking 
rather  more  in  terms  of  50  as  being  the 
age  at  which  a dentist’s  skill  declines, 

rather  than  35,  are  you  not? 1 am 

just  using  50,  but  the  information  we 
have  is  that  it  goes  down  after  35.  We 
have  no  information  apart  from  what 
we  are  given. 

5429.  Sir  Hugh  Watson:  Would  you 
suggest  taking  something  away  from  the 
new  dentists  and  giving  it  to  the  older 

ones? No,  I do  not  think  we  should, 

— Mr.  Howie : I understand  that  the 
scale  of  fees  at  the  moment  includes  the 


skill  element.  The  Association  merely 
felt  it  was  something  to  which  they 
would  like  to  direct  attention,  without 
unfortunately  being  able  to  suggest  a 
solution  to  it.  But  they  did  feel  that 
in  some  way  the  answer  might  lie  iD 
the  recognition  of  the  skill  involved  in 
special  procedures. 

Sir  Hugh  Watson : That  should  not 
be  too  difficult  because,  as  you  know 
this  was  all  gone  into  by  a Working 
Party,  and  the  times  which  the  average 
dentist  ought  to  take  for  any  particular 
dental  operation  were  laid  down  as  a 
result  of  that  Working  Party’s  delibera- 
tions. 1 would  suppose  that,  if  there 
are  some  operations  which  require 
special  skills,  then  another  Working 
Party  could  deal  with  that.  That  would 
seem  to  me  to  be  a reasonable  sugges- 
tion of  yours.  I do  not  think  I have 
any  more  questions,  Sir. 

5430.  Chairman  : I just  want  to  come 

back  to  one  point  on  your  paragraph 
35.  In  the  middle  of  that  paragraph  you 
say : “ The  permitted  increase  in 

respect  of  the  employment  of  an 
assistant  should  be  in  the  region  of  1,000 
patients.”  I take  it  that  when  a doctor 
first  has  an  assistant  he  does  not 
immediately  get  his  full  extra  list.  He 
takes  two  or  three  years  to  work  up  to 

it? Dr.  Gill:  Yes,  Sir,  and  it  does 

not  necessarily  follow  that  his  list  will 
go  up  to  that  number. 

5431.  If  the  maximum  he  canevcrhave 
is  1,000,  you  will  realise  the  maximum 
income  lie  can  get  from  that  at  the  very 
top  is  probably  going  to  be  just  about 
level  with  the  salary  he  pays  out.  Will 
any  doctor  ever  take  an  assistant  on  this 

basis? Yes,  Sir,  I think  they  do. 

Doctors  who  are  well  within  the  per- 
mitted maximum  take  assistants,  because 
they  find  that  it  enables  them  to  prac- 
tise better  medicine  ; it  enables  them  to 
take  things  a little  easier  and  have  a 
little  time  off.  Il  is  not  only  from  the 
point  of  view  of  increasing  one’s 
remuneration.  There  are  certain  other 
very  definite  advantages  to  the  principal 
in  taking  an  assistant. 

5432.  But  if  money  is  a consideration 

to  the  principal,  he  would  find  it  un- 
profitable to  employ  an  assistant? 
Yes.  Their  permitted  maximum  at 

present  is  3,500. 

5433.  The  permitted  extra  for  an 
assistant  is  2,000?  —Yes,  Sir,  but  to 
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permitted  maximum  at  present  is  3,500. 
There  are  many  doctors  who  have  lists 
of  only  2,500  who  emply  an  assistant, 
because  I feel  that  to  look  after  3,500 
properly  means  devoting  one’s  whole 
time  to  it.  The  doctor  to  whom  I 
referred  started  about  8 o’clock  in  the 
morning  and  finished  about  9 or  10  at 
night,  and  that  was  his  sole  interest 
and  his  sole  hobby.  Not  all  of  us  are 
quite  so  hardworking  as  he  is. 

5434.  No,  but  you  are  suggesting  a 

limit. We  are  suggesting  a limit  to 

the  number  of  patients  which  an 
assistant  can  attract. 


5435.  And  that  should  be  in  the 

region  of  1,000? The  number  we 

suggested  was  in  the  region  of  1,000. 

5436.  Whereas,  if  the  man  is  taken 

in  as  a junior  partner,  there  can  be 
straightaway  the  full  additional  amount 
of  a principal,  which  is  a very  much 
larger  figure? Yes. 

5437.  Are  there  any  more  things  that 
you  wish  to  add  in  the  light  of  anything 

that  we  have  said? No,  I do  not 

think  so. 

Chairman : I think  that  concludes  this 
session.  Thank  you  very  much  for 
coming  and  answering  our  questions  so 
fully. 


(The  witnessess  withdrew) 
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(see  Q.  5340-5341) 


EMPLOYMENT  OF  ASSISTANT  MEDICAL  PRACTITIONERS 
See  Appendix  8 (page  2)  of  the  Association’s  Memorandum  of 
Evidence  to  the  Royal  Commission 


At  their  hearing  in  Edinburgh,  the  members  of  the  Royal  Commission  noted  that 
in  certain  practices  assistants  had  first  been  employed  in  the  years  1948,  1949  and 
1950  The  figures  are  as  shown  below.  The  Association  were  asked  to  enquire 
whether  in  these  practices  assistants  had  been  continuously  employed. 


No.  of 
Practices 
46 
16 
22 


Assistant 
First  Employed 

1948 

1949 

1950 

The  enquiries  of  the  Association  disclose:  — 

46  Practices  first  employing  assistants  in  1948 
These  practices  in  the  10-year  period  to  1958  have  employed  assistants  thus : — 

Years  throughout  which 

No.  of  Practices  assistants  employed 


34 

I 

I 

5 

1 

1 

2 
1 


10 

9 


46 


16  Practices  first  employing  assistants  in  1949 
These  practices  in  the  9-ycar  period  to  1958  have  employed  assistants  thus:- 

Years  throughout  which 

No.  of  Practices  assistants  employed 

10  9 

2 8 

2 7 

1 6 

i I 


16 


22  Practices  first  employing  assistants  in  1950 
These  practices  in  the  8-year  period  to  1958  have  employed  assistants  thus:— 

Yectrs  throughout  which 

No.  of  Practices  assistants  employed 

16  8 

2 7 

1 6 

1 5 

2 4 


22 


(31634)  Wt.  4380— 


K4  2/59  D.I.. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


Royal  Commission 
on  Doctors’  and  Dentists’ 
Remuneration 


MINUTES  OF  EVIDENCE 

23 

Twenty-Third  Day,  Thursday,  22nd  January,  1959 

WITNESSES  ' 

British  Medical  Association 


LONDON 

HER  MAJESTY’S  STATIONERY  OFFICE 
1959 

FIVE  SHILLINGS  NET 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


Witnesses 

BRITISH  MEDICAL  ASSOCIATION 

S.  Wand,  M.B.,  Ch.B. 

H.  H.  Langston,  F.R.C.S. 

I.  R.  Nicholson-Lailey,  F.R.C.S. 

G.  Waring  Robinson,  L.M.S.S.A.,  D.L.O. 

T.  L.  Reeves,  M.D.,  M.R.C.P. 

R.  Brearley,  F.R.C.S. 

Hamish  Watson,  M.R.C.P. 

I.  Rannie,  M.B.,  Ch.B. 

O.  Gayer  Morgan,  M.Ch.,  F.R.C.S. 

A.  B.  Davies,  M.B.,  Ch.B. 

J.  B.  Tilley,  M.D.,  B.S.,  B.Hy.,  D.P.H. 

H.  D.  Chalke,  O.B.E.,  T.D.,  M.R.C.P.,  D.P.H. 

S.  B.  R.  Cooke. 

D.  P.  Stevenson,  M.R.C.S.,  L.R.C.P. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


CONTENTS 

Page 

Ftox  Supplementary  Memorandum  of  Evidence 

The  need  for  review 1219 

Existing  methods  of  negotiation  1220 

The  Council’s  proposals  for  reviewing  medical  remuneration  in 

the  future 1224 

Summary  1227 

Appendices  1228-29 

Second  Supplementary  Memorandum  of  Evidence 

Hospital  medical  staffs  1230 

Consultants 1232 

General  conclusions 1236 

Senior  hospital  medical  officers  1237 

Junior  hospital  staff 1239 

Summary  of  the  Council’s  main  recommendations  on  the 

remuneration  of  hospital  medical  staff 1248 

Appendices  1250-63 

Third  Supplementary  Memorandum  of  Evidence 

The  position  of  the  public  health  doctors 1264 

Medical  teachers  and  research  workers  1270 

Medical  officers  in  the  Armed  Forces  1272 

The  supplementary  ophthalmic  service  1272 

Appendices  1276-81 

Fourth  Supplementary  Memorandum  of  Evidence 

Introduction *282 

Matters  upon  which  the  Commission  has  invited  the  Association 

to  submit  further  evidence  ...  1282 

Other  matters  affecting  general  practice  in  the  National  Health 

Service  1286 

Appendices  1290-96 


31789  A 2 

Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


MINUTES  OF  EVIDENCE 


TAKEN  BEFORE  THE 


Royal  Commission  on 
Doctors’  and  Dentists’  Remuneration 

TWENTY-THIRD  DAY 


Thursday,  22nd  January,  1959 


Present: 


Sir  Harry  Pilkington  ( Chairman ) 


Mrs.  K.  M.  C.  Baxter 

Mr.  A.  D.  Bonham-Carter,  T.D. 

Mr.  J.  H.  Gunlake,  C.B.E.,  F.I.A., 
F.S.S. 

Professor  John  Jewkes,  C.B.E. 


Mr.  I.  D.  McIntosh,  M.A. 

Sir  David  Hughes  Parry,  Q.C. 
Sir  Hugh  Watson,  D.K.S. 

Mr.  S.  Watson,  C.B.E. 


Mr.  W.  A.  Fuller,  D.S.C. 
Mr.  J.  B.  Hume 


Joint  Secretaries 


FIRST  SUPPLEMENTARY  MEMORANDUM  OF 
EVIDENCE 

presented  by  the  British  Medical  Association  to  the  Royal  Commission  on 
Doctors’  and  Dentist s’  Remuneration,  March  1958 

(1)  THE  NEED  FOR  REVIEW 

1.  The  Council  attaches  the  greatest  importance  to  Part  (c)  of  the  Terms  of 
Reference,  which  invites  the  Royal  Commission  to  consider  “ whether,  and  if  so 
what,  arrangements  should  be  made  to  keep  [that]  remuneration  under  review.” 

2.  Whatever  the  Commission’s  ultimate  recommendations  on  current  levels  of 
remuneration,  the  continuing  changes  which  take  place  in  economic  and  other 
conditions  of  themselves  necessitate  the  introduction  of  special  arrangements  to 
ensure  that  medical  remuneration  in  the  future  is  kept  continuously  under  review. 

3.  The  history  of  the  profession’s  negotiations  with  the  Government  over  the 
past  45  years  has  already  been  referred  to  in  the  Council’s  Preliminary  Memo- 
randum of  Evidence.  The  unhappy  series  of  events  described  in  that  document 
demonstrate  beyond  doubt  that  if  similar  disputes,  which  in  the  past  have  often 
been  settled  on  grounds  of  expediency  rather  than  merit,  are  to  be  avoided  in  the 
future  some  special  machinery  must  be  established  for  the  purpose.  It  is  not  the 
wish  of  the  profession  that  the  Government  should  periodically  be  confronted  with 
claims  for  increased  remuneration,  but  experience  has  shown  that  in  spite  of  obvious 
declines  in  the  value  of  medical  remuneration  the  Government  itself  has  never 
come  forward  of  its  own  volition  with  proposals  to  remedy  the  situation,  as  was 
surely  its  duty,  and  the  profession  has  been  compelled  to  take  the  initiative.  The 
long  and  bitter  disputes  which  followed  are  helpful  to  neither  side,  are  not  in 
the  public  interest,  and  are  particularly  frustrating  to  the  medical  profession. 

4.  The  Council  therefore  believes  that  the  Commission  will  be  making  a notable 
contribution  to  better  relations  between  the  Government  and  the  profession  if  it 
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nery  acceptable  to  both  parties  and 


sees  fit  to  recommend  a conciliation  iTiachi'..-.  J --- — t — ' — oum  |,(U Lies  a 

designed  to  ensure  that  difficulties  and  differences  of  opinion  in  the  future  are 
settled  without  the  need  for  protracted  and  acrimonious  disputes. 


(2)  EXISTING  METHODS  OF  NEGOTIATION 

5.  Before  submitting  its  own  proposals  on  the  subject  the  Council  feels  that  it 
would  be  helpful  to  the  Royal  Commission  to  know  how  the  present  systems  of 
negotiation  in  the  various  branches  of  the  profession  evolved  and  to  have  its  attention 
drawn  to  the  defects  which  experience  has  brought  to  light.  The  ultimate  failure 
of  the  present  machinery  is  illustrated  by  the  appointment  of  the  Commission  itself, 
but  without  some  detailed  knowledge  of  past  and  present  negotiating  machinery 
it  would  be  difficult  for  the  Commission  to  judge  the  extent  to  which  that  machinery 
has  failed  and  so  make  constructive  suggestions  for  the  future.  The  following 
paragraphs,  therefore,  trace  the  development  of  the  existing  negotiating  machinery 
and  focus  attention  upon  those  failings  which  the  Council  feels  must  be  avoided 
in  the  future. 

Negotiations  prior  to  the  Appointed  Day 

6.  Up  to  the  Appointed  Day  negotiations  on  behalf  of  the  three  main  sections  of 
the  profession— general  practice,  consultant  practice,  and  the  public  health  service- 
were  carried  out  in  the  following  way: 

General  Practice.  Negotiations  on  the  terms  and  conditions  of  service  in  the 
National  Health  Insurance  scheme  took  place  direct  between  the  Ministry  of 
Health  and  the  Insurance  Acts  Committee  of  the  Association,  the  latter  acting 
in  its  dual  capacity  as  the  Executive  of  the  Conference  of  I.ocal  Medical  and 
Panel  Committees  and  as  a Standing  Committee  of  the  Association.  So  far  as 
activities  outside  the  scope  of  National  Health  Insurance  were  concerned,  and 
apart  from  purely  private  practice,  which  remained  a matter  for  private  arrange- 
ment between  the  doctor  and  the  individual  patient,  negotiations  were  conducted 
by  another  Committee  of  the  Association  {the  General  Practice  Committee) 
with  the  various  Government  departments  and  other  organizations  concerned. 

Consultants  and  Other  Hospital  Staff.  Prior  to  the  Appointed  Day,  in  the 
case  of  voluntary  hospitals  there  were  no  negotiations  on  a national  basis  on 
the  terms  and  conditions  of  service  for  hospital  staffs.  The  salaries  for  stalls 
appointed  to  hospitals  administered  by  the  local  authorities  came  within  the 
scope  of  the  arrangements  for  the  Public  Health  .Service.  The  then  Hospitals 
Committee  of  the  Association,  together  with  the  various  specialists  groups, 
held  a watching  brief  over  the  activities  of  the  voluntary  hospitals. 

Public  Health  Service.  The  negotiating  machinery  in  the  Public  Health  Ser- 
vice came  into  being  in  1929,  following  a conference  under  the  chairmanship  of 
Lord  Askwith,  on  the  subject  of  the  Terms  and  Conditions  of  Service  for  doctors 
employed  by  local  authorities.  This  conference  made  a number  of  recom- 
mendations, and  the  scales  suggested,  although  not  mandatory,  were,  generally 
speaking,  subsequently  adopted  by  the  various  local  authorities.  There  were 
a number  of  interim  revisions  of  the  Askwith  recommendations— all  achieved 
by  means  of  agreements  reached  between  representatives  of  the  Association  and 
the  local  authorities. 

Negotiations  since  the  Appointed  Day 

7.  Following  the  introduction  of  the  National  Health  Service  in  1948,  responsibility 
for  separate  negotiations  on  behalf  of  the  three  main  branches  of  the  profession 
fell  to : 

(1)  The  General  Medical  Services  Committee  {which  replaced  the  Insurance 
Acts  Committee)  representing  general  practitioners ; 

(2)  The  Joint  Consultants  Committee,  consisting  of  representatives  of  the  Central 
Consultants  and  Specialists  Committee  (which  replaced  the  Hospitals  Com- 
mittee) and  the  Royal  Colleges  and  Scottish  Corporations,  representing 
hospital  medical  staffs,  and 
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(3)  The  Public  Health  Committee  (upon  which  there  is  direct  representation  of 
the  Society  of  Medical  Officers  of  Health)  representing  medical  officers  in 
the  Public  Health  Service. 

The  first  retained  the  system  of  direct  negotiations  with  the  Ministry  of  Health, 
whilst  the  other  two  sections  proceed  to  conduct  their  negotiations  through  Whitley 
Council. 

The  Evolution  of  the  Medical  Whitley  Council  and  Committees  A,  B,  and  C 

8 In  October,  1947,  the  Association  accepted  an  invitation  from  the  Ministry  to 
discuss  the  establishment  of  a Medical  Whitley  Council  to  deal  with  Terms  and 
Conditions  of  Service  for  doctors  taking  part  in  the  National  Health  Service. 

9.  The  Association  maintained  that  Whitley  machinery  for  the  medical  profession 
should  be  kept  apart  from  any  machinery  set  up  for  National  Health  Service 
employees  as  a whole,  and  this  view  was  repeated  in  May,  1948,  following  the 
circulation  by  the  Ministry  of  a revised  draft  of  the  main  General  Whitley  Con- 
stitution which  did  not  give  the  Medical  Functional  Council  the  degree  of  inde- 
pendence which  had  been  sought.  The  Ministry,  however,  would  not  agree  to 
any  entirely  separate  machinery  for  the  profession  outside  the  General  Whitley 
organization. 

10.  In  September,  1948,  representations  were  again  made  by  the  Association — 
this  time  to  the  effect  that  the  Medical  Functional  Council  and  any  Committees 
that  that  Council  might  establish  should  be  independent  of  the  proposed  General 
Whitley  Council.  The  Ministry  then  clarified  the  role  which  the  General  Council 
would  play,  and  the  plan  was  accepted  by  the  Association  following  an  undertaking 
by  the  Ministry  that  “ all  matters  on  Terms  and  Conditions  of  Service  for  doctors 
participating  in  the  National  Health  Service — other  than  those  which  it  might  be 
agreed  to  be  matters  for  direct  agreement  between  the  profession  and  the  Minister — 
fall  to  be  decided  by  the  Medical  Functional  Council  without  the  need  of  con- 
firmation or  ratification  by  any  other  body.”  This  position,  giving  the  medical 
profession  virtual  independence  within  the  general  Whitley  structure  for  the  National 
Health  Service,  has  been  maintained  and  has  never  been  effectively  challenged  by 
the  General  Whitley  Council. 

11.  The  Association  in  November,  1949,  following  consultations  with  the  various 
organizations  concerned,  appointed  the  Staff  Side  members  on  the  Medical  Whitley 
Council  and  Committees  A,  B,  and  C.  The  representatives  on  the  Committees, 
and  thence  the  Medical  Whitley  Council,  were  appointed  respectively  by  the  General 
Medical  Services  Committee,  the  Joint  Consultants  Committee,  and  by  the  Council 
on  the  recommendation  of  the  Public  Health  Committee.  A diagrammatic 
presentation  of  the  organization  appears  in  Appendix  A. 

12.  The  full  Medical  Functional  Council  has  met  on  three  occasions,  when  purely 
formal  business  was  transacted. 

13.  Committee  A has  not  functioned,  though  technically  it  is  in  being,  and  its 
members  are  reappointed  each  year. 

14.  Committee  B has  met  regularly,  and  many  changes  in  the  terms  of  service 
for  members  of  hospital  staffs  have  been  negotiated  and  agreed.  On  two  occasions 
where  agreement  could  not  be  reached  in  Whitley  it  was  agreed  to  refer  the  disputes 
to  arbitration  in  the  Industrial  Court.  In  these  cases  the  ruling  of  the  Court  was 
accepted  by  both  Sides,  thus  constituting  a formal  “ Whitley  agreement,”  and  these 
have  been  implemented  by  the  Ministry,  Regional  Hospital  Boards,  Boards  of 
Governors,  and  Hospital  Management  Committees. 

15.  Committee  C has  met  regularly.  In  the  preliminary  period  during  1950  and 
1951  prolonged  discussions  on  the  remuneration  of  Public  Health  Medical  Officers 
broke  down  and  finally  ended  (by  agreement)  in  arbitration  in  the  Industrial  Court. 
In  all  the  matters  referred  to  arbitration,  both  Sides  accepted  the  Court’s  rulings 
and  the  recommendations  were  incorporated  in  a formal  Whitley  agreement  which 
was  recommended  for  implementation  to  local  authorities.  The  great  majority 
of  local  authorities  now  automatically  accept  and  give  effect  to  Whitley  “ C " 
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agreements  but  there  was  in  1951  a hard  core  of  local  authorities  who  declined  to 
take  the  necessary  action.  These  were  ultimately  resolved  by  means  of  the  Whitley 
Appeals  machinery. 

History  of  Negotiation  under  the  National  Health  Service 

16.  Thus,  at  the  present  time,  there  are  two  distinct  methods  by  which  the  pm- 
fession  conducts  its  negotiations  on  terms  and  conditions  of  service  with  the  Ministry 
of  Health— in  the  case  of  general  practitioners  directly  with  the  Minister  or  officials 
of  the  Ministry,  and  in  the  case  of  hospital  medical  staffs  and  medical  officers  in  the 
public  health  service  through  the  appropriate  Committee  of  the  Medical  Func- 
tional Council.  In  practice,  neither  method  has  been  completely  satisfactory,  and 
the  following  two  sections  of  this  _ Memorandum  draw  attention  to  some  of  the 
defects  in  both  methods  of  negotiation. 

Direct  Negotiation  with  the  Ministry  of  Health 

17.  In  following  the  practice  of  its  predecessor,  the  Insurance  Acts  Committee, 
of  conducting  negotiations  direct  with  the  Ministry  of  Health,  the  General  Medical 
Services  Committee  has  continued  a system  which  has  in  many  respects  proved  its 
value  over  a long  period  of  years. 

18.  The  essence  of  negotiation  in  the  field  of  general  practice  is  that  the  Com- 
mittee approaches  the  Ministry  whenever  the  occasion  demands,  and  the  Ministry 
is  equally  free  to  seek  the  views  of  the  Committee  whenever  the  need  arises.  Nego- 
tiation is  quite  informal,  and  representation  of  cither  side  is  on  an  ad  hoc  basis. 
The  whole  system  is  extremely  flexible,  and  there  is  no  doubt  that  on  day-to-day 
questions  affecting  terms  and  conditions  of  service  of  general  practitioners  in  the 
National  Health  Service  this  method  has  given  general  satisfaction  and  has  enabled 
many  problems  to  be  resolved  both  speedily  and  amicably. 

19.  Unfortunately,  the  same  cannot  be  said  of  problems  which  had  major  finan- 
cial implications.  Whilst  it  is  true  that  the  General  Medical  Services  Committee 
has  always  enjoyed  access  to  the  Minister  of  Health,  there  is  no  provision  for 
arbitration  should  the  need  arise.  The  Minister  can,  and  indeed  does,  reach 
arbitrary  decisions  unrelated  to  the  merits  of  the  case,  and  the  profession  h left 
without  any  form  of  redress. 

20.  The  Council  has  always  maintained  that  there  should  bo  some  impartial  body 
to  whom  disputes  of  this  nature  can  be  referred  and  whose  decisions  would  be 
binding  on  both  parties.  If  general  practitioners  could  he  sure  that  an  outstanding 
dispute  between  their  representatives  and  the  Ministry  of  Health  could  be  resolved 
in  this  way  many  understandable  feelings  of  frustration  and  grievance  would  to 
removed.  It  is  true  that  the  Government  agreed  to  independent  adjudication  in 
the  case  of  the  dispute  which  finally  culminated  in  the  Danckwer-ts  Award.  Never- 
theless, this  was  only  after  years  of  wrangling  and  proved  to  be  a procedure  which 
the  Government  has  since  refused  to  repeat. 

21.  It  is  wrong  that  anyone,  even  a Minister  of  the  Crown,  should  be  judge  in  his 
own  cause,  particularly  so  in  this  case  in  view  of  the  special  circumstances  in  which 
the  medical  profession  entered  the  Service.  The  absence  of  independent  arbitration^ 
a major  defect  in  the  present  negotiating  machinery  in  general  practice. 

Negotiation  In  Whitley 

22.  Negotiations  on  terms  and  conditions  of  service  carried  out  by  the  other  two 
main  branches  of  the  profession-hospital  medical  staffs  and  medical  officers  in 
the  public  health  service — take  place  in  Committees  B and  C respectively  of  the 
Medical  Functional  Council,  and  experience  has  shown  that  they  too  suffer  from 
a number  of  defects.  It  is,  however,  possible  for  criticism  in  these  fields  to  be 
far  more  specific,  for  the  machinery  is  formal  and  some  of  the  defects  of  Whitley 
can  well  be  attributed  to  ithe  rigidity  of  the  machinery  itself.  Some  of  these  defect) 
are  summarized  below: 

I.  The  Influence  of  the  Ministry  and  the.  Treasury 

23.  Theoretically,  the  Management  Sides  in  Whitley  consist  of  the  representatives 
of  the  various  employing  bodies,  but  in  actual  fact,  on  major  issues  involving  finance, 
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the  Staff  Sides  have  gained  the  impression  that  proposals  are  not  considered  on  their 
merits  but  in  relation  to  extraneous  considerations,  such  as  the  impact  that  they 
may  have  upon  the  economic  situation  generally. 

24  Indeed,  the  manner  in  which  the  recent  interim  adjustment  was  made  in  the 
remuneration  of  hospital  medical  staffs  is  a good  example  of  the  way  in  which  the 
Government  can  give  effect  to  a unilateral  decision  on  a matter  which,  though  affect- 
ing the  Terms  of  Service,  was  never  discussed  with  the  profession  nor  considered 
in  Whitley. 

25  Again,  the  regulations  which  give  the  Minister  power  to  approve,  or  dis- 
approve, changes  in  the  terms  and  conditions  of  service  negotiated  through  Whitley 
mean  that  the  Minister,  as  the  ultimate  paymaster,  has,  through  his  officers,  the 
opportunity  of  influencing  the  course  of  negotiation  to  a large  degree,  whilst  reserv- 
ing to  himself  the  power  of  subsequent  veto.  This  state  of  affairs  must  inevitably 
prejudice  negotiations  in  Whitley  from  the  start. 

26.  Until  quite  recently  the  Minister  had  never  taken  the  extreme  step  of  exercising 
his  power  of  veto,  and  whatever  the  merits  of  the  recent  Whitley  agreement  on  the 
salaries  of  clerical  staffs  in  the  National  Health  Service  (with  which  the  medical  pro- 
fession is  not  directly  concerned),  the  Council  is  profoundly  disturbed  on  a point 
of  principle,  that  agreements  in  Whitley  can  at  any  time  be  vetoed  by  the  Minister. 
The  necessity  for  putting  this  power  in  the  hands  of  the  Minister  was  challenged 
at  the  time  that  the  regulations  were  introduced.  The  Ministry,  in  a letter  dated 
August  4th,  1951,  to  the  Chairman  of  the  Staff  Side  of  the  General  Whitley  Council, 
stated : 

“The  Minister  wishes  to  say  that  the  object  of  the  regulations  is  to  enable 
a more  solid  legal  foundation  to  be  given  to  national  rates  of  pay  and  other 
conditions  of  service  and  to  ensure  the  application  of  such  rates  and  conditions 
by  hospital  authorities.  The  regulations  do  not  supersede  in  any  way  the  work 
of  the  Whitley  Councils  in  regard  to  remuneration  and  conditions  of  service  in 
the  National  Health  Service  and  the  Minister  would  not  wish  the  Whitley 
Councils  to  be  in  any  doubt  on  that  score.” 

Thus,  powers  taken  by  the  Minister  under  one  guise  have  been  used  for  an  entirely 
different  purpose.  Furthermore,  the  profession’s  confidence  can  hardly  have  been 
strengthened  by  the  Prime  Minister’s  statement  on  December  23rd,  1957,  to  a deputa- 
tion from  the  Staff  Side  of  the  General  Whitley  Council  that  “ the  Government 
could  not  he  bound  by  the  undertaking  of  a former  Minister  of  Health  in  time 
of  crisis.”  It  seems  to  the  Council  that  the  Minister’s  over-riding  powers — and  it 
is  now  clear  that  the  Government  intends  to  use  them — completely  negate  the  whole 
principle  of  collective  bargaining  in  Whitley,  and  the  medical  profession  can  there- 
fore have  no  confidence  in  it  where  major  disputes  on  remuneration  are  concerned. 

2.  Lack  of  Proper  Negotiation 

27.  Theoretically,  Whitley  machinery  should  provide  the  means  whereby  both 
sides  state  their  case  and,  by  a process  of  give  and  take,  reach  a solution  which 
is  acceptable  to  both.  In  practice,  and  particularly  on  major  issues  involving 
finance,  negotiation  in  the  true  sense  of  the  word  does  not  occur.  The  firm  impres- 
sion has  been  gained  by  the  Staff  Sides  from  discussions  which  have  taken  place 
that  the  Management  Side  have  agreed  to  a particular  line  of  action  prior  to  meeting 
the  Staff  Side  and,  without  further  private  consultation,  have  felt  unable  to  retreat 
from  the  position  they  have  taken  up.  Thus  the  proceedings  take  the  form  of  an 
offer  or  claim  being  made  by  the  one  side  and  its  rejection  or  acceptance  by  the 
other.  The  discussion  is  normally  restricted  to  one  spokesman  on  either  side,  and 
the  cut  and  thrust  of  debate  which  takes  place  in  direct  negotiations  with  the 
Ministry  is  largely  absent. 

3.  Arbitration 

28.  The  present  position  in  Whitley  of  arbitration  only  by  agreement  means  that 
neither  Management  Side  nor  Staff  Side  can  go  to  arbitration  independently. 
Although  Whitley  by  precedent  is  an  established  route  to  the  Industrial  Court, 
recourse  to  the  Court  by  the  profession  is  possible  only  with  the  consent  of  the 
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arbitrable  level.  The  Priestley  Commission  received  evidence  both  from  the  Staff 
Side  organizations  and  the  Treasury  advocating  the  introduction  of  some  form  of 
machinery  for  the  independent  review  of  remuneration  in  these  grades,  and  the 
Commission’s  recommendation,  which  was  accepted  by  the  Government,  was  that 
for  this  purpose  a Standing  Advisory  Committee  should  be  appointed  by  the  Prime 
Minister  after  informal  consultation  with  the  stalf  interests. 

43  In  order  to  discharge  its  task,  this  Standing  Advisory  Committee  (.the  Review 
Committee)  is  provided  with  factual  material  collected  by  a fact-finding  unit  set  up  for 
the  purpose  and  in  which  the  staff  associations  concerned  participate.  Fact-finding 
is  a continuous  and  detailed  study  carried  out  at  first  hand  by  qualified  and  ex- 
perienced  staffs  The  fact-finding  unit  is  concerned  with  establishing  job-oomparability 
and  the  collection  of  information  on  pay  and  conditions,  and  confines  itself  to 
assembling  and  listing  strictly  factual  matter. 

44  The  Council  appreciates  the  advantages  in  the  kind  of  review  body  recom- 
mended by  the  Priestley  Commission  for  the  purpose  for  which  it  was  recommended 
—namely,  reviow  of  the  salaries  of  the  higher  civil  servants.  No  proper  comparison 
can  be  made  between  these  civil  servants  and  members  of  the  medical  profession. 
The  position  of  -the  higher  civil  servants  as  essential  advisers  and  executives  of 
Ministers  and  Government  departments  and  the  clear  necessity  for  the  Government 
to  ensure  for  the  sake  of  its  own  efficiency,  that  the  right  men  are  obtained  and 
retained  in  a contented  state  of  -mind,  all  make  it  very  unlikely  that  the  Government 
would  neglect  to  give  effect  -to  recommendations  of  the  review  body. 


45  In  the  case  of  the  medical  profession  there  has  been  no  encouragement  for  the 
belief  that  Government  would  give  effect  to  any  recommendations  made  by  a similar 
advisory  body  charged  with  the  duty  of  reviewing  medical  remuneration.  Apart  from 
this  fundamental  .difference  between  the  position  of  the  profession  and  that  of  the 
higher  civil  servants  (there  are  certain  unacceptable  features  of  the  Civil  Service 
machinery  For  example,  it  -is  understood  that  the  Standing  Advisory  Committee  is 
not  required  to  review  remuneration  at  stated  intervals  but  can  do  so  on  its  own 
initiative  or  at  the  request  of  the  Treasury.  Action  cannot  be  initiated  by  the  repre- 
sentative organizations  of  the  officers  concerned.  Again  the  Committee  itself  is  only 
an  advisory  -body. 

46  The  Council  -must  press  for  a formal  arbitration  procedure  on  major  questions 
of  remuneration  unless  it  -is  possible  to  devise  some  means  of  preventing  disputes  in 
this  field  f-rom  reaching  -the  stage  at  which  the  cumbersome  machinery  of  arbitration 
needs  to  be  invoked. 

47  For  example,  if  it  can  be  agreed  -that,  following  changes  of  agreed  dimensions, 
commensurate  adjustments  should  be  made,  negotiations,  disputes  and  arbitration 
would  be  unnecessary.  All  that  would  be  needed  would  be  a determination  of 
the  amount  of  the  adjustment  required. 


48  The  suggestions  which  the  Council  sets  out  below  would,  in  fact,  freeze 
remuneration,  once  agreed,  for  a period  of  three  years  -except  where  a major 
change  has  taken  place,  and  even  in  that  ease  the  freeze  would  operate  for  one 
year.  The  Council  appreciates  that  in  an  inflationary  era  the  medical  profession 
will  always  be  behind  in  its  remuneration,  but  even  so  it  is  prepared  to  accept  this 
if  procedure  can  be  agreed  to  keep  medical  remuneration  under  constant  review, 

49.  The  Council  wishes  to  emphasize  that  the  suggestions  which  follow  have  been 
designed  solely  in  the  light  of  the  existing  structure  of  the  National  Health  Service. 
It  should  not  be  taken  that  the  procedure  recommended_  would  necessarily  he 
appropriate  if  radical  changes  were  to  be  made  in  that  Service. 


The  Recommended  Procedure 

50.  It  is  recommended  (hat  a Standing  Committee  on  medical  remuneration  be 
appointed  by  the  Prime  Minister.  The  Committee  would  be  quite  small  and  unoer 
the  chairmanship  of  an  eminent  person  possibly  with  a legal  background  ; its  com- 
position would  be  agreed  with  the  medical  profession.  The  terms  of  reference 
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the  Committee,  also  to  be  agreed  with  the  profession,  would  be  to  review  remunera- 
dnn  in  the  medical  profession  at  annual  intervals  and  to  make  a report  to  be  issued 
nuhliclv  each  year.  The  basis  of  the  annual  review  would  be  movements  in  an 
index  the  details  of  which  would  be  agreed  between  the  Government  and  the  pro- 
fession The  Council  has  taken  expert  advice  on  the  subject  and  has  been  assured 
that  such  an  index  could  be  devised  without  difficulty. 

51  The  Committee  would  be  open  to  receive  representations  from  either  the 
Government  or  the  profession  at  any  annual  review  The  Council  does  not  feel 
that  the  adoption  of  this  review  procedure  should  rule  out  the  right  of  either  the 
Government  or  the  representatives  of  the  profession  to  make  representations  to  the 
Committee  on  any  matter  arising  on  the  general  question  of  remuneration. 

52  Though  there  would  be  an  annual  public  report,  it  is  suggested  that  the 
committee  should  recommend  adjustments  in  medical  remuneration  only  once  every 
three  years,  remuneration  meanwhile  remaining  unchanged.  There  would,  however, 
be  an  exception  to  this  normal  arrangement,  when  any  major  change  (say  a 
movement  in  the  index  of  more  than  10%  in  either  direction)  has  occurred  since 
the  last  adjustment  was  made.  In  this  case  an  adjustment  could  be  recommended 
at  an  intermediate  year. 

53  The  recommendations  of  the  committee  would  be  accepted  by  both  sides. 
When  an  adjustment  is  made  in  remuneration,  it  should  take  eflect  from  a date 
agreed  in  advance  in  relation  to  the  time  of  the  annual  review.  The  Council  is 
advised  that  an  index  could  be  calculated  for  one  year  becoming  available  in  the 
following  April,  so  that  the  annual  review  could  take  place  during  that  summer. 
It  is  suggested  that,  under  such  circumstances,  an  adjustment  can  be  made  to  take 
effect  from  April  1st,  reflecting  conditions  in  the  previous  year. 

54.  The  effect  of  these  proposals,  as  regards  timing  and  under  normal  conditions, 
would  be  to  postpone  the  adjustment  in  remuneration  based  on  the  circumstances 
of  one  year  to  the  following  April,  and  then  to  keep  the  new  level  of  remuneration 
unchanged  for  three  further  years,  save  in  the  exceptional  circumstances  referred  to 
in  para.  52. 

55.  There  are  clear  advantages  to  the  procedure  proposed  above.  It  ensures  that 
ascertainable  facts  are  known.  It  means  that  the  profession  can  be  certain  that  its 
remuneration  will  be  kept  under  continuous  review  and  that  any  need  for  adjust- 
ments will  be  made  the  subject  of  a public  report.  The  country  as  a whole  would 
be  spared  the  kind  of  dispute  which  has  so  bedevilled  negotiations  in  the  past. 


SUMMARY 

56.  The  Council  holds  that  the  existing  channels  of  negotiation  are  reasonably 
satisfactory  so  far  as  routine  matters  affecting  the  terms  and  conditions  of  service 
are  concerned. 

57.  It  is  clear  that  such  arrangements  as  exist  for  settling  disputes  of  major 

financial  importance  are  quite  inadequate,  and  the  Council  recommends  that  m^ical 
remuneration  should  be  the  subject  of  an  annual  review  and  repor  y £ 

committee  appointed  by  .the  Prime  Minister  whose  terms  of  reference  and  romposi- 
tion  should  be  agreed  with  the  profession.  Both  the  Government  and  the  profession 
would  have  the  right  to  make  representations  to  the  Standing  Committee. 

58.  Once  remuneration  has  been  agreed,  it  would  remain  unchanged  for  a period 
of  three  years,  except  where  a substantial  change  has  taken  place  (10 

mended),  and  even  then  the  freeze  would  operate  for  one  year. 

59.  It  would  be  agreed  that  the  findings  of  the  standing  committee  would  be 
accepted  by  both  sides. 

60.  A procedure  of  this  kind  would  eliminate  the  protracted  disputes  which  have 
been  so  unfortunate  a feature  of  the  past. 

61.  The  Council  hopes  that  this  procedure  will  commend  itself  to  the  Commission 
as  a constructive  attempt  to  solve  a difficult  but  vital  problem. 
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APPENDIX  B 
Industrial  Courts  Act,  1919 

Anv  trade  dispute,  as  defined  by  the  Act,  may  be  reported  to  the  Minister  of 
I abour  by  or  on  behalf  of  either  party.  The  Minister  may,  with  the  consent  of 
both  parties,  refer  the  dispute,  whether  existing  or  apprehended,  to  the  Industrial 
Court  for  settlement. 

The  term  “ trade  dispute  ” means  “ any  dispute  or  difference  between  employers 
and  workmen,  or  between  workmen  and  workmen  connected  with  the  employment 
or  non-employment,  or  the  terms  of  the  employment  or  with  the  conditions  of 
labour  of  any  person.” 

“ Workman  ” is  defined  as  “ any  person  who  has  entered  into  or  works  under  a 
contract  with  an  employer  whether  the  contract  be  by  way  of  manual  labour, 
clerical  work,  or  otherwise,  be  expressed  or  implied,  oral  or  tn  writing,  and  whether 
it  be  a contract  of  service  or  of  apprenticeship  or  a contract  personally  to  execute 
any  work  or  labour." 

Industrial  Disputes  Order,  1951 

This  Order  replaced  the  Conditions  of  Employment  and  National  Arbitration 
Order,  1940,  which  was  designed  to  prevent  the  stoppage  of  work  during  the  war 
through  trade  disputes  and  strikes. 

The  1951  Order  gives  the  Minister  of  Labour  and  National  Service  power  to 
bring  both  parties  to  a dispute  to  compulsory  arbitration  when  machinery  for 
voluntary  settlement  has  been  exhausted.  The  Industrial  Disputes  Tribunal  is  se 
up  under  this  Order. 

Disputes  can  be  reported  to  the  Minister  by  an  organization  of  employers,  by  an 
employer,  or  by  a trade  union.  A dispute  cannot  be  reported  by  an  individual 
employee.  The  report,  on  behalf  of  an  individual  employee,  must  be  made  by  a 
trade  union.  All  members  of  the  union  employed  by  that  authority  would  become 
collectively  parties  to  the  dispute. 

The  term  “ dispute  ” does  not  include  a dispute  as  to  the  employment  or  non- 
employment of  any  person  or  as  to  whether  any  person  should  or  should  not  be  a 
member  of  any  trade  union  but,  save  as  foresaid,  means  any  dispute  between  an 
employer  and  workmen  in  the  employment  of  thait  employer  connected  with  the 
terms  of  the  employment  or  with  the  condition  of  labour  of  any  of  those  workmen. 

The  term  “ workman  ” has  the  same  definition  as  under  the  Industrial  Courts  Act. 


From  the  foregoing  it  will  be  seen  ithat  the  British  Medical  Association,  which  is 
not  a trade  union,  cannot  have  access  to  the  Industrial  Disputes  Tribunal,  ine 
medical  profession,  through  its  negotiating  machinery,  has^  however,  on  various 
occasions  in  the  past  reported  disputes  under  the  Industrial  Courts  Act. 
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SECOND  SUPPLEMENTARY  MEMORANDUM  OF 
EVIDENCE 

presented  by  the  British  Medical  Association  to  the  Royal  Commission  on 
Doctors’  and  Dentists'  Remuneration,  June  1958 

HOSPITAL  MEDICAL  STAFFS 

1.  In  its  preliminary  memorandum  of  evidence  and  in  its  oral  representations  to 
the  Royal  Commission  the  Council  emphasized  its  adherence  to  a proper  implements, 
tion  of  .the  Spens  Reports  and  the  profession’s  expectation  that  the  Government  would 
honour  the  promises  made  to  it  that  remuneration  would  he  based  upon  the  recom- 
mendations of  those  Reports. 

2.  The  preliminary  memorandum  concentrated  upon  the  broad  issues  involved. 

3.  This  second  supplementary  memorandum  sets  out  the  detailed  recommendation! 
of  the  Council  in  respect  of  each  grade  in  the  hospital  service  and  deals  with  a 
number  of  specific  points  which  have  a financial  bearing  upon  the  recruitment  and 
maintenance  of  an  adequate  and  efficient  hospital  medical  staff.  The  position  of  the 
consultant  has  already  .been  referred  to  at  some  length  in  the  Council’s  preliminary 
memorandum.  For  this  reason  the  problems  of  the  more  junior  staff  are  set  out  at 
relatively  greater  length  .in  this  present  document.  Some  of  these  matters  have 
already  been  referred  .to  by  the  Commission  itself. 

4.  The  Council's  evidence  in  this  field  is  .based  upon  the  submissions  of  the  Central 
Consultants  and  Specialists  Committee,  which,  besides  being  a standing  committee 
of  the  Council,  is,  with  .its  Regional  Committees,  the  only  representative  organization 
of  hospital  staffs  .as  a whole.  This  Committee  represents  directly  consultants  and 

S.H-M.O.s  .throughout  Great  Britain  and  has  made  provision  for  special  representation 
of  junior  medical  staffs  (which  also  have  a central  and  regional  organization)  and  of 
groups  of  consultants  practising  in  various  specialties,  e.g.,  radiology,  anaesthetics, 
etc.  The  hospital  medical  staffs  in  Great  Britain  number  over  20,000,  viz. : 


Consultants  

...  7,420 

S.H.M.O.s 

...  2,610 

Senior  Registrars 

...  1,176 

Registrars 

...  2,822 

J.H.M.O.s 

806 

House  Officers  and  Senior  House  Officers  ... 

...  5,449 

20,283 

The  Hospital  Service 

5.  The  young  doctor,  having  completed  his  undergraduate  training,  normally  seven 
years,  served  in  hospital  for  a year  as  a provisionally  registered  practitioner,  and  at 
present  a further  two  years  as  a doctor  in  the  Armed  Forces,  finds  himself  for  the 
first  time  free  .to  decide  upon  his  future  career  subject  to  opportunity  and  the  re 
atrictions  of  competition.  He  has  already  reached  an  age  when  his  contemporaries 
in  many  other  walks  of  life  have  .advanced  to  a point  from  which  definite  career 
prospects  are  in  sight.  At  this  stage  the  young  doctor  is  entitled  to  something  more 
certain.  Already  the  financially  barren  years  of  studentship  and  the  almost  baron 
year  of  pre-registration  hospital  appointments  (as  at  present  paid)  have  restricted 
his  total  life  earnings  and  the  amount  of  his  .pension. 

6.  For  the  doctor  who  chooses  a career  in  hospital  practice  training  and  preparation 
for  a consultant  post  are  long  and  arduous,  and  the  outcome  in  any  circumstances 
unpredictable.  Competition  for  consultant  posts  ,is  exceedingly  keen,  and  the  un- 
certainty of  final  achievement  must  be  prominent  in  the  mind  of  the  young  hospital 
doctor  during  his  registrarship,  senior  registrarship,  and,  even  after,  while,  fully 
trained,  he  awaits  a consultant  appointment.  And  if  he  is  one  of  those  who  finds 
himself  approaching  40  years  of  age  without  obtaining  a consultant  post,  he  must 
seriously  consider  turning  to  some  other  walk  of  medical  life.  This  will  almost 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  BRITISH  MEDICAL  ASSOCIATION 


1231 


certainly  mean  a fresh  approach  to  the  future,  with  the  prospect  of  a less  re- 
munerative career  than  he  had  planned.  This  doctor  has  had  no  chance  of  saving 
against  such  a contingency  whilst  remunerated  as  he  is  at  present,  and  his  critical 
decision  is  most  likely  to  coincide  with  the  time  when  family  expenses  are  entering 
their  heaviest  and  most  crippling  phase. 

7.  The  Council  wishes  to  emphasize  that,  although  the  young  hospital  doctor  un- 
doubtedly holds  a training  post,  he  is  in  fact  also  providing  an  important  and  essential 
service  to  the  hospital  and  the  community. 


8 The  remuneration  of  all  hospital  doctors  should  be  related  to  the  responsibilities 
of  'the  post  and  the  essential  contribution  they  make  to  the  work  of  the  hospital. 
The  training  they  receive  whilst  holding  these  posts  is  incidental  to  their  primary 
function,  and  the  responsibility  and  qualifications  of  senior  registrars  and  registrars 
make  it  .particularly  necessary  to  ensure  that  they  are  suitably  paid. 

9.  It  is  generally  accepted  that,  in  order  to  obtain  the  higher  qualifications  essential 
for  a consultant  post,  an  expensive  course  of  study  must  be  undertaken  at  some 
period,  involving  for  many  a period  of  no  employment.  Also  the  transfer  from  one 
appointment  to  another  is  not  a matter  of  immediate  succession.  Appointments  fall 
vacant  at  varying  times,  and  it  is  the  common  experience  of  young  doctors  in  the 
hospital  service  that  they  have  periods  of  no  employment  between  posts.  Their 
hospital  appointments  are  of  varying  tenure,  but  never  permanent,  and  they  have 
to  be  prepared  to  move  about  the  country  whenever  further  posts  become  available. 

10.  During  this  formative  period  of  his  life,  the  young  hospital  doctor,  who  may 
have  a family  to  support,  can  rarely  establish  himself  in  a settled  home.  It  is,  of 
course,  important  that  he  should  acquire  as  broad  a training  and  experience  as 
possible,  but  if  he  has  a family  this  constant  movement  from  post  to  post  involves 
him  in  heavy  expenses,  including  removal  expenses  which  are  met  by  the  employing 
authority  only  in  certain  limited  circumstances.  In  addition,  he  must  be  prepared  to 
meet  course  and  examination  fees.  It  would  be  contrary  to  the  ultimate  interest  of 
■the  hospital  service,  and  therefore  of  the  community,  for  the  consultant  of  the  future 
to  restrict  his  training  to  only  one  hospital  It  is  wrong  that  he  should  be  out  of 
pocket  during  this  process.  The  necessity  for  these  expenses  should  therefore  be 
recognized,  and  they  should  be  reimbursed  as  is  suggested  later  in  this  memorandum. 

11.  The  question  of  a family  allowance  payable  to  all  grades  of  hospital  medical 
staff  up  to  and  including  senior  registrars  has  been  considered,  and  the  Council 
believes  that  this  would  be  one  way  in  which  the  problems  of  hospital  junior  medical 
staff  might  be  eased.  Such  an  allowance  is  payable  to  members  of  the  Armed  rorces 
and  to  members  of  university  staffs,  many  of  whom  are  in  a position  comparable  to 
that  of  hospital  junior  medical  staff. 


Hospital  Medical  Staffing 

12.  In  the  view  of  the  Council  the  establishment  of  an  adequate  consultant  service, 
and  satisfactory  salary  scales  for  all  grades  of  medical  staff,  are  the  two  pressing 
problems  in  the  hospital  service  at  the  present  time.  It  is  believed  that  tnc  former 
would  in  a right  manner  solve  many  of  the  problems  of  hospital  junior  stalling,  ana 
pave  the  way  for  a satisfactory  staffing  structure.  During  the  past  few  years  un- 
successful attempts  have  been  made  to  relate  the  numbers  of  senior  registrars  to  the 
number  of  consultant  vacancies,  'but  this  has  been  done  without  regard  to  the  needs 
of  the  service  and  without  any  central  planning  as  to  the  number  of  consultants 
required  to  provide  an  adequate  consultant  service. 

13.  It  is  clear  to  .the  Council  that  a drastic  overhaul  of  the  structure  of  medical 
staffing  of  hospitals  is  long  overdue.  What  is  needed  in  the  hospital  service  is  first 
an  early  review  of  establishments  and  staffing  structure,  and  second  the  application 
of  rates  of  remuneration  which  conform  to  fhe  recommendations  o £ the  Spcns  Report. 
T-he  first  is  under  discussion  with  the  Ministry  of  Health,  and  is  largely  outside  the 
terms  of  reference  of  the  Commission.  The  second  is  the  subject  of  recommenda- 
tions which  appear  in  a later  section  of  this  memorandum. 

14.  It  is  well  known  thait  many  hospitals  are  experiencing  difficulty  in  obtaining 
junior  staff,  and  the  situation  would  be  even  more  serious  but  for  the  availability 
of  overseas  graduates.  The  institution  of  just  scales  of  remuneration  with  reasonable 
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career  prospects  would  do  much  to  prevent  the  deflection  from  hospital  work  of 
men  who  could  well  fill  the  junior  posts  for  a little  longer  and  not  feel  bound  to  look 
for  other  openings  at  the  earliest  opportunity.  At  present,  the  realization  that  greater 
rewards  are  available  elsewhere  at  an  earlier  age  has  of  itself  created  a junior  staffing 
problem  in  hospitals.  What  is  to  be  wondered  at  is  that  so  many  stay  to  become 
senior  registrars  and  .there  -remain.  They  arc  grossly  underpaid  and  many  are  in 
serious  financial  difficulties. 

Emigration 

15.  The  Council  is  in  little  doubt  that  the  possibility  of  emigration  is  much  more 
prominent  -than  before  in  the  minds  of  -medical  students  and  -the  newly  qualified.  This 
is  believed  to  arise  from  the  uncertain  and  unattractive  prospects  of  a career  in  the 
N.H.S.  Hospital  Service.  The  -recent  survey  of  opinion  among  students  in  Edinburgh 
University  which  is  described  in  tihe  Memorandum  of  Evidence  of  the  Joint  Con- 
sultants  Committee  would  seem  to  support  this  view.  The  volume  of  enquiries  reach- 
ing the  Association  about  prospects  overseas  has  greatly  increased,  and  it  is  known 
that  a number  of  able  and  promising  doctors  have  emigrated,  as  indeed  have  some 
doctors  already  well  established.  The  Council  believes  it  right  that  emigration  should 
take  its  -proper  quota  of  doctors  trained  in  this  country,  hut  deplores  the  fact  that  the 
idea  -of  leaving  the  country  is  becoming  uppermost  in  the  minds  of  so  many  of  our 
young  doctors, 

CONSULTANTS 

The  Present  Staffing  Structure 

16.  The  ultimate  responsibility  for  the  care  and  treatment  of  patients  -in  general 
and  specialist  hospitals  must  be  in  the  hands  of  practitioners  of  consultant  status, 
The  Council  is  opposed  to  the  introduction  of  a sub-consultant  grade  or  to  any  other 
method  of  diluting  the  quality  or  the  remuneration  of  senior  medical  staff. 

17.  Consultants  are  appointed  on  cither  a whole-time  or  part-time  basis.  Approxi- 
mately three-quarters  are  at  present  employed  in  a part-time  capacity  with  the  right 
to  engage  in  private  practice— the  majority  from  choice,  though  there  are  cases 
where  the  alternative  of  a whole-time  appointment  is  not  available. 

18.  Private  practice,  however,  is  known  to  have  decreased  considerably  since  the 
start  of  the  National  Health  Service,  and,  with  the  exception  of  a small  number 
of  consultants  who  were  already  well  established,  the  financial  rewards  accruing 
to  the  part-time  consultant  from  this  source  tire  comparatively  small.  In  the  caie 
of  many  men  in  their  earlier  years  such  earnings  are  virtually  non-existent.  The 
profession  as  a whole  attaches  the  greatest  importance  to  the  freedom  to  under- 
take private  practice.  Any  suggestion  that  the  hospital  consultant  service  should 
be  run  on  a purely  whole-time  basis  arises  from  the  personal  predilections  of  a 
small  minority  who  themselves  are  personally  undesirous  of  taking  part  in  private 
practice  of  any  kind.  These  personal  opinions  are  respected  by  others,  and 
whole-time  posts  are  available  for  them,  but  the  Council  has  heard  of  no  argu- 
ments to  suggest  that  the  value  of  the  Hospital  Service  would  be  enhanced  by  the 
abolition  of  part-time  contracts. 

19.  On  the  contrary,  it  is  the  view  of  the  Council  that  even  though  the  rewards 
to  many  are  small,  the  continuance  of  private  practice  is  of  benefit  to  the  com- 
munity. There  is  professional  freedom  which  many  find  essential  for  the  mainten- 
ance of  a high  standard  of  work.  Further,  the  Council  contends  that  the  preser- 
vation of  private  practice  is  essential  to  the  proper  development  of  medicine  in  this 
country. 

The  Whole-time  Consultant 

20.  There  are  a number  of  reasons  why  some  consultants  prefer  whole-time 
employment,  but  the  underlying  influence  is  often  that  they  feel  that  they  can 
do  their  best  work  under  these  conditions.  Clcographical  and  other  considera- 
tions, as,  for  instance,  the  long-standing  tradition  of  whole-time  employment  in 
certain  specialties,  also  play  their  part. 
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21.  The  whole-time  consultant,  in  common  with  his  part-time  colleague,  incurs 
certain  unavoidable  expenses  in  connection  with  his  work,  and  the  failure  of  the 
Terms  and  Conditions  of  Service  to  make  appropriate  financial  arrangements  for 
this  is  one  of  the  major  injustices  suffered  by  whole-time  consultants  in  the  Health 
Service.  It  is  rarely  possible  for  a doctor  of  consultant  standing  to  perform  his 
duties  without  possessing  a car  and  yet  the  mileage  payments  that  he  receives 
from  the  Hospital  Board  for  the  use  of  his  car  in  the  Board’s  service  can  only 
rarely  be  such  that  he  is  not  in  fact  providing  a car  for  the  Board  service  at  con- 
siderable net  cost  to  himself.  If  he  lives  out  he  must  have  a telephone,  but  he 
cannot  claim  the  rental  charge  from  the  Board.  Yet,  although  he  can  claim 
reimbursement  for  the  calls  he  makes  in  the  Board’s  service,  it  is  equally  important 
that  he  should  have  a telephone  so  that  the  hospital  can  call  him.  Indeed  the 
recent  changes  in  telephone  rentals  and  charges  for  calls  are  to  his  even  greater 
disadvantage  and,  incidentally,  will  reduce  the  cost  to  the  Board. 

22.  It  is  also  essential  that  all  consultants,  whether  whole-time  or  part-time,  should 
keep  abreast  of  modern  trends  in  their  specialties. 

23.  In  para.  16  of  the  Consultant  Spens  Report  reference  is  made  to  this  mattei 
of  expenses,  which  include  such  items  as  car  and  telephone,  the  cost  of  books 
and  periodicals,  subscriptions  to  professional  societies,  preparation  of  scientific 
papers  and  attendance  at  both  professional  meetings  in  this  country  and  overseas, 
all  of  which  are  the  normal  and  necessary  accompaniments  of  any  doctor’s  work. 
The  Spens  Committee  recommended  that  all  specialists  engaged  either  whole-time 
or  part-time  should  be  paid  in  addition  to  their  remuneration  any  sums  representing 
expenses  necessarily  and  reasonably  incurred  in  the  course  of  their  work.  It  sug- 
gested that  such  expenses  might  either  be  refunded  after  they  had  been  incurred, 
or  alternatively  that  an  appropriate  allowance  might  be  attached  to  various  appoint- 
ments. Efforts  to  obtain  a satisfactory  implementation  of  these  recommendations 
have  so  far  proved  unsuccessful,  and  the  Terms  of  Service  in  this  respect  are  in 
direct  contradiction  to  the  terms  of  the  Spens  Report,  the  acceptance  of  which 
by  the  Government  was  a direct  major  factor  in  the  decision  of  consultants  to 
enter  the  Health  Service. 

24.  The  Council  holds  the  view  that  it  is  a reasonable  obligation  upon  hospital 
employing  authorities  to  defray  the  expenses  properly  incurred  by  their  medical 
staffs  in  discharging  the  duties  of  their  appointments.  It  therefore  urges  that  the 
obvious  intention  of  the  Spens  Committee’s  recommendations  should  be  fully 
implemented. 

25.  It  must  also  be  pointed  out  that  the  Spens  Committee  referred  to  the  income- 
tax  aspect  of  this  problem  by  presuming  that  the  Inland  Revenue  Authorities  would 
be  prepared  to  consider  favourably,  as  legitimate  allowances  for  income-tax  purposes, 
any  expenditure  by  one  of  its  medical  staff  approved  by  the  hospital  authority. 
Whole-time  consultants  receive  no  income-tax  allowances  for  these  expenses  at  the 
present  time.*  If  the  recommendation  of  the  Royal  Commission  on  Taxation  of 
Profits  and  Incomes  dealing  with  the  rule  governing  expenses  under  Schedule  E 
assessments  was  adopted,  the  whole-time  consultant  would  undoubtedly  be  able 
to  claim  tax  relief  in  respect  of  many  of  the  expenses  in  question.  This  would 
not  meet  the  situation  fully,  but  would  at  least  alleviate  the  burden  to  some  extent. 

The  Part-time  Consultant 

26.  Although  a consultant  with  a part-time  contract  is  in  a better  position  in 
regard  to  income-tax  allowances,  he  receives  less  remuneration  and  thus  a lower 
pension  for  his  hospital  work  and  has  no  certain  prospect  of  making  up  the  balance 
of  his  professional  income  from  private  practice. 

27.  It  is  important  for  a proper  appreciation  of  the  position  of  the  part-time 
consultant  to  understand  that,  however  few  his  sessions,  HE  STILL  BEARS  A 
CONTINUOUS  RESPONSIBILITY  for  his  patients  in  the  hospital. 


* Since  the  preparation  of  this  memorandum,  the  Chancellor  of  the  Exchequer  has  introduced 
legislation  to  provide  some  relief  from  tax  under  Schedule  E in  respect  of  subscriptions  to 
professional  organizations. 
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28  Part-time  contracts  are  determined  on  an  assessment  of  the  average  amount 
of  time  involved  in  fulfilling  the  duties  of  an  appointment.  In  addition  the  part- 
time  consultant  has  a continuing  liability  beyond  his  sessional  time  to  attend  the 
hospital  in  an  emergency  or  at  any  time  required  by  the  needs  of  his  patients, 
and  other  liabilities  in  the  Service  such  as  committee  work  Many  consultants  (both 
whole-time  and  part-time)  give  much  time  to  work  on  advisory  and  administrative 
committees  associated  with  the  running  of  hospitals,  and  the  services  and  advice 
given  by  hospital  medical  staff  on  these  committees  are  of  inestimable  value  to 
the  hospital  service.  In  effect,  therefore,  a large  number  _ of  consultants  give  a 
great  deal  of  time  to  the  running  of  the  hospital,  and  this  is  yet  another  illus- 
tration of  the  fact  that  the  consultant,  whether  part-time  or  whole-time,  gives  a 
continuing  service  to  the  hospital  which  cannot  be  defined  in  hours  or  notional  half- 
days. In  order  to  cover  these  continuing  or  extraneous  duties,  the  Spenst  Com- 
mittee recommended  and  the  terms  provide  for  a weighting  factor  which  is  used 
in  calculating  the  proportion  of  the  whole-time  salary  scale  which  should  be 
paid  to  the  part-time  consultant.  In  1954,  when  the  salaries  of  hospital  medical 
staff  were  adjusted,  the  Staff  Side  was  obliged  to  accept  a reduction  of  this  weighting 
factor  from  sessions  at  the  maximum  to  } of  a session,  despite  the  fact  that 
since  the  commencement  of  the  service  the  consultant's  extraneous  duties  had  con- 
siderably increased.  The  Council  contends  that  there  is  no  justification  for  this 
reduction  and  that  the  original  position  should  be  restored. 


The  Consultant  with  a Few  Sessions 

29.  Some  consultants’  appointments  are  for  only  a few  sessions,  and  the  holder 
of  the  appointment  is  consequently  remunerated  at  a low  rate,  which  does  not 
provide  a satisfactory  competence.  In  densely  populated  areas  it  is  sometimes 
possible  to  combine  appointments  so  that  an  eight-  or  nine-session  appointment 
is  built  up,  or  payment  for  teaching  duties  or  a research  appointment  may  have 
the  same  effect.  But  in  some  specialties  and  in  some  areas  the  demand  for  the 
services  of  a consultant,  while  still  essential,  is  nevertheless  related  to  a small 
quantity  of  work  and  it  is  not  possible  to  make  combined  appointments.  In  such 
circumstances  there  would  seem  to  be  a clear  need  for  a more  liberal  application 
of  the  provision  already  made  for  a special  rate  of  remuneration  to  make  up 
for  the  impossibility  of  deriving  an  adequate  living  in  a post  which  must  be 
filled  in  the  interests  of  the  Service.  (See  para.  5 (e)  of  the  Terms  and  Conditions 
of  Service  and  para.  27  of  the  Ministry  Circular  RHB  49/85.  See  Appendix  I.) 

30.  Thus  it  will  be  seen  that  whole-time  consultants  are  harshly  treated  in  the 
matter  of  expenses  and  income-tax  law  and  some  part-timers  have  insufficient 
sessions  and  are  unable  to  make  up  the  balance  by  private  practice.  Both  are 
seriously  underpaid,  having  regard  to  the  recommendations  of  the  Consultant  Spens 
Report. 


Special  Distinction  Awards 

31.  The  Council  is  in  favour  of  the  remuneration  of  a proportion  of  consultants 
by  the  method  of  special  distinction  awards.  It  regards  this  as  an  appropriate  incentive 
to  younger  men  to  enter  the  profession  and  the  Hospital  Service.  It  is  satisfied 
with  the  method  of  administration  of  the  awards. 

32.  The  Council,  however,  wishes  to  point  out  that  the  Spens  recommen- 
dations regarding  distinction  awards  have  never  been  fully  implemented  inasmuch 
as  the  three  awards  recommended  by  Spens  in  terms  of  the  1939  values  of  money, 
namely,  £2,500,  £1,500,  and  £500,  have  never  been  adjusted  to  current  money 
values.  Moreover,  as  a result  of  the  1954  award,  the  two  higher  awards  were, 
in  effect,  reduced  because  at  that  time  consultants  with  these  awards  suffered  a 
reduction  in  their  basic  salary  of  £300  and  £200  respectively.  This  decrease  win 
of  course  be  reflected  ultimately  in  the  consultant’s  pension. 

33.  In  this  context  the  Council  reminds  the  Royal  Commission  that  the  special 
distinction  award  is  awarded  to  part-time  consultants  not  at  the  full  rate  but  at  a 
rate  which  bears  the  same  relation  to  the  figures  quoted  as  his  part-time  hospital 
salary  does  to  the  whole-time  salary. 
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34  It  is  proper  and  desirable  that  there  should  be  within  the  reach  of  a number 
of  consultants  rewards  commensurate  with  the  earnings  of  outstanding  men  in  other 
fields  both  in  professions  and  in  business.  This  was  one  of  the  purposes  of  the 
special  distinction  awards,  and  the  Council  believes  that  they  should  be  brought 
much  more  closely  in  line  with  present-day  values  of  money.  Distinction  awards 
should  continue  to  be  available  to  34  per  cent  of  the  total  establishment  of  con- 
sultants. The  Council  further  believes  that  in  all  fairness  the  existing  distinction 
awards  should  be  increased  to  the  same  extent  as  the  basic  salary  of  -the  consultant 
at  its  maximum  point.  The  figure  now  claimed  at  the  maximum  of  the  basic  scale 
is  atmroximately  £4,000,  which  is  an  increase  of  60  per  cent  over  the  1939  figure 
of  £2  500  recommended  by  the  Spens  Committee.  The  Council  therefore  recom- 
mends that  each  of  the  three  distinction  awards  should  be  increased  by  60  per  cent, 
that  is  to  say,  to  £4,000,  £2,400,  and  £800  respectively. 


Domiciliary  Consultations 

35  The  Domiciliary  Consultation  Scheme  provides  the  family  doctor  with  the 
opportunity  of  obtaining  a consultant  opinion  in  the  home  for  any  patient  unable  to 
attend  hospital.  The  Council  considers  this  to  be  a highly  important  and  beneficial 
feature  of  the  N.H.S. 


36.  The  payment  offered  to  a consultant  for  this  service  has  since  the  beginning 
of  the  N.H.S.  remained  as  follows: 

Fee  for  consultation,  4 guineas,  with  an  additional  fee  of  (1)  2 guineas  where 
any  operative  procedure  other  than  obstetric  is  undertaken  or  where  the  officer 
uses  his  own  electrocardiograph  or  portable  X-ray  apparatus ; (2)  4 guineas 
for  an  obstetric  operation ; the  additional  fee  of  2 guineas  or  4 guineas  to  be 
payable  only  once  in  respect  of  each  patient  for  the  current  illness.  An 
additional  fee  of  1 guinea  is  also  payable  for  a journey  to  a place  over  20 
and  up  to  40  road  miles  distant,  2 guineas  for  a journey  to  a place  over 
40  and  up  to  60  road  miles  distant,  and  so  on  with  ati  additional  guinea  for 
every  20  miles.  The  maximum  remuneration  (excluding  travelling  and  sub- 
sistence allowances,  additional  mileage  payments,  and  fees  for  the  use  of  the 
consultant’s  own  apparatus)  is  fixed  at  200  guineas  in  any  quarter  or  800 
guineas  in  any  year,  at  the  consultant’s  choice. 


In  November,  1955,  it  was  agreed  in  Committee  B of  the  Medical  Whitley  Council 
that  whole-time  consultants  should  be  entitled  to  domiciliary  consultation  fees  for 
all  visits  after  the  first  eight  in  any  one  quarter. 

37.  There  is  a quarterly  or  annual  “ ceiling  ” on  payment  for  domiciliary  con- 
sultations. Nevertheless,  the  consultant  who  has  contracted  to  undertake,  domiciliary 
consultations  is  still  liable  to  be  called  in  consultation  by  a general  practitioner  even 
though  he  may  have  completed  the  maximum  number  for  which  payment  is  made. 

38.  The  first  eight  consultations  made  by  a whole-time  consultant  in  each  quarter 
are  unpaid.  This  restriction  undoubtedly  plays  its  part  in  inhibiting  the  general 
practitioner  from  asking  a whole-time  consultant  to  perform  a task  for  which  he 
will  not  be  paid,  and  the  result  is  that  he  calls  in  a part-time  consultant  tor  the 
domiciliary  consultation.  The  waiving  of  this  unfair  restriction  would  therefore 
lead  to  no  greater  cost  to  the  Hospital  Service.  Moreover,  iit  is  contrary  to  the 
recommendation  of  the  Spens  Committee. 

39.  The  Council  points  out  that  the  fee  for  this  service  has  remained  static  since 
the  inception  of  the  N.H.S.,  and  is  of  the  opinion  that  the  fee  and  other  payments 
concerned  with  the  domiciliary  consultation  scheme  should  be  increased  by  60  per 
cent,  i.e.,  in  the  same  manner  and  for  the  same  reasons  explained  in  the  case  of 
special  distinction  awards. 


40.  The  Council  also  recommends : 

(i)  That  the  additional  fee  payable  for  distance  be  £1  Is.  in  respect  of  journeys 
to  a place  over  10  and  up  to  20  miles  distant  and  £1  Is.  in  respect  of  each 
further  distance  of  10  miles. 
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(ii)  That  the  maximum  remuneration  (excluding  travelling  and  subsistence  allow- 

ances, additional  mileage  payments  and  fees  fur  the  use  of  the  consultant’s 
own  apparatus)  be  fixed  at  320  guineas  in  each  quarter  or  1,280  guineas  in 
any  year  at  the  consultant’s  choice. 

(iii)  That  the  fees  be  payable  to  all  consultants  and  S.H.M.O.s  agreeing  to  under- 

take domiciliary  consultations,  irrespective  of  whether  their  contracts  are 
for  whole-time  or  part-time  service. 

Superannuation 

41.  The  hospital  doctor  with  a whole-time  contract  is  entitled  to  a pension  assessed 
at  1/80  of  his  average  salary  over  the  last  three  years  for  each  contributory  year 
of  service  up  to  a maximum  of  45  years. 

42.  A consultant  is  required  to  retire  at  65,  and  he  is  therefore  unable  (except  in 
the  case  of  those  designated  as  “ mental  health  officers ")  to  earn  the  maximum 
pension  (45/80)  because  he  cannot  complete  45  years'  service.  A part-time  con- 
sultant under  contract  for  not  less  than  nine  notional  half-days  may  apply  to  the 
Minister  to  have  his  pension  assessed  by  the  method  referred  to  in  the  preceding 
paragraph,  but  the  application,  if  granted,  applies  only  to  the  assessment  of  pension 
in  respect  of  subsequent  earnings.  If  he  does  not  so  apply  or  if  he  is  engaged  for 
less  than  nine  notional  half-days,  his  pension  will  be  assessed  as  for  general 
practitioners  at  the  rate  of  !■}  per  cent  of  his  total  earnings  over  the  period  of 
service  (with  a maximum  of  45  years). 

43.  The  Council  recommends  that  the  maximum  part-time  consultant  should  be 
allowed  to  opt  for  either  method  of  assessing  his  pension  at  the  end  of  his  service, 
This  recommendation  should  also  be  applied  to  senior  hospital  medical  officers, 
who  are  in  the  same  position  so  far  as  superannuation  is  concerned. 


GENERAL  CONCLUSIONS 

44.  The  preceding  paragraphs  outline  some  of  the  difficulties  which  have  arisen 
in  the  hospital  service,  stress  the  need  for  an  early  review  of  hospital  establishments 
and  stalling  structure,  and  emphasize  that  much  of  the  present  dissatisfaction  in 
the  Hospital  Service  is  due  to  the  fact  that  the  remuneration  of  all  grades  has 
never  been  properly  related  to  the  recommendations  of  the  Consultant  Spens 
Report  and  is  quite  inconsistent  with  changes  in  the  value  of  money  which  have 
taken  place  since  the  inception  of  the  Service. 

45.  At  best  the  basic  salary  scale  of  consultants  in  the  Hospital  Service  can  only 
be  regarded  as  representing  1951  values  of  money  (apart  from  the  5 per  cent  interim 
adjustment),  and  a substantial  increase  is  long  overdue. 

46.  Moreover  those  in  receipt  of  special  distinction  awards,  an  integral  and 
pensionable  part  of  total  remuneration,  have  received  no  increase  in  that  part  of 
their  remuneration  since  the  inception  of  the  Service  nearly  10  years  ago. 

47.  In  conformity  with  the  Council’s  general  claim  the  necessary  percentage  to  be 
added  to  the  basic  incremental  scale  for  consultants  is  at  least  29  per  cent.  This  t 
amount  would  offset  the  fall  in  the  value  of  money  since  1951,  but  for  reasons  set 
out  in  the  Council’s  preliminary  memorandum  of  evidence  it  still  docs  not  fully  relate  \ 
consultants’  remuneration  to  the  changes  in  the  value  of  money  which  have,  in  fact, 
occurred  between  1939  and  1951. 

48.  So  far  as  distinction  awards  and  domiciliary  consultation  fees  are  concerned,  j 

it  is  claimed  that  these  should  be  increased  by  60  per  cent  for  the  reasons  stated  it  i 
paras.  31-40.  i 

49.  Further,  it  is  claimed  that  both  distinction  awards  and  domiciliary  fees  should 
in  future  be  regarded  as  “ remuneration  ” when  any  future  adjustment  is  indicated, 

In  addition,  the  restriction  on  the  first  eight  consultations  for  whole-time  consultants 
should  be  abolished. 
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50.  The  Council  recommends  that  the  remuneration  of  consultants  in  the  Hospital 
Service  should  be  on  the  following  scales  (on  a whole-time  basis) : 


Consultant — basic 

20  per  cent  of  consultants  to  receive  in  addition  £800 

10  „ „ „ £2,400 

4 „ „ „ „ „ „ „ „ £4,000 


£2,700  X £162  10s.-£4,000 
£3,500-£4,800 
£5,100-£6,400 
£6,700-£8,000 


SENIOR  HOSPITAL  MEDICAL  OFFICERS 

51.  The  senior  hospital  medical  officer  grade,  which  now  forms  over  one-quarter 
of  the  senior  grades  of  the  National  Health  Service,  was  not  envisaged  by  the 
Consultant  Spens  Committee.  It  was  devised  as  a transitional  grade  for  certain 
local  authority  medical  officers  and  for  a few  medical  men  of  limited  experience. 
As  such  it  was  accepted  by  the  profession,  but  on  the  understanding  that  it  was  a 
temporary  grade  which  would  disappear  as  the  holders  of  these  posts  retired.  The 
grade,  however,  included  within  it  many  members  of  the  senior  medical  staffs  of 
hospitals,  both  general  and  specialist.  With  the  adoption  of  the  Ministry’s  circular 
R.H.B.  50/96  expansion  of  the  grade  took  place  until  the  present  number  of  more 
than  2,600  S.H.M.O.s  was  reached  (latest  figure  available  June,  1956).  There  is  no 
doubt  that  the  increase  continues. 

52.  The  various  groups  of  medical  men  who  in  the  above  manner  have  been 
included  within  the  grade  may  in  the  main  be  conveniently  summarized  as  follows : 

(a)  Doctors  employed  before  1948  by  local  authorities. 

(ft)  A number  of  general  practitioners  who  were  working  in  hospitals  in  1948, 
especially  in  the  provinces  and  country  districts,  where  it  was  customary  for 
suitably  qualified  or  experienced  doctors  to  combine  general  practice  with 
the  practice  of  a specialty  in  the  local  hospital.  A number  of  these  have 
subsequently  given  up  general  practice  and  are  now  engaged  solely  in  their 
specialty. 

(c)  Senior  hospital  medical  officers  appointed  following  the  adoption  of  the 
circular  R.H.B.  50/96. 

53.  Prior  to  the  offer  of  permanent  contracts  in  the  National  Health  Service, 
transferred  officers  were  graded  by  professional  committees,  and  many  who  had 
previously  been  and  were  still  carrying  out  medical  work  of  full  clinical  respon- 
sibility were  graded  as  S.H.M.O.s.  The  decision  of  these  professional  committees 
caused  great  dissatisfaction  and  hardship,  and  as  a result  individual  appeals 
against  grading  were  allowed  and  some  were  successful.  There  was  a further  review 
of  grading  in  1951-2,  but  no  regrading  has  taken  place  since  then.  Such  S.H.M.O.s 
have  now  had  extensive  experience  in  their  specialties,  and  an  impartial  review  of 
their  grading,  based  on  experience  and  the  quality  of  their  work,  might  now  reason- 
ably be  expected  to  result  in  upgrading  of  many  S.H.M.O.s  in  posts  where  consultant 
work  is  being  done  ,to  consultant  status  and  salary.  No  criteria  were  laid  down  for 
the  guidance  of  grading  committees,  and  in  consequence  both  the  original  gradings 
and  those  held  subsequently  varied  from  locality  to  locality  and  specialty  to  specialty. 
Consequently,  in  some  cases  an  individual  has  been  graded  and  paid  as  a consultant 
in  one  hospital  region  and  graded  and  paid  as  an  S.H.M.O.  in  another. 

54.  It  may  be  argued  that  certain  S.H.M.O.s  who  were  transferred  officers  (Group 
(a))  do  not  possess  higher  qualifications,  but  the  same  is  true  of  some  consultants  of 
similar  age,  because  in  the  past  promotion  in  certain  types  of  hospitals  depended  more 
on  years  of  experience  than  on  higher  degrees  and  diplomas.  To  regard  such  men, 
experienced  and  efficient  in  their  work  for  many  years,  as  of  sub-consultant  grade 
because  .they  did  not  obtain  a higher  qualification  or  diploma  would,  in  the  Council’s 
view,  be  unfair. 


N.B. — Throughout  this  document  figures  relating  to  both  the  profession’s  claim  and  present 
levels  of  remuneration  ignore  the  interim  payments  made  by  the  Government  last  year  and 
require  modification  to  that  extent. 
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55.  Other  S.H.M.O.s,  especially  those  in  Group  (c),  are  of  a high  academic 
standard  and  training,  but  were  compelled  to  apply  for  S.H.M.O.  posts  for  economic 
reasons. 

56.  The  Ministry  circular  RHB  50/96  (Appendix  II),  introduced  in  1950,  defined 
the  type  of  posts  in  the  medical  establishments  of  hospitals  in  which  appointments 
might  be  made  in  the  S.H.M.O.  grade  and  also  limited  the  number  of  specialties  in 
which  the  grade  w.as  permitted.  Unfortunately,  the  circular  gave  little  or  no  indica- 
tion of  the  clinical  or  academic  standards  required,  and  no  ratio  was  laid  down 
between  the  numbers  of  consultants  and  S.H.M.O.s,  As  a result,  there  has  been 
exploitation  and  expansion  of  the  grade  to  such  an  extent  that  it  can  now  be  said 
that  clinically,  academically,  and  administratively  the  duties  and  responsibilities  of 
many  S.H.M.O.s  are  indistinguishable  from  those  of  many  consultants,  and  their 
appointments  .have  been  at  variance  with  the  stated  objects  of  the  RHB  50/96. 

57.  The  S.H.M.O.  grade  has  acquired  an  unwarranted  stigma  of  professional 
inferiority.  Many  S.H.M.O.s  hold  the  appropriate  higher  qualifications  and  have 
undergone  training  as  senior  registrars,  but  have  been  forced  to  take  S.H.M.O.  posts 
because  of  the  lack  of  consultant  vacancies.  In  effect  they  arc  still  in  competition 
for  consultant  posts  with  senior  registrars,  but  inevitably  with  increasing  age  their 
prospects  of  promotion  grow  less.  Thus  the  S.H.M.O.  grade  has  become  for  the 
large  majority  a career  grade,  although  one  with  poor  prospects.  The  unfortunate 
holder  of  one  of  these  posts  finds  it  more  difficult  as  the  years  pass  to  obtain  a con- 
sultant appointment  or  to  enter  general  practice,  and  he  is  faced  with  a permanency 
in  a sub-consultant  grade,  with  its  attendant  frustration  and  intense  dissatisfaction. 
The  S.H.M.O.s  who  attain  consultant  status  arc  usually  over  40  years  of  age,  with  the 
result  that  their  life  earnings  as  consultants  have  been  greatly  diminished.  It  is  also 
the  case  that  despite  the  “ no  detriment  ’’  clause  in  the  Terms  of  Service  some 
S.H.M.O.s  who  are  transferred  officers,  and  were  previously  paid  on  a sessional  or 
item  of  service  basis,  have  suffered  a diminution  of  income  since  the  National 
Health  Service  came  into  being.  In  addition,  certain  S.H.M.O.s  have  had  to  accept 
full-time  employment  in  the  National  Health  Service,  and  private  practice  is  there- 
fore debarred.  For  others,  private  practice  has  suffered  because  it  is  known  that 
they  have  not  been  graded  as  consultants. 

58.  The  disabilities  in  relation  to  proper  allowances  for  essential  expenses  referred 
to  in  paragraphs  21-25  apply  with  equal  force  to  S.H.M.Os. 

59.  The  increase  in.  the  number  of  S.H.M.O.  appointments  in  the  permitted 
specialties  since  1950  is  in  the  order  of  30  per  cent,  compared  with  17  per  cent 
in  that  of  consultants.  As  a result,  in  chest  diseases  there  arc  in  two  areas  7 
S.H.M.O.s  and  1 consultant  (while  3 S.H.M.O.S  to  1 consultant  is  common) ; in  1953 
the  number  of  consultants  in  the  specialty  was  340  and  the  number  of  S.H.M.O.S  334; 
in  1954  the  figures  were  344  consultants  and  358  S.H.M.O.s  ; in  1955,  346  consultant! 
and  415  S.H.M.O.S  ; in  1956,  347  consultants  and  430  S.H.M.O.s ; and  on  June  30, 
1957,  there  were  446  S.H.M.O.s  in  the  specialty  and  only  347  consultants.  The 
expansion,  therefore,  of  the  consultant  establishment  since  1953  has  been  7,  and  that 
of  the  S.H.M.O.  establishment  112. 

60.  The  regulations  regarding  age  of  appointment  is  the  same  for  consultants  and 
S.H.M.O.s,  i.e.,  both  should  have  attained  the  age  of  32  years— although  of  recent 
years  appointment  is  often  at  a much  later  age. 

61.  Assuming  appointment  at  age  32,  a consultant  on  the  basic  scale  earns  £33,225 
more  than  his  S.H.M.O.  colleague  by  the  lime  he  is  65  years  of  age.  (See  Appendix 

62.  The  annual  increment  of  the  S.H.M.O,,  viz,  £50,  is  the  lowest  of  any  medical 
grade  in  the  Hospital  Service,  and  is  £75  less  than  the  consultant  increment.  Regional 
Boards  have  been  allowed  discretion  in  the  granting  of  starting  increments  up  to  four, 
depending  on  age,  qualifications,  and  experience,  but  there  is  no  appeal  against  the 
Board’s  decision,  and  experience  has  shown  that  more  and  more  appointments  are 
being  made  at  the  commencing  salary  of  the  S.H.M.O.  grade  whatever  t.he  applicant1! 
age. 

63.  Relative  to  the  basic  earnings  of  the  full-time  consultant,  the  ratio  of  the 
S.H.M.O.  salary  falls  from  75  per  cent  at  the  minimum  of  the  salary  scale  to  65  pel 
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cent  at  the  maximum.  An  S.H.M.O.  therefore  suffers  with  age,  as  far  as  his  earnings 
are  concerned,  relative  ,to  the  consultant,  and  the  effect  of  this  on  superannuation 
is  of  great  importance. 

64.  The  salary  of  a newly  appointed  consultant  is  now  £75  greater  than  that  of  a 
practitioner  of  ten  years’  experience  in  the  S.H.M.O.  grade.  Prior  to  the  1954  award 
the  maximum  of  the  S.H.M.O.  scale  exceeded  the  minimum  of  the  consultant  scale 
by  £50.  The  1954  award,  however,  changed  this  position,  with  the  result  that  the 
S.H.M.O. ’s  maximum  salary  became  £150  less  than  the  minimum  of  the  consultant’s, 
scale.  As  a result  a claim  was  lodged  for  an  increase  of  £200  to  restore  the  pay 
differential  to  its  former  level.  The  claim  was  referred  to  the  Industrial  Court,  which 
awarded  an  increase  of  £75  per  annum.  The  differential  has  thus  never  been  fully 
restored  and  the  present  S.H.M.O.  scale  is  £l,575-£2,025. 

65.  Although  many  S.H.M.O.s  are  undertaking  consultant  duties,  and  themselves 
have  qualifications  and  experience  indistinguishable  from  those  of  consultants,  be- 
cause they  are  not  graded  as  consultants  they  are  not  eligible  for  merit  awards. 

66.  It  has  already  been  pointed  out  that  clinically,  academically,  and  administra- 
tively there  is  no  clear  line  of  demarcation  between  many  S.H.M.O.s  and  consultants. 
For  this  reason  the  Council  wishes  to  emphasize  that  there  is  an  urgent  need  for 
a national  review  not  only  of  hospital  establishments,  but  also  of  the  present  grading 
of  individual  S.H.M.O.s,  including  the  type  of  work  now  being  undertaken.  Long 
term,  the  Council  believes  that  the  abolition  of  the  grade  and  a proper  redistribution 
of  its  members  is  the  only  means  by  which  the  present  anomalies  can  be  remedied 
and  justice  afforded  to  the  holders  of  these  posts.  Meanwhile,  the  Council  recom- 
mends that  the  salary  of  the  S.H.M.O.  grade  should  he  at  least  80  per  cent  of  that 
of  the  full-time  consultant  on  the  basic  scale.  This  would,  at  least,  be  a more  realistic 
evaluation  of  .the  work  which  S.H.M.O.s  are  doing  in  the  Health  Service. 

67.  On  the  basis  of  the  Council’s  general  claim  and  in  the  light  of  the  differential 
referred  to  above,  it  is  therefore  recommended  that  the  salary  attached  to  the 
S.H.M.O.  grade  (during  such  time  as  .it  continues  to  exist)  should  be,  on  the  basis  of 
80  per  cent  of  the  salary  scale  recommended  for  consultants  in  paragraph  50— 
£2,160  X £130-£3,200. 

JUNIOR  HOSPITAL  STAFF 

68.  The  Council  is  anxious  that  the  Commission  should  bo  left  in  no  doubt  as  to 
the  importance  which  the  .profession  attaches  to  the  institution  of  adequate  scales 
of  remuneration  for  all  grades  of  junior  hospital  staffs. 

69.  In  forwarding  this  section  of  its  second  supplementary  memorandum  of 
evidence  the  Council  wishes  to  acknowledge  the  very  great  help  it  has  received  both 
from  the  Junior  Staffs  Group  of  .the  Association  in  England  and  Wales  and  the 
Hospital  Junior  Staffs  Group  Council  in  Scotland.  Both  these  bodies  submitted 
lengthy  memoranda  of  evidence  to  the  Council,  and,  although  the  views  expressed 
’have  been  integrated  and  presented  as  one  section  to  this  memorandum,  .they  are  in: 
the  main  set  out  below  in  the  form  in  which  they  were  originally  presented.  The 
Council  wishes  to  emphasize  that  both  bodies  have  an  active  peripheral  organization 
through  which  there  is  representation  of  the  junior  staffs  of  every  hospital  in  the 


In  this  way>  the  Council  speaks  with  authority  on  behalf  of  this  important, 
section  of  the  profession,  which  comprises : 

House  officer — pre-  and  post-registration  

Senior  house  officer  

Junior  hospital  medical  officer ! 

Registrar  

SenioT  registrar  (not  including  93  honorary  and  26  part-time  senior 
registrars) 

In  first  3 years  .of  training  plan  828 

In  final  year  of  training  plan 153 

Fully  trained  (5-9  years  in  senior  registrar  grade  already)...  195 


3,267 

2,182 

806 

2,822 
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71  The  Council  wishes  to  make  it  clear  that  its  general  claim  as  developed  in  its 
7L;™™™nr»iidn.m  of  evidence,  is  fully  applicable  to  all  the  above  grades  and 

that  the  purpose  of  this  further  evidence  is  to  deal  with  other  factors  which  cause 
serious  financial  hardship  to  hospital  junior  staffs  for  which  relief  or  compensation 
^urgently deeded,  such  as  prolonged  insecurity  and  poor  promotion  prospects. 

Present  Conditions  ......  . ... 

72  At  the  present  time,  hospital  junior  staffs  consist  of  individuals  aged  between 
23  and  something  over  40.  A substantial  number  are  between  35  and  40. 

73  Besides  a full  day,  most  of  them  undertake  a large  amount  of  night  and 
week-end  work.  This  is  not  compensated  by  remission  of  duties  nor  is  there  any 
dav  and  night  rota  system  or  a fixed  working  week  of  so  many  hours.  Much  of 
the  right  work  is  concerned  with  the  reception,  diagnosis  and  treatmen  of  emer- 
gent cases  and  is  of  a most  responsible  kind.  Within  this  already  full  schedule 
thosJ  with  further  ambitions  have  to  find  time  to  study  for  higher  professional 

IxaminaSns  and  to  keep  abreast  of  the  lw  wlume  te LS^Mof^iSS 
out  original  work,  and  write  articles  for  publication.  In  teaching  Hospitals,  registrars 
and  serior  registrars  also  provide  a substantial  proportion  of  the  daily  clmical 
teaching  In  111  this  their  way  of  life,  is  the  one  traditionally  accepted  as  normal, 
which  every  generation  of  junior  hospital  doctors  must  follow  in  turn. 

74  Nevertheless,  it  must  be  remembered  that,  although  these  are  young  men 
aspiring  to  a consultant  career,  they  are  often  married  with  family  commit- 
ments and  are  subsisting  on  a salary  originally  intended  for  a much  more  junior 
person  and  their  standard  of  living  is  consequently  modest.  A selection  of  represen- 
tative budgets  illustrating  the  financial  difficulties  of  junior  hospital  medical  staff 
are  set  out  in  Appendix  IV. 

75  As  the  years  pass  they  suffer  increasing  anxiety  about  the  future,  for  although 
there  may  be  many  posts  available  m the  more  junior  grades,  the  real  trainee 
consultant  the  registrar  or  senior  registrar,  is  faced  with  much  uncertainty.  Their 
posts  are  subject  to  annual  review,  and  after  four  years  in  the, senior  registrar  grade, 
by  which  time  they  arc  usually  in  the  mid-thirties,  fully  trained,  and  with  family 
commitments,  they  must  depend  on  further  annual  extensions  of  their  appoint- 
ment for  a livelihood.  If  the  extension  is  not  granted  they  can  try  to  find  another 
senior  registrar  post  elsewhere,  knowing  that  in  another  area  they  may  be  unknown, 
with  greatly  reduced  prospects  of  a consultant  post.  Such  a move,  being  technical? 
voluntary  must,  of  course,  be  undertaken  at  their  own  expense.  In  former  times, 
if  prospects  of  a permanent  hospital  appointment  seemed  remote  or  s endee  there 
were  other  secure  openings  offering  scope  for  consultant  talent—the  Indian  M«hcJ 
Service  or  a good  general  practice  with  access  to  hospital  beds,  for  example. 
Since  the  Government  is  now  a monopoly  employer  of  specialist  hospital  doctors, 
the  only  other  courses  open  are  to  emigrate,  go  into  industry,  or  attempt  to  start 
a new  career  in  another  branch  of  medicine  with  all  its  attendant  difficulties  It 
is,  for  example,  extremely  difficult— indeed,  virtually  impossible— for  men  with  only 
hospital  experience  to  obtain  a vacancy  in  general  practice. 

Causes  of  Dissatisfaction 

76  The  present  grade  structure  of  the  Hospital  Service  had  not  been  established 
when  the  Spens  Committee  reported.  The  proposals  were  therefore  related 
hypothetical  grades  defined  by  age  and  time  after  registration,  as  follows : 

(a)  Grade  III : posts  obtained  normally  not  less  than  one  year  after  registration 
and  held  normally  for  one  year  only  (e.g.,  senior  house  officer,  resident 
medical  officer,  etc.). 

(b)  Grade  II : posts  obtained  normally  not  less  than  two  years  after  registration 
and  held  normally  for  two  years  at  the  ages  of  26  and  27  (e.g.,  assistant, 
junior  registrar,  etc.). 

(c)  Grade  I:  posts  obtained  normally  not  less  than  four  years  after  registra- 
tion and  held  normally  for  three  years  at  the  ages  of  28,  29,  and  3U  l •»■> 
first  assistant,  chief  assistant,  senior  registrar,  etc.). 

(Spens  Report,  Cmd,  7420.  May  1948,  pp.  8-9.) 
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77.  Elsewhere  the  Spens  Report  gives  23-24  as  the  normal  age  of  qualification 
(page  5)  and  allows  for  the  possibility  of  a fourth  year  in  Grade  I (page  9). 

The  present  titles  of  these  grades  in  the  N.H.S.  are : 

Grade  III  -Senior  house  officer 
Grade  II  — Registrar 
Grade  I — Senior  registrar 

The  salaries  proposed  in  1939  values  of  money  were  : 

Grade  III -£600  (fixed) 

Grade  II  — £7()0-£800  in  one  increment 
Grade  I — £900-£  1 ,200  in  three  increments. 

Delayed  Promotion  and  Total  Life  Earnings 

78.  In  Scotland  an  attempt  has  been  made  to  discover  as  precisely  as  possible  the 
promotion  prospects  of  senior  registrars  by  comparing  the  number  of  senior  regis- 
trars in  training  with  the  number  of  consultant  vacancies  likely  to  occur  in  future 
years  on  the  basis  of  retiral  of  consultant"  at  the  age  of  65  The  detailed  tables 
set  out  in  Appendix  V have  been  prepared  from  figures  supplied  to  the  Association 
by  the  Department  of  Health  for  Scotland  giving  the  year  of  birth  of  all  consultants 
and  senior  registrars  in  Scotland  as  on  December  31,  1956.  No  allowance  has  been 
made  for  the  occurrence  of  vacancies  due  to  causes  other  than  retiral.  The  figures 
have  been  broken  down  to  show  the  situation  in  each  region  and  in  each  specialty 
as  well  as  in  Scotland  as  a whole. 

79.  From  Table  I it  will  be  seen  that  there  are  at  present  250  senior  registrars 
in  Scotland:  41  of  them  have  already  held  their  present  posts  for  more  than  four 
years,  the  initial  duration  of  the  appointment,  and  many  others  have  held  pre- 
vious appointments  in  this  grade.  Their  average  age  of  35  is  already  three  to 
five  years  more  than  the  Consultant  Spens  Committee  envisaged.  During  the  next 
five  years  there  will  only  be  69  vacancies  for  these  250  candidates,  and  in  fact 
not  until  1969  will  the  necessary  250  vacancies  have  occurred.  Senior  registrars’ 
contracts  extend  for  four  years  in  the  first  instance  and  there  is  no  guarantee 
that  they  would  be  allowed  to  retain  their  posts  for  as  long  as  the  twelve  years. 
The  foregoing  figures  are  based  on  the  premise  that  all  the  vacant  consultant  posts 
would  be  filled  by  senior  registrars,  but  Table  VI  shows  that  only  68  (i.e.  38  per 
cent)  of  the  180  posts  which  became  available  in  Scotland  during  the  last  three 
years  were  so  filled.  The  remaining  62  per  cent  were  filled  by  consultants,  university 
staff,  S.H.M.O.s,  etc. 

80.  Thus,  although  69  consultant  retiral  vacancies  are  anticipated  in  the  next  five 
years,  previous  experience  indicates  that  only  26  of  these  posts  (38  per  cent)  will  be 
filled  by  senior  registrars.  Put  in  another  way,  this  means  that,  of  the  present 
250  senior  registrars,  only  5 are  likely  to  become  consultants  each  year  during  the 
next  five  years.  The  position  might  be  less  gloomy  if  Scotland  exported  an  abundance 
of  specialists.  But  such  evidence  as  is  available  suggests  that  this  is  no  longer  the 
case. 

81.  A study  of  the  Tables  thus  shows  that  the  promotion  prospects  of  those  already 
trained  and  in  training  are  so  very  bad  that,  with  the  possibilities  of  employment  in 
the  Services,  the  Colonies,  and  the  Dominions  already  reduced,  immediate  action 
is  required  to  rectify  the  grave  position  in  which  these  doctors  find  themselves. 
Having  applied  in  good  faith  for  advertised  appointments  in  the  training  grade 
of  the  Hospital  Service,  they  expected  to  have  a reasonable  chance  of  becoming, 
consultants,  and  it  is  now  quite  obvious  that  they  do  not  have  this-  -either  now 
or  m the  foreseeable  future.  Their  difficulties  are  increased  because  compulsory 
lull-time  contracts  have  made  alternative  training  impossible.  There  is  no  reason 
to  believe  that  they  are  any  less  able  than  those  who  became  consultants  during  the 
build-up  of  the  Hospital  Service  in  and  after  1948.  Those  responsible  for  the 
administration  of  the  Hospital  Service  have  appointed  and  trained  a number  of 
senior  registrars  which  is  grossly  in  excess  of  that  required  to  fill  the  present 
inadequate  number,  of  consultant  vacancies.  It  is  of  interest  and  importance  to 
note  that  the  situation  will  change  completely  during  the  period  1977-81,  when  243 
consultant  vacancies  will  occur,  as  compared  with  the  69  in  1957-61  period.  Clearly, 
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long-term  planning  is  needed  to  ensure  that  approximately  the  right  number  of  senior 
registrars  Fs  beinl  trained  at  any  one  time.  This  number  will  vary  considerably 
from  time  to  time  and  should  be  related  to  the  number  of  consultant  vacancies 
Ukdy  to  arise.  It  is  not  suggested  that  all  senior  registrars  should  automat, call, 
become  consultants,  since  a few  may  well  be  unsuitab  e,  but  it  is  suggested  that 
the  authorities  should  accept  the  responsibility  for  adjus  ing  the  number  in  training 
to  antSpated  requirements  so  that  prospects  of  promotion  are  at  least  reasonable 

82  There  is  in  addition  a still  larger  number  of  registrars  -281  in  1955-employed 
in  the  Hospital  Service  in  Scotland.  This  group,  who  .should  normally  hold  their 
appointmerts  for  Tperiod  of  two  years,  have  promotion  problems  of  their  own, 
Ttinn  vb  the  grade  is  no  longer  necessarily  regarded  as  a training  grade,  most  registrars 
Ifm  It  a cafeefin  Ae  Hospital  Service.  With  the  possible  exception  of  general 
medicine  it  is  hard  to  see  how  any  doctor  who  has  already  served  as  a home 
Sheer  for  six  months  can  spend  two  years  doing  special  work  m say,  orthopaedics, 
radiology1  or  dermatology  and  not  be  regarded  as  “in  training.”  No  only  do  the 
registrars ' outnumber  senior  registrars,  but  normally  they  should  hold  their  appoint- 
mints  for  only  half  as  long.  Furthermore,  the  bottle  neck  in  promotion  for  senior 
Strars  his  inevitably  resulted  in  considerable  delay  m senior  appointment 
becoming  available  for  them.  Many  registrars  have  been  in  this  grade  for  much 
longer  than  two  years  (Table  VII),  and  many  others  have  left  the  Hospital  Service 
in  despair  of  obtaining  a higher  post  on  the  training  establishment. 

83  The  end  result  has  been  a steady  falling-off  in  number  and  calibre  of 
applicants  for  registrar  appointments,  at  first  in  peripheral  .and  more  recently  in 
teacWng  hospitals  This  will  result  eventually  in  a deterioration  in  the  standard  o 
senior  staff  because  many  young  men  who  are  exccllen  potential  consu  ant  material 
regard  the  chance  of  success  as  unreasonably  small  and  are  unwilling  to  face 
he  prospect  of  greatly  reduced  total  life  earnings  which  face  them  on  entering  the 
Hospital  Service  to-day.  The  number  available  for  selection  for  promotion  to 
-enior  registrar  rank  is  correspondingly  reduced,  which  again  potentially  affects  the 

ilibre  of  the  future  consultant  staff. 

84.  This  picture  of  the  position  in  Scotland  is  similar  to  the  pattern  which  has 
veioped  in  Great  Britain  as  a whole. 

ts  For  example,  the  following  table  shows  the  number  of  consultants  in  the 
e main  branches  of  hospital  practice  in  the  United  Kingdom  who  may  be  expreted 
etire  between  1956-60,  the  number  of  sessions  thereby  made  available,  and  tom 
the  number  of  maximum  part-time  consultant  livelihoods;  also  the  number  o 
for  registrars  and  thus  the  average  tenure  to  be  expected  in  the  senior  registrar 
les: 

Table  A 


vledicine 

Surgery  ••• 

Obstetrics  and  gynaecology 


No.  of 
Cons. 

No.  or 

Born 

Sessions 

Before 

Held 

1896 

95 

541 

m 

719 

44 

305 

No.  of 
Maximum 
Part-time 
Livelihoods 


60 

80 

34 


Average 

Annual 

Incidence 

of 

Vacancies 


15 

20 

81 


No.  of 
S.R.s 


204 

211 

101 


Average 
Stay  in 
S.R. 
Grade 


Si 

12 


Voto.-(l)  Column  1 contains  individuals  over  65  years of age.  Many  oi  urae  ■»  j, 
allowed  to  serve  10  years  in  the  N.H.S.  and  will  retire  in  1958.  This  has  raised  tne  ”g^ 
columns  1,  2,  3,  4,  and  lowers  the  figure  in  column  6,  although  it  is,  of  course,  a non 


plO)°Sfmn  3 shows  the  number  of  maximum  part-time 

would  yield.  In  fact  some  of  the  vacancies  will  contribute  to  full-time  ( 1 1 sessions;  app 
so  that  the  true  number  of  possible  promotions  is  less  than  column  3 shows.  . 

In  addition  to  the  senior  registrars  m column  5,  other  competitors 


o that  the  true  number  of  possible  promotions  is  less  than  commn snows.  incliide 

(3)  In  addition  to  the  senior  registrars  m column  5,  other  competitors  tor  p 

members  of  university  departments  and  S.RM.O.s.  bv  premature 

1 4)  These  factors  are  to  some  extent  offset  by  consultant  vacancies  created  y p 
death  or  retirement. 
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86  No  figures  are  available  to  show  the  ages  of  the  present  holders  of  registrar 
posts.  It  is  obvious  that  the  average  stay  in  the  grade  by  candidates  destined  for 
promotion  to  the  senior  registrar  grade  is  much  lengthened  by  the  slowness  with 
which  vacancies  arise  by  the  elevation  of  senior  registrars  to  consultant  posts. 

87.  This  conclusion  is  borne  out  by  information  obtained  in  respect  of  one  region 
about  the  age  of  new  appointees  to  the  senior  registrar  and  consultant  grades  in  the 
major  specialties  during  the  past  year.  This  shows  that  five  men  newly  appointed 
to  consultant  posts  in  medicine  and  surgery  were  either  37  or  38  years  of  age. 

88.  In  the  same  period  the  age  of  senior  registrars  appointed  in  these  specialties 
varied  between  32  and  40.  Comparable  figures  for  the  registrar  grade  are  not 
available,  but  ages  of  new  appointees  in  medicine  and  surgery  varied  from  26-37 
(the  majority  32-34). 

89.  Disregarding  National  Service  there  is  now  an  average  delay  of  six  years— 
two  extra  years  as  registrar  and  four  as  senior  registrar  beyond  the  normal  term. 
These  posts  yield  a total  income  of  £7,530  and  reduce  the  number  of  years  at  the 
maximum  consultant  salary  (£3,100)  by  six,  a loss  of  total  life  earnings  of  £11,070  at 
1954  rates.  The  financial  results  of  delayed  promotion  are  illustrated  in  Appendix 
VI. 

Salary  Scales 

90.  In  the  Council’s  view,  junior  hospital  staff  are  underpaid  both  absolutely  and 
in  relation  to  the  senior  staff.  Four  factors  have  contributed  to  this  situation : 

(i)  The  Consultant  Spens  Committee  envisaged  that  the  age  of  consultants  when 

first  appointed  would  normally  be  32,  and  the  present  salary  scales  of 
all  hospital  staff  were  worked  out  and  agreed  on  this  assumption.  As 
the  average  age  of  senior  registrars  is  now  35  their  total  life  earnings  are 
correspondingly  considerably  reduced  by  the  present  state  of  affairs. 

(ii)  The  present  salary  scales  were  designed  to  ensure  a steady  rise  with  age, 
and  experience,  for  those  considered  worthy  by  appointment  boards.  The 
plateaux  which  have  become  established  for  those  marking  time  on  the 
second  year  registrar  and  fourth  year  senior  registrar  salaries  were  not 
envisaged  and  are  quite  contrary  to  the  understanding  and  interpretation  of 
the  hospital  staffing  structure  which  was  accepted  by  the  profession  m 
1948.  Table  VII  of  Appendix  V,  for  example,  shows  that  this  applies 
to  43  per  cent  of  the  registrars  in  the  Scottish  Western  Region. 

(iii)  The  recent  interim  adjustment  of  10  per  cent  to  junior  hospital  staff  had 
the  effect  of  substantially  restoring  the  Spens  differentials  between  the 
junior  and  senior  staffs  which  were  disturbed  in  1954,  but  the  subsequent 
interim  adjustment  of  5 per  cent  to  consultants  again  upset  the  original 
differentials. 

(iv)  One  object  of  the  Consultant  Spens  Committee  was  to  ease  the  financial 
strain  during  the  early  years  for  those  who  had  embarked  on  a hospital 
career.  The  Spens  betterment  factor  has  never  been  properly  applied 
to  those  in  the  hospital  service  and  the  present  salaries  are  grossly  below 
those  estimated  by  the  Spens  Committee  as  being  reasonable  for  those  m 
the  different  junior  grades. 

91.  Total  life  earnings  are  a crucial  factor  affecting  prosperity  and  living  stan- 
dards. Delayed  promotion,  by  lengthening  the  time  spent  in  the  lower  grades,  leaves 
a correspondingly  shorter  time  in  the  higher  ones,  and  thus  reduces  total  life  earn- 
ings, to  an  extent  that  can  never  be  made  up. 

92.  As  has  already  been  shown,  delayed  promotion  already  occurs  to  a serious 
degree,  and  the  three  major  specialties — medicine,  surgery,  gynaecology  and  obstetrics 
— are  among  the  worst  affected.  This  has  the  paradoxical  effect  that  consultants 
retiring  from  these  specialties  after  1980  will  have  achieved  total  life  earnings  much 
less  than  those  of  their  contemporaries  in  other  fields  of  specialist  practice. 
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Performance  of  Consultant  Work  by  Junior  Staff 

QT  There  is  no  doubt  that  because  the  average  holder  of  a senior  registrar  post  is 
older  Ind “ re  experienced  than  was  formerly  the  case,  the  work  allotted  to  him 
fs  correspondingly  more  advanced  and  responsible.  Many  have  passed  the  age  at 
the Spans Committee  expected  them  to  gam  a consultant  post.  They  hold 
and  in  many  cases  arc  doing  the  same  type  of  work 

as  a consultant 


a consultant.  . . , . . , , , 

94  The  performance  under  proper  supervision  of  increasingly  advanced  and 
responsible  work  is  an  essential  part  of  training,  and  m the  later  stages  the  occa- 
fflCoS*  of  full  consultant  duties  without  any  formal  supewtsion  is  equally 
necessary  such  is  the  inadequate  number  of  consultant  posts  and  the  increasing 
volume  of  work  that  it  has  become  inevitable  m many  hospitals  that  senior  registrars 
do  work  which  should  properly  be  undertaken  by  consultants.  Such  a situation 
means  fa  Slot  the  dilution  of  the  consultant  service  and  the  payment  at  an  inferior 
““doctors  doing  consultant  work.  The  only  effective  remedy  is  to  increase 
the  number  of  consultant  posts. 

95  In  the  beginning  of  the  Service,  large  numbers  of  young  men  coming  out 
of  the  Forces  after  the  war  availed  themselves  of  the  opportunity  of  coming  back 
to  spend  a period  of  time  in  hospital  under  the  postgraduate  further  education 
scheme  Their  value  was  quickly  recognised,  and  many  were  retained  as  senior 
maiTrars  or  registrars  There  have  thus  been  so-called  training  posts  far  m excess 
of  the prospective  numbers  of  consultant  vacancies.  It  was  envisaged  at  that  time 
tha  the  consultant  establishment  would  need  to  be  substantially  enlarged  m order 
to  provide  a full  consultant  service  in  all.  parts  of  the  country,  and  these  training 
posts  became  a permanent  part  of  the  hospital  establishment.  1 he  anticipated,  expan- 
sfan  has  not  materialised  although  the  establishment  m certain  specialties  has 
substantially  increased. 


Resident  Posts  . , , 

% Hospital  doctors  who  arc  compelled  to  be  resident  suffer  certain  disadvantage! 
compared  with  non-residents.  They  are  largely  cut  off  from  family  and  friends  and 
the  general  stream  of  social  and  cultural  life  outside  the  hospital.  They  are  obliged 
to  accept  food  and  quarters  which  are  sometimes  of  a poor  standard,  and,  finally, 
they  have  extra  night  work. 


Lioy  ItttYC  Wfcl'AC*  , . . 

97  Before  the  National  Health  Service,  most  resident  posts  m hospitals  were 
occupied  by  officers  under  30,  most  of  whom  were  unmarried.  .Accommodation 
was  provided  free  and  undoubtedly  helped  to  attract  applicants,  providing  some  com- 
pensation for  the  disadvantages  which  residence  entails. 


;U5(1L1UU  1UI  UIW  , 

98  Because  of  the  delays  already  outlined,  most  of  the  resident  registrars  are 
now  over  30:  in  the  three  main  specialties  markedly  so,  i and  a much 
portion  are  married.  Tn  1948  charges  were  introduced  for  board  and  Io  w » 
that  the  married  resident  is  now  obliged  to  pay  for  two  homes,  one  outs  t 
hospital  for  his  wife  and  family  and  one  inside  the  hospital  for  himself  (as  ulus 
{rated  in  the  budget  of  Dr.  B,--see  Appendix  IV).  In  195 fc  the  Mm, 
pressed  for  and  obtained  increases  m these  charges  on  tlw  growtfs  of  mcreaM 
costs  and  prices  while  at  the  same  time  refusing  the  profess, on  s claim  for  mcreatet 
remuneration  based  on  the  same  grounds. 


The  Effect  of  the  1954  Award  on  Differentials 

99.  The  recommendations  of  the  Spens  Committee  entail  a certain  set  of  din&en- 
tials  between  the  salary  range  of  consultants  and  those  of  lower  gr ades.  H ^ 
differentials  are  accepted  by  the  Council  and  Appendix  VIH,  T.il  1c  , . 

Spens  proposals  and  the  various  rates  which  have  operated  since  1 

100.  Tt  will  he  seen  (Appendix  VH1,  Table  11)  that  the  differential  between  senior 
registrar  and  consultant  salaries  has  risen  from  20  per  cent  to  34  per 


Expenses  . , 

101.  Mention  is  made  elsewhere  in  this  memorandum  of  the  expenses  incur 
by  hospital  officers.  What  has  hcen  said  applies  also  to  hospital  junior  stai  . 
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102.  In  the  performance  of  their  duties,  junior  grades  incur  certain  expenses. 
For  all  it  is  essential,  both  to  carry  out  their  work  properly  and  also  to  secure 
recommendation  for  continued  employment,  to  join  medical  societies  and  libraries, 
to  subscribe  to  some  appropriate  specialist  medical  periodicals,  and  to  buy  new 
books.  As  already  explained,  it  is  also  sometimes  necessary  for  registrars  and 
senior'  registrars  to  move  to  another  region  merely  to  secure  continued  employ- 
ment in  the  same  grade.  Non-residents  are  frequently  required  to  be  available 
after  leaving  the  hospital  to  give  advice  by  telephone  and  to  return  to  see  patients 
(often  emergency  cases)  and  perhaps  to  operate  on  them.  It  is  therefore  necessary 
for  them  to  have  a car  and  a telephone,  and  selection  committees  sometimes  enquire 
about  this  before  making  an  appointment. 

103  As  in  the  case  of  the  whole-time  consultant,  the  full-time  nature  of  the 
employment  of  junior  staff  not  only  means  that  the  salary  scale  represents  the  total 
gross  income,  but  also  that  it  is  all  assessed  on  Schedule  E for  income-tax  purposes. 
Therefore,  no  tax  relief  can  be  claimed  for  'motor  cars,  telephone  rentals,  sub- 
soriptions  to  professional  organizations  and  journals,  etc.  This  bears  heavily  on  the 
full-time  junior  stall',  as  these  essentials  represent  a relatively  larger  proportion  of 
their  total  income  .than  in  the  case  of  the  part-time  senior  staff,  who  can  also  claim 
for  tax  relief  on  them  ; e.g.,  in  many  hospitals  the  emergency  surgical  work  is  done 
at  night  by  the  senior  registrar,  who  must  maintain  a telephone  to  be  called  by,  and 
a motor  car  to  transport  him  to  the  hospital  to  perform  the  operations.  The 
registrar  is,  therefore,  left  to  pay  by  far  the  major  part  of  the  capital  costs  of  fte  car 
and  telephone  without  financial  or  tax  relief— items  which  cannot  be  borne  without 
considerable  sacrifice  on  the  net  income  of  those  in  this  grade.  Here  again,  adequate 
allowances  are  called  for. 

Results  of  the  Present  Conditions 

104  In  the  past,  promotion  to  consultant  status  was  subject  to  intense  com^tition 
at  every  stage.  Such  competition  is  essential  if  recruits  of  adequate  quality  are  ilo  be 
forthcoming  to  fill  the  consultant  vacancies.  It  is  certainly  true  that  the  present 
generation  of  senior  registrars  in  the  major, specialties i are  the 

nf  a hard-fought  co.niDetiti.ve  struggle,  but  it  is  doubtful  how  much  longer  this  state  oi 

there's  difficulty  in  acting  suitable ^candidates 
into  the  registrar  grade.  Tables  I and  II  m Appendix  VII  show  that  many  posts 
are  now  actually  unfilled : many  more  can  be  filled  only  after  repeated  advertisement 
The  present  shortage  of  registrars  would  in  fact  be  much  more  serious  were  it  not  for 
overseas  graduates  coming  to  this  country  for  postgraduate  experience.  Indeed 
without  the  help  of  these  overseas  practitioners  the  Hospital  Service  might  well  break 
down  in  some  areas. 


Proposed  Remedies 

105.  The  Council  considers  delayed  promotion  to  be  a most  serious  factor  in  under 
remuneration  of  hospital  medical  staff.  It  has  a ready  expressed  the  opinion  that 
there  should  be  an  early  review  of  hospital  establishments  and  of  the  hospital  stamng 
structure,  and  it  welcomes  the  recent  agreement  between  the  Minister  of  Health  anc 
the  loint  Consultants  Committee  to  set  up  a Joint  Working  Party  to  study,  in  the 
light  of  experience  of  the  Hospital  Service  since  1948  and  of  all  other  relevant  con- 
siderations,  the  principles  on  which  the  medical  staffing  structure  m the  Hospital 
Service  should  be  organized. 


106.  The  figures  already  presented  show  that  the  main  reason  for  delayed  pro- 
motion is  that  there  are  insufficient  consultant  vacancies  to  allow  a reasonable  rate 
of  progress  through  the  senior  registrar  grade  for  the  present  number  ot  senior 
registrars,  and  that  this  is  particularly  noticeable  in  certain  specialties.  Tne  only 
effective  solution  is  to  increase  the  number  of  consultant  posts  and  thus  absorb  those 
members  of  junior  grades  who  are  in  point  of  fact  already  carrying  out  consultant 
duties.  The  promotions  resulting  from  this  can  then  be  utilized  to  reduce  the  number 
of  senior  registrars  and  so  avoid  the  present  prolonged  stay  in  the  grade.  Only  in  this 
waiy  will  it  become  a practicable  possibility  for  a consultant  post  to  be  attained  muen 
closer  to  the  age  of  32.  The  consequent  speeding  up  should  in  due  course  clear  the 
present  bottleneck  between  the  registrar  and  senior  registrar. 
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107.  It  is  true  .that  at  any  time,  due  to  fluctuations  in  the  rate  of  retirement 

especially  in  certain  specialties,  the  rate  of  promotion  might  be  temporarily  retarded 
It  is  also  true  that  the  present  solution  could  not  instantaneously  be  implemented 
For  both  these  reasons,  a number  of  interim  and  supplementary  recommendations 
are  proposed  :•  " * 

(1)  Extension  of  Salary  Scales 

108.  Emergency  relief  should  be  given  to  senior  registrars  who  are  already  trained 
and  who  have  been  unable  to  obtain  consultant  posts.  Such  officers  are  the  official 
trainee  consultants  of  the  Hospital  Service,  and  it  is  the  Council's  view  that,  having 
been  appointed  by  special  committees  .in  open  competition  for  advertised  posts  in  the 
training  grade  and  having  been  allowed  to  pass  all  the  efficiency  bars  during  their 
training,  the  Government  ought  to  retain  them  at  an  appropriately  increased  salary 
The  present  practice  of  declaring  them  “ transitional  ” and  no  longer  on  the  officiai 
establishment  is  not  satisfactory;  employment  on  a yearly  basis  without  increase  in 
salary  for  increasing  age  and  experience  is  a poor  reward  for  the  ten  or  more  years 
of  hard  and  highly  skilled  work  which  Ihey  have  given  to  their  hospitals.  In  most 
cases  it  is  no  fault  of  their  own  that  these  men  have  failed  to  get  consultants  posts— 
such  posts  properly  required  have  not  been  made  available. 

109.  Indeed,  individuals  retained  after  two  years  in  the  registrar  or  four  years  in 
the  senior  registrar  grades  are  kept  on  because  they  are  considered  to  be  desirable 
recruits  to  the  grade  above,  for  which  Ihey  have  by  that  time  gained  the  necessary 
experience,  age,  and  qualifications.  They  are  usually  allocated  increased  responsibility 
as  though  they  had  been  promoted,  and  it  would  be  reasonable  to  allow  such  men 
security  of  tenure  and  further  salary  increments,  so  that  the  registrar  overlapped  the 
senior  registrar  and  the  latter  continued  to  progress  across  the  present  gap  separating 
him  from  the  consultant’s  starting  figure,  reflecting  in  the  salary  what  has  taken  place 
in  the  work  performed.  When  such  a registrar  becomes  a senior  registrar  a no- 
detriment  clause  should  allow  him  to  enter  at  the  next  figure  above  the  one  last 
attained  in  his  old  grade.  In  the  case  of  the  senior  registrar  this  provision  ought  not 
to  be  necessary  with  seven  possible  annual  increments  after  the  normal  four  years 
in  the  grade. 

(2)  Extra  Increments  on  the  Consultant  Scale 

110.  The  Spens  Committee  .recommended  that  specialists  appointed  before  32 
should  start  one  place  lower  down  the  incremental  scale  for  each  year  under  age, 
down  to  a maximum  decrease  of  £250  (two  years’  increments)  and  those  appointed 
over  32  could  receive  up  to  four  increments’  start  in  respect  of  age  or  special 
experience  and  qualifications. 

111.  In  the  Council’s  view,  neither  of  Ihese  provisions  is  overworked.  The  former, 
though  mandatory,  is  seldom  applicable,  and  the  latter  is  optional  and  not  widely 
used.  The  present  delay  was,  of  course,  quite  unforeseen  by  the  Spens  Committee, 
and  it  is  felt  that  it  would  be  in  line  with  their  intentions  to  make  both  provisions 
obligatory,  white  removing  the  limit  of  four  increments  from  the  sceond  one.  This 
would  make  an  enormous  contribution  to  redress  the  total  life  earnings  loss,  because 
it  would  enable  the  top  rate  of  pay  to  be  reached  at  about  40  years  and  maintained 
for  25  years  as  originally  intended. 

(3)  Resident  Posts 

112.  When  emoluments  were  free,  and  junior  staff  were  generally  younger  and 
unmarried,  residence  in  .hospital  was  popular.  As  a result,  many  posts  which  in  them- 
selves could  equally  well  be  filled  by  a resident  or  a non-resident  were  always 
advertised  as  resident  posts  in  order  to  attract  applicants.  This  has  led  to  the  false 
belief  that  the  posts  in  question  were  by  some  law  of  nature  resident  posts.  In  fact 
many  posts  above  house  officer  which  are  resident  in  England  arc  non-resident  in 
Scotland.  Rc-exaniination  of  the  resident  registrar  and  senior  registrar  posts  in 
England  and  re-classifying  as  non-resident  wherever  possible  would  lift  a considerable 
load  from  many  men  in  the  -position  of  Dr.  B,  whose  budget  appears  in  Appendix  IV 
and  who  had  to  pay  £14  3s.  4d.  for  hospital  emoluments  and  £14  Is.  8d.  for  rent 
of  flat,  out  of  a monthly  Cheque  of  £63  1 Is.  Ild. 
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113.  If  the  present  charges  for  residential  emoluments  are  subsidized  as  the  Ministry 
of  Health  asserts,  a reduction  of  the  number  of  resident  posts  would  reduce  the 
hospital  costs,  leaving  both  employer  and  employee  better  off.  In  those  cases  where 
residence  is  really  essential  (and  there  are  some)  a tax-free  separation  allowance  for 
married  men  equal  to  -the  emoluments  charged  would  toe,  in  the  Council’s  view, 
just,  and  in  line  with  current  practice  in  other  occupations. 


(4)  House  Officers 

114.  At  .the  other  extreme  from  the  senior  registrars  who  undertake  a good  deal  of 
consultant  work,  it  is  only  fair  to  point  out  that  some  so-called  registrars  do  work 
Which  -before  1948  was  done  by  a senior  type  of  house  officer  (usually  -two  or  three 
years  qualified).  Indeed  some  of  the  present  establishment  of  registrar  posts  have 
been  created  -by  upgrading  house  officer  and  senior  house  officer  posts  which  were 
difficult  or  impossible  to  fill,  in  the  hope  that  the  higher  salary  would  attract 
applicants.  That  this  is  not  wholly  effective  is  shown  by  Tables  I and  II  in  Appendix 
VII.  Nevertheless,  it  is  clear  recognition  of  the  inadequacy  of  the  house  officer  and 
senior  house  officer  rates  as  a means  of  attracting  doctors  to  stay  in  hospital  longer, 
where  they  are  so  badly  needed.  In  considering  the  remuneration  of  the  -house 
officer  grades,  it  must  be  borne  in  mind  .that  their  occupants  are  fully  qualified  (even 
when  only  provisionally  registered)  and  that  their  work  is  long  and  arduous. 

(5)  Actual  Salary  Scales 

115.  Appendix  VIII  shows  in  Table  I -the  salary  scales  of  hospital  medical  staffs 
at  various  relevant  dates  and  -in  Table  II  the  original  ratios  of  the  differentials  pro- 
posed by  the  Spens  Committee.  Using  the  1954  figure  of  £2,100  as  -the  bottom  rate 
for  a consultant,  the  proper  salaries  for  the  other  -grades  as  in  1951  would  be : 

Senior  house  officer  ...  40  per  cent  of  £2,100=£840 

Registrar  47  per  cent-53  per  cent  of  £2,100=£987-£1,113 

Senior  registrar  ...  60  per  cent-80  per  cent  of  £2,100=£1,260-£1,680 


The  equivalent  figures  for  1957  rounded  off,  therefore,  are: 

Senior  house  officer £840+29  per  cent— £1,080 

Registrar  £987-£l,  113+29  per  cent=£l,260-£l, 440 

Senior  registrar  ...  ...  £1, 260-£l, 680  + 29  per  cent— £l,620-£2, 160 

116.  In  the  case  of  J.H.M.O.s — on  which  ithe  Spens  Report  gives  no  guide — the 
correct  salary  scale  for  1957  is  £1 ,1 07— £1 ,593.  Calculating  similarly  for  house 
officers,  the  1957  salaries  should  be  1st  post — £558  ; 2nd  post — £636  ; 3rd  post — ■ 
£718.  In  the  view  of  the  Council,  the  increments  within  the  range  should  be  as 
follows : Pre-registered  house  officers — £555  ; fully  registered  house  officers,  1st  post 
—£635 ; 2nd  post— £715. 

117.  On  this  basis,  the  Council  recommends  the  following  scales  of  remuneration 
(in  1957  figures) : 


House  Officers 

Pre-registered  £555 

Fully  registered,  1st  post  £635 

2nd  post  £715 

Senior  house  officer £1,080 

J.H.M.O £1,100-£1,600 


Registrars  and  Senior  Registrars.  Taking  the  range  £1,260-£2,160  above  and 
allowing  equal  increments  throughout,  the  figures  when  slightly  smoothed 
out  are: 


Registrars  ... 
Senior  registrars 


31789 


1st  year 

...  £1,260 

2nd  year  ... 

...  £1,440 

1st  year 

...  £1,620 

2nd  year 

...  £1,800 

3rd  year 

...  £1,980 

4th  year 

...  £2,160 

Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


1248 


ROYAL  COMMISSION  ON  DOCTORS1  AND  DENTISTS1  REMUNERATION 


118  The  above  basic  figures  would,  of  course,  be  supplemented  by  the  provisions 
outlined  in  subsection  (1)  above  whereby  persons  retained  in  either  grade  beyond 
the  normal  period  should  receive  further  annual  increments  of  £180,  subsequently 
entering  the  grade  above  (if  promoted)  on  a no-detriment  basis. 


SUMMARY  OF  THE  COUNCIL’S  MAIN  RECOMMENDATIONS  ON  THE 
REMUNERATION  OF  HOSPITAL  MEDICAL  STAFFS 


1.  Salary  Scales 

The  Council  in  its  preliminary  memorandum  of  evidence  has  shown  that,  on  the 
basis  of  the  fall  in  the  value  of  money  since  the  Danckwerts  Award,  which  related 
to  the  year  1951,  an  adjustment  of  not  loss  than  29  per  cent  is  needed  to  restore  the 
value  of  medical  remuneration  generally. 

In  the  case  of  hospital  medical  staffs,  the  1954  Award  represented  an  upward 
adjustment  in  the  salaries  of  consultants  and  other  hospital  medical  staff  designed 
and  imposed  by  the  Government  broadly  to  restore  the  balance  with  general  prac- 
titioner remuneration  disturbed  by  the  Danckwerts  Award  and  to  encourage  recruit- 
ment  to  the  Hospital  Service.  The  Award  was  not  related  to  the  Consultant  Spew 
Report  and  was  not  accepted  by  the  representatives  of  hospital  medical  staff  ai 
a settlement  of  itheir  claim  for  the  application  of  an  adequate  betterment  factor  to 
the  rates  of  remuneration  recommended  by  the  Consultant  Spans  Committee.  The 
present  salary  scales  fall  seriously  short  of  even  the  100  per  cent  increase  deemed  ! 
proper  in  1951  for  general  practitioners.  Moreover,  merit  awards,  an  integral  and 
pensionable  pant  of  total  remuneration,  and  the  fees  for  domiciliary  consultation!  j 
have  remained  unchanged  since  1948. 

The  Council  recommends  the  introduction  of  the  salary  scales  set  out  in  the  f 
following  table,  which  also  shows  the  present  rates  of  remuneration  of  the  various  | 
grades  and,  where  appropriate,  the  remuneration  recommended  by  the  Consultant  I 
Spens  Committee  in  terms  of  the  1939  value  of  money : 


Grade 

Spens 

Scales 

Present  Scales 
(1954  Award) 

Scales  now 
Recommended 

House  officer  

Senior  house  officer 

J.H.M.O 

Registrar 

Senior  registrar  

S.H.M.O 

Consultant  (basic  scale)  . . . 
„ (C  merit  award) 

„ (B  „ „ ) 

„ (A  „ „ ) 

£600 

£700-41800 

£900-£1,200 

£1 ,500-42,500 
£2,000-£3,000 
£3,000-£4,000 
£4,000-£5,000 

£425-4525 

£745 

£775  £1,075 
£850~£965 
£1,100-£!,400 
£1,575-  £2, 025 
£2, 100-43, 100 
£2,600-£3,600 
£3,400  £4,400 
£4,300-£5,300 

Pre-registcred  £555 

Fully  registered,  1st  post  £635 
2nd  post  £715 
£1,080 

£1,100  x£100(5)-£l,  600 
£l,260x£180-41,440 
£1 ,620  x £1 80  (31-42,160 
£2,160x£130  (8)-43,200 
£2,700  X £162  10s.  (8)44,000 
£3,500-£4,800 
£5, 100-46, 400 
£6,7004-8,000 

2.  Domiciliary  Consultations 

The  Oouneil  considers  that  the  payments  for  domiciliary  consultations  and  the  ; 
expenses  and  fees  paid  in  connexion  with  such  consultations  should  be  increased  by 
60  per  cent.  In  addition  the  restriction  on  the  first  eight  consultations  for  whole- 
time consultants  should  be  abolished. 

3.  Expenses 

The  vast  majority  of  hospital  medical  staffs  at  all  levels  incur  certain  gPen,se* 
which  are  essential  to  the  practice  of  medicine  and  to  the  efficiency  of  the  Hospital 
Service.  The  Spens  Committee  drew  attention  to  the  need  for  the  payment  oi 
adequate  expense  allowances,  and  furthermore  suggested  that  such  expenses  shouia 
be  recognized  for  income-tax  purposes.  At  the  present  time  whole-time  medicu 
staff  in  the  Hospital  Service  are  neither  reimbursed  nor  allowed  tax  remission  tor 
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these  expenses.  The  Oouncil  considers  that  this  anomalous  situation  should  be 
remedied  by  the  payment  of  adequate  expenses  by  the  Hospital  Service. 

4.  Calculation  of  Part-time  Consultant  Salaries 

The  weighting  factor  used  in  calculating  the  proportion  of  the  whole-time  salary 
scale  which  should  be  paid  to  the  part-time  consultant  should  be  restored  to  the 
level  which  operated  prior  to  the  1954  Award,  namely  1£  sessions. 

5.  Senior  Hospital  Medical  Officers 

In  the  suggested  salary  scales  for  hospital  medical  staffs  set  out  above,  the  Council 
has  recommended  that  S.H.M.O.s  should  be  remunerated  at  a rate  equivalent  to 
80  per  cent  of  the  scale  for  consultants.  The  Council  wishes  to  emphasize  that 
this  scale  should  be  but  an  interim  measure  pending  the  abolition  of  the  grade. 

6.  Extension  of  Salary  Scales  in  Registrar  Grades 

Registrars  and  senior  registrars  retained  in  either  grade  beyond  the  normal  period 
should  receive  further  annual  increments  of  £180,  subsequently  entering  the  grades 
above,  if  promoted,  on  a no-detriment  basis. 

7.  Additional  Increments  on  Consultant  Scale  for  Delayed  Promotion 

The  remuneration  of  those  promoted  to  consultant  rank  should  be  related  to  the 
starting  point  envisaged  by  the  Consultant  Spens  Committee,  i.e.,  age  32.  Those 
appointed  over  32  years  of  age  should  commence  with  appropriate  increments  in 
■respect  of  age  or  special  experience  or  qualifications. 


Note:  The  British  Medical  Association’s  Second  Supplementary  Memorandum 
of  Evidence  was  accompanied  by  eight  Appendices,  of  which  the  following  are 
already  available  in  public  form : — 

Appendix  I.  Extract  (paragraph  27)  from  Ministry  of  Health  Circular 
R.H.B.  49/85. 

Appendix  II.  Ministry  of  Health  Circular  R.H.B.  50/96  on  the  Senior 
Hospital  Medical  Officer  Grade. 
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appendix  hi 

Figure  1 

CONSULTANT  AND  S.H.M.O.  SALARY  SCALES  COMPARED 
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Figure  2 

total  life  earnings  of  consultant  on  basic  SCALE  AND  S.H.M.O. 
ASSUMING  BOTH  APPOINTED  AT  AGE  32 
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APPENDIX  IV 
BUDGET  I 


Dr.  A,  M.B.,  B.S.,  M.R.C.P.,  M.D.  ...... 

Senior  Hospital  Scholarship,  1943.  Prize  in  Practical  Medicine,  1943.  Age  37. 

Non-Resident  Senior  Medical  Registrar  5th  year.  Since  qualification,  8 years  at 
teaching  hospital,  2|  at  non-teaching  hospital  with  very  close  affiliation  to  teaching 
hospital,  and  3i  years  in  the  Army.  Married— 3 children  (10,  8,  and  4 years). 

Total  salary  £1,540  per  annum  since  April,  1957  (previously  £1,400).  After  deduction! 
for  superannuation,  national  insurance,  income  tax,  and  hospital  meals,  monthly 
salary — £103. 


Expenses : 

Repayment  of  Building  Society 
Rates — Schedule  A 

Life  insurance  

Car  

Heating  and  lighting 

♦Telephone  

School  fees  

Subscriptions  


and  interest  on  other  loans 


£ per  month 
25 
4 


10 


10 


12 
5 
2 
17 
1 10 


£75  10 

* Professionally  necessary,  but  no  allowance,  or  tax  rebate. 

This  leaves  about  £28  per  month,  or  £7  per  week,  for  food,  clothes,  laundry,  holidays, 
all  household  requisites,  etc.,  for  a family  of  five.  Additional  earnings  from  lectures, 
coaching,  marking  papers  and  the  like  are  fluctuant  and  small  and  do  little  to  prevent 
the  ever-increasing  load  of  debt. 


BUDGET  U 


Dr.  B,  M.B.,  F.R.C.S.  (16  years  qualified). 

Resident  Senior  Surgical  Registrar  3rd  year.  Age  39. 

Married — 2 children  (13  and  7 years). 

Gross  salary — £1,430. 

Net  salary — £1,055 
Expenses : 

House  Mortgaged 

Interest  and  repayment 

Rates  and  ground  rent 

Water  rate  

Heating  

Telephone  

Maintenance  

Car  Tax  and  insurance  

Running  costs  

N.H.S.  allowance 

Repayments  

Education 

Clothing  

Housekeeping,  etc 

Personal  insurance 

Entertainments  

Holidays  

Medical  expenses,  etc 

Children’s  allowance  


1,055  0 0 


210  0 0 
51  0 0 
2 10  0 
42  0 0 
16  0 0 
70  0 0 
32  10  0 
110  0 0 

98  0 0 
100  0 0 
90  0 0 
337  0 0 
40  0 0 
30  0 0 
Nil 

15  0 0 


98  0 0 


21  0 0 


£1,244  0 0 £1,174  0 0 

Deficit  £70  0 0 

Income  tax,  superannuation,  and  national  insurance,  plus  residential  emoluments, 
included  in  difference  between  gross  and  net  salary.  No  allowance  for  depreciation  oi 
house  and  car. 
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BUDGET  III 


Dr.  C,  M.B.,  Ch.B.,  6 years  qualified,  ex-Service.  Age  29, 

Resident  Surgical  Registrar  2nd  year.  Married — one  child. 

Salary,  £965  per  annum. 

Monthly  salary  after  deduction  of  tax,  insurance,  and  superannuation — £63  11s.  lid. 


Expenses: 

Residential  emoluments 

Rent  of  flat  

Subscriptions,  exam,  fees,  books 

Insurance  

Heat  and  light  

No  car  or  telephone 


14  3 4 
14  1 8 
4 15  0 
2 2 3 
2 15  0 


£37  17  3 

This  leaves  £25  14s.  8d.  per  month. 

Allowing  for  five-week  months,  this  is  about  £6  5s.  per  week  for  housekeeping,  clothes, 
holidays,  and  all  forms  of  pleasure.  ' 


BUDGET  TV 


Dr.  D.  Age,  30. 

Married — 2 children  (14  and  44  years). 
Senior  House  Officer,  Medicine — 6 months. 
Registrar,  Psychiatry— 6 months. 

Gross  salary — £877  0 0. 

Net  salary — £744  0 0. 

Expenses: 


House  Mortgaged 

144 

0 

Interest  and  repayment 

Rates  and  ground  rent 

40 

0 

Water  rate  

4 

0 

Heating  

24 

0 

Telephone  

13 

0 

Maintenance  

40 

0 

Car  Tax  and  insurance  

35 

0 

Running  costs  

N.H.S.  allowance  

68 

0 

Repayments  

52 

0 

Education  

Nil 

Clothing  

40 

0 

Housekeeping  (food,  running  expenses,  papers, 


personal  expenses,  electricity  and  gas) 

294 

0 

Personal  insurances  

22 

0 

Entertainments  

10 

0 

Holidays  

Medical  expenses  (journals,  defence,  books, 

40 

0 

societies,  exam,  fees,  and  expenses)  

Children’s  allowance  

44 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 


744  0 0 


77  0 0 


16  0 0 


£870  0 0 £837  0 0 

Deficit  £33  0 0. 

Income  tax,  superannuation,  and  national  insurance  included  in  difference  between 
gross  and  net  salary. 

No  allowance  for  depreciation  of  house  and  car. 
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BUDGET  V 


Dr.  E.  Age,  29. 

Married — 1 child  (2  years). 
Senior  House  Officer. 
Gross  salary — £820  0 0. 
Net  salary — £730  0 0. 
Expenses: 

House  Mortgaged 

180 

Interest  and  repayment 

Rates  and  ground  rent 

46 

Water  rate  

4 

Heating  

60 

Telephone  

15 

Maintenance  

20 

Car  Tax  and  insurance  

25 

Running  costs  

125 

N.H.S.  allowance 


0 

0 

0 

0 

0 

0 

0 

0 


Education  

Clothing  and  housekeeping  (food,  running 

expenses,  papers,  personal  expenses) 

Personal  insurances  

Entertainments  

Holidays  

Medical  expenses  (journals,  defence,  books, 
societies)  ...  


Nil 

400  0 
55  0 
15  0 
55  0 

25  0 


0 

0 

0 

0 

0 

0 

0 

0 


0 

0 

0 

0 

0 


730  0 0 


40  0 0 


£1,025  0 0 £770  0 0 

Income  tax,  superannuation,  and  national  insurance  included  in  difference  between 
gross  and  net  salary.  No  allowance  for  depreciation  on  house  and  car. 

Balance  made  up  by  wife’s  earnings. 


BUDGET  VI 

Dr.  F.  Age,  24. 

Married— no  children. 

House  Officer. 

Gross  salary — £467  10  0. 

Net  salary — £290  0 0. 

Expenses: 

House  Rent  

Rates  and  ground  rent 

Water  rate  

Heating  

Telephone  

Maintenance  

Car 

Education  

Clothing  

Housekeeping  (food,  running  expenses,  papers, 

personal  expenses)  

Personal  insurances  

Entertainments  

Holidays  

Medical  expenses  (journals,  defence,  books, 
societies) 


150  0 0 
13  0 0 
3 0 0 
25  0 0 
12  0 0 
15  0 0 
Nil 
Nil 

40  0 0 

125  0 0 
40  0 0 
0 
0 


5 0 
30  0 


10  0 0 


290  0 0 


£468  0 0 £290  0 0 


Income  tax,  superannuation,  and  national  insurance  included  in  difference  between 
gross  and  net  salary  plus  resident  charges  at  hospital.  No  allowance  for  depreciation 
on  house  and  car. 

Balance  made  up  by  wife’s  earnings. 
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General  medicine 

Fevers 

V.D 

Chest  diseases 
Dermatology  ... 
Neurology 
Homoeopathy 
General  surgery 
Orthopaedics  ... 
Neurosurgery ... 
Thoracic  surgery 
Dentists 

E.N.T 

Plastic  surgery 
Urology 
Ophthalmology 
Obst.  and  gynae. 
Paediatrics 
Pathology 
Bacteriology  ... 
Radiology 
Radiotherapy ... 
Psychiatry 
Anaesthetics  ... 
Physical  medicine 
Blood  transfusion 
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Table  V. — Showing  sources  and  previous  grades  of  Consultants  appointed  to  the  Western  Region 
of  Scotland  in  1953-55 


♦New  appointments  44 

Replacements 66 

Posts  filled  by  applicants  from  outside 

Region  32 

Posts  filled  by  applicants  from  inside 

Region  66 

Posts  filled  by  applicants  from  univer- 
sity   5 

Others 7 

Consultant  posts  filled  from  inside 

Region  66 

Previous  grade  consultant  23 

Previous  grade  S.H.M.O.  26 

Previous  grade  senior  regis- 
trar   17 

Consultant  posts  filled  from  outside 

Region  32 

Previous  grade  consultant  12 

Previous  grade  senior  regis- 
trar   14 

Previous  grade  registrar  1 

Previous  grade  university  ...  4 

Others  1 

* S.H.M.O.  Review,  1953. 

As  a result  26  S.H.M.O.s  were  regraded  consultant.  This  necessitated  the  creation  of  26  new 
consultant  posts.  These  are  not  included  in  the  figures  given  above. 


Table  VI. — Showing  the  previous  grades  of  all  Consultants  appointed  in  Scotland  during  the  last 
3 years  (1953-5 6 for  the  Western  Region) 


Region 

Previous  Grade 

Total 

Consultant 

Posts 

Consultant 

S.H.M.O. 

Senior 

Registrar 

Other 

North  



4 (4) 

i a) 



5 (5) 

North-East  

— 

1 0) 

6 (2) 



7 (3) 

East  

8 (2) 

3 (2) 

5 (4) 

1 

17  (8) 

South-East  

5 (1) 

io  m 

25  (18) 

i a) 

41  (29) 

West  

35  (23) 

26  (26) 

31  (17) 

18  (12) 

110(78) 

All  Scotland  

48  (26) 

44  (42) 

68  (42) 

20  (13) 

180  (123) 

Figures  in  parentheses  denote  local  candidates. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


1260  ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


Bacteriology 


EVIDENCE  OF  BRITISH  MEDICAL  ASSOCIATION 


1261 


APPENDIX  VI 

FINANCIAL  RESULTS  OF  DELAYED  PROMOTION 
Figure  1 


Carosp  II 

Prografla  as  It  la 


Both  graphs  show  a salary  for  each  year  of  age  between  23-65.  The  hatched  area  is  therefore 
proportional  in  size  to  the  total  life  earnings. 

Figure  2 

This  shows  the  sum  total  earned  in  the  N.H.S.  at  each  year  of  age,  and  again  illustrates 
the  permanent  and  irretrievable  nature  of  tile  loss  due  to  delayed  promotion  (based  on 
an  1 1-session  appointment). 
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APPENDIX  VH 

Table  I. — Report  to  Sheffield  R.H.B.  by  the  Board's  medical ’ committee,  reported  In  “ Manchester 
Guardian,"  Saturday,  1th  April,  1956 


A.  Registrar  posts  advertised  September,  1955-March,  1956. 


Posts  advertised  

No.  of  posts  for  which  no 
applications  received 
Applications  received  for  ... 


106  No.  of  applicants  for  76 

posts  

30  British  subjects  

76  Non-British  graduates  of 

U.K.,  Irish,  and  Common- 

106  106  wealth  universities 

Other  


B.  Current  schedule  of  advertisements  for  registrars. 

No.  of  posts  21 

No.  of  posts  for  which  no 
applications  received 
Applications  received  for  ... 


No.  of  applicants  for  17 

posts  

No.  from  universities  in 

U.K 

No.  from  universities  out- 
21  21  side  U.K.  


4 

17 


185 

54 

7 

124 

185  185 

37 

11 

26 

37  37 


ble  It.— Registrar  Posts  in  Region  X Jammry-December,  1956. 

by  R.H.B.,  subject  to  anonymity ) 

Number  of  posts — 80 

Advertised  once  

„ twice  

„ thrice  

„ four  


(Information  kindly  supplied 


No. 


of  posts 
59 
12 
5 
4 


Fate  of  114  advertisements 

No  applications  received  ... 

Applicants  with  qualifications  gained  outside  the  British  Isles  only 
Foreign  and  British  applicants  with  British  qualifications 


114 

Posts  filled  and  unfilled  (includes  the  80  posts  listed  above  and  others  not  falling 
vacant  during  the  period  surveyed) 

Posts  filled  by  British  graduates  

„ „ other  graduates 7‘ 

„ unfilled  18 

Note.— These  figures  apply  to  all  specialties  not  just  the  three  major  ones. 
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APPENDIX  VIII 


Table  T 


Spens 

1948-54 

1954-7 

1957- 

Interim  Award 

F.T.  Cons 

£l,500-£2,500 
x£125  in  8 years 

£l,700-£2,750 

£2,100-£3,100 

£2,205-£3,255 

Grade  I — S.R.  ... 

£900-£  1,200 
X £100  in  4 years 

£1,000-£1,300 

£1,100-£1,400 

£1,210-£1,540 

„ II— Reg.  ... 

£700-£800 
in  2 years 

£775-£890 

£850-£965 

£935-£l,061  10s. 

„ III— S.H.O. 

£600 

£670 

£745 

£819 

H.O 

£350-£450 

£425-£525 

£467  10s.- 
£577  10s. 

J.H.M.O 

R.A.M.C.— Lt.  ... 

Capt. ... 

£700-£1,000 

£775-£l,075 

£762 

£872 

£852.  10s.- 
£1,182  10s. 

Table  II 


Spens 

1948-54 

1954-7 

Consultant  F.T.  Min.  = 100% 

100%  (£1,500) 

100%  (£1,700) 
\ 

100%  (£2,100) 
\ 

20^ 

24% 

34% 

\ 

\ 

V 

Grade  I.— S.R 

60-80% 

59-76% 

52-66% 

„ II— Reg 

47-53  % 

45-52% 

40-46% 

„ III— S.H.O 

40% 

39% 

35% 

H.O 

— 

21-26% 

20-25% 

J.H.M.O 

— 

41-59% 

37-51% 
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THIRD  SUPPLEMENTARY  MEMORANDUM  OF 
EVIDENCE 


presented  by  the  British  Medical  Association  to  the  Royal  Commission  on  Doctor s' 
y and.  Dentists'  Remuneration,  June  1958 


l The  terms  of  reference  of  the  Royal  Commission  require  it  to  consider  how 
the 'levels  of  professional  remuneration  now  received  by  doctors  taking  any  part 
_ _ . K rs ri'tmiinftralion  received  hv  mpmkorr 


in  the  National  Health  Service  compare  with  the  remuneration  received  by  members 
of  other  professions,  by  other  members  of  the  medical  profession,  and  by  people 
engaged  in  connected  occupations. 

.2  In  addition,  the  Commission  itself  made  a public  statement  on  12th  April, 
1957  and  indicated  that,  though  not  asked  to  recommend  remuneration  for  doctors 
employed  by  local  authorities,  such  doctors  would  be  among  the  other  members 
r J on  whose  remuneration  evidence  would  be  received  for 


of  the  medical  profession ' 
purposes  of  comparison. 

3 It  follows  from  all  this  that  although  the  remuneration  of  certain  sections  of 
the 'profession  is  said  to  be  outside  the  Commission’s  remit, . evidence  ^ necessary 


for  purposes  of  comparison,  and  this  Third  Supplementary  Memorandum  deals 
with  the  position  of  public  health  medical  officers,  university  medical  teachers  and 


research  workers,  and' medical  officers  in  the  Armed  Forces.  In  all  these  fields  the 
scales  of  remuneration  have  always  fallen  short  of  the  rates  achieved  for  general 
practitioners  and  hospital  medical  stalls  tn  the  National  Health  Service.  In  the 
Council’s  view  the  present  rates  of  remuneration  in  these  fields  of  practice  are 
most  unsatisfactory  and  are  therefore  entirely  inappropriate  standards  by  which 
to  compare  the  remuneration  of  family  and  hospital  doctors  in  the  Health  Service, 

4.  The  succeeding  sections  of  this  memorandum  outline  the  unsatisfactory  position 
which  has  developed  and  recommend  scales  of  remuneration  which  would  be 
more  appropriate  in  conditions  as  they  exist  today. 

5 The  Council  contends  that,  if  the  Commission  seeks  to  determine  the  proper 
current  levels  of  remuneration  for  doctors  in  the  National  Health  Service  by  com- 
paring them  with  the  rates  received  by  other  members  of  the  profession  outside 
its  remit,  it  should  do  so,  so  far  as  public  health  doctors,  university  staffs,  and 
medical  officers  in  the  Armed  Forces  are  concerned,  by  reference  to  the  scales 
recommended  below  and  not  to  the  existing  scales,  which  are  seriously  inadequate 
and  a source  of  great  dissatisfaction  to  those  concerned. 

6.  Finally,  the  opportunity  is  taken  in  this  memorandum  of  presenting  evidence 
on  behalf  of  ophthalmic  medical  practitioners  taking  part  in  the  Supplementary 
Ophthalmic  Service. 


THE  POSITION  OF  THE  PUBLIC  HEALTH  DOCTORS 

7.  Since  the  Royal  Commission  will  not  pronounce  on  the  salaries  of  the  public 
health  medical  officers  but  will  look  at  these  salaries  only  for  the  purposes  ot 
comparison,  it  seems  unnecessary  to  submit  to  the  Commission  an  exhaustive 
account  of  the  many  and  diverse  responsibilities  undertaken  by  the  doctors  engaged 
in  this  branch  of  medical  work ; but  should  the  Commission  desire  any  information 
additional  to  that  contained  in  this  memorandum,  the  Association  will  gladly 
supply  it. 

8.  In  the  paragraphs  which  follow,  the  importance  of  preventive  medicine  is 
stressed,  the  defects  of  t)ie  present  structure  of  stalling  and  remuneration  in  tne 
public  health  medical  service  are  indicated,  and  proposals  for  reform  are  made. 

9.  There  are  two  matters  which  it  is  desired  to  emphasise  at  the  outset.  First, 
it  is  the  considered  view  of  the  Association  that  the  present  financial  Posm™ 
of  the  public  health  doctors  is  most  unsatisfactory,  and  therefore  by  no  mean 
an  appropriate  standard  by  which  to  determine  the  proper  remuneration  or  tn 
family  doctors  and  the  hospital  doctors.  Repeated  but  unsuccessful  attempts  nav 
been  made  to  improve  the  lot  of  the  public  health  doctors  by  bringing  tneir 
remuneration  into  reasonable  relationship  with  that  of  the  other  main  sections  o 
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the  profession.  Any  attempt  now  to  bring  these  other  sections  down  to  the  level 
of  their  inadequately  paid  colleagues  would  be  absurd. 

10.  Secondly,  the  new  salary  structure  which  the  Association  now  proposes  for 
the  public  health  doctors  has  been  worked  out  in  relation  to  the  net  incomes 
earned  in  general  and  hospital  practice  as  at  March,  1958. 

The  Importance  of  Preventive  Medicine 

11.  The  medical  officer  of  health  is  the  specialist  in  preventive  and  social  medicine. 
He  has  the  statutory  function  of  ascertaining,  reporting,  and  advising  upon  all 
conditions  which  affect  the  health  of  the  community.  As  the  guardian  of  the 
community  health,  he  is  the  leader  of  a team  of  medical  colleagues  and  ancillary 
workers  engaged  in  a wide  variety  of  medical  and  medico-social  services,  both 
environmental  and  personal. 

12.  In  recent  years,  as  a result  of  advances  in  medical  knowledge  and  in  social 
legislation,  the  scope  of  public  health  practice  has  been  considerably  widened,  and 
it  continues  to  expand.  The  maintenance  of  healthy  conditions  in  the  physical 
environment  is  still  of  great  importance,  and  in  this  field  the  medical  officer  of 
health  exercises  statutory  powers  under  many  Acts,  Regulations,  and  Orders  con- 
cerned with  the  prevention  of  such  dangers  to  health  as  bad  housing,  adulterated 
and  infected  foods,  and  polluted  water  and  milk  supplies.  He  also  continues  to 
perform  his  traditional  and'  highly  important  role  as  an  expert  epidemiologist  in 
connection  with  the  prevention  of  the  spread  of  infectious  diseases.  And  within  the 
sphere  of  the  personal  health  and  education  services  he  has  great  and  growing 
responsibilities. 

13.  These  personal  services  include,  for  example,  ante-natal  and  post-natal  care ; 
domiciliary  midwifery ; the  home  nursing  and  home  help  services,  which  enable 
the  sick  and  the  aged  and  infirm  to  be  cared  for,  in  suitable  cases,  in  their  own 
homes — an  arrangement  which  causes  both  satisfaction  to  the  patient  and  saving 
to  the  State ; the  ascertainment  of  physical  defects  in  children  and  mental  defect 
at  all  ages ; the  regular  medical  supervision  of  the  school  child  in  order  that  he 
may  derive  the  greatest  possible  benefit  from  the  education  he  receives  and  later 
take  his  place  in  the  community  as  a fit  and  healthy  young  person ; the  supervision 
of  those  so  gravely  handicapped,  physically  or  mentally,  as  to  need  special  care 
or  special  schooling  ; the  provision  of  residential  accommodation  and  social  services 
for  the  aged ; and  various  measures  of  health  education — including  the  education 
of  parents  in  the  care  and  training  of  young  children — which  contribute  in  impor- 
tant ways  to  the  promotion  of  health,  bodily  and  mental. 

14.  In  much  of  this  work  the  medical  officer  of  health,  with  his  staff,  is  closely 
associated  both  with  the  family  doctor  and  with  the  hospital,  providing  as  he  does 
the  link  through  which  the  public  health  “ field  ” services  are  brought  to  the  support 
of  their  therapeutic  tasks.  Through  the  provision  of  “ care  and  after-care,”  which 
the  National  Health  Service  Acts  made  a statutory  duty  of  the  local  health  authority, 
the  medical  officer  of  health  operates,  as  has  already  been  indicated,  a variety  of 
medico-social  services  designed  to  assist  the  treatment  of  the  sick  and  their  rehabili- 
tation after  illness.  The  home  nurse  ‘has  long  been  a trusted  and  indispensable 
ally  of  the  general  practitioner,  who  is  now  coming  to  appreciate  more  and  more 
the  advantages  of  the  co-operation  provided  by  the  health  visitor.  So  far  as  the 
hospital  is  concerned,  the  public  health  team  is  in  a position  to  help  by  supplying 
background  reports  from  its  knowledge  of  the  patient’s  personal  and  environmental 
problems  and  difficulties,  by  undertaking  sociological  work  as  necessary  while  the 
patient  remains  in  hospital,  and  by  making  available  the  resources  of  such  social 
agencies  as  are  needed  to  assist  the  patient's  eventual  readjustment  to  life  in  the 
community. 

15.  In  the  field  of  mental  health  the  local  health  authorities  now  have  a prospect 
of  a great  enlargement  of  their  present  important  responsibilities  as  a result  of 
the  far-reaching  proposals  of  the  Royal  Commission  on  the  Law  Relating  to  Mental 
Illness  and  Mental  Deficiency  (1954-1957).  The  Commission  recommended  a 
general  reorientation  of  the  mental  health  services  away  from  institutional  care 
in  its  present  form  and  towards  community  care,  and  considered  it  essential  that 
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the  central  direction  of  the  community  services  for  mentally  disordered  patients 
should  be  in  the  hands  of  the  medical  officer  ol  health. 


OUia  DC  JLU  LUC  fiauuo  ur  mjv  a*— 

The  control  of  infectious  disease  through  such  measures  as  the  extensive 
scheme  of  vaccination  against  poliomyelitis  now  in  progress  the  clearing  away  of 
slums  and  the  evils  that  they  breed,  the  maintenance  of  he  purity  of  food  and 
drinking  water,  the  prevention  of  unnecessary  disability  in  old  age,  the  promotion  of 
Sfe  child-bearing,  the  endeavour  to  ensure  that  the  child  wi  1 grow  up  to  manhood  ! 
with  a sound  mind  in  a sound  body,  the  care  of  those  who  by  reason  of  congenita) 
nr  the  effects  of  injury  or  disease  are  unable  to  lead  an  unsheltered  existence 
-s^h  thea,  arc  some  of  the  operations  of  preventive  medicine.  They  proceed 
quietly  and  undramaticaUy.  They  lack  the  glamorous  appeal  to  the  popular  imagi- 
nation  of  the  wonders  of  cardiac  and  cerebral  .surgery.  But  to  understand  their 
“nse  impormnee  one  has  only  to  contemplate  the  part  they  have  played  in  ft. 
triumphs  of  the  past,  such  as  the  remarkable  decline  m maternal  and  infant  mortality 
andffie  virtual  eradication  of  a number  of  killing  infectious  diseases  At  the  present 
time  a formidable  challenge  is  presented  to  preventive  medicine  by  the  problems 
of  the  ageing  population  and  the  high  incidence  oi  mental  disorders  m the  com- 
munity Prevention  is  both  better  and  cheaper  than  cure,  and  there  is  no  doubt 
that  the  resolute  prosecution  of  preventive  measures,  planned  and  administered 
bv  men  and  women  of  ability  and  vision  and  enterprise  in  the  medical  service  of 
the  Local  Government  Authorities,  can  produce  results  of  incalculably  great  value 
in  terms  of  human  happiness,  of  industrial  productivity,  and  of  saving  to  the 
national  Exchequer. 


17.  If  however,  the  benefits  of  preventive  medicine,  to  the  individual  and  to  the 
community,  are  to  be  fully  secured,  it  is  essential  that  the  financial  prospects  in 
the  public  health  medical  service  should  be  such  as  to  attract  its  proper  proportion 
of  the  more  able  young  doctors.  As  long  ago  as  1 91  °>  a memorandum  issued 
by  the  Local  Government  Board  (the  predecessor  of  the  Ministry  of  Healft) 
contained  this  statement:  “The  salary  offered  to  the  Medical  Officer  of  Health  who 
devotes  his  whole  time  to  public  health  work  should,  in  the  Boards  view,  be 
sufficient  to  attract  men  with  good  qualifications  and  to  retain  their  services.  The 
Medical  Officer  should  not  be  placed  in  a position  of  inferiority  in  this  respect  to 
other  medical  men  in  the  district.  ...  It  ts  not  sufficient  that  a .medical  man b 
ifound  to  accept  the  salary  offered;  ;t  is  more  important  that  the  salary  should 
be  such  that  it  will  be  worth  the  while  of  a capable  man  to  accept  it. 

IS  The  importance  of  giving  Iho  public  health  doctor  a financial  status  comparable 
with' that  of  his  professional  colleagues  is  perhaps  even  greater  to-day  than  ltwis 
half  a century  ago,  both  because  of  his  increased  responsibilities  and  because  h 
now  has  more  close  and  frequent  contacts  with  the  family  doctors  and  the  hospital 
doctors  and  musT  be  able  to  meet  them  on  terms  of  equality  if  his  counsels  are 
be  given  due  weight  and  if  a fully  co-operative  relationship,  so  jmporum  to  te 
smooth  functioning  of  the  Health  Service,  is  to  be  maintained.  In  a paper  publisbM 
three  veins  ago  the  late  Dr  W.  G.  Patterson,  then  Senior  Administrative  Metal 
Officer  of  the  Newcastle  Regional  Hospital  Board,  wrote  that,  ‘ it  .must  b® esu£w 
in  all  seriousness  that  one  of  the  chief  failures  in  cooperation  be^n  the  hgu 
and  the  local  health  authority  service  lies  in  the  division  of  the  medical  prol 

into  two  salaried  camps  of  grossly  unequal  status."  , 

19.  Unhappily,  the  financial  rewards  in  the  public  health  medical  wrv’ce  to  ay 
continue  to  be  such  as  are  failing  to  attract  a sufficient  number  of  trt  rf® 
highest  quality,  capable  of  becoming  outstanding  leaders  in  lh=.^e 
medicine  in  the  future.  There  is  no  need  to  cmphasi'te  the  ominous  Mgn  fican^ 
the  following  extract  from  the  latest  annua)  report  of  the  Medical  Officer  oi 
for  Hertfordshire : “ In  the  past  five  years  six  men  have  taken  .‘i1®1..,™ four  tove  left 
jobs  in  this  county,  and  after  service  averaging  one  and  a half  yc^s;h;?  ”al  reae 
to  find  more  lucrative  employment.  Several  have  expressed  to 
at  leaving  work  which  they  found  enjoyable  and  their  embarrussmei it  at  having 
soon  made  the  decision  to  desert  a service  in  which  they  had  hoped  to  make  a « 
The  usual  explanation  was  that  both  the  immediate  rewards  and  the  °PP°™ jn 
advancement  in  our  public  health  services  are  limited  m comparison  « " 
other  branches  of  the  profession.  This  experience  is  shared  with  most  oi  ny 
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colleagues  who  have  been  able  to  recruit  young  men  to  their  staff.  This  lack  of 
men  fitting  themselves  for  senior  appointments  in  the  local  authority  health  services 
in  years  to  come  is  disturbing.” 

The  Present  Career  Structure 

20.  The  doctor  entering  the  public  health  medical  service  receives  his  first  appoint- 
ment in  the  grade  of  “ medical  officers  in  departments.”  He  is  commonly  described 
as  an  assistant  medical  officer,  and  for  the  sake  of  simplicity  this  title  is  used  in  the 
paragraphs  which  follow. 

21.  Before  entering  the  service  the  doctor  will  have  completed  the  same  basic 
professional  training,  including  the  pre-registration  year  in  resident  hospital  appoint- 
ments as  his  colleagues  who  choose  other  medical  careers.  He  may  have  remained 
in  the’ Hospital  Service  for  a time,  or  gained  some  other  form  of  further  professional 
experience,  after  becoming  fully  registered.  He  may  have  studied  for  higher  examina- 
tions and  gained  an  additional  degree  or  post-graduate  diploma.  If  he  has  the 
ambition  to  rise  to  the  top  of  his  chosen  branch  of  the  profession  he  will  certainly 
have  acquired  the  postgraduate  Diploma  in  Public  Health,  which  he  must  possess 
in  order  to  be  eligible  for  a major  appointment  as  medical  officer  of  health — a 
requirement  which  is  unique  in  the  medical  profession  in  being  a statutory  one. 
The  qualification  of  D.P.H.  is  usually  taken  after  a course  of  whole-time  study 
occupying  a full  academic  year,  during  which  the  student  cannot  undertake  a 
remunerative  post.  Many  public  health  doctors  hold  additional  higher  qualifications, 
such  as  the  degree  of  Doctor  of  Medicine  or  the  diploma  of  Membership  of  a Royal 
College  of  Physicians ; and  some  are  barristers  at  law. 

22.  The  assistant  medical  officer  is  engaged  in  clinical,  as  distinguished  from 
administrative,  duties.  He  may  work  in  the  schools  or  at  ante-natal  and  post-natal 
clinics  or  at  child  welfare  centres.  Commonly  he  undertakes  a combination  of  these 
or  other  tasks. 

23.  Above  the  assistant  medical  officer  is  the  senior  medical  officer,  who  is  in 
charge  of  one  or  more  departments,  such  as  those  of  school  health,  mental  health, 
and  maternity  and  child  welfare.  Such  appointments  are  now  made  only  where 
the  local  authority  covers  a population  exceeding  250,000. 

24.  In  certain  large  local  health  authorities  the  health  services,  including  the  school 
health  service,  are  administered  in  geographical  divisions,  the  medical  officer  in 
charge  of  the  division  being  known  as  the  divisional  medical  officer. 

25.  All  these  officers  work  under  the  general  direction  of  the  medical  officer  of 
health,  who  in  the  larger  authorities  is  assisted  in  his  multifarious  administrative 
duties  by  a deputy  medical  officer  of  health. 

26.  There  are  certain  other  appointments,  known  as  “ combined  appointments  ” 
and  “ mixed  appointments,”  to  which  special  salary  arrangements  apply.  To  describe 
these  in  detail  would  complicate  this  document  unnecessarily,  the  aim  being  to  present 
a clear  picture  of  the  general  staffing  structure,  which  is  constituted  by  the  grades 
mentioned  above — medical  officer  of  health,  deputy  medical  officer  of  health, 
divisional  medical  officer,  senior  medical  officer,  and  assistant  medical  officer. 

The  Present  Salary  Structure 

27.  Standardized  salaries  for  public  health  doctors  m England  and  Wales  were 
first  negotiated  in  1929  at  conferences,  under  the  Chairmanship  of  Lord  Askwith, 
which  were  held  at  the  Ministry  of  Health  and  attended  by  representatives  of  the 
Local  Authority  Associations  and  the  British  Medical  Association,  The  Askwith 
agreement  made  provision,  in  the  cases  of  the  medical  officer  of  health  and  the  deputy 
medical  officer  of  health,  only  for  minimum  commencing  salaries,  varying  according 
to  the  population  covered  by  the  authority.  Scales  of  periodic  increments  were  not 
formulated ; it  was  understood  that  suitable  increases  would  be  given  for  capability 
and  length  of  service.  Incremental  scales  were  agreed  for  senior  medical  officers 
and  assistant  medical  officers.  The  Askwith  agreement  did  not  operate  in  Scotland, 
but  the  Association  recommended  salary  scales^  on  similar  levels  which  were 
accepted  by  most  of  the  Scottish  Local  Authorities. 
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28.  In  an  interim  revision  of  the  Askwith  agreement  in  1946,  percentage  additions, 
varying  in  amount  at  the  different  levels,  were  made  to  the  1929  salaries,  and  a 
further  interim  revision  was  agreed  with  effect  from  1st  July,  1947. 

29  When  rates  of  remuneration,  acceptable  to  the  profession,  were  laid  down 
by  the  Spens  Committees  for  general  practitioners  and  hospital  doctors  working 
in  the  National  Health  Service,  it  was  clearly  necessary  to  secure  reasonably  com- 
parable standards  of  payment  for  the  other  mam  sections  of  the  profession.  The 
Staff  Side  of  Committee  C of  the  Medical  Whitley  Council,  which  is  appointed  by 
the  Public  Health  Committee  of  the  British  Medical  Association,  eventually  proposed 
to  the  Management  Side  new  salary  arrangements  in  which  it  had  sought  to  apply 
what  may  be  called  the  “ Spens  ” standards  to  the  remuneration  of  the  public  health 
doctors  The  two  Sides  failed  to  agree  and  the  matter  was  referred  by  mutual  consent 
to  arbitration  in  the  Industrial  Court.  The  decision  of  the  Court  (in  December, 
1950)  was  a disappointing  one.  The  salaries  awarded,  although  in  some  respects 
a little  more  generous  than  those  which  the  Management  Side  had  offered,  fell  far 
short  of  those  which  the  Staff  Side  had  claimed. 

30  The  Industrial  Court,  while  retaining  population  as  the  criterion  in  determining 
the  salaries  of  medical  officers  of  health,  adopted  a proposal  of  the  Management 
Side  that  a range  of  minimum  salaries  should  be  laid  down  for  eaoh  population 
group  Each  local  authority  was  thus  allowed  a measure  of  discretion  in  fixing  the 
commencing  salary  within  the  prescribed  range,  having  regard  not  only  to  popula- 
tion but  also  to  “ other  local  factors  and  the  functional  responsibility  of  their  medical 
officer  of  health  post.”  The  Court  also  specified  the  numbers  and  amounts  of  the 
annual  increments  to  be  granted,  concerning  which  the  authorities  had  enjoyed 
unfettered  discretion  under  the  Askwith  agreement.  Authorities  with  populations 
exceeding  600,000,  however,  were  given  complete  discretion  in  determining  both  the 
commencing  salary  of  the  medical  officer  of  health  and  the  increments. 

31  In  1953,  after  a further  dispute  in  Committee  C,  the  Industrial  Court  awarded 
a somewhat  higher  salary  scale  for  assistant  medical  officers.  In  1955,  Committee  C 
having  again  failed  to  agree,  a further  .aiward  was  made  by  the  Court,  in  tte 
award  which  covered  all  the  salary  scales,  the  Court  granted  the  increases  which 
had  been  offered  by  the  Management  Side,  and  the  result  again  caused  much, 
disappointment  to  the  Staff  Side.  Finally,  in  1956,  Committee  C agreed  on  small 
percentage  additions  to  the  various  scales.  The  new  scales  had  effect  from  1st 
April,  1956,  and  remain  in  operation  to-day.  They  are  set  out  in  Appendix  A. 


Defects  of  the  Present  System 

32.  The  first  and  most  obvious  defect  of  the  present  system  of  remuneration  is 
that  the  salaries  at  all  levels  are  too  low,  considered  in  relation  to  the  net  incomes 
earned  in  other  branches  of  the  profession.  For  example,  the  maximum  salary  of 
the  assistant  medical  officer  (£1,475)  and  even  of  the  senior  medical  officer  (£1,955) 
is  far  below  the  maximum  (£2,350)  for  the  medical  officer  in  the  most  junior  grade 
jin  the  Civil  Service— who,  unlike  the  public  health  medical  officer,  suffers  no 
deduction  for  superannuation.  Towards  the  other  end  of  the  scale,  the  few  medical 
officers  of  health  (not  more  than  a dozen)  of  authorities  with  populations  between 
400,000  and  600,000— the  largest  population  group  for  which  salaries  have  been 
prescribed — cannot  receive,  even  if  granted  the  highest  salary  within  the  permitted 
range,  a maximum  above  £3,390,  whereas  hospital  consultants  in  receipt  of  the 
lowest  distinction  award  (20  per  cent  of  all  consultants  in  the  Health  Service) 
advance  to  a maximum  of  £3,600.  Even  among  the  very  large  authorities,  which 
determine  the  salaries  of  their  chief  medical  officers  at  their  own  discretion,  there 
is  no  medical  officer  whose  remuneration  approaches  the  figure  of  £5,300— the 
maximum  paid  to  the  whole-time  hospital  consultants  who  receive  the  highest 
distinction  award.  The  salary  attached  to  the  vastly  responsible  position  of  medical 
officer  of  health  for  London  falls  short  of  this  figure  by  approximately  £1,200. 

33.  The  most  formidable  obstacle  that  the  Staff  Side  of  Committee  C of  the 
Medical  "Whitley  Council  has  encountered  is  the  rooted  objection  of  the  Management 
Side  to  approving  salaries  for  medical  officers  of  health  different  from  those  paid 
to  other  chief  officers  of  local  authorities.  The  Industrial  Court,  although  it  has  not 
invariably  awarded  salary  scales  for  medical  officers  in  all  respects  identical  with 
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those  of  the  non-medical  officers,  has  shown  a marked  reluctance  to  depart  from 
these  latter  scales  so  far  as  the  maximum  salaries  are  concerned.  The  Staff  Side  of 
Committee  C,  on  the  other  hand,  holds  firmly  to  the  view  that  if  the  standard  of 
recruitment  to  the  public  health  medical  service  is  to  be  safeguarded,  the  public 
health  doctor  must  be  regarded  primarily  as  a doctor  and  must  receive  remuneration 
reasonably  related  -to  that  received  in  other  spheres  of  medical  practice. 

34.  The  Council  of  the  British  Medical  Association,  in  a report  published  in  1956, 
made  its  attitude  quite  clear  in  the  following  statement : “ The  Council  has  kept 
continuously  in  mind  and  wishes  here  to  emphasize  -the  major  principle  .that  doctors, 
in  whatever  form  of  practice  or  service  'they  are  engaged,  should  be  remunerated 
as  doctors  and  that  their  remuneration  should  not  be  related  to  that  of  lay  personnel 
who  are  employed  in  the  same  sphere.  It  is  because  of  the  attempted  equation  of 
medical  officers  with  the  hierarchy  of  local  government  officials  that  the  situation 
in  the  public  health  service  is  so  unsatisfactory.” 

35.  The  problem,  however,  would  not  be  solved  merely  by  a substantial  increase 
in  the  present  salaries  of  public  health  doctors  at  all  levels.  Not  only  are  the 
amounts  of  the  incomes  earned  in  .public  health  practice  too  low ; but  because  of 
the  relatively  small  proportion  of  intermediate  posts  the  opportunities  for  promotion 
are  unsatisfactory  in  the  extreme. 

36.  A survey  made  two  years  ago  of  the  comprehensive,  if  not  completely 
exhaustive,  information  contained  in  the  Association’s  register  of  public  health 
medical  officers  showed  that  the  assistant  medical  officers  outnumbered  all  the  other 
medical  officers  taken  together,  and  that  those  in  the  intermediate  'grades  between 
the  assistant  medical  officer  and  the  medical  officer  of  health  were  relatively  few. 
There  were  646  medical  officers  of  health,  but  only  140  deputy  medical  officers 
of  health,  only  16  divisional  medical  officers,  and  only  38  senior  medical  officers. 
The  assistant  medical  officers  numbered  1,300,  and  there  were  about  100  doctors 
in  special  posts,  such  as  local  authorities  have  discretion  to  create  when  necessary, 
with  salary  scales  between  those  of  the  assistant  and  the  senior  medical  officer 
or  between  'those  of  the  senior  medical  officer  and  the  deputy  medical  officer  of 
health.  As  the  Council  of  the  Association  stated  in  the  report  referred  to  in 
paragraph  34  above,  there  was  “ a quite  disproportionate  number  at  the  lower  levels 
of.  remuneration  ” and  the  prospects  of  promotion  to  the  senior  posts  were 
“ significantly  lower  ” than  in  any  of  the  other  branches  of  the  profession. 

37.  In  short,  what  is  needed  is  not  merely  a general  (and  generous)  increase  in 
the  present  salary  scales,  but  a reform  of  the  career  structure  by  the  creation  of 
many  more  intermediate  posts  of  progressively.  increasing  responsibility  through 
which  the  public  health  doctor  may  climb  on  his  way  to  one  of  the  most  senior 
appointments,  and  on  which  he  will  have  a reasonable  competence  if  there  should 
be  no  room  for  him  at  the  higher  levels.  The  Association’s  proposals  are  set 
out  in  Appendix  B. 

38.  Because  of  the  urgent  need  for  reform,  the  Association  urged  the  Ministry  of 
Health  in  1956  to  set  up  an  independent  committee  of  inquiry  “ to  consider  what 
should  -be  (the  range  of  remuneration  of  medical  officers  in  the  public  health 
service,  having  regard  to  the  remuneration  of  other  sections  of  the  profession  and 
the  desirability  of  the  public  health  service  maintaining  its  power  to  attract  a 
suitable  type  of  recruit.”  When  the  Royal  Commission  was  appointed  the  Prime 
Minister  announced  that  consideration  was  being  'given  to  the  inclusion  of  the 
public  health  doctors  within  their  terms  of  reference.  This  seems  to  show  that,  in 
the  opinion  of  -the  Government,  there  was  no  fundamental  objection  to  the  Com- 
mission being  asked  to  recommend  appropriate  salaries  for  these  doctors.  Although 
the  Association  ultimately  decided  that  the  extremely  disappointing  exclusion  of 
the  public  health  -doctors  in  the  interpretation  placed  on  the  Commission’s  terms 
of  reference  was  not  a sufficient  reason  for  refusing  to  state  -a  case  to  the  Com- 
mission on  behalf  of  the  family  and  the  hospital  doctors,  it  deeply  deplores  the 
Government’s  neglect  of  the  opportunity  of  securing  independent  advice  on  a 
problem  of  vital  importance  to  the  nation.  It  hopes  that  the  Commission  may  see 
fit  to  recommend  the  institution  by  the  Government  of  an  independent  inquiry  in 
the  event  of  continued  failure  to  bring  about  a reform  of  public  health  medical 
remuneration  through  the  established  negotiating  machinery. 
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MEDICAL  TEACHERS  AND  RESEARCH  WORKERS 

39.  This  important  category  includes  more  than  2,000  doctors  in  three  main 
classes  of  employment : 

1.  University  teachers  in  clinioal  subjects  ; 

2.  University  teachers  in  ,pre-clinical  subjeots  ; 

3.  Whole-time  research  workers. 

Many  of  those  in  category  1,  and  a few  of  those  in  category  2,  hold  honorary 
contracts  in  the  National  Health  Service. 


(1)  University  Teachers  in  Clinical  Subjects 

40  A 'University  teacher  frequently  holds  an  honorary  contract  carrying  con- 
sultant status  with  the  National  Health  Service  and  frequently  performs  the  same 
work  with  the  same  degree  of  responsibility  as  his  colleague  in  the  National  Health 
Service.  In  the  university  he  may  be  a professor,  reader,  or  senior  lecturer.  He 
is  usually  a whole-time  officer.  He  is  expected  to  carry  out  his  National  Health 
Service  duties  as  well  as  to  prosecute  research  and  to  teach.  Nevertheless,  it  is  only 
at  the  professorial  level  that  he  approaches  his  National  Health  Service  colleague 
in  salary. 


41.  Even  .the  reader  or  senior  lecturer  has  a maximum  of  only  £2,550  (with  a 
possible  £2,900  in  exceptional  circumstances,  e.g.,  as  head  of  a department),  and  this 
compares  unfavourably  with  the  remuneration*  of  his  consultant  colleagues  in  the 
National  Health  Service.  The  reader  or  senior  lecturer  has  increments  of  £100  per 
annum,  which  also  compares  unfavourably  with  the  increments  on  the  consultant  | 
scale. 


42.  The  practical  effect  of  these  lower  soales  of  remuneration  can  be  illustrated  j 
in  Pathology . In  many  teaching  hospitals,  both  in  England  and  Scotland,  much, 

if  not  all,  of  the  pathology  is  carried  out  by  university  employees  who  may  or  may  [ 
not  have  honorary  contracts  with  the  National  Health  Service,  .the  Hospital  Board 
usually  contributing  to  the  total  costs.  This  results  in  the  university  staffs  providing  a 
service  at  a much  lower  rate.  This  anomaly  is  particularly  noticeable  in  some  areas 
of  Scotland,  where  the  pathological  services  of  a whole  region  are  obtained  at 
university  rates  of  salary.  Similar  circumstances  obtain  in  all  other  clinical  subjects 
within  the  university  service. 

43.  Only  the  holders  of  honorary  consultant  contracts  are  eligible  to  be  considered 
for  distinction  award,  the  proportion  of  the  award  .payable  depending  on  the  amount 
of  time  spent  on  National  Health  Service  work. 

44.  Reference  is  sometimes  made  to  ithe  supposed  advantages  of  university  teaching 
and  research  appointments— such  as,  vacations,  time  for  research,  freedom  from  the 
commitments  of  clinical  practice,  study  leave,  family  allowances,  etc.,  but  when 
examined  these  advantages  are  .more  apparent  than  real : 

Vacations.  The  university  clinical  Leacher  _ and  the  whole-time  research 
worker  outside  the  university  are  subject  to  similar  restrictions  in  regard  to 
vacations  as  is  the  consultant  in  the  National  Health  Service. 

Time  for  Research.  Pressure  of  routine  work  for  the  National  Health  Service 
together  with  teaching  duties  may  mean  that  time  for  research  is  hard  -to  find. 

Freedom  from  the  Commitments  of  Clinical  Practice.  The  university  teacher 
with  clinical  responsibilities  has  the  same  liability  to  attend  hospital  at  all  hours 
as  has  his  National  Health  Service  colleague  and  has  a continuous  responsibility 
for  his  patients.  This  is  obvious  in  the  case  of  the  physician  or  surgeon,  but  it 
is  equally  true,  for  example,  of  the  pathologist  concerned  with  blood  transfusion 
or  of  the  biochemist. 


* Note. — The  basic  salary  scale  of  consultants  in  the  N.H.S.  is  £2,100  X £125  (8)  to  £3.100. 
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Study  Leave.  This  is  stated  to  be  easier  to  obtain  in  university  . posts,  but 
although  most  universities  subscribe  to  the  principle  of  sabbatical  leave  it  is 
usual  for  -this  to  go  by  default  because  no  suitable  deputy  is  available. 

Family  Allowances.  Since  these  are  payable  at  the  rate  of  only  £50  per  child 
they  cannot,  except  in  the  case  of  a large  family,  compensate  for  the  difference 
in  salaries.  Moreover,  they  are  taxable  but  are  not  added  to  the  total  remunera- 
tion for  superannuation  purposes.  At  the  highest  level  of  professorial  salaries, 
these  allowances  are  not  paid  if  a distinction  award  is  held. 

(2)  University  Teachers  in  Fre-clinical  Subjects 

45.  University  teachers  in  the  pre-clinical  subjects  usually  have  no  honorary 
contract  with  the  National  Health  Service,  and  thus  are  not  eligible  for  merit 
awards.  Their  remuneration  is  usually  less  than  that  of  the  university  clinical 
teachers  by  about  10  per  cent.  The  recent  University  Grants  Committee  scales  limit 
the  salaries  of  professors  to  a maximum  of  £3,000  and,  when  it  is  recalled  that  the 
remuneration  of  a professor  in  a clinical  subject,  by  the  addition  of  a merit  award, 
may  be  almost  double  that  amount,  there  is  little  inducement  to  the  best  type  of 
young  graduate  who  intends  to  teach  or  do  research  to  enter  the  pre-clinical  field. 

46.  This  is  a matter  of  great  anxiety  to  all  who  are  concerned  with  recruitment 
to  the  .pre-clinical  subjects  and  has  led  to  much  understaffing  and  to  the  replacement: 
of  medically  qualified  staff  by  others  with  no  medical  qualification. 

47.  Although  the  pre-clinical  teacher  has  no  commitments  with  the  National 
Health  Service  the  advantages  with  regard  to  vacations  and  time  for  research  are 
again  more  apparent  than  real.  With  the  difficulty  in  recruitment  departments  are 
understaffed,  so  that  teaching  commitments  are  heavy.  Vacation  time  is  used  to 
prosecute  research,  but  here  also  there  is  difficulty,  because  of  a shortage  of  technical 
assistance.  This  shortage  is  due  to  the  higher  wages  obtainable  by  technicians 
in  commerce  and  in  the  National  Health  Service.  It  leads  to  much  waste  of 
medical  professional  time. 

(3)  Whole-time  Research  Workers 

48.  Doctors  in  full-time  research  work,  many  of  whom  are  employed  by  the 
Medical  Research  Council,  have  salary  scales  which  are  generally  related  to  the 
university  scales  for  equivalent  seniority.  Some  of  these  research  workers  have 
clinical  duties,  but  usually  there  is  no  contract  with  the  National  Health  Service 
so  that  merit  awards  are  not  payable. 

49.  Superannuation  is  under  the  Federated  Superannuation  Scheme  for 
Universities.  With  the  continually  falling  values  of  money  this  scheme,  which 
depends  entirely  on  insurance  policies  to  provide  an  annuity,  is  unfavourable  when 
compared  with  a scheme  which  provides  a pension  based  on  salary  at  retirement. 
The  inability  to  transfer  pension  rights  freely  as  between  the  National  Health 
Service  and  the  Federated  Superannuation  Scheme  for  Universities,  hampers  a free 
now  from  one  service  to  the  other. 

50.  Income-tax.  University  and  research  personnel  are  full-time  employees,  and 
as  a result  are  at  a disadvantage  in  relation  to  claims  for  such  expenses  as  member- 
smp  of  learned  societies,  etc.  The  university  clinician,  for  example,  needs  to  have  a 
telephone,  to  run  a car,  and  to  attend  scientific  meetings,  but  these  items  are  not 
chargeable  to  expenses  for  tax  purposes. 

51.  To  enable  the  universities  to  continue  to  provide  a high  standard  of  medical 
eaucation  and  to  ensure  that  the  research  done  in  this  country  continues  to  be  of  a 
nigh  standard,  it  is  imperative  that  recruitment  to  university  and  research  posts  should 
oe  encouraged.  This  will  only  be  so  if  the  total  eventual  remuneration  is  such 
mat  it  compares  not  unfavourably  with  that  obtainable  in  the  consultant  and  specialist 
hranches  of  the  profession. 
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52  The  following  scales  are  recommended  for  medical  teachers  and  research 


workers  in  clinical  subjects : 

Senior  lecturers  and  readers 
and  corresponding  grades  of 
research  workers 


Lecturers  and  corresponding 
grades  of  research  workers 
Junior  lecturers,  assistant 
lecturers,  or  demonstrators 
(i.e.,  the  initial  appointment 
on  the  academic  staff),  and 
corresponding  grades  of  re- 
search workers 


£2,700  X £162  10s.— £4,000,  commencing 
salary  to  be  determined  by  age  (due 
regard  being  given  to  experience),  the  j 
minimum  of  the  scale  being  linked  to  i 
age  32 

£1,600  x £125 — £2,600 

£1,1 00  x £100— £1,400.  The  commencing 
salary  assumes  an  age  of  entry  of  26 
or  27  years.  Appointments  made  at  a 
lower  age  would  carry  a reduced 
salary 


53.  The  present  salary  scales  recommended  by  the  University  Grants  Committee 
range  from  £900-£2,550  per  annum  (or  in  the  case  of  lecturers  holding  posts  of 
special  responsibility,  such  as  the  .headship  of  an  independent  department,  £2,900  per 
annum).  The  actual  salaries  paid  are  nevertheless  at  the  discretion  of  the  universities 
and  may  be,  and  indeed  in  some  cases  are,  less  favourable  than  the  U.G.C.  rates. 

54  It  is  also  recommended  that  when  machinery  for  reviewing  the  profession’s 
remuneration  at  regular  intervals  in  the  future  is  established  and  adjustments  are  made 
in  the  remuneration  of  hospital  medical  staffs,  corresponding  adjustments  should  be 
made  in  the  remuneration  of  university  medical  teachers  and  research  workers  in 
clinical  subjects. 


MEDICAL  OFFICERS  IN  THE  ARMED  FORCES 


55  Ever  since  1948,  the  Council  has  been  concerned  at  the  low  rates  of  pay  of 
medical  officers  in  the  Armed  Forces.  Repeated  representations  have  been  made  to  the 
Defence  Departments,  and  when  the  Forces  Medical  and  Dental  Services  Committee 
(the  Waverley  Committee)  was  appointed  by  the  Government  an  1953,  the  Association 
took  great  pains  to  prepare  and  present  evidence,  both  written  and  oral,  to  it. 


56.  The  recommendations  of  the  Waverley  Committee  were  published  in  1956. 
These  recommendations  were  regarded  by  the  Council  as  highly  unsatisfactory,  and  | 
repeated  representations  have  been  made  to  the  Ministry  of  Defence  about  them.  , 

57.  In  1958  improvements  in  remuneration  were  introduced  in  the  Armed  Forces,  j 
but,  with  a few  exceptions,  the  current  rates  for  medical  officers  are  not  as  high  as  ; 
those  which  were  suggested  by  the  B.M.A.  to  the  Waverley  Committee  in  1954. 


58.  The  recruitment  position  in  the  regular  Armed  Forces  reflects  the  unsatisfactory 
state  of  medical  remuneration. 


THE  SUPPLEMENTARY  OPHTHALMIC  SERVICE 

Description 

59.  Section  41  of  the  National  Health  Service  Act,  1946,  and  the  Regulations  made 
under  that  section  prescribe  the  duties  and  functions  of  local  executive  councils  with 
regard  to  the  Supplementary  Ophthalmic  Service. 

60.  Broadly  speaking  it  is  the  duty  of  every  executive  council  to  make  airange-  j 
ments  with  doctors  having  prescribed  ophthalmic  qualifications  (called  ‘ ophmaimje 
medical  practitioners  ”).  and  with  ophthalmic  opticians  for  the  testing  of  sight,  ana 
with  ophthalmic  opticians  and  dispensing  opticians  for  the  supply  or  replacement 
and  repair  of  glasses. 

63.  A person  wishing  to  use  the  Supplementary  Ophthalmic  Service  has  two 
separate  choices.  First,  he  has  the  right  to  choose  the  ophthalmic  medical  practition 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCB  OF  BRITISH  MEDICAL  ASSOCIATION 


1273 


or  ophthalmic  optician  by  whom  his  sight  is  to  he  tested  and  from  whom  any 
necessary  prescription  for  glasses  is  to  be  obtained ; and,  secondly,  he  has  the  right 
to  choose  the  ophthalmic  or  dispensing  optician  who  is  to  supply  his  glasses. 

62.  For  children  under  16,  and  for  persons  who  because  of  old  age,  illness,  or 
other  infirmity  cannot  choose  for  themselves,  a parent,  guardian,  or  other  person  in 
charge,  exercises  these  choices. 

63.  It  is  also  an  important  principle  of  the  service  that  an  applicant  must  produce 
a medical  recommendation  on  the  first  occasion  upon  which  he  wishes  to  have  his 
sight  tested  under  the  service.  A medical  recommendation  is,  however,  not  required 
on  any  subsequent  application  for  the  service.  For  further  sight  tests,  the  applicant 
is  free  to  go  direct  to  the  ophthalmic  medical  practitioner  or  ophthalmic  optician 
of  his  choice. 

Continuation  of  the  Service 

64.  Section  41  (4)  of  the  Act  states  that  “ where  the  Minister  is  satisfied  that 
adequate  ophthalmic  services  arc  available  in  the  area  of  any  executive  council 
through  the  hospital  and  specialist  services  provided  under  Part  II  of  this  Act,  he  may 
by  order  direct  that  this  section  shall  cease  to  apply  to  that  area,  and  this  section 
shall  thereupon  cease  to  apply  as  from  a date  specified  in  the  order ; and  any  such 
order  may  contain  such  consequential  and  incidental  provisions  as  the  Minister 
considers  necessary  or  expedient. 

65.  Although  this  section  of  the  Act  has  never  been  amended  it  seems  clear  from 
official  pronouncements  on  the  subject,  and,  in  particular  the  findings  of  the 
Guillebaud  Committee,  that  the  Supplementary  Ophthalmic  Service  is  likely  to  con- 
tinue for  a very  long  time  to  come.  It  is  therefore  necessary  to  say  something  about 
the  ophthalmic  medical  practitioner,  who  plays  an  important  part  in  this  Service. 
Up  to  the  present  some  1,260  ophthalmic  medical  practitioners  have  satisfied  the 
criteria  laid  down  by  the  Ophthalmic  Qualifications  Committee.  The  criteria  were 
last  revised  in  1951,  since  when  they  have  been  as  follows : 

A medical  practitioner  must  have 

(a)  held  an  appointment  under  the  Hospital  and  Specialist  Services  provided 
under  Part  II  of  the  Act  with  the  status  of  consultant  ophthalmologist  or  held 
for  a period  of  two  years  an  appointment  of  equivalent  status  as  an  ophthalmic 
surgeon  or  assistant  ophthalmic  surgeon  on  the  staff  of  an  ophthalmic  hospital 
or  a hospital  having  a special  ophthalmic  department  approved  for  this 
purpose  by  the  Committee ; or 

( b ) obtained  the  Diploma  in  Ophthalmic  Medicine  and  Surgery  or  the  Diploma  in 
Ophthalmology  (Conjoint  Board)  or  the  Diploma  in  Ophthalmology  (Oxon) 
or  other  higher  degree  or  qualification  approved  by  the  Committee  and  held 
for  a period  of  two  years  an  appointment  or  appointments  in  an  ophthalmic 
hospital  or  the  ophthalmic  department  of  a general  hospital  which  has  been 
approved  by  the  Committee  for  this  purpose  of  which  period  at  least  six 
months  shall  have  been  spent  in  a resident  appointment,  or  in  an  appoint- 
ment with  duties  similar  to  those  in  a resident  appointment, 

AND  WHO  SHALL,  TO  THE  SATISFACTION  OF  THE  MINISTER 
ACTING  ON  THE  ADVICE  OF  A COMMITTEE  TO  BE  RECOGNIZED 
BY  HIM  FOR  THE  PURPOSE  OF  APPROVING  SUCH  QUALIFICATIONS 
(i.e.,  the  Ophthalmic  Qualifications  Committee),  HAVE  HAD  ADEQUATE, 
INCLUDING  RECENT,  EXPERIENCE. 

66.  It  is  thus  clear  that  an  ophthalmic  medical  practitioner  must  not  only  be  a 

qualified  medical  practitioner  but  since  1951  he  must  also  possess  a higher  qualifica- 
tion in  ophthalmology  and  have  had  considerable  practical  experience  in  the  specialty 
before  he  can  take  part  in  the  Supplementary  Ophthalmic  Service.  Indeed,  as  will 
be  shown  later  in  this  memorandum,  the  Ministry  of  Health  recognised  the  special 
qualifications,  training,  and  experience  of  ophthalmic  medical  practitioners  when 
« to  relate  the  amount  of  the  sight-testing  fee  to  the  remuneration  enjoyed 

by  S.H.M.O.s  and  consultants  in  the  Hospital  Service. 
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The  Sight-testing  Fee 

67  In  1948  at  the  commencement  of  the  Service  the  sight-testing  fee  was 
£1  11s  6d  based  on  the  assumption  that  the  average  time  .taken  for  a sight  test 
was  thirty  minutes.  In  April,  1949,  the  Ministry  quite  arbitrarily  cut  the  fee  to  25s. 
on  the  basis  that  enquiries  had  .tended  to  show  that  sight  testing  was  being  under- 
taken in  less  than  thirty  minutes.  The  Ministry  indicated  that  25s.  would  be  a 
provisional  figure  (based  on  24  minutes)  pending  a fact-finding  enquiry  into  the 
average  time  per  sight  test.  The  Ministry  promised  that  if  investigations  revealed 
that  the  reduction  was  not  fully  justified  an  appropriate  adjustment  would  be 
made. 


68.  The  Penman  Working  Party,  which  was  then  set  up,  found  by  means  of  a 
sample  investigation  that  the  average  time  taken  for  a sight  test  was  25 ‘2  minutes, 
but  that  certain  adjustments  ought  to  be  made,  the  effect  of  which  increased  the 
length  of  the  average  sight  test  by  2*2  minutes  to  27'4  minutes. 

69  The  Ministry  accepted  the  Penman  figure  of  25-2  minutes  and  certain  of  the 
adjustments.  The  figure  eventually  taken  was  27-1  minutes.  A copy  of  the  Penman 
Report  is  attached  as  Appendix  C. 

70  The  Association  therefore  sought  an  adjustment  in  the  fee  as  a result  of 
the  Working  Party’s  finding  and  in  the  light  of  the  undertaking  previously  given 
by  the  Ministry  that  the  fee  would  be  adjusted  should  it  be  shown  that  the  reduc- 
tion made  in  1949  was  not  justified.  The  adjustment  required  was  an  additional 
3s.  3d.  for  the  extra  3-1  minutes  (i.e.,  instead  of  25s.  Od.  for  24  minutes,  28s.  3d.  for 
27-1  minutes). 

71  The  Ministry,  however,  took  the  view  that  the  whole  question  of  the  fee 
must  be  considered  “against  the  wider  background  of  a re-examination  of  the 
original  basis  on  which  the  fee  was  fixed.” 

72  The  Ministry  maintained  that  when  the  original  fee  had  been  fixed  the 
remuneration  for  hospital  medical  staff  had  not  been  finally  decided,  and  the  fee 
had  been  based  on  a possible  hourly  rate  for  consultants  of  three  guineas.  The 
basic  consultant  scale  (then  £l,700-£2,750)  which  was  subsequently  introduced 
gave  a considerably  lower  hourly  rate,  and  the  Ministry  therefore  took  the  view 
that  the  original  sight-testing  fee  had  been  wrong  not  only  as  regards  the  time 
taken  but  also  in  its  relation  to  comparable  remuneration  in  the  Hospital  Service. 

73.  In  lanuary,  1951,  the  Association  discussed  this  proposal  with  the  Ministry 
and  suggested  that  the  following  factors  should  be  taken  into  consideration: 

(a)  The  findings  of  the  Working  Party,  in  the  light  of  which  the  average  time 
taken  to  test  sight  by  an  ophthalmic  medical  practitioner  had  been  accepted 
as  27  T minutet. 

(h)  The  Minister’s  undertaking  in  a letter  of  14th  February,  1949,  to  make  an 
appropriate  adjustment  in  the  fee  if  the  original  reduction  was  shown  not 
to  have  been  fully  justified. 

(c)  The  clinical  qualifications  and  status  of  the  practitioners  engaged  in  the 
Supplementary  Eye  Service  and  the  standards  observed  and  proposed  to  be 
observed  by  the  Central  Professional  Committee. 

(d)  The  level  of  remuneration  of  officers  with  comparable  clinical  responsi- 
bilities in  the  Hospital  Eye  Service. 


74.  After  a lengthy  exchange  of  views,  however,  the  Ministry  firmly  refused  to 
adopt  any  more  favourable  basis  for  calculating  the  sight-testing  fee  than  tne 
mid-point  (£2,025)  between  the  bottom  of  the  then  S.H.M.O.  scale  (£1,300)  ana 
the  top  of  the  then  basic  consultant  scale  (£2,750). 

75.  Having  decided  that  the  comparable  figure  in  the  Hospital  Service  was  £2,025, 
the  Ministry  then  made  adjustments  for  practice  expenses  (33 j-  per  cent)  ana 
superannuation  (8  per  cent)  and  calculated  a figure  of  16s.  fid.  To  this  was  ada 
3s.  3d.  “ to  compensate  for  the  difference  in  time  as  shown  by  the  Penman  Report. 
This  3s.  3d.  represented  the  difference  between  the  provisionally  reduced  tee  o 
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25s.  (based  on  24  minutes)  and  28s.  3d.  (based  on  27-1  minutes),  which  would  have 
been  the  fee  if  the  Penman  Report  and  no  other  factors  had  been  taken  into 
consideration. 

76.  The  following  figures  show,  in  more  detail,  how  the  calculation  was  made: 

£2,025  plus  33}  per  cent  for  practice  expenses  plus  8 per  cent  for  superannua- 

tion=£2,862. 

£2,862  divided  by  3,465=  16s.  5$d.  (approx.). 

(3,465  is  the  number  of  half-hours  in  a year  of  45  weeks  each  of  38$ 
hours 1 1 x 3$.) 

77.  The  resulting  figure  of  19s.  9d.  (16s.  6d.  plus  3s.  3d.)  was  then  rounded  off  to 

£1. 

78.  A formal  offeT  of  £1  was  subsequently  communicated  to  the  Association  by 
the  Ministry. 

79.  The  Association  after  careful  consideration,  taking  into  account  reports  of 
regional  meetings  of  ophthalmic  medical  practitioners,  informed  the  Ministry  that 
it  was  unable  to  recommend  acceptance  of  the  offer  by  the  profession. 

80.  In  spite  of  the  Association’s  protests  the  fee  of  £1  was  nevertheless  brought  into 
operation  by  the  Ministry  and  took  effect  from  14th  February,  1951. 

81.  In  1954  following  the  adjustment  in  the  remuneration  of  hospital  medical 
staff,  further  representations  were  made  by  the  Association  to  the  Ministry  for  a 
corresponding  adjustment  in  the  amount  of  the  sight-testing  fee. 

82.  It  was  pointed  out  that  under  the  new  scales  for  hospital  medical  staff  the 
mid-point  between  the  minimum  of  the  S.H.M.O.  scale  (£1,500)  and  the  maximum 
of  the  consultant  scale  (£3,100)  became  £2,300,  and  that  therefore  even  on  the  basis 
of  the  Ministry’s  own  calculation  as  set  out  above  the  sight-testing  fee  should  be 
increased  to  22s. 

83.  In  spite  of  personal  representations  to  the  then  Minister  of  Health,  the 
Government  would  not  agree  to  any  increase  in  the  fee,  which  remained  at  £1,  a 
figure  far  less  than  the  £1  11s.  6d.  deemed  appropriate  in  1948.  Today,  following 
the  interim  adjustment  made  to  general  practitioners  and  hospital  medical  staffs 
pending  the  report  of  the  Royal  Commission,  the  figure  stands  at  £1  0s.  8d.  The 
Government  instruction  authorising  this  small  interim  increase  is  set  out  in 
Appendix  D. 

84.  The  Council  submits  that  the  history  of  the  negotiations  with  the  Ministry 
on  the  size  of  the  sight-testing  fee  is  yet  another  example  of  the  Government’s 
reluotance  to  give  effect  to  agreements  which  it  made  with  the  profession  before 
the  inception  of  the  National  Health  Service. 

85.  It  may  be  that  ophthalmic  medical  practitioners  are  a minority  group  within 
the  profession,  but  the  fact  remains  that  they  are  the  only  section  whose  remunera- 
tion today  is  substantially  below  the  level  fixed  nearly  ten  years  ago.  There  is 
perhaps  little  wonder  that  this  record  of  negotiation  and  the  inadequate  levels  of 
remuneration  are  not  attracting  the  proper  proportion  of  recruits  to  this  important 
branch  of  the  Service. 

86.  It  must  be  stressed  that  the  Ministry  in  1951  and  again  in  1957  agreed  that, 
in  fixing  the  size  of  the  sight-testing  fee,  regard  should  be  paid,  inter  alia,  to  (a) 
the  clinical  qualifications  and  status  of  the  practitioners  engaged  in  the  Supplemen- 
tary Eye  Service  and  the  standard  observed  and  proposed  to  be  observed  by  the 
Central  Professional  Committee  in  approving  qualifications ; (b)  the  level  of 
remuneration  of  officers  with  comparable  clinical  responsibilities  in  the  Hospital 
Eye  Service. 

87.  Whereas  the  clinical  qualifications  and  status  of  the  practitioner  engaged  in 
the  Supplementary  Ophthalmic  Service  have  not  changed,  hospital  medical  staffs 
have  already  had  one  increase  (in  1954)  and  their  remuneration  is  now  the  subject 
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of  a substantial  claim  which  has  already  been  submitted  to  the  Royal  Commission. 
Moreover,  the  impact  of  the  cost  of  living  falls  no  less  on  ophthalmic  medical 
practitioners  than  on  other  sections  of  thp  profession,  and  the  Council  submits 
that  their  claim  on  behalf  of  ophthalmic  medical  practitioners  should  be  no  less  than 
that  claimed  for  other  sections  of  the  profession. 

88.  The  ophthalmic  medical  practitioner  has  continued  to  give  loyal  service  to  i 
the  community  under  very  adverse  terms  of  service,  and  the  Council  submits  that 
the  sight-testing  fee  should  now  be  increased  in  direct  proportion  to  any  increase 
recommended  for  hospital  medical  staff  with  comparable  clinical  responsibility  in 
the  Hospital  Eye  Service. 

89  The  Council  submits  that  in  all  justice  to  this  section  of  the  profession 
even  if  the  £1  sight-testing  fee  were  taken  as  the  basis  (and  it  has  never  been 
accepted  as  valid  by  the  Association)  there  is  need  for  a twofold  increase  in  the 
sight-testing  fee  First  a retrospective  increase  to  22s.  Od.  to  bring  the  fee  into  line 
with  the  1954  Award  to  the  hospital  medical  staff,  upon  whose  salaries  the  fee  was 
based  Second  the  fee  augmented  in  that  way  requires  to  be  increased  by  not 
less  than  29  per  cent  in  accordance  with  the  claim  submitted  on  behalf  of  general 
practitioners  and  hospital  medical  stalls  and  which  is  set  out  m full  in  the  Council’s 
Preliminary  Memorandum  of  Evidence  to  the  Royal  Commission. 


APPENDIX  A 


PRESENT  REMUNERATION  OF  PUBLIC  HEALTH  MEDICAL  OFFICERS 


Medical  Officers  of  Health 


(March,  1958) 


Population  Group 
Not  exceeding 
75,000  ... 

100,000  ... 

150.000  ... 

250.000  ... 

400.000  ... 

600.000  ... 
Over  600,000 


Commencing  salary 
Between 

£1,740  and  £1,955 
£1,850  „ £2,175 
£2,070  „ £2,395 
£2,290  „ £2,605 
£2,550  „ £2,865 
£2,655  „ £3,075 
At  discretion  ... 


Increment 


4 x £55 ; 

4 X £55 ; lx  £50 
4x£55;  lx£50 

2x£105;  1 x£55 
2 X £105 ; lx£55 
3x£105 
At  discretion 


Each  local  authority  has  first  to  determine,  within  the  limits  set  out  above,  the 
appropriate  scale  for  its  medical  officer  of  health  post,  having  regard  to  its  popula- 
tion, other  local  factors,  and  the  functional  responsibility  of  the  post.  A meaica 
officer  of  health  who  is  aggrieved  by  the  decision  of  his  authority  may  appeal 
formally  under  the  Whitley  Appeals  Machinery  for  a higher  scale  withm  the  range. 
It  is  open  ito  a local  authority  to  pay  its  medical  officer  of  health  a personal  salary 
above  the  scale  which  it  has  selected  as  appropriate  for  the  appointment  and  whim 
would  be  offered  if  a successor  were  being  appointed. 

A medical  officer  of  health  holding  combined  appointments  receives  £100  per 
annum  above  the  appropriate  salary  scale  indicated  by  the  total  population  of  tie 
combined  districts  for  which  he  is  medical  officer  of  health. 

Part-time  medical  officers  of  health  are  remunerated  in  accordance  with  the  Spen 
formula  in  respect  of  consultants. 


Deputy  Medical  Officers  of  Health 

Medical  officers  duly  appointed  as  deputy  medical  officers  of  health  in  the  general 
administration  of  the  public  health  service  and  the  carrying  out  of  the  various  Acts, 
By-laws,  Orders,  Rules,  Regulations,  etc.,  required  to  be  or  usually  admimstereo 
by  the  medical  officer  of  health  receive  a commencing  salary  which  is  66f  per  <™ 
of  the  minimum  of  the  scale  adopted  by  the  employing  authority  for  its  medics 
officer  of  health  post,  with  annual  increments  of  the  same  number  and  amount 
those  of  the  scale  for  the  medical  officer  of  health  post. 
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It  is  recognised  that  an  authority  with  a population  below  75,000  should  not 
normally  need  the  services  of  a whole-time  deputy  medical  officer  of  health,  but  it  is 
agreed  that,  where  such  an  authority  finds  it  necessary  to  appoint  a deputy,  he  may 
receive  a personal  salary  of  not  more  ithan  £50  above  that  of  an  asssistant  medical 
officer  colleague  whose  salary  would  otherwise  have  been  equal  to  or  greater  than 
the  deputy’s  salary. 

Divisional  Medical  Officers 

Medical  officers,  not  acting  as  county  district  medical  officers  of  health,  duly 
appointed  as  divisional  or  area  medical  officers  for  divisional  administration  of  the 
Health  Services  (including  the  school  health  service)  receive  the  salary  scale  for 
senior  medical  officers,  with  the  following  additions  according  to  the  population  of 


the  division : 

£ 

Not  exceeding  150,000  

50 

„ „ 250,000  

150 

„ „ 400,000  

250 

Over  400,000  

At  discretion 

Senior  Medical  Officers 

These  are  medical  officers  (not  being  medical  officers  of  health)  who  are  in  charge 
of  services  or  departments  (for  example,  port  health,  school  health,  mental  health, 
maternity  and  child  welfare,  or  any  other  similar  service  or  combination  thereof), 
and  who  are  engaged  solely  or  mainly  on  such  duties.  New  appointments  in  this 
grade  are  limited  to  authorities  with  populations  exceeding  £250,000. 

Scale : £1 ,520  X £50— £1 ,570  X £55— £1 ,955 

Assistant  Medical  Officers  or  Medical  Officers  in  Departments 

Scale:  £1,050X£50-£1,200X£55-£1,475 


Other  Grades 

Individual  authorities  which  find  it  necessary  to  make  provision  for  posts  between 
the  grades  of  assistant  medical  officer  and  senior  medical  officer  and/or  for  posts 
between  the  grades  of  senior  medical  officer  and  deputy  medical  officer  of  health 
have  discretion  to  select  the  titles  for  such  posts  and  the  appropriate  salary  scales. 

Mixed  Appointments 

Medical  officers  who  are  assistant  medical  officers  or  divisional  or  area  medical 
officers  under  a county  council,  acting  as  district  medical  officers  of  health  (either 
for  single  or  combined  districts)  for  a definite  proportion  of  their  time,  receive 
as  regards  the  salary  for  their  county  council  work  the  appropriate  proportion 
(calculated  in  accordance  with  the  Spens  formula)  of  their  salary  as  assistant, 
divisional,  or  area  medical  officers,  as  the  case  may  be,  together  with  the  appropriate 
proportion  of  the  salary  selected  from  the  appropriate  range  for  county  district 
medical  officers  of  health,  plus  a similar  proportion  of  £100. 

These  arrangements  apply  also  to : 

(i)  Assistant  medical  officers  or  area  or  divisional  medical  officers  or  deputy' 
divisional  medical  officers  under  a County  Council,  acting  as  deputy  district 
medical  officers  of  health. 

(ii)  Deputy  county  medical  officers  of  health,  acting  as  district  medical  officers 

of  health. 

(iii)  Deputy  county  medical  officers  of  health,  acting  as  deputy  district  medical 

officers  of  health. 
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APPENDIX  B 

PROPOSED  REFORMS  (March,  1958) 

1 The  Association’s  proposals  for  reform  are  shown  in  the  revised  salary  scales 
set  out  below.  The  main  features  of  the  suggested  new  scheme  are  a general  increase 
in  remuneration  and  a multiplication  of  the  steps  on  the  ladder  of  promotion  from  the 
most  junior  to  the  most  senior  appointments.  As  has  been  mentioned,  local 
authorities  may  make  provision,  when  necessary,  for  posts  at  a higher  level  than  that 
of  the  assistant  medical  officer  but  not  appropriately  placed  m the  category  of  senior 
medical  officer,  and  may  determine  the  salary  scales  for  such  posts  at  their  discretion 
Yt  is  now  suggested  that  an  intermediate  grade  of  this  kind  should  be  recognised  with 
the  , title  of  senior  assistant  medical  officer  and  a nationally  agreed  salary  scale  Five 
grades  of  senior  medical  officer  are  now  recommended.  Tt  is  proposed  that  the  re- 
muneration of  divisional  medical  officers  should  not,  as  at  presen  . be  related  directly 
to  the  remuneration  of  senior  medical  officers.  It  is  recommended i that . the  salaries 
of  divisional  medical  officers,  who  are  appointed  by  local  health  auffionties  for 
divisional  administration  of  the  personal  health  services  should  be  related  to  the 
salary  scales  for  medical  officers  of  health  of  local  health  authorities.  It  is  also 
recommended  that  the  complete  discretion  allowed  at  present  in  the  determination 
of  the  salaries  of  medical  officers  of  health  of  the  very  large  authorities  should  be 
abolished  and  that  salary  scales  should  be  laid  down  for  three  population  groups 
above  600  000,  a single  scale— not  a range  of  scales— being  fixed  for  the  very  small 
number  of  posts  where  the  population  exceeds  two  million, 

2 Finally  it  is  recommended  that  a London  weighting  of  £100  should  he  added 
to  the  salaries  of  medical  officers  employed  by  the  London  County  Council  in  the 
grades  of  medical  officer  in  department  (assistant  medical  officer)  and  senior  assistant 
medical  officer. 

Proposed  Remuneration  of  Public  Health  Medical  Officers 
Medical  Officers  of  Health 


Population 
Range 

Under  75,000 
75,000-  J 00,000 


Range  of 

Commencing  Salaries 


Increments 


100,000- 

150.000- 

250.000- 

400.000- 

600.000- 1,000,000 

1,000,000-2,000,000 


150.000 

250.000 

400.000 

600.000 


£2,400~£2,700  ... 

...  3x£100 

£2,600~£3,100  ... 

...  3x£100 

£2,800~£3,400  ... 

...  3x£100 

£3,000-£3,700  ... 

...  3x£100 

£3,200-£4,000  ... 

...  3x£100 

£4, 000- £4, 300  ... 

...  3x£150 

£4,300-£4,600  ... 

...  3x£150 

Salary  Scale 

£4,755  X £1 50  (2)  X £200  (2)  to  £5,455 

Over  2,000,000  ... 

(With  the  exception  of  the  few  authorities  wilh  populations  exceeding  two  million, 
each  authority  shall  be  required  to  determine  the  appropriate  salary  scale  within  tot 
range  for  its  medical  officer  of  health  appointment,  having  regard  to  its  population, 
other  local  factors,  and  the  functional  responsibility  of  the  medical  officerofheaitn 
post.  In  the  case  of  a local  health  authority*  with  a population  below  600,000,  m 
salary  scale  for  its  medical  officer  of  health  appointment  shall  not  in  any  circum- 
stances commence  at  a point  lower  than  the  mid-point  of  the  range  of  commencing 
salaries.  As  at  present,  appeals  machinery  shall  exist  under  whteh  a medical  omc 
of  health  may  appeal  formally  against  the  extent  to  which  his  authority  has  exercisra 
its  discretion  in  selecting  the  scale  for  his  appointment.  Further,  it  shall  he  open  i 
an  authority  to  grant  its  medical  officer  of  health  a personal  salary  above  the  agr 

* The  local  authorities  designated  as  Local, Health  Authorities  are,  in 
County  and  County  Borough  Councils,  and,  in  Scotland,  the  County  Councils  and  tn 
of  the  Counties  of  Cities  and  the  largo  Burghs. 
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salary  for  the  appointment,  in  which  case  the  salary  for  the  deputy  medical  officer  of 
health  will  be  related  to  the  salary  for  the  medical  officer  of  health  post  and  not 
to  the  personal  salary  granted  to  its  holder.  Moreover,  a local  authority  shall  review 
the  salary  of  its  medical  officer  of  health,  whether  this  be  the  salary  selected  for  the 
appointment  or  a personal  salary  at  a higher  level,  not  later  than  five  years  after 
the  medical  officer  of  health  has  reached  the  maximum  of  his  salary  scale,  and  there- 
after at  intervals  not  exceeding  five  years,  and  shall  have  discretion  to  grant  in 
recognition  of  attainments  and  length  of  service,  a higher  salary  which  may  exceed 
the  maximum  prescribed  in  the  above  scales.) 


Deputy  Medical  Officers  of  Health 

The  minimum  of  the  scale  for  a whole-time  deputy  medical  officer  of  health  shall 
be  66J  per  cent  of  the  minimum  of  the  scale  for  the  post  of  medical  officer  of  health 
of  the  same  authority,  and  the  annual  increments  shall  be  the  same  as  those  for  the 
post  of  medical  officer  of  health. 

The  existing  special  arrangements  for  the  remuneration  of  deputy  medical  officers 
of  health  of  authorities  with  populations  below  75,000  shall  continue. 


Divisional  Medical  Officers 

n^0fflCe-S  pointed  by  local  health  authorities  for  divisional  administration 
of  the  health  services— including  the  school  health  service.) 

These  medical  officers  shall  receive  a commencing  salary  not  less  than  80  per  cent 
of  the  minimum  commencing  salary  for  a medical  officer  of  health  of  a local  health 
authority  with  a population  of  the  same  size  as  their  division.  The  appropriate 
commencing  salary,  which  shall  be  within  a range  extending  to  80  per  cent  of  the 
maxmurn  commencing  salary  for  a medical  officer  of  health  of  a local  health 
authority  of  the  same  size,  shall  be  determined  with  regard  to  the  population  of  the 
division,  other  local  factors,  and  the  functional  responsibility  of  the  divisional  medical 
officer  post  M m the  case  of  medica  officers  of  health,  a divisional  medical  officer 
shall  have  the  right  to  appeal  formally  against  the  extent  to  which  his  authority 
has  exercised  its  discretion  in  selecting  the  scale  for  his  appointment.  A divisional 
medical  officer  shall  receive  annual  increments  of  the  same  number  and  amount  as  a 
medical  officer  of  health  of  a local  health  authority  of  the  same  size  as  his  division. 


Senior  Medical  Officers 

(Medical  officers  (not  being  medical  officers  of  health)  who  are  in  charge  of 
services  or  sections  of  health  departments  (for  example,  port  -health,  school  health, 
mental  health,  maternity  and  child  welfare,  or  any  other  similar  service  or  com- 
bination thereof),  and  who  are  engaged  solely  or  mainly  on  such  duties.) 

(Appointments  under  authorities  with  popu- 
lations between  1 50,000  and  250,000) 

(Appointments  under  authorities  with  popu- 
lations between  250,000  and  400,000) 

(Appointments  under  authorities  with  popu- 
lations between  400,000  and  600,000) 

(Appointments  under  authorities  with  popu- 
lations between  600,000  and  1,000,000)  ... 

(Appointments  under  authorities  with  popu- 
lations exceeding  1,000,000)  


Grade  I 


II 


III 


IV 


£l,800x£75  to  £2,250 
£2,000  X £75  to  £2,450 
£2,200  X £75  to  £2,650 
£2,600  X £75  to  £3,050 


£2,800  X £75  to  £3,250 

Senior  Assistant  Medical  Officers 

accpnHn ,4 a u*,CerSi  w'*b  ac}ditional  qualifications  or  exceptional  experience,  and 
amr,nn??„  U .mo.na I responsibilities  or  carrying  out  additional  duties  which  do  not 
nt  to  being  in  charge  of  a department  as  a senior  medical  officer.) 

£1,700  X £75-£2,000 
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Assistant  Medical  Officers  or  Medical  Officers  in  Departments 

£1,150  X £75-£l  ,825 


A 1 ] 1 -1'1  ' ' ™ 1 

, , • , u n HUeretion  to  take  into  account  any  additional  qualifies- 

tio*os  orspa^rSri™»  which  a medical  officer  may  have  in  determining  hi, 
commencing  salary  on  the  aibove  scale.) 


oing  salary  ou  ^ ' 

, r-r  ra,hiic  health  medical  officers  have  been  worked  out  in 

reSntoffie  remunefaS  “ote  sections  of  the  medical  profession  as  it  exists  in  March,  1958, 


Medical  Officers  of  the  London  County  Council 

Xr“fi ”?«!•  ”l  ««»  “Urn*"  ■»  !»”“  •* 

national  scales  for  these  grades. 


Combined  and  Mixed  Appointments 

The  existing  arrangements  for  “weighting 
and  mixed  appointments  shall  continue. 


the  salaries  of  holders  of  combined 


Part-time  Medical  0*“rs ’* ^"gld  part-time  in  the  public  health  service  by  virtue 
of  M.OJ*.“polnim«t  shall  loo  remunerated  in  accordance  with 

the  Spens  formula  in  respect  of  consultants. 


of 


0 XheTbow  scales  shall  be  introduced  with  effect  from  1st  June,  1958. 


Assimilation  to  the  New  Scales 

^sqq&g^&*K&SSb3i 


APPENDIX  C 

MINISTRY  OF  HEALTH  AND  DEPARTMENT  OF  HEALTH 
FOR  SCOTLAND 

Report  of  the  Working  Party  on  the  average  time  taken  to  test 
sight  by  ophthalmic  medical  practitioners  under  the 
Supplementary  Ophthalmic  Services  of  the 
National  Health  Service  In  England, 

Wales,  and  Scotland 

(Already  published) 
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APPENDIX  D 


E.C.L.  48/57 

Ministry  of  Health, 

Savile  Row, 

London,  W.l. 

27th  June,  1957, 


Sir, 

Supplementary  Ophthalmic  Services 
Fees  Payable  to  Ophthalmic  Medical  Practitioners 

I am  directed  by  the  Minister  of  Health  to  state  that  he  has  had  under 
consideration  representations  made  by  the  Ophthalmic  Group  Committee  of  the 
British  Medina!  Association  that  the  fee  of  fl  payable  by  an  Executive  Council 
to  an  ophthalmic  medical  practitioner  for  the  testing  of  sight  under  the  Supplementary 
Ophthalmic  Services  should  be  increased  having  regard  to  the  recent  decision  to 
make  increases  of  5 per  cent  in  the  salaries  of  consultants  and  senior  hospital 
medical  officers  (with  which  the  sight-testing  fee  is  linked)  and  in  the  net  remunera- 
tion of  general  medical  practitioners,  The  sight-testing  fee,  payable  to  ophthalmic 
medical  practitioners,  includes  an  allowance  of  334-  per  cent  for  expenses,  and  the 
equivalent  of  the  interim  increase  awarded  to  consultants  and  senior  hospital  medical 
officers  would  be  represented  by  an  increase  of  8d.  in  the  total  sight-testing  fee. 
After  consulting  the  Ophthalmic  Group  Committee,  the  Minister  has  accordingly 
decided  that  this  fee  should  be  increased  to  £1  Os.  8d.  as  an  interim  measure  pending, 
and  without  prejudice  to,  the  Royal  Commission’s  recommendations. 

The  Minister  accordingly  hereby  amends  item  1 of  Part  I of  the  Statement  of 
Fees  and  Charges  to  read : 

£ s.  d. 

“ 1.  By  an  ophthalmic  medical  practitioner  10  8.” 

This  increase  takes  place  immediately  and  should  be  applied  to  all  isuch  fees  paid 
on  or  after  July  1. 

The  first  account  including  this  increase  in  remuneration  paid  to  each  ophthalmic 
medical  practitioner  should  be  accompanied  by  a note  explaining  that  the  increase 
of  8d,  in  the  fees  for  a sight  test  is  an  interim  measure  associated  with  the  decision 
to  make  increases  of  5 per  cent  in  the  net  remuneration  of  consultants,  senior  hospital 
medical  officers,  and  general  practitioners. 

A copy  of  this  circular  letter  is  enclosed  for  the  information  of  the  Local  Medical 
Committee. 

The  Clerk  of  the  Executive  Council 

and  the  Ophthalmic  Services  Committee. 

94259/3/16. 
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FOURTH  SUPPLEMENTARY  MEMORANDUM  OF 
EVIDENCE 


Presented  by  the  British  Medical  Association  to  the  Royal  Commission  on 
Doctors'  and  Dentists'  Remuneration 


INTRODUCTION 

1 In  its  Preliminary  Memorandum  of  Evidence  the  Council  dealt  with  the  general  | 
dnciplesUnvolved  inlts  dispute 


perccntTn  the'  rmuneralion  of  both  general  prac- 
titioners and  doctors  in  the  hospital  service.  Subsequently,  in  its  Second  and  Thud 
SunSentery  Memoranda  of  Evidence,  sent  to  the  Commission  on  16th  June,  the 
CounciTput  forward  detailed  proposals  for  the  remuneration  of  all  grades  of  hospital 
council  puiior  F Supplementary  Memorandum  the  Council  deals  with 

TnumbOT  oTquLtions  on  general  practice  which  the  Royal  Commission  itself  posed 
a number  ol  questions  g t 24th  january  unc|  emphasizes  some  other 

ansp*etsCofrgener.al  practice  which  it  considers  should  be  brought  to  the  notice  of  the 

Commission. 


MATTERS  UPON  WHICH  THE  COMMISSION  HAS  INVITED  THE 
ASSOCIATION  TO  SUBMIT  FURTHER  EVIDENCE 


(11  The  Spens  Recommendation  for  an  Augmented  Capitation  Fee  for  an  abnormal 
number  of  aged  patients  or  chronic  invalids  (Recommendation  6) 

2.  This  recommendation  has  been  carefully  re-examined  in  the  light  of  present 
circumstances  and  having  regard  to  the  practical  considerations  involved,  if  such 
S7to  operate  fairly  First,  it  would  be  necessary,  as  far  as  the  aged  are 
Concerned, to  prescribe  an  arbitrary  age  11, nit.  Secondly,  It  would  be  nectary  to 
define  nreciselv  the  term  “ chronic  invalid,  and  this  would  necessitate  the  very 

Salass  %ts  is&x  xsvzspi.  as; 


the  ^me^Sto'^would  wly;  fhe  administrative  difficulties  involved  are 
obvious.  The  fluctuations  in  doctors’  lists  would 


lUimmauBHi''  - 

obvious  The  fluctuations  in  doctors  nsis  wouui  necessitate  a continuous  review  an 
recalculation  inthe  case  of  the  vast  majority  of  general  practitioners  who  night 
qualify  under  any  scheme  of  this  kind.  I 

a The  Council  feels  that  such  a scheme  would  be  useful  only  if  it  could  be  shown  j 
(hat  fo the above categories  there  is  considerable  unevenness  of  distribution  as  ( 

between  one  practitioner  and  another.  , j 

4 For  these  reasons,  and  primarily  because  of  the  administrative  ■ diffl cultl es  h , 

special  action  on  these  lines  would  be  justified,  it  is  always  PreP“rea  iustify 

matter  with  the  Ministry  in  the  light  of  any  evidence  which  would  appear  j 
a modification  of  the  existing  distribution  scheme. 


(2)  “ Merit  Awards  ” In  General  Practice 

5.  During  the  course  of  oral  evidence,  the  Commission  asked  the  Council  s ™ 
sentatives  to  comment  upon  the  possibility  of ^’^od““JJ?gbutSbrj,ties  with  difficulties, 
in  general  practice.  The  suggestion  is  by  no  means ^General 
It  has  been  considered  by  other  bodies,  including  the  Cohen  Committee  on 
Practice,  which  made  no  recommendations  on  the  subject.  . . , 

6 It  was  also  debated  by  the  Representative  Body  of  the  Association  at  Burning 
ham  in  July  of  this  year,  when  the  following  resolution  was  passed . 

That  this  Meeting  can  ,see  no  objection  to  a “ merit J^wfied* anTsutaquenflJ 
practitioners,  provided  a practicable  scheme  can  be  devised  and  suds 
approved  by  the  Representative  Body. 
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7.  The  following  paragraphs  embody  various  criteria  to  each  of  which  proper 
weighting  should  be  given  in  the  consideration  of  any  soheme  of  this  kind  in  general 
practice.  The  Council  considers  that  the  title  of  any  award  based  on  such  criteria 
is  important  and  it  feels  that  “ commendation  ” or  some  other  term  would  be  a more 
acceptable  title  than  “ merit.” 

1.  To  qualify  at  all  a general  practitioner  would  need  a minimum  period— for 
example,  10  years—  in  N.H.S.  general  practice  with  a minimum  average 
list  (the  number  varying  according  to  the  type  and  location  of  practice)  over 
the  period. 

2.  Due  regard  could  be  paid  to  post-registration  hospital  appointments. 

3.  Postgraduate  clinical  qualifications  ot  diplomas  approved  for  the  purpose  could 
be  taken  into  account. 

4.  A further  criterion  could  he  evidence  of  “ approved  ” postgraduate  study. 

5.  Due  weight  could  be  given  for  special  services  and  abilities  not  already  taken 
into  account  under  the  previous  headings. 

8.  The  Council  wishes  to  emphasize  that  these  criteria  are  extremely  tentative  and 
there  are  many  practical  difficulties  involved.  Partnership  agreements,  for  instance, 
frequently  require  earnings  from  all  sources  to  be  paid  into  the  partnership’s  accounts 
and  distributed  in  accordance  with  (he  partnership’s  shares.  Again,  general  prac- 
titioners work  under  very  different  conditions  from  consultants  and  specialists,  and 
although  the  criteria  set  out  above  are  important  the  attachment  of  special  weight 
to  them  will  not  necessarily  identify  the  doctor  who  is  worthy  of  special  recognition. 

9.  The  fundamental  difficulty  is  to  distinguish  the  doctor  who  is  outstanding,  and 
the  nature  of  general  practice  is  such  that  it  is  doubtful  if  any  one  person  or  body  of 
persons  can  accurately  assess  the  value  of  the  services  of  the  individual  practitioner 
to  the  community.  The  Council  is,  in  fact,  in  some  doubt  whether  it  is  possible 
to  devise  any  scheme  of  merit  awards  in  general  practice  which  the  profession  would 
accept  as  affording  proper  recognition,  and  it  must  emphasize  that  the  profession’s 
reaction  cannot  be  anlicipated  until  a detailed  scheme  is  available  for  consideration. 

(3)  Assistants  in  General  Practice 

10.  During  the  course  of  oral  evidence  the  Council's  representatives  were  invited 
to  comment  upon  a number  of  points  in  connexion  with  the  remuneration  and  terms 
of  service  of  assistants  in  general  practice. 

11.  First,  the  Council  would  like  to  place  on  record  its  view  that  an  assistantship 
provides  the  best  possible  introduction  to  general  practice.  It  enables  the  young 
practitioner  whose  experience  of  medical  practice  is  confined  to  a hospital  environ- 
ment to  gain  an  insight  into  the  problems  that  arise  in  general  practice  and  to  acquire 
experience  in  the  care  of  patients  and  the  general  administration  of  a form  of  practice 
which  is  quite  different  from  his  previous  experience.  The  young  doctor  fresh  from 
hospital  has  little  knowledge  of  the  sociological  and  legal  aspects  of  general  practice 
and  may  need  to  reorientate  his  views  on  prescribing  for  his  patients.  A period  of 
assistantship  provides  such  essential  training  and  also  affords  both  principal  and 
assistant  the  opportunity  of  working  together  and  deciding  whether  from  ail  points 
of  view  both  arc  desirous  of  making  the  introduction  permanent  by  way  of  a 
partnership. 

12.  It  has  frequently  been  said  that  the  advantages  of  an  assistantship  lie  wholly 
with  the  principal.  This  is  not  so.  for  the  assistant  is  gaining  his  experience  in  the 
practice  of  the  principal  who  has  [he  full  'responsibility  for  the  practice.  Whilst  such 
a position  is  not  peculiar  to  medicine,  in  general  practice  the  principal’s  responsibility 
is  specific,  for  under  paragraph  8 (8)  of  his  Terms  of  Service  he  is  responsible  for  the 
acts  and  omissions  of  the  assistant. 

13.  Again  the  principal  must  accept  a reduction  in  net  income  until  such  time  as 
the  size  of  his  list  approaches  the  maximum  allowed  by  virtue  of  the  employment 
of  an  assistant. 

14.  Some  assistants  wish  merely  lo  have  a trial  period  in  general  practice  to  see  if 
they  like  it.  Others  want  an  opportunity  to  look  around  so  that  they  can  determine  the 
type  of  practice  they  desire,  and  where  they  want  to  settle  down. 
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15  A eood  deal  of  criticism  has  been  directed  against  the  employment  of  assistants 

without  a view  to  partnership.  There  are  circumstances  in  which  the  help  of  an 
assistant  in  a practice  is  necessary.  Yet  to  take  the  assistant  into  he  practice  as  a 
principal  would  not  be  in  the  best  interests  of  the  assistant.  Indeed,  the  tiller  to  do  so 
would  be  misleading  and  lead  to  frustration  in  the  future  hor  example,  the  principal 
mav  have  a prolonged  illness  (such  as  tuberculosis),  or  he  may  he  engaged  in  a long 
period  of  poPstg  aduate  study.  There  is  also  the  situation  m which  the  lnt  of  the 
principal  just  elceeds  the  permitted  maximum.  It  cannot  be  known  at  this  stage  if  the 
practice  will  continue  to  grow  and  support  two  principals.  Again,  a practice  may 
have  “ore  than  the  permitted  maximum  number  of  patients,  but. the  future  is  an- 
certain  because  of  anticipated  re-development  in  the  area  with  a considerable  reduction 
in  population.  , . 

16  In  all  these  examples  some  help  is  necessary  to  enable  practice  obligations  to  be 
carried  out  and  the  Council  believes  that,  providing  the  circumstances  are  made 
known  in  advance  to  the  assistant  and  subject  to  the  safeguards  now  in  the  hands  of 
Executive  Councils,  such  free  association  between  principal  and  assistant  is 
unob  j ectionable. 


(4)  Remuneration  of  Assistants 

17.  The  Council  has  undertaken  further  enquiries  into  existing  salary  levels  in  this 
field  and  ha®  endeavoured  to  ascertain  the  extent  to  which  the  salary,  of  £500,  re- 
commended by  the  Spens  Committee  as  being  appropriate  to  the  assistants  initial 
appointment,  is  being  implemented. 

18.  After  taking  into  account  the  Danckwerls  betterment  factor  the  figure,  would 

he  £1  000  and  allowing  for  a further  5 per  cent  increase  in  respect  of  the  interim 
adjustment  made  in™Sf remuneration  on  1st  May,  1957,  the  present-day  figure  would 
be  approximately  £1,050.  . . , , 

19.  From  the  enquiries  which  it  has  made,  the  Council  believes  that  present-day 
salaries,  when  combined  with  the  emoluments  which  are  attach^  to  many  poste, 
reach  a.t  least  this  figure  and,  in  many  cases,  exceed  it.  In  London,  tor  instance, 
where  a review  of  all  assistants  is  taking  place,  of  the  first  fifty-one  whole-time 
assistants  of  principals  interviewed  during  the.  period  1st.  January,  1 157,  to  1st  April, 
1958,  the  average  gross  remuneration  at  that  time,  including  emoluments,  was  £1,245. 

20  The  car  allowance  in  these  cases  averaged  only  £150,  for  in  a number  of 
instances  no  car wa.  necessary.  Thus  the  assistants  concerned  were  on  average 
receiving  salaries  well  in  excess  of  £1,050  oven  before  1st  May,  1 157. 

21.  The  Council  would  at  this. stage  like  to  acknowledge  the  help  of  the  London 

Executive  Council  in  making  this  information  available.  . , , , , 

22.  These  facts  are  in  line  with  the  experience  of  the  Association  s Medical 
Practices  Advisory  Bureau,  where,  since  April,  1958,  doctors  requiring  assistants 
have  offered  salaries  and  emoluments  ranging  from  £1,100  to  £1,400  per  9""“"] 
the  average  being  £1,260  per  annum.  Some  further  information  prepared  by  the 
Medical  Director  of  the  Bureau  on  the  position  of  assistants  in  general  practice 


appears  in  Appendix  A. 

23.  On  a number  of  occasions  in  the  past  the  Council  has  considered  the  possi- 
bility of  laying  down  a standard  minimum  salary  for  assistants  and  of  entorcing 
such  a policy  by  restricting  advertisements  for  assistants  in  the  British  Medical 
Journal  to  those  which  conform  to  that  minimum. 


24.  There  are,  however,  considerable  difficulties.  In  the  first  place  the  British 
Medical  Journal  has  no  monopoly,  and  the  rejection  of  an  advertisement  by  the 
Journal  does  not  exclude  its  publication  elsewhere.  Secondly,  many  assistantsnip 
agreements  are  concluded  privately  and  without  advertisement  of  any  kind.  These 
factors  undoubtedly  reduce  the  effectiveness  of  action  on  these  lines. 

25.  Tn  addition  there  are  practical  considerations.  Not  infrequently  the  cash 
salary  which  is  advertised  for  a particular  post  carries  additional  emoluments  such 
as  a rent-free  flat  or  house,  or  free  board  and  lodging.  The  difficulties  of  assessing 
the  value  of  emoluments  in  different  circumstances  will  be  obvious.  Then  again 
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the  assistantship  may  not  be  full-time  (the  London  enquiry,  for  example,  showed 
that  nearly  50  per  cent  were  engaged  for  less  than  full-time)  or  may  carry  other 
advantages  to  the  assistant  which  may  not  be  disclosed  in  the  advertisement.  Indeed, 
even  full-time  posts  can  give  rise  to  anomalies,  for  the  term  covers  a widely  differing 
range  of  duties  and  responsibilities.  It  is  such  questions  as  these  which  have  led 
the  Council  to  refrain  from  attempting  to  impose  a minimum  salary  by  such  means 
in  the  past. 

26.  Such  evidence  as  is  available,  however,  indicates  that,  in  general,  the  salaries 
now  paid  to  assistants  exceed  the  Spens  figure  revised  in  the  light  of  increases  in 
the  remuneration  of  established  general  practitioners. 

27.  Remuneration  apart,  the  Council  takes  the  view  that  the  regular  review  of 
assistantship  arrangements  now  being  undertaken  locally  by  Executive  Councils  in 
consultation  with  Local  Medical  Committees  as  a result  of  suggestions  already 
made  by  the  Association  in  this  Held  should  prove  the  most  effective  check  to  such 
abuse  of  the  assistant  system  as  may  exist.  A full  knowledge  of  all  the  circum- 
stances of  bath  principal  and  assistant  is  essential,  and  it  is  only  at  local  level  that 
the  full  facts  of  a particular  case  can  he  established. 

28.  The  penalty  of  withdrawal  of  the  right  to  employ  an  assistant  or  a reduction 
in  the  size  of  the  additional  list  of  patients  allowed  is  likely  to  prove  an  effective 
deterrent  to  abuse. 

(5)  Practice  Expenses 

29.  Several  other  bodies,  in  particular  the  Medical  Practitioners’  Union,  in  giving 
evidence  to  the  Commission  have  criticized  the  present  method  of  distributing  practice 
expenses,  and  the  suggestion  has  been  made  that  these  monies  should  be  separated 
from  the  Central  Pool  and  paid  out  independently  by  a method  which,  it  is 
contended,  would  result  in  a more  equitable  reimbursement  of  the  individual  doctor. 

30.  In  the  Council's  view,  the  present  system,  in  spite  of  its  defects,  affords  at 
least  rough  justice  and  protects  both  the  profession  and  the  Treasury.  By  viewing 
the  varying  expense  ratios  of  different  sizes  and  types  of  practice  at  one  particular 
moment  in  time,  which  is  the  effect  of  the  inland  Revenue  enquiries,  the  picture 
is  distorted,  for  no  practice  remains  static  during  its  lifetime.  As  in  other  profes- 
sions, the  newcomer  building  up  a practice  will  expect  to  face  relatively  heavy 
expenses  during  his  initial  years,  the  ratio  will  gradually  diminish  as  he  becomes 
established  and  then  rise  again  in  later  years  as  his  list  and  the  volume  of  work 
which  he  can  undertake  fails,  The  pattern  of  expenses,  viewed  over  the  lifetime  of 
most  general  practitioners,  is  not  dissimilar,  and  m the  long  run  some  approach  to 
equality  is  achieved. 

31.  Special  provision  is  already  made  for  the  new  entrant  who  commences 
practice  in  an  area  where  more  doctors  are  needed,  i.e.,  areas  designated  by  the 
Medical  Practices  Committee,  whilst  at  a later  stage  in  the  doctor’s  life  when  his 
list  is  below  certain  levels  he  may  lie  eligible  for  other  payments  from  the  Pool 
such  as  a Supplementary  Annual  Payment  or  a Hardship  Payment. 

32.  These  and  similar  arrangements  make  a valuable  contribution  towards  the 
expenses  of  the  small-list  doctor  who  is  practising  in  an  area  where  his  services 
are  needed  by  the  community. 

33.  Whilst  the  actual  amounts  of  these  allowances  may  require  review  from  time 
to  time,  the  Council  is  convinced  that  this  is  the  best  method  of  meeting  a difficult 
problem.  The  division  of  practice  expenses  into  groups  as  is  done  in  the  Inland 
Revenue  enquiries  does  not  of  itself  provide  an  accurate  picture,  for  even  in  these 
groups  there  will  be  considerable  variation.  From  the  Government’s  point  of  view, 
the  present  system  provides  an  incentive  for  the  individual  doctor  to  exercise 
reasonable  economy.  First,  all  expenses  are  subject  to  scrutiny  by  the  Inland 
Revenue,  and  although  there  is  an  element  of  choice,  this  fact  in  itself  ensures 
that  only  such  expenses  are  incurred  as  are  likely  to  he  accepted  as  valid.  Secondly, 
whilst  the  profession  as  a whole  is  reimbursed  its  total  expenses  (although  in  part 
not  until  some  eighteen  months  later),  the  individual  doctor’s  share  is  not  directly 
related  to  his  own  personal  expenditure.  Any  scheme  involving  the  reimbursement 
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of  actual  personal  expenditure  would  not  carry  this  incentive  to  economy.  It  is. 
not  conceivable  that  the  Government  would  accept  the  principle  of  paying  actual 
expenses  unless  it  imposed  at  the  same  time  a control  of  standards  and  direction 
over  the  expenses  of  such  rigidity  as  to  be  highly  undesirable  in  a profession 
where  a high  degree  of  individuality  is  essential,  and,  from  the  Ministry’s  point 
of  view,  costly  administrative  procedures  would  be  involved. 

34.  There  are  defects  in  the  present  system,  if  it  is  regarded  as  having  as  its 
object  the  repayment  to  the  individual  doctor  of  each  item  of  expense  which  he 
incurs.  Short  of  requiring  each  doctor  to  submit  detailed  and  individual  claims 
for  practice  expenses  to  the  Ministry,  for  which  it  is  .presumed  he  would  be 
reimbursed,  no  scheme  of  distribution  could  achieve  this  result.  The  Council 
regards  this  as  impracticable. 


OTHER  MATTERS  AFFECTING  GENERAL  PRACTICE  IN  THE 
NATIONAL  HEALTH  SERVICE 

35.  The  Council  would  now  like  to  refer  to  a number  of  other  questions  in  the 
field  of  general  practice  which,  in  its  view,  have  a direct  bearing  on  the  issues 
now  before  the  Royal  Commission. 

(1)  The  Relationship  between  General  Practice  and  the  Hospital  Service 

36.  There  is  a clear  distinction  between  the  position  of  general  practitioners  and 
hospital  medical  staffs  which  is  reflected  in  methods,  as  distinct  from  levels,  of 
remuneration  in  the  two  fields.  General  practitioners  are  independent  contractors, 
whilst  hospital  medical  staffs,  whether  serving  on  a whole-  or  part-time  basis,  are 
salaried  officers  employed  under  contracts  of  service  with  the  hospital  authorities. 

37.  It  is  a comparatively  simple  matter  to  recommend  detailed  salary  scales  in 
the  hospital  service  which  will  give  effect  to  the  Spens  recommendations  in 
present-day  money  values  and  restore  proper  differentials  between  consultants  and 
other  hospital  medical  staff.  Very  different  considerations  apply  in  the  field  of 
general  practice,  and  the  Council,  in  its  Preliminary  Memorandum  of  Evidence, 
has  made  it  clear  that  it  regards  the  Pool  method  of  payment  as  the  appropriate 
means  of  remunerating  general  practitioners,  who,  as  a group,  have  undertaken 
collective  responsibility  for  the  population  as  a whole.  The  situation  in  this  field 
is  entirely  different  from  the  hospital  service,  where  it  is  possible  to  devise  a salary 
structure  which  reflects  the  varying  degrees  of  responsibility  involved  in  the  different 
grades. 

38.  The  Council  would  like  to  take  this  opportunity  of  emphasizing  that  general 
practitioners  are  opposed  to  a salaried  service  in  N.H.S.  general  practice.  Indeed, 
so  strongly  did  the  Association  feel  on  this  issue  that  at  its  instigation  the  Minister 
of  Health  embodied  a proviso  in  the  Amending  Act  of  1949  which  states  : 

“ Provided  that  the  remuneration  to  be  paid  under  such  arrangements  to  a 
practitioner  who  provides  general  medical  services  shall  not,  except  in  special 
circumstance,  consist  wholly  or  mainly  of  a fixed  salary  which  has  no  reference 
to  the  number  of  patients  for  whom  he  has  undertaken  to  provide  such  services  v 
Now,  as  then,  the  Association  holds  firmly  to  the  view  that  a salaried  service  in 
general  practice  would  be  detrimental  to  the  interests  of  public  and  doctors  alike. 

39.  The  Council  does  not  propose  to  submit  detailed  recommendations  involving 
the  distribution  of  the  total  sum  made  available  for  general  medical  services. 
Indeed,  the  Commission  itself  in  its  published  statement  of  12th  April,  1957,  made 
it  clear  that  its  duty  to  recommend  current  levels  of  remuneration  “ calls  for 
recommendations  covering,  for  example,  average  incomes  and  the  desirable  spread 
between  extremes,  but  it  does  not  call  for  the  construction  of  detailed  schemes  of 
distribution,”  and  the  Council  assumes  that  the  Commission  intends  to  leave  it  to. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  BRITISH  MEDICAL  ASSOCIATION 


1287 


s*Lme  o?^Uu«one  °f  “ ‘°  disCUSS  and  UP™  a detailed 

Wrssar  "r  srSi  3? 

bota^eSleet 

of  general  practitioners  and  that  of  hospital  meS  staffs  Th^t^el  r5mu“?ratlon 
in  fact  determined  by  the  Reports  of  the  two  r “ • Jhat  "^‘‘onship  was 

ssMMsjnfe  aSS  ttaawtatt 

=^SSs^53?S^?s^^ 

zmSinx  ^r&srr.t^sss^£ 

P°sts  *n  the  hospital  service.  It  is  also  anxious that Tgap  in  total  le 
earmngs  of  the  average  doctor  m the  two  fields  should  be  properly  related  for  tUs 
is  a vital  factor  in  determining  the  choice  of  a career.  ’ S 

43.  The  Council  believes  that  in  general  practice,  no  less  than  in  other  spheres 
tWe  w a real  need  for  proper  incentives  if  the  best  doctors  are  to  be  attracted  to 
fins  important  section  of  the  National  Health  Service.  It  has  been  said  that  t is  a 

SntivtStoX  mor°f  *w  1,001  mfh0d  °:f.Payment  that  it  does  not  provide  sufficient 
5Sl  *■  thr  ab!®  geaeral  practitioners,  and  that  the  knowledge  that  addi- 
to  their  XXs  &0m  °UtSld*e  S0  arce-s  and  H>spital  appointments  make  no  difference 
IntSls  Xe  ron  X f ™taofd®lve  t0  !he  additional  efforts  which  the  extra  work 
entails.  The  Council  feels  that  this  situation  can,  nevertheless,  be  met  by  equitable 
distribution  and  without  any  radical  departure  from  the  general  concept  of  the  Pool 
method  of  payment.  As  in  other  walks  of  life  and  other  sections  of  the  profession 

amTbX  TwtH'  TJe.  Spens  Committee  in  Paragraph  13  emphasized  this! 
and  it  is  essential  that  sufficient  additional  money  should  be  made  available  to 

effected a 1>r0per  relatlonslli,P  between  .general  practitioners  and  consultants  to  be 

(2)  Recruitment 

intL™?  °£  X “He1  “bjectives  of  establishing  a proper  range  of  remuneration 
■ practlce  1S  the  maintenance  of  an  adequate  level  of  recruitment.  As  the 
commission  is  aware,  this  question  has  recently  been  reviewed  by  the  Willink 
Committee,  who  have  recommended  that  the  scale  of  admissions  to  medical  schools 
JXwurX  d perlod  “ near  future-  A*  yet-  Association  has  not 
XU?f  d >h  WimH  aRtP°rl  ^ ■tlle  Ministr^  but  it  would  like  to  emphasize 
im  *i  • stePs  suggested  by  .the  Willink  Committee  cannot  in  its  view  be  taken  to 
imply  either  that  there  are  too  .many  doctors  or  that  the  level  of  recruitment  to  the 
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«»fMnarded.  The  recommendations  of  the  Willi* 
N.H.S.  in  the  future  Pr?PerhLed  ®n  the  situation  as  il  was  at  the  time  of  its 
Committee  were  necessarily  r the  needs  0f  the  National  Health  Service 

investigation  and  on  official  es  “ ° |nstance,  the  Council  has  already  shorn 


,„vestigation  and  rvice  °0r  instance,  the  Council -has  already  shtwn, 

in  the  future.  In  the  ho!d>‘talM emorandum,  that  the  position  in  the  registrar  and 
in  its  Second  Supplementary  M run  by  an  jnsu|licient  expansion  of  the 

senior  registrar  'grades  has  'been  1 a ^ „ tho  country  where  a comprehensive 

“Z  SS  £$« the  Appointed  Day, 

COD.SUJ.ian  . . _ e»ufT  ;inntht»r  factor  which  to 


1 . ■ shortage  of  junior  hospital  staff,  another  factor  which  is 

45.  The  continuing  ac“te  s^°  ,h|  Zsent  time,  indicates  clearly  that  the  problem 
causing  considerable  anxiety ZUrmare  there  must  always  he  some  “reserve”  of 
is  by  no  means  solved.  runnernuHc,  ,tni\  uihn  nr !,-'L1-  * 


noted  the  views  given  to  the  C . ssio  y Surgeons  of  Edinburgh,  It  feels 
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47.  The  fact  SgtTS 

no  real  indication  that  the  to  ‘ j ^ l)bjective  of  maintaining  recruitment  to 
attractive  to  achieve  he  Spc  m™'  <,  t’ommittce  investigated  the  financial 
the  profession.  At  the  lime  in  f , ,mcdical  schools,  and  particularly  their 

incentives  of  medical  of  medical  training  and  the  long 

parents,  were  prepared  to  undertake  e expen . because  of  its  vocational 

deferment  of  earning  a career  in  medicine  offered.  To-day, 

aspect  but  also  because  oit _the  P,  receive^  substantial  grants  towards  university  fees 
the  majority  of  medl.ca\.f  u^enl\,  u Government  has  been  able  to  ensure  the  main- 

AATST ST  » ST  recruSment  Jt^A 
SM^pM’aTr^  basis  upon  wWch  ’to  examine  the  adequacy  of  present 
levels  of  remuneration 


concerned  and  of  particular  value  to  th  where  an  undue  proportion 

anxious  that  the  trend  should  not  grow  to  the  po  m wmre  country.  It 

of  the  more  able  doctors  are  at ttacted  by  for  thwe  arc  no  official 

general  practitioners  appears  in  Appendix  11. 


(3)  Comparison  with  other  Professions  anil  Occupations 

49  In  the  preliminary  Memorandum  of  Evidence  the  c fodn“‘' nmf*MCtftiontt 
terms  to  the  scope,  responsibility  and  rigours  of  the  life  of  a general  pra 

50.  The  Council  believes  that  the  ftitfS 

and  the  other  factors  in  the  general  practitioner  s hfe  are  so  wen  K™verthelesSi 
members  of  the  community  that  it  is  unnecessary  lo  g ^ notably  the  general 
comparisons  have  been  drawn  between  the  life  of  th  * , t ,reSp0n* 

practitioner,  and  that  of  others  whose  work  other  mm  wd  women  wh5 

sibility.  The  Council  does  not  dispute  that  there  are  other f , duty  and 
have  long  and  difficult  courses  of  preparation,  long  hours  of  , hares  wit11 

heavy  responsibility.'-  It  firmly  be  feves  however,  hat  no  other  group  smr 
the  doctor,  particularly  the  general  practitioner,  all  he  ,burde“  d A whicb 

-r. /vrtntinnmiclv  thmuahout  the  doctors  working  ul©  an 


the  doctor,  particularly  the  general  pracuuonw,  au  lif  jn 

of  medicine  entails  continuously  throughout  the  doctors  working  life  an 
.his  family  is  usually  involved. 
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5J  Throughout  his  life  as  an  estab dished  practitioner,  the  doctor  has  to  make 
vital  decisions  affecting  his  patients,  Although  the  number  of  patients  allowed  to 
each  general  practitioner  is  limited,  the  demands  that  can  he  made  are  unlimited  as 
to  time  and  number  These  demands,  sometimes  irresponsible  and  unreasonable 
are  subject  only  to  the  whim  of  the  patient,  who,  in  making  them,  is  under  legal 
protection.  This  does  not  apply  in  any  other  comparable  profession.  Considera- 
tions  of  this  nature  .must  be  borne  in  mind  in  any  attempt  to  compare  the  remunera 
tion  of  the  general  practitioner  with  that  enjoyed  by  other  professions  and 
occupations. 


(4)  The  Government’s  Memorandum 

52.  Finally,  there  are  certain  statements  in  the  joint  memorandum  submitted  bv 
the  Treasury  and  the  Health  .Departments  to  the  Commission  which  cannot  toe 
allowed  to  pass  without  comment. 

53.  In  paragraph  29  of  that  Memorandum  it  is  suggested  that  between  1948  and 
1951  the  number  of  “ consultations  ’’  per  patient  increased  from  5 to  5-5  The 
Council  believes,  although  it  cannot  adduce  statistical  evidence,  that  with  the  increas- 
ing use  of  the  National  Health  Service  by  the  public  the  figure  has  .further  increased 
since  that  time, 

54.  In  the  same  paragraph  the  average  time  per  “consultation”  is  assessed  at  10 
minutes. 


55.  The  Memorandum  does  not  define  the  “ ten  minute  average  consultation  ” 
It  is  difficult  to  believe  that  it  gives  full  weight  to  a night  call,  a call  asked  for  late 
in  the  day  (and  these  calls  have  increased),  a maternity  case  {and  midwifery  forms 
only  a small  proportion  of  the  late  and  night  calls),  a specialist  consultation,  or  the 
considerable  (and  increasing)  time  spent  in  making  telephone  calls  to  hospitals  and 
in  writing  reports. 

56.  Pari  passu  with  the  increased  work  in  the  hospitals,  .as  described  in  paragraph 
35  of  the  Memorandum  (and  in  particular  the  last  part  of  the  paragraph),  the  time 
taken  for  each  consultation  has  increased.  It  would  appear,  therefore,  that  the 
figures  relating  to  1951,  if  accurate  for  that  time,  are  likely  to  be  an  underestimate 
in  1958. 


57.  The  Council  regards  the  dogmatic  statement  that  the  “more  dangerously  ill 
patients  are  admitted  to  hospital  " (paragraph  89)  as  a misrepresentation  of  the  work 
of  the  general  practitioner,  who,  with  the  modern  therapeutic  measures  at  his 
disposal,  is  able  to  (and  does)  keep  more  of  his  “ more  dangerously  ill  patients  ” 
at  home  than  hitherto. 

, 58-  In  paragraph  76  the  Memorandum  refers  to  the  comparable  burden  of  work 
m summer  and  .winter.  The  experience  of  general  practitioners  is  that  the  difference 
between  the  amount  of  summer  and  winter  work  has  diminished  since  the  inception 
of  the  Health  Service.  The  work  is  usually  somewhat  lighter  in  the  summer  months, 
but  the  influenza  epidemic  of  1957  readily  comes  to  mind  as  an  example  that  this  is 
by  no  means  always  the  case. 

59.  A simple  arithmetical  calculation  will  indicate,  even  if  ihe  Departments’  .figures 
are  used  as  the  .basis,  the  long  intensive  hours  of  work  of  the  general  practitioner, 
including,  for  example,  an  evening  surgery  (for  the  benefit  of  the  worker)  often 
lasting  to  a late  hour ; hours  of  work  that  are  not  consecutive  .but  spread  through 
the  whole  of  the  twenty-four  hours  of  the  day. 

60.  The  Council  also  wishes  lo  emphasize  that  the  figures  given  in  the  Memoran- 
dum exclude  work  done  for  other  .forms  of  practice  which  are  remunerated  outside 
the  central  pool,  but  which  form  part  of  the  calculation  of  a general  .practitioner’s 
liKome,  as  well  as  the  time  spent  necessarily  on  the  business  and  administrative  sides 
ot  the  practice  and  on  keeping  abreast  of  current  advances  in  medicine. 

61.  In  paragraphs  177-194  the  Memorandum  refers  to  the  repercussions  on  the 
earnings  of  other  groups  which  it  is  claimed  would  follow  any  increase  in  medical 
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remuneration.  The  Council  believes  that  this  argument  has  been  greatly  overstressed. 
The  repercussions  of  the  iDanckwerts  Award  m 195„  were  not  widespread,  and 
although  the  consultants  award  in  1954  may  have  had  some  influence  on  university 
salaries  its  effect  can  be  overstated.  Indeed,  the  later  increase  m university  salaries 
in  1957  was  .quite  unrelated  to  medical  remuneration. 

62  At  times  when  incomes  are  rising  generally,  ns  during  recent  years,  the  rise  is 
effected  simply  by  repercussion  of  increases  awarded  to  one  group  on  the  incomes 
of  other  groups.  The  Council  cannot  accept  the  argument  that  medical  remunera- 
tion — or  indeed,  increases  in  any  part  of  the  ' public  service  should  be  exempt 
from  this  natural  (and  economically  necessary)  process.  Ihe  main  professional 
groups  (civil  servants,  doctors,  teachers)  have  a monopoly  employer,  and  the  argn- 
meat  that  the  Government  expects  those  ,n  the  public  service  to  accept  income 
limitation  even  when  it  is  obvious  that  wage-earners  and  sa  aried  and  self-employed 
JS  in  .business  and  industry  are  .not  accepting  it,  implies  that  all  professional 
incomes  are  to  be  depressed  by  the  exercise  of  the  Government  s monopoly  powers. 

63  The  arguments  adduced  in  the  Government’s  Memorandum  are,  in  the 
Council’s  view,  .quite  indefensible,  and  this  policy  has  already  failed  in  the  nation- 
aS  industries  where  the  higher  management  are  no  longer  compared  with  civil 
servants  “but  receive  instead  something  approaching  the  proper  market  rate  of 
remuneration. 

64  The  argument  is  equally  indefensible  in  the  case  of  the  medical  profession, 
which  has  a fight  to  expect  that  the  remuneration  it  receives  in  he  public  service 
ta  this  country  shall  be  on  a par  with  what  it  receives  under  the  free  conditions  of 
■other  countries  such  as  the  Dominions  or  the  United  States. 

65  The  Council  is  certain  that  the  Commission  will  wish  to  take  all  these  factors 
into  account  when  determining  levels  of  remuneration  for  general  practitioners  in 
the  future. 


APPENDIX  A 

ENTRY  INTO  GENERAL  MEDICAL  PRACTICE 


L.  S.  Potter,  M.B.,  Ch.B. 

Medical  Director,  B.M.A.  Medical  Practices  Advisory  Bureau 

In  19551  and  1956*  I published  the  results  of  inquiries  into  the  incidence  of 
unemployment  and  underemployment  in  the  medical  profession.  The  object  o 
these  surveys  was  twofold.  First,  to  try  to  estimate  the  amount  of  real  unemployment 
in  the  medical  profession,  and,  secondly,  to  verify  or  refute  the  opinion  t wo 
expressed  that  too  many  would-be  general  practitioners  were  in  posts  which  otter 
no  prospects  of  advancement --that  is,  in  what  are  colloquially  described  as  aeaa 
end  jobs.” 

In  the  spring  of  this  year  I undertook  a third  survey  on  similar  lines.  A queadowry 
was  addressed  to  all  those  registered  with  the  Medical  Practices  Advisory  Burea  , 
the  great  majority  of  whom  were  seeking  to  establish  themselves  as  princip 
general  practice.  On  this  occasion  the  scope  of  the  inquiry  was  ^ened.  It 
been  possible  to  analyse  that  section  of  the  returns  which  included  the 
“permanent  assistant,”  and,  in  the  light  of  the  Bureau’s'  experience,  » comtnm 
on  the  problem  of  entry  into  general  practice  about  which  so  many  ditterew 
are  -held. 

It  must  again  be  emphasized  that  these  inquiries  have  definite  limitations.  In  1 ® 
first  place  they  comprise  a selected  group  which  cannot  be  regarded  as  a rqprese  ^ 
tive  cross-section  of  the  profession  as  a whole  or  even  as  a random  satnpw  * 
particular  section  of  the  profession.  Secondly,  the  Bureau  -has  no  monopo  y, 
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there  are  many  seeking  to  establish  themselves  who  have  not  registered  with  the 
Bureau  or  who  have  withdrawn  their  names  temporarily  because  they  are,  for  the 
time  being,  in  appointments.  Thirdly,  the  Bureau  cannot  nominate  candidates  for 
vacancies  which  are  advertised,  and  this  excludes  from  the  scope  of  the  inquiry 
the  majority  of  single-handed  practices— that  is,  Executive  Council  vacanoies.  With 
these  reservations,  however,  it  can  be  claimed  that  those  registered  with  the  Bureau 
form  a group  representative  of  those  seeking  to  establish  themselves  in  practice  or 
trying,  through  exchange  or  other  methods,  to  improve  their  circumstances. 

Comparison  of  Figures 

The  total  number  circularized  this  year  was  908.  This  is  less  than  the  number 
circularized  in  1956  (947)  and  in  1955  (1,075).  It  is  doubtful  whether  this  difference 
has  any  significance,  as  the  number  registered  with  the  Bureau  at  any  one  time  varies 
considerably. 


Analysis  of  Returns 

1955 

1956 

1958 

1,075  

947  .. 

Total  circularized 

908 

82(8  percent) 

87  (9  per  cent) 

Returned  form  “ un- 
employed ” 

63  (7  per  cent) 

265  

153  .. 

Returned  form  asking  to 
bo  removed  from  list 
because  satisfactorily 
settled  

150 

248  

179  .. 

Did  not  reply  

201 

480  

Unemployment 

526  .. 

Returned  form 
"employed” 

494 

1955  

1,075  .. 

Unemployed  

82  (8  per  cent) 

1956  

947  .. 

Unemployed  

87  (9  per  cent) 

1958  

908  .. 

Unemployed  

63  (7  per  cent) 

These  figures  speak  for  themselves  and  support  the  view  that  of  a selected  group 
of  doctors  all  seeking  to  establish  themselves  in  their  chosen  field  of  practice  rather 
1 fewer  than  10  per  cent  are  unemployed  at  any  one  .time,  and  that  this  figure  is 

S likely  to  vary  only  slightly.  I do  not  regard  the  lower  percentage  in  1958  as 

| indicating  a trend  any  more  than  the  slightly  higher  figures  in  1956  indicated  a 
deterioration  in  the  position.  Since  of  the  63  who  were  unemployed  when  they 
received  the  questionary  only  10  placed  no  restriction  on  the  type  of  appointment 
or  area  they  would  accept,  it  may  be  stated  with  some  confidence  that  the  amount 
of  involuntary  unemployment  in  the  profession  as  a whole  is  very  small  indeed. 

: I should  like  at  this  stage  to  add  two  further  comments  arising  from  criticisms. 

| of  the  two  previous  reports.  First,  it  has  been  suggested  that  these  inquiries  have 

t been  made  at  a time  when  unemployment  would  be  at  its  lowest.  In  fact,  April 

. was  chosen  deliberately  as  the  month  in  which  the  seasonal  demand  for  loeums 

I would  be  unlikely  to  affect  the  result.  Secondly,  it  has  always  been  difficult  to. 

decide  how  to  deal  with  the  number  who  did  not  reply  to  the  questionary.  On 
\ a previous  occasion  I gave  figures  to  show  that  fhe  great  majority  of  these  could  be 
regarded  as  satisfied.  On  this  occasion  it  was  plainly  stated  in  the  questionary  that 
those  who  did  not  reply  would  be  regarded  as  satisfied  and,  in  accordance  with  our 
! practice  (a  twice-yearly  check  of  the  register),  would  be  struck  off  the  list 

of  the  Bureau.  Including  those  who  replied  saying  that  they  were  satisfactorily  settled 
and  wished  to  be  removed  from  our  list,  the  total  of  those  excluded  from  analysis, 
is  about  40  per  cent  as  in  previous  years. 

Establishment  in  General  Practice 

j Of  the  494  who  answered  the  inquiry  “ employed  ” in  1958,  55  were  not  seeking, 
posts  in  general  practice ; 38  others  were  principals  in  established  practices  seeking. 
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alternative  work  or  part-time  appointments  to  supplement  their  incomes.  These 
can  therefore  -be  excluded  from  the  analysis,  leaving  401  seeking  principal  status. 


1955 

1956 

480  .. 

..  526  ... 

30  . 

43  ... 

20  . 

30  ... 

50  . 

73  ... 

430  . 

..  453  ... 

37  . 

46  ... 

27  . 

26  ... 

33  . 

31  ... 

64  . 

57  ... 

161  . 

..  160  ... 

136  . 

..  152  ... 

58  . 

62  ... 

75  . 

81  ... 

269 

...  295  ... 

Total — _ - 

"yimRegistered  with  the  Bureau  but  not  seeking  general 

practice  posts  

(2)  Principals  in  general  practice  seeking  alternative 
work  or  part-time  appointments  to  supplement 
their  incomes 


Net  total 


(I)  Trainees  

(II)  In  house  posts  or  on  national  service  and  seeking 

first  G.P.  post  

(HI)  Assistants  with  view  to  partnership  who  have 
asked  to  remain  for  the  time  being  on  the  books 

of  the  Bureau  

(IV)  Principals  seeking  change  of  practice  (exchange)... 

Total 


(V)  Assistants  without  view  

(VI)  Locums  or  temporary  appointments  

(VII)  Appointments  with  no  prospects— e.g.,  registrars 

Total 


1958 

494 

55 

38 

93 

401 

44 

18 

29 

59 

150 

144 

47 

60 

251 


Note  —Groups  I-IV  not  regarded  as  in  dead-end  jobs.  Though  alt  those  in  categories  V-VII 
may  be  in  dead-end  jobs,  only  35  (14  per  cent)  place  no  restrictions  on  the  area  or  type  of 
appointment  they  are  seeking. 

Analysis  of  Assistantships  Without  View 

Out  of  the  total  of  144,  69  had  done  traineeships,  and  of  these  48  were  in  their  first 
subsequent  assistantship,  21  had  done  -more  than  one  year  as  assistant,  19  (27  per 
cent)  bad  been  in  general  practice  for  more  than  three  years. 

'Seventy-five  had  not  done  traineeships.  Of  these,  45  were  in  their  first  G.P.  posts, 
30  had  had  more  than  one  assistantship,  12  (16  per  cent)  had  had  more  than 
three  years’  G.P.  experience. 

It  is  usually  .accepted  that  a doctor  who  has  completed  .his  pre-registration  house 
appointments  and  his  national  service  and  who  may  have  done  a further  period 
in  hospital  posts  must  have  at  least  two  years'  experience  in  general  practice,  either 
as  -trainee  or  assistant,  -before  he  is  likely  to  be  considered  for  tin  Executive  Council 
vacancy.  Experience  suggests  that  at  least  a year’s  experience  is  also  needed  before 
a doctor  seeking  an  assistantship  with  view  to  partnership  can  compete  on  equal 
terms  for  the  more  attractive  openings.  There  are,  of  course,  exceptions.  There  are 
partnerships  which  .are  “ kept  warm  ’’  for  sons  or  other  near  relations ; there  are 
also  assistantships  where  no  view  is  offered  but  which  result,  after  a varying  length 
-of  time,  in  partnership.  On  the  o ther  hand,  there  are  those  who  are  content  with  the 
-security  of  an  assistantship  without  prospects  which  enables  them  to  wait  for  an 
opening  in  a particular  area  or  one  giving  opportunity  for  special  clinical  interest. 
If  it  is  justifiable  to  assume  that  a doctor  seeking  to  enter  general  practice  must  expect 
to  serve  for  two  years  either  as  trainee  or  assistant  before  he  can  obtain  the  status 
of  a principal,  either  in  single-handed  practice  or  in  partnership,  then  it  is  reasonable 
to  regard  those  with  three  or  more  years’  experience  who  have  still  no  expectation 
of  attaining  principal  status  as  having  been  -too  long  in  dead-end  jobs.  It  would  also 
be  true  to  say  that  during  the  first  year  no  -probationary  post  in  general  practice 
should  be  regarded  as  a dead-end  job,  and  it  is  probable  that  this  would  be  true 
also  of  the  second  year.  The  analysis  of  those  in  assistantships  without  view  suggests 
that  rather  fewer  than  25  per  cent  have  been  too  long  in  this  interim  stage  ol 
their  careers.  This  figure  should  be  increased  by  an  indeterminate  number  who, 
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though  in  appointments  without  prospects,  have  either  withdrawn  their  names  from 
the  register  of  the  Bureau  for  the  time  being  or  have  restricted,  within  a narrow 
field,  the  type  of  appointment  they  will  accept  or  the  area  in  which  they  will  work. 

It  is  interesting  to  compare  this  estimate  with  the  conclusion  I published  in  1955 
that,  out  of  a group  of  1,075  doctors  seeking  to  establish  themselves  in  practice,  269 
(25  per  cent)  were  in  posts  which  offer  no  immediate  advancement  or  permanent 
security  and  which  deny  them  the  status  of  principal,  to  which,  by  reason  of  age, 
qualifications,  and  experience,  they  may  well  feel  entitled. 

Further  evidence  on  the  time  normally  taken  to^  attain  principal  status  is  provided 
hy  the  “ turnover  ” of  the  Bureau.  It  is  significant  that  although  the  number 
registered  with  the  Bureau  remains  constant  within  fairly  narrow  limits— that  is, 
between  900  and  1,000-  - few  remain  on  the  hooks  for  more  than  two  years.  The 
number  circularized  in  1958  who  replied,  and  were  therefore  retained  on  the  register, 
was  557.  Of  these  the  number  who  were  also  included  in  the  1956  survey  was  129 
(approximately  23  per  cent)  and  the  number  included  in  the  1955  survey  was  26 
(approximately  41  per  cent).  Of  the  129  who  could  be  assumed  to  be  still  searching 
for  openings,  42  arc  not  seeking  posts  in  general  practice.  In  the  Bureau’s 

experience  the  difficulty  of  obtaining  an  assistantship  with  view  to  partnership 
increases  from  about  the  age  of  35  onwurds,  becoming  a real  handicap  in  the 
forties.  Taking  35  as  the  borderline,  it  is  interesting  to  note  that,  of  the  129 
included  in  the  1956  survey  and  still  seeking  posts  in  1958,  80  (60  per  cent)  were 
over  35.  Of  those  included  in  the  1955  inquiry  and  still  on  the  books  in  1958, 
21  out  of  26  were  over  35. 

Discussion 

To  discuss  entry  into  general  practice  in  terms  of  tables  and  statistical  analysis 
is  to  oversimplify  the  problem.  This  approach  ignores  many  important  factors 
and  takes  no  account  of  individual  circumstances,  qualifications,  ability,  and 
personality.  For  instance,  given  the  requisite  experience,  age  may  prove  a handicap 
when  seeking  a junior  partnership  but  may  even  be  an  advantage  when  applying  for 
an  Executive  Council  vacancy.  Again,  if  a doctor  can  accept  the  obligation  to 
buy  a house  or  to  purchase  a share  in  the  capital  assets  of  a partnership  without 
having  to  devote  too  much  of  his  expected  income  to  the  repayment  of  loans,  he 
is  in  a much  stronger  position  and  has  a much  wider  field  of  opportunity.  Lastly, 
no  counting  of  heads  or  the  equation  of  the  number  of  openings  to  the  number 
of  possible  applicants  will  answer  such  questions  as  these:  why  a practitioner  in  a 
successful  partnership  with  what  seems  to  be  an  adequate  income  will  suddenly 
decide  to  emigrate : why  a doctor  with  family  commitments  and  little  or  no  capital 
fails  even  to  investigate  introductions  which  would  seem  to  answer  his  needs ; 
why  a doctor  will  face  debt  and  years  of  frustration  rather  than  the  “ bogy  ” of 
the  city  or  industrial  practice,  which  in  some  cases  amounts  to  almost  an  obsession. 

The  Bureau  is  continually  faced  with  anomalies  which  are  very  hard  to  explain 
unless  one  is  prepared  to  accept  the  fact  that  the  difficulties  of  entry  into  practice 
are  very  greatly  exaggerated.  Though  many  could  be  quoted,  two  examples  wilt 
suffice  to  illustrate  this  : 

(1)  Owing  to  the  retirement  of  a partner  an  assistant  with  view  was  required 
in  a practice  in  an  outer  London  suburb.  N.H.S.  list  5,000  plus.  The  new 
partner  was  required  to  purchase  a share  in  surgery  premises  valued  at 
£1,500  (alternatively  the  partnership  would  rent  them).  Salary  us  assistant 
£1,250  gross,  commencing  partnership  share  one-third,  increasing  to  49  per 
cent  over  eight  years.  Particulars  of  this  vacancy  were  sent  to  220  possible 
applicants.  There  were  only  seven  applicants  and  the  vacancy  was  subse- 
quently filled  after  a private  introduction. 

(2)  An  assistant  with  view  was  required  in  a rural  practice  based  on  a small 
town  in  south-east  England.  N.H.S.  list  3,000  (mainly  dispensing)  and  some 
appointments.  Salary  as  assistant  £1,250  gross,  commencing  partnership 
share  of  one-third  with  rights  to  increase  “ as  may  be  agreed.”  Particulars 
were  sent  to  250  possible  applicants,  of  whom  50  applied  in  three  days. 

A few  months  ago  a firm  of  two  partners  in  a country  town  some  20  miles 
from  London  asked  the  Bureau  to  introduce  an  assistant  with  view.  The  salary 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


1294 


ROYAL  COMMISSION  ON  DOCTORS’  AND  DENTISTS’  REMUNERATION 


offered  during  the  probationary  period  was  £1,050,  with  rent-free,  unfurnished 
accommodation  above  the  surgery  premises.  A commencing  share  of  one-fifth 
was  estimated  to  bring  a net  income  of  £1,500  per  annum,  with  increases  to 
approximately  one-third  after  eight  years.  The  new  partner  was  required  to  pur- 
chase a share  in  the  capital  assets  of  the  practice,  which  included  freehold  surgery 
premises,  at  an  initial  cost  of  just  over  £2,000.  As  there  was  scope  for  an  increase 
in  the  amount  of  midwifery  undertaken,  preference  would  be  given  to  applicants 
with  experience  in  obstetrics. 

The  terms  of  this  appointment  as  set  out  in  the  circular  issued  by  the  Bureau 
could  be  described  as  average.  We  should  regard  the  area  as  “ much  sought  after.” 
Particulars  were  sent  to  220  possible  applicants,  but  only  25  applications  were 
received.  In  spite  of  the  deterrent— the  need  to  find  capital — we  were  puzzled  by 
this  small  response,  and,  with  the  permission  of  the  partners,  I wrote  to  those 
who  had  not  applied,  asking  for  their  reasons.  About  80  replies  were  received. 

The  main  inference  to  be  drawn  from  the  replies  was  that  there  was  no  sense  of 
urgency,  and  though  most  of  those  who  received  the  circular  were  in  assistantships 
offering  no  prospects,  and  though  many  had  expressed  a preference  for  London 
and  the  home  counties,  they  failed  to  investigate  this  offer  of  a partnership  because 
it  was  not  quite  what  they  wanted.  Many  were  deterred  by  the  need  to  find  some 
capital,  others  by  the  implication  that  for  a time  they  would  be  required  to  reside 
on  surgery  premises  though  there  was  no  indication  that  this  was  other  than  a 
temporary  arrangement.  A few  jumped  to  conclusions  which  could  not  be  justified 
either  by  reading  the  circular  or  by  facts  known  to  the  Bureau.  There  may  be 
good  reasons  for  these  suspicions,  but  if  the  need  to  attain  principal  status  were 
pressing  one  wonders  why  so  many  did  not  even  trouble  to  follow  up  the  intro- 
duction or  to  make  further  inquiries.  One  doctor,  in  his  reply,  was  frank  enough 
to  say  that  he  had  come  to  the  conclusion  that,  because  the  midwifery  was  increasing 
and  because  an  applicant  experienced  in  obstetrics  was  required,  this  was  evidence 
that  the  partners  intended  to  pass  all  midwifery  to  the  incoming  man. 

Many  considerations  influence  a doctor  seeking  a practice  or  partnership.  In 
the  experience  of  the  Bureau,  by  far  the  most  important  of  these  is  locality.  The 
need  to  find  accommodation  or  capital,  the  initial  share  offered,  and  the  time  in 
which  equality  will  be  reached  seem  to  be  of  lesser  importance,  though,  as  suggested 
above,  these  may  give  rise  to  suspicions  which,  though  not  justified,  will  deter 
the  would-be  applicant  from  even  investigating  the  offer.  If  one  accepts  all  that 
has  been  said  and  written  about  the  difficulty  of  getting  established  in  general 
practice,  it  is  hard  to  explain  why  so  many  refrain  from  investigating  good  oppor- 
tunities and  the  great  reluctance  of  doctors  to  go  to  the  large  towns  and  industrial 
areas. 

There  is  no  doubt  that  one  of  the  main  deterrents  is  the  widespread  conviction 
that  once  a doctor  attains  principal  status  in  general  practice  he  is  tied  to  that 
practice  for  the  rest  of  his  life.  There  is,  of  course,  good  reason  for  this.  It  is 
well  known  that  the  scheme  for  exchange  of  practices,  though  admirable  on  paper 
and  sponsored  by  the  Medical  Practices  Committee  and  the  majority  of  Executive 
Councils,  breaks  down  in  practice  because  most  of  those  seeking  to  exchange 
practices  are  looking  for  the  same  thing — a similar  income  in  a more  attractive  area. 
The  picture,  however,  is  not  entirely  dark.  A client  of  the  Bureau  has  been 
successful  in  moving  from  the  North  of  England  to  Somerset  by  means  of  three 
exchanges  over  the  years.  Nevertheless,  the  problem  of  restricted  mobility  remains. 

■Summary  and  Conclusions 

Of  908  doctors  who  replied  to  a questionary  circularized  in  the  spring  of  1958, 
•63  (7  per  cent)  were  unemployed  at  the  time.  Since  this  group  comprised  those 
who  were  looking  for  posts  in  their  chosen  field  of  practice,  the  amount  of  enforced 
unemployment  in  the  profession  as  a whole  is  very  small  indeed. 

Of  those  in  appointments  offering  no  prospects  of  advancement,  144  were 
assistants  in  general  practice.  Of  these  some  22  per  cent  had  been  assistants 
for  trainees)  for  more  than  three  years.  If  this  figure  is  corrected  to  take  into 
account  those  who  had  temporarily  withdrawn  their  names  from  the  Bureau,  there 
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are  probably  between  25  and  30  per  cent  of  those  trying  to  establish  themselves  in 
general  practice  who  have  been  too  long  in  attaining  principal  status.  The  position 
is  roughly  the  same  as  it  was  three  years  ago. 

The  experience  of  the  Bureau  suggests  that  the  first  steps  are  easy  and  there  is 
no  lack  of  appointments  for  trainees  or  assistants.  Ordinarily,  provided  he  is 
prepared  to  consider  any  good  opening  in  any  part  of  the  country,  a doctor  should 
expect  to  attain  principal  status  within  three  years  of  commencing  his  first  general 
practice  appointment. 

Lastly,  in  the  opinion  of  those  dealing  with  the  problem  day  by  day,  the  position 
has  been  stable  over  the  past  three  or  four  years,  with  recently  a slight  improvement 
in  the  number  of  the  introductions  made  by  the  Bureau.  As  this  coincides  with 
the  end  of  the  first  ten  years  of  the  N.H.S.,  it  is  impossible  to  say  whether  it 
represents  a definite  upwards  trend. 
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APPENDIX  B 

MEMORANDUM  ON  EMIGRATION  OF  ESTABLISHED 
GENERAL  PRACTITIONERS 

This  memorandum  deals  with  the  emigration  of  doctors  who,  up  to  the  time  of 
emigration,  were  principals  in  established  general  practice  within  the  National 
Health  Service  in  England  and  Wales  since  5th  July,  1948. 

These  doctors  were,  it  is  emphasized,  men  of  middle  age,  with  a substantial  stake 
in  the  country,  working  in  comparatively  remunerative  general  practices,  who  for 
some  reason  preferred  to  abandon  this  and  their  homes,  in  order  to  practise  abroad, 
mostly  in  other  parts  of  the  Commonwealth. 

The  figures  we  believe  are  reasonably  accurate.  They  are  derived  from  the 
returns  of  124  of  the  138  Executive  Councils  in  England  and  Wales. 

In  the  areas  from  which  returns  have  been  made  just  over  15,000  doctors  practise. 
In  those  from  which  no  return  was  obtainable  just  over  4,000  doctors  practise. 

The  figures  in  the  following  Table  reasonably  represent  the  fluctuating  rate  of 
this  emigration. 


Year  

1948 

1949 

1950 

1951 

1952 

1953 

1954 

1955 

1956 

1957 

Total 

England 

14 

31 

41 

69 

50 

26 

27 

40 

53 

72 

423 

Wales  

2 

1 

4 

6 

6 

3 

— 

1 

2 

4 

29 

Total  (for  six  months)... 

16 

32 

45 

75 

56 

29 

27 

41 

55 

76 

452 

Rate  per  thousand 
doctors  per  year 

2-13 

2-13 

3-00 

5-00 

3-73 

1-93 

1-87 

2*73 

3-67 

5-07 

3-13 

average 
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For  those  who  prefer  a graphic  presentation  of  statistics  the  one  below  may  be  of 
assistance. 


Numbers  of 
emigrations  per 
1000  of 
established 
principals 


Members  of  the  Royal  Commission  will  be  aware  that  the  Danckwerts  arbitra- 
tion was  in  1951  and  the  working  party’s  report  deciding  the  agreed  new  distribu- 
tion of  the  monies  which  came  to  the  profession  following  the  arbitration  award 
was  published  in  the  summer  of  1952. 

It  is  submitted  that  the  rise  in  the  rate  of  emigration  in  the  “ pre-Danckwerts  ” 
period  was  significant  of  great  unrest  among  established  doctors.  The  subsequent 
fall  to  an  average  which  we  would  submit  can  be  regarded  as  a normal  figure  is 
equally  significant,  as  again  is  the  fact  that  mounting  unrest  has  caused  the  figure 
to  rise  once  more  to  a new  high  level  in  1957. 

When  it  is  realized  that  many  of  those  concerned  in  the  1957  exodus  were  within 
one  year  of  their  minimum  pensionable  period  of  10  years  in  the  Service,  the 
figure  becomes  even  more  impressive.  A rise  to  a figure  or  more  than  _!  times 
greater  than  that  of  the  immediate  two  “ post-Dunckwerts  years  (1953-54)  in 
these  circumstances,  must  not  be  disregarded.  It  is  true  also  that  this  occurred 
despite  the  fact  that  the  opportunities  for  a man  to  establish  himseir  abroad  have 
become  progressively  less  in  number  during  the  past  decade. 

In  addition  a far  greater  number  of  uneslablished  doctors  engaged  in  hospital 
practice  up  to  the  rank  of  senior  registrar  and  also  some  of  higher  status  and 
even  of  consultant  rank  have  emigrated.  The  number  of  uneslablished  genera 
practitioners  who  have  also  left  this  country  is  far  greater,  both  relatively  and 
absolutely,  than  their  more  fortunate  established  colleagues,  "here  are,  however, 
no  reliable  figures  by  which  these  can  be  classified. 
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Examination  of  Witnesses 
Dr.  S.  Wand,  Chairman  of  the  Council 
Mr.  H,  H.  Langston 
Mr.  J.  R.  Nicholson-Lailey 
Dr.  G.  Waring  Robinson 
Dr.  T.  L.  Reeves 
Mr.  R.  Brearley 
Dr.  Hamish  Watson 
Dr.  X.  Rannie 
Mr.  0.  Gayer  Morgan 
Dr.  A.  B.  Davies 
Dr.  J.  B.  Tilley 
Dr.  H.  D.  Chalke 
Mr.  S.  B.  R.  Cooke 
Dr.  D.  P.  Stevenson,  Secretary 

on  behalf  of  the  British  Medical  Association 

Called  and  Examined 


5438.  Chairman : Dr.  Wand,  I take  it 
that  although  quite  a few  of  your  large 
number  of  witnesses  here  today  have  not 
been  here  before  themselves,  our  pro- 
cedure is  sufficiently  well  known  by 
everybody  on  your  aide  for  me  not  lo  go 

through  it  again? Dr.  Wand:  Yes, 

Sir.  Would  you  like  -me  to  introduce  the 
team? 

5439.  Yes,  if  you  will. Dr. 

Stevenson  and  Dr.  Tilley  you  have  met 
before.  Mr.  Gayer  Morgan  is  a con- 
sultant ophthalmologist  at  Guy’s.  Dr. 
Davies  you  have  seen  before.  Mr. 
Langston  is  now  the  chairman  of  the 
Council  of  the  Central  Consultants  and 
Specialists  Committee  and,  with  him  is 
Mr.  Nicholson-Lailey,  Mr.  Langston  is 
an  orthopaedic  surgeon  in  the  south-west 
Metropolitan  region,  and  an  area 
director  of  orthopaedic  services.  Mr. 
Nicholson-Lailey,  you  .may  know,  is  a 
consultant  in  gynaecology  and  obstetrics 
in  the  Taumton  area.  Mr.  Brearley  is 
a senior  registrar,  in  his  tenth  year 
as  a senior  registrar  in  surgery  in  the 
Liverpool  area.  Mr.  Cooke,  I think 
you  know,  Sir.  Behind  Mr.  Cooke 
is  Dr.  Rannie,  who  is  a senior  lecturer 
in  pathology,  with  an  honorary  con- 
sultant appointment  in  Newcastle.  Next 
to  him  is  Dr.  Hamish  Watson,  a 
senior  registrar  in  cardiology  at  St. 
Andrew’s.  Dr.  Hamish  Watson  has  also 
prepared  that  brilliant  analysis  in  regard 
to  the  position  of  the  Scottish  registrars. 


Dr.  Waring  Robinson  is  from  Leicester 
and  is  concerned  with  the  S.H.M.Os 
Group.  Dr.  Chalke,  who  is  Chairman  of 
the  Council  of  the  Society  of  Medical 
Officers  of  Health,  is  here  too,  I think 
you  have  met  Dr.  Chalke  before? 

5440.  Yes,  we  have.  Now,  during  the 
last  year  or  so  we  have  traversed  a lot 
of  ground,  including  a good  many  .things 
that  are  really  on  the  fringe  of  our  terms 
of  reference.  There  are  a good  many 
things  that  we  will  not  go  into  very  great 
detail  over  today,  partly  because  we 
know  most  of  the  answers  and  because 
we  have  had  from  the  Joint  Consultants 
Committee  a lot  of  evidence  on  the 
position  of  consultants,  much  of  which  is 
repeated  in  your  memorandum.  So  we 
will  be  concentrating  on  certain  topics 
only.  You  will,  I know,  understand  that 
that  does  not  mean  in  every  case  that 
we  are  disinterested — though  we  may  be 
in  some  cases ; it  may  equally  well  mean 
that  we  have  already  covered  the  subject. 

1 wonder  if  I may  say  that  when  we 

first  agreed  to  give  evidence,  we  said 
we  would  give  the  Royal  Commission  all 
the  possible  help  we  could.  I think  in 
these  documents  we  have  gone  into 
many  of  the  figures,  and  I hope  we  have 
been  able  to  give  you  a good  deal  of 
information.  We  have  with  us  this 
morning  three  groups  which  I do  not 
think  have  given  oral  evidence  before — 
the  S.H.M.Os,  the  hospital  junior 
medical  staff  and  the  ophthalmologists 
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in  the  National  Health  Service.  We  hope 
that  you  will  get  some  information  from 
thorn  this  morning. 

5441.  Thank  you  very  much.  You 
have  indeed  given  us  a great  deal  ot 
evidence,  and  I might  just  reler  to  the 
fact  that  you  did  send  us  some  little 
time  ago  your  memorandum  about 
arrangements  for  the  review  of  medical 
remuneration.  We  had  the  opportunity 
of  going  through  that  with  you  at  a 
private  session  and  not  in  public.  I m®n 
tion  that  now  because  we  naturally  feel 
sure  you  would  wish  that  to  form  part 
of  our  published  evidence. Yes. 

Chairman-.  We  shall  print  it  together 
with  some  of  these  other  memoranda 
that  we  shall  be  discussing  today.  Now 
I will  ask  Sir  David  to  begin  the  ques- 
tioning. 


5442.  Sir  David  Hughes  Parry : May 
we  take  your  second  supplementary 
memorandum  of  evidence?  In  para- 
graph 3 you  say  that  you  have  concen- 
trated very  largely  on  the  problems  of 
the  more  junior  staff.  Now  in  paragraph 
5 you  compare  the  position  of  the  young 
doctor  with  that  of  other  young  pro- 
fessional men.  That  is  in  effect  what  you 
are  doing  when  you  say.  He  has .al- 
ready reached  an  age  when  his  con- 
temporaries  in  many  other  walks  of  life 
have  advanced  to  a point  from  which 
definite  career  prospects  are  m sight. 
What  other  professions  had  you  particu- 
larly in  mind? We  are  speaking  now 

of  the  junior  hospital  staff  who  are  going 
to  make  their  career  in  the  hospital  ser- 
vice. Having  qualified,  they  have  sc 
their  foot  on  a ladder,  but  it  is  not 
always  certain  that  they  can  reach  a 
point  on  that  ladder  when  they  can  make 
a career  of  the  hospital  service,  m the 
consultant  grade.  But  in  other  walks  of 
life,  in  industry— we  say  other  walks  oi 
life  and  we  do  not  say  professions  here- 
in other  walks  of  life  a man  may  become 
a solicitor  or  a barrister  or  an  architect 
or  an  engineer,  and  he  is  already  well 
set  on  to  a ladder  which  will  take  him 
to  his  life’s  goal,  in  the  ordinary  sense 
of  the  word.  With  the  hospital  medical 
staff,  they  are  not  certain  until  a very 
much  later  age  than  this  whether  they 
will  in  fact  have  to  change  ladders.  I 
would  like  at  this  stage,  Sir  David,  to 
say  that  I have  with  me  those  who  are 
most  concerned  with  these  problems,  and 
although  I am  answering  this  question 
myself  I hope  to  be  at  liberty  to  call  on 


my  colleagues  in  these  other  fields,  who 
may  have  some  other  statements  to 
make. 

Chairman-.  I was  hoping  you  would 
do  that.  Dr.  Wand. 

5443.  Sir  David  Hughes  Parry  : What 
1 have  in  mind  is  this:  the  training  in 
all  professions  now  is  much  longer  than 
it  used  to  be.  You  would  agree,  would 

you  not? Some  of  them,  of  course, 

earn  money  cn  route.  In  some  cases 
they  have  certain  alternatives,  which  are 
easier  than  those  before  the  doctors. 

5444.  Would  you  like  to  compare  the 
position  of  the  young  doctor  with  the 
young  barrister?  That  is  fair  enough, 

|s  it  not? -I  do  not  think  one  should 

lake  the  particular  profession,  of  a 
barrister,  when  it  is  well  known  that 
many  men  go  to  the  Bar  with  no 
intention  of  practising  at  the  Bar. 
Practically  everybody  who  goes  into 
medicine  hus  the  intention  ultimately 
of  practising  medicine.— Dr.  Stevenson: 

I think  there  is  a difference,  is  there  not, 
in  the  case  of  the  young  barrister. 
Whether  he  succeeds  or  not  is  very  much 
within  his  own  hands  ; it  depends  on  Ms 
own  ability.  But  in  the  ease  of  the  hos- 
pital doctor  there  may  be  no  vacancy  for 
him  in  the  public  service.  He  may  be 
forced  into  another  branch  of  medicine 
outside  the  hospital  service -not  because 
he  is  not  capable  of  doing  the  work  but 
because  there  is  no  vacancy  for  him. 

5445.  There  may  not  be  enough  work 
for  the  barrister.  He  may  have  to  change 
his  career  after  a year  or  two  of  trying 
to  practise.  Dr.  Wand:  It  is  well 
known  that  a barrister  has  before  him 
opportunities  in  which  law  need  only 
play  a comparatively  minor  part  ana, 
indeed,  some  of  them  deliberately  go,  to 
the  Bar  with  the  intention  of  doing 
something  else  rather  than  practising 
law. 

5446.  Let  us  take  the  very  competitive 
position  at  the  Bar,  which  could  be  aid 
to  be  on  the  consultant  level.  You 
would  agree  to  that?  Hie  top  of  he 
ladder  is  very  high?  - - -The top  o Mta 
ladder  is  very  high.  The  guttering 
prizes  are  very  good. 


5447.  Sir  David  Hughes  Pang 
Would  you  compare  it  with  the  soi 
citor’s  profession?  You  see,  60  o 
per  cent  of  those  entering  that  profess^ 
spend  three  years  at  the  uniyeratty, 
three  years  in  articles— six  or  seven  y 
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of  training ; they  may  have  to  do  two 
years  of  national  service.  It  is  a lengthy 
period  again,  as  it  is  for  the  medical 
profession. — — During  that  time  most 
solicitors  who  are  in  articles  are  earning 
some  money. 

5448.  Sir  Hugh  Watson : I would  not 
like  Dr.  Wand  to  go  on  record  in  saying 
this,  because  I put  this  matter  to  the 
Secretary  of  the  Law  Society,  and  Dr. 
Wand  is  not  oorreotly  informed.  I am 
told  by  the  Secretary  of  the  Law  Society 
that  the  majority  of  solicitors  when  they 
are  apprenticed  earn  very  little  indeed. 
They  earn  something. 

5449.  Very,  very  little.  I think  Dr. 

Wand  should  bear  in  mind  that  medical 
students  get  a grant,  and  law  students  do 
not. Not  all  medical  students. 

Sir  Hugh  Watson : They  will,  of 
oourse,  be  subject  to  the  means  test. 

5450.  Sir  Davicl  Hughes  Parry: 
65  per  cent,  of  medical  students,  I 

believe,  get  grants, Yes,  I said  not 

aU. 

5451.  Chairman:  Dr.  Wand,  I want  to 

be  a little  clearer  than  I am  now  on  one 
point.  Where  you  say  .in  paragraph  5 
“At  ithis  stage  the  young  doctor  is 
entitled  to  something  more  certain  . . 
are  you  saying  that  anybody  who  wishes 
to  end  up  as  a consultant  should,  during 
his  house  officer  year,  be  able  to  say  “ I 
have  a right  to  be  a consultant  eventu- 
ally ”? No,  but  there  is,  immediately 

after  the  .house  officer,  the  registrar 
grade.  When  a man  is  there  he  is  trying 
to  set  his  foot — not  in  all  cases  but  In 
most  eases — on  the  ladder  of  promotion, 
which  ultimately  will  make  him  a 
consultant. 

5452.  Yes,  that  is  when  you  say  he 
“finds  himself  for  the  first  time  free  to 
decide  upon  his  future  career,  subject 
to  opportunity  and  the  restrictions  of 
competition.”  You  are  saying  he  can 

take  that  decision?- Yes,  it  means  he 

is  approximately  25  years  old,  and  at  the 
age  of  25  for  the  first  time  he  can  try 
to  make  up  his  mind  in  what  form  of 
medical  practice  he  is  going  to  spend  his 
future  life ; and  that,  of  course,  depends 
in  the  consultant  field  on  his  ability  to 
make  the  grade.  I wonder  if  Mr. 
Langston  might  come  in  on  this? — Mr. 
Langston:  I think  first  I would  say  this, 
that  a man  who  applies  for  and  obtains 
a registrar  appointment  at  least  has  some 
hope  that  he  will  ultimately  become  a 
consultant.  He  is  not  in  fact  chosen,  at 


this  stage  in  his  training,  as  a potential 
consultant  but  the  course,  from  that 
point  on  has  become  very  .much  longer 
and,  1 think,  more  uncertain,  towards 
the  ultimate  achievement  of  a consultant 
appointment  than  was  originally  en- 
visaged. You  have  heard  how  one  of 
our  members  here  has  been  ten  years  a 
senior  registrar.  The  registrars  them- 
selves often  exceed  their  original  agreed 
time  of  two  years,  so  that  that  training 
period  has  become  a great  deal  longer 
than  was  first  envisaged.  Furthermore 
‘■'“t  one  °f  these  men  working  up 
the  ladder  realises  at  a late  stage  that 
he  is  not  going  to  achieve  his  aim,  he 
may  have  been  on  the  training  ladder 
tor  a large  number  of  years  and  may 
have  to  go  .back  to  the  beginning  again, 
going  into  general  practice  or 
public  health.  So  that  I think  it  is  fair 
to  say  it  is  not  -quite  the  same  .thing  as 
ut  is  for  a solicitor. 


5453.  .Mr.  .Langston,  I do  not  think  we 

can  ,go  into  the  structure  of  the  hospital 
service.  There  is  a working  party  doing 
that.  There  is  a considerable  difference 
between  the  post  of  registrar  and  that  of 
senior  registrar,  and  one  might  be 
regarded  as  being  much  more  of  a train- 
ing grade  than  the  other.  .Are  you  say- 
ing that  everybody  who  becomes  a 
registrar  should  ultimately  become  a 
consultant? No,  certainly  not,  Sir. 

5454.  il  thought  you  were  rather  im- 
plying that. No,  ,1  was  merely  saying 

that  a man  who  takes  a post  as  registrar 
possibly  has  in  his  .mind  some  -hope  of 
aiming  at  and  achieving  this  object. — 
Dr.  Wand:  And  at  that  stage  there  are 
no  definite  career  prospects. — Mr 
Brearley : I would  like  to  .make  one  com- 
ment if  :I  may.  il  think  we  have  strayed 
a little  way  from  the  text  of  what  is 
written  here.  What  is  written  is  that  “ he 
has  already  reached  an  age  ” — and  that 
is  after  qualification  and  after  pre- 
registrar  jobs  and  after  service  in  the 
Forces,  so  it  refers  to  somewhere  about 
30  years  of  ago  — “ he  has  already  reached 
an  age  when  his  contemporaries  in  other 
walks  of  life  have  advanced  to  a point 
from  which  definite  career  prospects  are 
in  sight.”  It  does  not  say  they  have 
reached  the  point  where  they  are  already 
established  in  a career,  doing  well.  iWc 
believe  that  at  30,  in  many  professions, 
people  can  see  what  their  career  .pros- 
pects are,  whereas  in  medicine  the  posi- 
tion is  not  even  at  the  beginning  of 
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sorting  itself  out,  and  anybody  who 
wants  to  go  into  the  hospital  side  of  the 
profession  can  have  no  idea  of  what  his 
nrosoects  would  be. — Dr.  Hamisn 
Watson:  I would  like  to  carry  itonc 
stage  further,  if  I may,  and  say  that  a 
solicitor  or  an  architect  endeavours  to 
get  himself  into  some  firm  at  this  age, 
and  once  he  has  done  so  he  can  quite 
clearly  see  his  way  ahead  as  a solicitor 
or  architect  in  that  firm  for  the  rest  of 
his  professional  life. 

5455  Sir  David  Hughes  Parry.  The 
point  is  really  the  uncertainty,  as  com- 
pared with  anything  else? Dr.  Wand. 

Yes. 

5456.  Can  I ask  you  to  turn  to  para- 
graph 10?  You  say  there  “ During  this 
formative  period  of  his  life,  the  young 
hospital  doctor.  . . What  age  have 

you  in  mind  there? ’It  >is  the  age 

which  has  already  been  given,  25  to  30 
or  32. 

5457.  Yes.  Then  you  go  on  to  say 
that  he  may  have  a family,  and  so  on, 
and  “ this  constant  .movement  from  post 
to  post  involves  him  in  heavy  expenses. 

I wonder  what  is  meant  there? 1 

think  the  experience  of  our  younger 
.members  would  help. 

5458.  Could  we  hear  from  the  younger 

members? Mr.  Brearley.  When  a 

man  comes  out  of  the  Forces  at  an  age 
which  is  usually  around  30  and  seeks 
to  follow  a career  in  the  hospital  service, 
he  is  likely  to  get  first  of  all,  if  he  is 
successful  with  his  application,  a post 
either  as  a senior  house  officer  or  as  a 
registrar.  These  posts  have  a one-year 
and  a two-year  tenure  respectively,  and 
while  he  is  in  those  posts  he  will  be 
engaged  in  studying  for  some  further 
qualification.  They  are  both  posts  of 
short  tenure,  and  at  the  end  of  his  period 
in  each  of  these  posts  he  will  have  to 
look  for  another  post.  In  order  to  find 
one  he  may  very  well  have  to  move  to 
another  area.  So  at  this  period  of  his 
life,  whilst  engaged  in  post-graduate 
study,  he  is  in  short-tenure  posts  and 
likely  to  have  to  move  about  from  one 
area  to  another. 


good  chance  of  remaining  in  one  area— 
although  not  a complete  certainty. 

5461.  Chairman:  You  say  this  con- 
stant moving  from  post  to  post  is  experi- 
enced  hy  the  average  person  coming  into 
the  hospital  service  on  coming  out  of 
the  Forces,  and  you  put  the  age  at  that 
stage  as  30,  which  is  much  later  than  is 
usually  put  to  us.  But  assuming  that 
there  is  this  constant  movement,  what 
does  "constant  movement"  mean?  It 

implies  rather  frequent  movement. 1 

think  he  may  probably  get  a senior  house 
officer  post  in  the  first  case ; then  a year 
after  that  he  may  make  a move  and 
become  a registrar  for  two  years,  after 
which  he  may  have  to  move  again, 
During  that  period  he  may  also  have  to 
take  a course  of  study,  which  may  not 
he  available  in  the  area  in  which  he  is 
then  living  ; so  it  implies  five  moves  over 
three  years. 


5462.  You  reckon  it  is  a normal  thing 
for  these  doctors  to  he  moving  five  times 
in  three  years?  - — It  is  a common  thing, 


5459.  At  that  stage? At  that  stage. 

This  is  not  a theoretical  deduction  from 
the  terms  and  conditions  of  service,  this 
is  an  actual  fact;  they  will  experience 
this. 


5460.  Until  he  is  a senior  registrar, 
when  he  is  presumably  stationary,  is  he? 
If  he  is  a senior  registrar  he  has  a 


5463.  I see.  I must  say  I am  sur- 
prised. — Mr.  Langston:  If  I might 
make  one  point  as  regards  certain  quali- 
fications which  are  sometimes  acquired- 
for  example.  Fellowship  of  the  College 
of  Surgeons  requires  a man  to  obtain  a 
post  as  casualty  officer.  That  is  a re- 
quirement, and  that  is  an  example  of  one 
of  those  moves. 

5464.  Sir  David  Hughes  Parry.  Can 
we  now  take  paragraphs  17  and  18? 
You  do  emphasise  in  paragraph  17  that 
approximately  three-quarters  of  consu- 
tants  are  “ at  present  employed  in  a part- 
time  capacity  with  the  right  to  engage  in 
private  practice."  We  ourselves  have 
calculated  it  at  70  per  cent. ; that  wouM 
probably  be  the  correct  figure,  about  70 
per  cent,,  who  are  at  present  employed 
in  a part-time  capacity.  You  go  on  to 
say  that  in  the  majority  of  eases  this  is 
from  choice,  though  there  are  cases 
where  the  alternative  of  a whota-tuni 
appointment  is  not  available.  That  leads 
first  to  paragraph  18,  where  you  say 
"Private  Practice,  however,  is  known  to 
have  decreased  considerably  since  tne 
start  of  the  National  Health  Service  . . . 
Have  you  any  evidence  of  this  at  an 
this  is  a general  impression,  is  «t 

It  is  certainly  more  than  a . 

pression  ; I think  it  s everyone 

ence.  Before  the  National  Health  Sw 

vice  many  people  were  debaned 
taking  advantage  of  hospital  fac  ■ 
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whereas  now  that  it  is  a service  open  to 
all  obviously  a very  large  number  of 
them  have  chosen  to  avail  themselves  of 
that  Service,  and  obviously  private  prac- 
tice has  decreased,  I think  there  is  no 
question  that  it  has  decreased.  Nursing 
homes  have  closed  ; there  is  plenty  of 
evidence,  I think,  of  the  decrease. — Mr. 
Nicholsoti-Lailey : I would  like  to  add  'to 
that,  if  I may.  Nursing  homes  have 
closed— that  is  general  experience  all 
over  the  country— and  alternative 
accommodation  in  the  wards  of  the  hos- 
pitals has  not  been  increased,  so  far  as 
I am  aware ; in  fact,  in  some  cases  it  has 
been  reduced.  Taking  the  case  of  a 
person  like  myself,  before  the  National 
Health  Service  I lived  entirely  by  private 
practice  and  I made  an  income  then 
oomparable  to  what  I am  receiving  now 
from  private  practice  and  from  the 
National  Health  .Service.  I have  not  got 
the  figures,  but  I can  say  that,  whereas 
at  the  inception  of  the  National  Health 
Service  1 maintained  myself  ,by  private 
practice  in  a comparable  and,  perhaps, 
almost  a better  financial  position  than  I 
have  now,  I did  not  do  more  than — I 
think  it  was  15  or  16  private  major 
operations  during  the  whole  of  last  year 
—and  that  would  have  been  quite  in- 
sufficient to  enable  me  to  live  under 
present-day  circumstances. 

5465.  Chairman'.  Mr.  Langston,  we 
do  not  want  to  pursue  this  .point  very 
far,  but  this  sentence  of  yours  might 
mean  that  private  practice  by  consultants 
decreased  when  the  National  Health 
Service  started— which  might  be  un- 
doubtedly true— or  it  might  mean  it  has 
gone  on  progressively  decreasing  since 
then,  which  is  a slightly  different  point. 
Are  you  saying  that  private  practice  by 
consultants,  not  G.Pfs,  is  progressively 

decreasing? Mr.  Langston : That  is 

what  we  are  saying.  Sir— that  it  has  con- 
tinued to  decrease, 

5466.  On  the  whole  I think  it  is  true, 
Mr.  Langston,  that  the  proportion  of 
part-time  people  engaging  in  private 
practice  has  not  decreased.  I think  it 
has  slightly  increased  in  comparison  with 
whole-time? — — I think  that  is  true,  but 
I think  there  are  reasons  for  that. 

5467  Sir  David  Hughes  Parry : 
Oan  we  go  on  to  'the  full-time  con- 
sultant— unless  there  is  something  else 
that  anyone  would  like  to  add  to  what 
has  been  said  already  ,in  the  memo- 
randum  as  regards  the  hospital  medical 
staff  generally?  It  may  be  that  we  can 


raise  it  again  as  we  go  along.  I want 
to  give  you  every  opportunity  of  adding 
to  what  is  here.  Let  us  take  the  mileage 
payments.  We  would  like  to  know  what 
is  included  in  the  .mileage  .payments  here 
We  would  like  to  analyse  them.  This  is 
in  the  middle  of  paragraph  21— “It  is 
rarely  possible  for  a doctor  of  consultant 
standing  to  perform  his  duties  without 
possessing  a car,  and  yet  the  mileage  pay- 
ments that  he  receives  from  the  Hospital 
Board  for  the  use  of  his  car  in  the 
Board’s  service  can  only  rarely  be  such 
that  he  is  not  in  fact  providing  a car 
for  the  Board’s  service  at  considerable 

net  cost  to  himself.” Dr.  Wand:  I 

think  Mr.  Brearley  would  be  able  to 
answer  this,  because  I think  more  or  less 
the  same  situation  arises,  does  it  not,  in 
the  junior  hospital  staffs  field?— Mr. 
Brearley : The  question  of  whether  mile- 
age payments  are  equitable  or  not 
depends  entirely  on  the  mileage  done, 
and  as_  whole-time  .people  are  not  entitled 
to  claim  certain  mileages  which  part- 
timers  are  entitled  to  claim,  they  are 
more  likely  to  find  the  payments  in- 
sufficient where  the  mileage  is  smaller. 
The  actual  figures  are  7i[d.  for  a car  of 
up  to  10  H.P.  and  9pd.  for  a car  of  over 
10  H.P.  This  means  if  you  have  only 
a small  allowable  mileage,  for  example, 
such  mileage  as  you  do  for  going  out  to 
see  emergency  patients  ait  night,  you 
may  only  recover  a matter  of  £50  a 
year,  which  is  obviously  quite  in- 
sufficient to  cover  the  cost  of  the 
depreciation  of  the  car.  Yet  this  car  is 
very  necessary  for  doing  the  wonk,  and 
to  my  own  knowledge  an  enquiry  is 
sometimes  made  by  the  appointments 
committees  as  to  whether  a car  is  avail- 
able for  this  .purpose. 

5468.  Chairman : Is  it  suggested  that 
people  of  consultant  status  would  not 
normally  .possess  a car  if  it  were  not  for 

their  work? Mr.  Langston:  I think 

that  might  apply  to  some  extent.  It  is 
certainly  true  to  say,  as  we  say  here, 
that  it  would  be  difficult  for  many  of 
these  doctors  to  do  their  work  without 
possessing  a car  and  .the  Board  has  the 
advantage  of  that  car  and  yet  pays  very 
little  towards  it.  It  is  essential  that  the 
consultant  should  have  a car,  .but  he 
gets  very  little  recognition  of  that  fact 
from  the  Board  who  employs  him. 

5469.  Sir  David  Hughes  Parry : Is  it 
not  a fact  that  any  person,  really,  of  the 
status  of  a consultant — whatever  his  pro- 
fession— has  a car  and  runs  it?  You 
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see,  it  is  a necessity  of  a profession,  is 

it  not? Mr.  Brearley:  I am  ready  to 

suppose  that  many  people  of  compar- 
able status  would  use  a car  and  do  in 
fact  use  a car  which  they  do  not  own. 
The  car  is  provided  by  some  employing 
ibody.— Mr.  Langston-.  I live  in  an  old 
cathedral  city  where  there  is  a large 
public  school,  and  many  of  the  senior 
staff  of  that  school  use  bicycles.  X think 
that  is  a comparable  instance. 

5470.  Comparable  in  status,  but  not 

necessarily  in  salary? '1  think  we  are 

talking  about  status. — Dr.  Watson-.  A 
further  point  which  makes  mileage  pay- 
ments rather  unsatisfactory  is  that  em- 
ploying authorities  will  only  pay  for 
mileage  done,  say,  .between  two  hos- 
pitals. When  making  journeys  on  the 
hospital’s  behalf  every  day,  one  is  only 
paid  for  the  inter-hospital  mileage,  The 
Board  will  refuse  to  pay  .me  for  bringing 
my  car  from  home  to  the  hospital,  and 
so  the  anomalous  position  arises  that  you 
cannot  do  the  journeys  without  having 
a oar,  yet  they  will  not  pay  you  for 
bringing  it.  And  this  is  a common  thing. 
People  use  their  motor  cars  a lot. 

Chairman : 1 think  that  happens  a lot 
in  many  walks  of  life. 

Sir  David  Hughes  Parry  : That  is,  un- 
fortunately, the  same  position  as  with 
university  teachers. 

5471.  Chairman-.  There  is  also  in  fact 
a provision,  Dr.  Watson,  that  if  the 
doctor  has  to  have  his  car  with  him  in 
order  to  carry  out  his  duties  he  can,  in 
certain  circumstances,  claim  a mileage 
allowance  for  the  journeys  to  and  from 
his  main  hospital,  subject  to  a .maximum 
of  10  miles  each  week.  There  are  certain 

provisions. It  is  very  difficult  to  get 

that. 

5472.  1 do  not  think  we  can  discuss 

how  difficult  it  is  in  particular  districts. 
There  will  always  be  differences  in  inter- 
pretation.  Dr.  Wand-.  .1  have  asked 

the  junior  staff  representatives  to  answer 
this.  They  do  not  speak  for  the  general 
consultants,  of  course,  but  the  problem 
is  much  the  same,  and  as  there  is  no  full- 
time consultant  here_  1 thought  they 
might  answer  the  question 


anyhow— that  is  also  mentioned.  The  ! 
cost  of  books — another  example— is  a | 
problem  which  arises  in  the  same  wav  I 


same  way  , 
in  the  universities.  A university  does 


not  buy  books  for  the  staff;  it  provides 

some  in  the  library. Dr.  Stevenson : 

The  point  here  is  that,  as  you  know, 
this  was  all  recommended  in  the  Spens 
Report  and  has  never  been  carried  out 
— it  is  in  the  context  of  the  non- 
implementation  of  the  Spens  recommen- 
dation. 


5473.  Sir  David  Hughes  Parry-.  I am 
taking  the  car  as  an  example  because 
it  is  the  first  thing  which  is  mentioned 
in  the  list  in  paragraph  21.  There  are 
other  examples.  Now  a person  of  con- 
sultant status  would  have  a telephone 


5474.  Chairman : And  are  you  main- 

taining that  it  is  one  of  the  Spens  recom- 
mendations that  every  whole-time  con- 
sultant ought  to  have  a telephone  pro- 
vided by  the  Board? There  is  a differ- 

ence as  to  whether  the  recommendation 
by  the  Spens  Report  ought  to  ‘be  inter- 
preted as  a definite  instruction. 

5475.  And  you  are  suggesting  that 

should  be  done? What  should  be 

done  is  that  cither  they  should  be  pro- 
vided with  these  things  in  the  form  of 
tax-free  allowances  or  that  they  should 
actually  get  an  expense  allowance,  as 
Spens  envisaged.  -Dr.  Wand : It  is  in 
paragraph  16  of  the  Consultant  Spens  j 
Report  -“Throughout  our  proceedings  . 
we  have  assumed  that  specialists  engaged  I 
either  whole-time  of  part-time  in  a pub-  | 
licly  organised  service  will  be  paid  any  , 
sums  which  represent  expenses  necessarily 
and  reasonably  incurred  in  the  course  of  t 
their  work,  and  that  these  sums  will  be  | 
in  addition  to  the  salaries  recom-  j 
mended.  . . These  include  car  expenses;  j 
expenses  of  travel  apart  from  the  use  of 

a car ; the  cost  of  renewal  of  instruments  i 
and  other  equipment ; the  cost  of  books  j 
and  journals,  preparation  of  scientific  . 
papers,  and  subscriptions  to  professional  I 
societies : printing,  stationery,  postage 
and  telephone  costs  ; expenses  of  attend- 
ance at  national  and  international  profes- 
sional meetings  ; and  ^ the  expenses  ot 
visiting  hospitals  and  clinics  at  homeland 
abroad,  and  entertaining  visiting 
colleagues." 

5476.  And  it  is  your  interpretation  that 
they  should  be  given  a telephone  free, 
because  they  need  it  for  some  purposes/ 

Not  the  telephone  free,  but  telephone 

costs.  The  cost  of  the  telephone  is  not 
only  the  cost  of  making  a call. 

5477. 1 just  want  to  know  what  you  are 
recommending.  You  are  suggesting  that 
the  consultants  should  have  the  rente's 
of  their  telephones  paid? Well,  an. 
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may  I take  myself  as  an  example?  I 
require  an  assistant  in  my  general  practice 
to  have  a telephone,  and  I pay  the  costs 
of  the  telephone.  1 pay  the  rental  and  I 
pay  for  outgoing  calls  in  respect  of  his 
professional  commitments  to  us.  As  an 
employer  I regard  that  as  my  responsi- 
bility, in  the  same  way  as  this  is  regarded 
in  the  Consultant  Spens  Report  as  the 
responsibility  of  the  employing  authority. 

5478.  Sir  Hugh  Watson : Have  you 

ever  tried  to  work  the  alternative  which 
Spens  suggested? That  being  . . . ? 

5479.  A general  allowance  for  expenses, 

attached  to  the  post — that  is  the  next 
paragraph? Yes,  that  is  the  next  para- 

graph. 1 am  going  to  ask  Mr.  Langston 
to  answer  this. — Mr.  Langston  : Wc  have 
tried  everything. 

5480.  For  instance,  as  regards  solicitors, 
I am  a partner  in  a large  firm.  I have 
a telephone  and  T incur  travelling  ex- 
penses and  I have  to  do  entertaining. 
What  happens  is  that,  by  agreement  be- 
tween the  partners,  each  of  us  is  paid 
£X  for  this  purpose  and  that  is  all  there 

is  to  it. Dr.  Wand : I gather  that  all 

efforts  have  been  made,  and  every  chal- 
nel  has  been  explored,  to  obtain  the 
implementation  of  the  recommendations 
in  paragraph  16,  and  they  have  been  of 
no  avail. — Mr.  Langston  : Yes. 

5481.  You  sec,  one  of  the  great  diffi- 

culties here  is  the  interpretation  of  No. 
16,  and  the  Ministry— and  probably  par- 
ticularly the  Treasury -are  inclined  to 
interpret  the  Spens  recommendation  at 
No.  16  very  narrowly.  It  occurred  to 
me  it  might  be  easier  to  take  a broad  axe 
to  it  and  give  a sum  of  £100  for 
expenses,  instead  of  having  to  argue 
about  telephone  costs  and  books  and 
stationery,  etc. Mr.  Langston : Some- 

thing of  that  sort,  T think,  would  be 
satisfactory  to  us. 

5482.  Chairman : Would  there  not  be 
a very  great  variety  in  the  amount  of 
expenses  actually  and  legitimately 
charged  under  the  present  ruling? 

Sir  Hugh  Watson  : Spens  contemplated 

that,  too,  Sir. 1 think  there  might 

have  to  be  a variation  from  post  to  post. 

5483.  Chairman'.  It  is  one  of  the 
points  which  incurs  dissatisfaction? 

Sir  Hugh  Watson : And  the  dissatis- 
faction is  the  disappointment  felt  that 
there  has  been  no  implementation  of  the 
Spens  recommendation. Dr.  Steven- 

son : That  is  the  point  of  this  paragraph. 


5484.  Sir  David  Hughes  Parry : The 
point  you  make  in  paragraphs  26  and  27 
has  been  made  on  several  occasions  to 
us,  and  I do  not  think  anything  need  be 
added  to  it.  Then  we  have  the  point 
that  you  make  as  to  the  special  distinc- 
tion awards  and  how  you  suggest  they 
might  be  arranged.  We  have  that  point. 
I do  not  think  I have  anything  on  that, 
or  on  domiciliary  consultations.  I think 
we  have  gone  fully  into  that  on  several 
occasions — unless  there  is  something 

which  anyone  would  like  to  say? 

Dr.  Wand:  No,  thank  you. — Dr.  Steven- 
son'. Except  that  we  are  in  full  agree- 
ment with  the  views  expressed  by  the 
Joint  Consultants’  Committee  on  domi- 
ciliary fees. 

Sir  David  Hughes  Parry : Then  we 
come  to  the  section  on  Senior  Hospital 
Medical  Officers. 

5485.  Chairman:  I think  a very  great 
deal  of  this  section  is  necessarily  much 
more  within  the  province  of  the  working 
party  than  it  is  within  ours,  so  we  shall 
probably  spend  very  little  time  on  that. 
Dr.  Wand:  Yes,  but  in  the  mean- 
while we  do  want  to  stress  the  point  that 
the  proper  remuneration  is  80  per  cent, 
of  the  consultant  remuneration. 

5486.  That  is  what  is  printed  in  italics 
in  paragraph  66.— —So  long  as  this 
grade  lasts. 

5487.  Sir  David  Hughes  Parry : I am 
in  a little  difficulty  to  understand  what 
chances  of  promotion  there  are  for  the 
senior  registrar.  Is  his  only  chance  of 
promotion  into  the  consultant  grade? 

Mr.  Brearley,  I think,  will  speak  on 

this,  because  so  many  of  the  senior  regis- 
trars who  have  failed  to  obtain  con- 
sultant posts  apply  for  S.H.M.O. — Mr. 
Brearley : Dr.  Watson  has  also  pre- 
pared a detailed  study  on  this  subject, 
and  T am  sure  he  will  want  to  speak 
about  it,  too.  The  members  of  the  senior 
registrar  grade  have  entered  that  grade 
for  the  purpose  of  securing  promotion 
into  the  consultant  grade,  and  I think 
you  could  say  that  the  only  satisfactory 
promotion  open  to  them  is  into  the  con- 
sultant grade,  it  is  true  that  many  of 
them,  feeling  that,  after  prolonged 
attempts,  their  chances  are  so  poor  that 
they  must  settle  for  something  less,  do 
ultimately  find  themselves  in  the 
S.H.M.O.  grade.  I think  the  representa- 
tive of  the  S.H.M.O.  grade  will  be  able 
to  give  you  a better  idea  of  the  numeri- 
cal size  of  that  body. 
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5488.  Could  I,  at  this  point,  ask  you 
whether  in  principle  all  S.HjM.Os.  do  be- 
come ultimately  consultants? — —Mr. 
Langston:  I think  that  is  one  of  the 
troubles— that  relatively  few  do.  In  other 
words  it  is  an  end  grade  for  a very  large 
number.  It  is  the  top  of  the  ladder  for 
a number,  an  spite  of  fights  for  regrading 
and  the  like. 

5489.  Who  does  the  regrading  of 

S.H.M.Os.7 There  was  a regrading 

committee  which  completed  its  work  in 
1951.  That  is  one  subject  of  our  con- 
cern— there  has  been  no  regrading  of 
these  men,  in  spite  of  their  further  train- 
ing and  further  experience,  since  1951, 
yet  we  know  many  of  them  are  doing 
consultant  work  and  undertaking  con- 
sultant responsibility. 

5490.  Was  there  dissatisfaction  with 

the  regrading  in  1951? 1 think  there 

was  a .measure  of  dissatisfaction, 
certainly,  but  the  dissatisfaction  now  is 
the  fact  that  although  these  men  have 
had  further  training  and  experience  they 
have  had  no  opportunity  of  being  re- 
examined. I think  there  is  a great  deal 
of  dissatisfaction  also  with  what  we  con- 
sider to  be  the  abuse  of  the  Ministry’s 
cixcular—which  il  think  we  quote  in  our 
appendices  here.  This  was  an  agreed 
circular  which,  it  it  had  -been  strictly 
adhered  to,  would  not  have  allowed  the 
very  considerable  expansion  of  the 
S.H.M.O.  grade  which  has,  in  fact,  taken 
place  since  then. 

5491.  Chairman:  That  part  would  not 
be  for  us,  'but  it  is  correct  that  any 
S.H.M.O.  can  apply  for  a consultant 

post? Mr.  Langston:  Strictly,  yes, 

but  he  applies  in  competition  with  the 
young  senior  registrars  and  you  well 
know  how  .many  of  them  there  are  com- 
peting with  him.  I think  if  you  are 
‘filling  a vacancy  in  a consultant  establish- 
ment you  will  always  have  in  mind  your 
age  distribution  and  you  arc  not  very 
likely,  for  example,  where  you  have  a 
consultant  of  50  odd,  to  bring  in  a 
S.HjM.O.  of  45  if  you  have  a fully  suit- 
able senior  registrar  who  is  under  40. 
So  that  many  of  them,  in  any  applica- 
tion, are  at  a considerable  disadvantage. 
— Dr.  Waiul : I wonder  if  you  would 
like  Dr.  Reeves  to  answer  this  question 
about  the  S.H.M.O.?  He  will  tell  you  of 
the  anxiety  which  followed  the  review  of 
195!. 

5492.  Sir  David  Hughes  Parry:  May 
I ask,  before  he  begins,  who  did  the 


review — what  was  the  directing  body? 

Mr.  Langston:  It  was  a review 

initiated  by  the  Ministry  at  the  request  i 
of  the  Joint  Consultants’  Committee.  The 
personnel  of  it,  .1  think,  were  all  doctors 
tn  the  main  chosen  by  the  Ministry.— 
Dr.  Reeves:  I would  like  to  add  that 
this  review  was  only  brought  about  after 
very  strong  dissatisfaction  had  been  ex- 
pressed, and  it  was  initiated  as  a result 
of  protests  coming  to  the  S.H.M.O, 
organisation  through  the  profession, 
Numerous  attempts  have  been  made  to 
re-open  the  regrading  committee  subse- 
quently, all  of  which  have  failed.  We 
have  never  succeeded  in  getting  any 
machinery  by  which  any  form  of  con- 
tinuing review  can  be  established;  and 
that  is  one  of  our  aims  because,  as  I 
understand  at  the  moment,  the  S.HjM.O, 
is  a dead  end,  with  no  future  prospects 
of  getting  o-ut  of  the  grade. 

5493.  Sir  David  Hughes  Parry : I think 
we  have  the  point  now.  May  I take 
one  point  in  paragraph  59?  Yon  deal 
with  chest  diseases  and  the  increase- 
or  almost  decrease  -of  consultants  in 
that  specialty.  Is  there  anything  in  that 
speciality  itself  that  accounts  for  that? 

Dr.  Reeve. t:  We  believe  this  is  the 

result  of  the  misuse  of  Circular 

R. H.B.I50)  96.  There  has  been,  of  course, 
a change  in  the  practice  of  medicine  in 
diseases  of  the  chest  but  there  should  not 
be,  under  the  present  evolution  of  the 
chest  diseases,  such  a decrease  of  con- 
sultants and  an  increase  of  S.H.M.Os. 
It  should  be  the  other  way  round, 
because  all  the  men  working  in  diseases 
of  the  chest  are  intent  on  raising  the 
standard  to  a far  greater  level.  In  point 
of  fact  what  has  happened,  as  you  see; 
is  that  a larger  number  of  S.H.M.O. 
appointments  have  been  made  than  con- 
sultant appointments. 

5494.  Mr.  Banham-Carter:  If  I might 
put  one  further  question  about 

S. H.M.Os.  I quite  see  the  difficulty 
which  arises  because  they  have  become 
what  you  call  a dead-end  post.  Is  it  not 
normal  to  have  dead-end  posts  in  all 
walks  of  life?  In  other  words,  some 
people  will  never  get  beyond  a certain 
stage,  whatever  profession  they  take. 
And  wherever  they  stop,  as  far  as  those 
people  are  concerned,  they  are  dead-eno 
posts.  I think  I know  what  your  answer 
will  be,  but  there  is  something  else  whicn 
particularly  needs  to  be  said,  is  there 

not? Dr.  Stevenson:  The  fact  that 

they  are  in  fact  doing  consultant  work, 
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5495.  I think  that  is  the  important 
part  of  this.— — Dr.  Wand : And  that 
some  of  the  jobs,  indeed  many  of  the 
jobs,  on  retirement  are  regraded  as  con- 
sultant .posts. 

5496.  Mr.  Bonham-Carter:  But  you 

cannot  protest,  can  you,  that  if  there 
were  enough  consultant  posts  there  must 
always  be  a certain  number  of  people 
who  stop  at  S.H.M.O.  or  stop  some- 
where? Would  you  accept  that? Dr. 

Reeves:  They  stop  because  they  cannot 
get  beyond  S.H.M.O. — Mr.  Langston : 
A SJS.M.O.  is  supposed  to  be  under  con- 
sultant supervision,  but  in  point  of  fact 
a great  many  of  them  are  under  no 
supervision  whatsoever. 

5497.  Chairman:  You  will  appreciate 
that  is  not  a .point  we  could  possibly 

assess  or  deal  with. Yes,  but  it  has 

a bearing  on  remuneration. 

Chairman:  We  cannot  possibly  know 
the  extent  to  which  that  is  done. 

Sir  David  Hughes  Parry:  That  is  all 
I have,  Sir,  on  this  memorandum. 

5498.  Chairman:  Have  you  any  other 
.points,  Dr,  Wand,  you  would  like  to 
make  with  regard  to  the  junior  hospital 
staff  generally,  or  which  you  wish  to 

raise  on  this  memorandum? 1 think 

Mr.  Brearley  and  Dr.  Harnish  Watson 
would  like  to  make  some  points. — Mr. 
Brearley:  There  are  many  considera- 
tions here  which  are  proper  to  the  work- 
ing party  rather  than  to  this  body,  and 
it  was  never  our  intention  to  come  here 
and  ask  you  to  review  the  problem  of 
junior  hospital  staffing.  But  we  do  want 
to  draw  to  your  attention  that  it  is 
because  of  the  consequences  of  the 
present  method  of  hospital  staffing  that 
the  junior  hospital  staff  face  certain 
hardships  which  have  nothing  to  do  with 
the  general  basis  of  the  profession’s 

, claim,  which  is  concerned  with  the 
betterment  factor.  We  wish  to  draw 
! your  attention  to  the  fact  that  the  Spens 
plan  of  remuneration  was  conceived  in 
terms  of  a certain  life  schedule,  as  it 
were,  in  which  a man  would  progress 
through  certain  grades  at  more  or  less 
certain  ages.  The  outcome  of  such  a 
progression  would  be  that  he  would 
attain  a certain  figure  for  his  whole  life 
earnings.  Now,  the  amount  of  earnings 
j ™>ch  may  be  attained  in  the  whole  of 
tas  professional  life  by  a man  who  is  at 
present  on  the  junior  hospital  staff,  that 
! j®  to  say,  a man  who  we  think  should 
j he  retiring  from  a consultant  post  some 


time  after  1980,  will  be  very  much  less 
than  Spens  intended,  even  taking  into 
account  the  Spens  recommendation  of 
the  betterment  factor,  because  he  is 
spending  so  much  time  in  a junior  post 
on  the  lower  remuneration  and  has 
therefore  a correspondingly  shorter 
period  in  the  higher  grade  on  the  larger 
remuneration.  While  we  realise  that  it  is 
not  the  work  of  this  Commission  to 
alter  this  situation,  we  wish  you  to  recog- 
nise that  it  is  always  a danger 
inherent  in  any  monopoly-employer 
arrangement  such  as  we  have ; and 
we  would  like  to  feel  that  your  recom- 
mendations, when  they  are  made, 
contain  conditions  which  would 
mitigate  as  far  as  possible  the  effects 
of  such  bo  ttlenecks,  both  now  and  at  any 
time  in  the  future,  if  they  should  occur 
again,  ft  is  for  that  reason  that  we 
have  pressed  very  strongly  certain  points. 
They  are,  first  of  all,  that  in  the  registrar 
grade  there  is  now  a bottleneck  because 
of  the  hold-up  amongst  senior  registrars, 
there  should  therefore  be  an  extra 
increment  of  salary  to  middle-grade 
registrars  who  are  kept  on  over  two 
years.  The  reason  a man  is  kept  on 
for  over  two  years  in  that  grade  is 
generally  because  he  is  considered  to  be 
a suitable  candidate  for  the  post  above, 
and  he  is  simply  in  the  lower  grade  wait- 
ing for  a vacancy  in  a higher  one.  There 
should  be  an  arrangement  which  will 
allow  him  to  enter  the  senior  registrar 
grade  on  the  next  incremental  tier  above 
the  one  in  which  he  was  placed  when  he 
was  in  the  middle  registrar  grade.  The 
same  thing  could  be  operated  in  the  tran- 
sition from  senior  registrar  to  consultant. 
There  is  a very  large  gap  between  senior 
registrar  and  consultant — over  seven 
years  of  increments.  Thus  a suitable 
man  with  eleven  years  in  the  grade  can 
be  provided  with  seven  years’  increments 
without  the  figures  overlapping  in  the 
salary  scales  at  all.  Furthermore,  there 
is  a provision  already  in  the  terms  and 
conditions  of  service  allowing  at  discre- 
tion the  granting  of  extra  increments  for 
men  entering  the  consultant  grade  at  an 
age  greater  than  that  envisaged  by  Spens 
of  32.  This  is  an  optional  arrangement 
at  the  moment,  and  although  there  have 
been  recent  instances  of  it,  it  is  not  some- 
thing which  has-been  overworked.  We 
believe  that  as  the  arrangement  by  which 
people  promoted  below  the  age  of  32  is 
obligatory,  this  should  be  obligatory  too, 
and  the  limit  of  four  years  should  be 
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removed.  That  provision  would  enable 
the  iman  to  reach  his  maximum  earning 
at  about  40,  and  maintain  his  maximum 
earning,  as  the  Spens  Committee  in- 
tended. 

Our  views  on  tax  allowances  and 
so  on  have  already  been  stated.  There  is 
one  last  point  relating  to  the  way  in 
which  the  salary  scales  have  been  calcu- 
lated. If  you  will  look  at  Appendix  VIII 
you  will  see  that  the  Spens  Report  pro- 
posed a set  of  differentials,  which  arc  in 
the  first  column  of  Table  II,  We  have 
taken  our  fixed  point  as  being  the  lowest 
figure  on  the  consultant  scale.  The  senior 
registrar  salary  scale  of  Spens  finished 
at  80  per  cent  of  that  figure,  .the  range 
being  60  per  cent  to  80  per  cent,  and 
so  on,  down  the  table,  where  each  figure 
is  calculated  as  a percentage  of  a fixed 
figure,  the  starting  salary  of  the  consul- 
tant The  scales  which  were  operated 
up  to  1954  did  not  differ  very  greatly 
from  the  Spens  differentials,  but  as  a 
result  of  the  1954  award  the  balance  was 
upset  very  greatly ; in  particular  the  gap 
between  the  top  salary  of  senior  registrar 
and  the  consultant  minimum  widened 
from  20  per  cent  in  Spens  to  34  per  cent. 
In  our  calculations  we  have  recom- 
mended the  starting  salary  of  the  non- 
merit award  consultant  as  being  the  basic 
figure,  and  we  have  calculated  what  each 
Other  grade  should  be  paid  as  being  the 
same  percentage  as  agreed  in  the  Spens 
recommendation.  These  restore  the 
differentials  that  were  envisaged  in  that 
award.  Those  are  the  points  to  which 
w,e  attach  the  greatest  importance. 

5499,  Thank  you.  We  have  them  in 
mind,  and  you  have  set  them  out  very 
clearly  for  us.  Dr.  Hamish  Watson,  l 
believe  you  wished  to  say  something? 

Dr.  Hamish  Watson  : I would  like  to 

make  one  point,  to  re-emphasise  what  has 
already  been  written  here,  that  the  salary 
scales  recommended  by  Spens  for  the 
.earlier  years  were  originally  designed  to 
supplement  what  in  those  days  were  the 
lean  years,  while  a man  was  training  to 
become  a consultant.  For  the  great 
majority  of  people  in  the  junior  ranks 
their  lack  of  security  and  promotion 
prospects  is  a much  greater  worry  than 
their  financial  state.  Whereas  in  the 
past  it  was  said  of  them  that  they 
had  failed  to  get  consultant  jobs, 
from  the  figures  we  have  produced,  for 
Scotland  anyway — and  there  is  no  reason 
to  believe  they  are  any  different  south  of 
the  border — it  is  now  true  to  say  there 
are  just  no  jobs  available  for  these 


people,  and  this  is  having  a detrimental  i 
effect  on  recruitment  to  the  hospital  ser- 
vice. As  we  say  in  paragraph  83.  it  |s  I 
a very  brave  young  man  now  who  takes  i 
the  risk  of  embarking  on  a hospital 
career,  because  the  circumstances  would 
make  it  improbable,  the  way  things  are, 
that  he  would  be  successful. 

Chairman:  Now,  can  wc  turn  to  the 
other  memorandum—your  third  supple- 
mentary memorandum  of  evidence? 

5500.  Sir  Davit I Hughes  Parry:  We 
have  heard  Dr.  Chalkc  on  this,  and  1 
find  some  difficulty  really  in  asking  any 
questions  at  alt  that  we  have  not  covered 
before.  Can  I put  it  in  a general  way— 
is  there  anything  that  you.  Sir,  or  Dr. 
Chalkc,  would  like  to  expand  or  expound 

on  this? Dr.  Wand:  Dr.  Tilley  is 

Chairman  of  our  Public  Health  Com- 
mittee. Dr.  Chalke  is  Chairman  of  the 
Society  of  Medical  Officers  of  Health; 

it  was  in  that  capacity  that  he  came  here  t 
before. 

5501.  Chairman:  I think  we  under- 

stand, Dr,  Tilley,  that  quite  briefly  the 
desire  of  the  public  health  doctors  is  to 
be  treated  as  doctors  and  as  nothing  else 
—is  that  right? Dr.  Tilley:  Yes. 

5502.  Do  you  want  to  add  anything  to 

that  statement? 1 have  nothing  to 

say  that  is  not  in  here.  All  I would  say 
to  Sir  David  is  that  we  would  reinforce 
that  the  Commission,  in  considering  what 
it  has  to  consider,  should  not  think  that 
all  is  well  in  the  paublic  health  service, 
if  it  is  going  to  consider  the  public  health  | 
remuneration  as  a matter  of  comparison,  j 
There  is  considerable  dissatisfaction,  as 
has  already  been  said  to  the  Commission,  I 
which  is  resulting  in,  in  our  opinion,  re- 
cruitment at  an  inadequate  professional 
level.  Wc  hold  that  will  ultimately  be 
to  the  disadvantage  of  the  national 
health.  We  have  given  you  the  details 
of  a scheme  of  revision  within  the  pubic 
health  service,  which  we  think  would  be 
of  value.  I could  argue  that  with  some 
force,  but  this  is  not  the  place. 

Chairman : No,  I think  not.  But  we 
have  these  views. 

Sir  David  Hughes  Parry:  The  only 
thing  we  would  like  to  do  is  to  reassure 
you  that  we  are  aware  that  there  may 
be  repercussions  on  the  public  healtn 
service  as  regards  any  recommendations 
that  we  make.  That  is  the  utmost,  I 
think,  that  can  be  asked  of  us. 

5503.  Chairman:  Do  you  want  to  add 

anything,  Dr.  Chalkc? Dr.  Chalke. 
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No,  Sir ; I heartily  agree  with  Dr.  Tilley 
as  regards  the  salary  and  the  recruitment 
particularly,  and  the  standard  of  the  pro- 
fession—Dr.  Wand'.  There  is  one  thing 
—the  point  we  make  in  the  last  few 
lines  of  paragraph  38.  You  will  remem- 
ber at  one  time  when  this  Royal  Com- 
mission was  instituted,  there  was  some 
discussion  about  the  inclusion  of  public 
health  officers  within  its  remit,  and  the 
public  health  doctors  hope  that  the 
Royal  Commission  will  give  some  sympa- 
thetic consideration  to  the  hope 
expressed  in  that  last  sentence, — Dr. 
Davies:  May  I add,  Sir,  on  behalf  of 
the  general  practitioners,  that  we  do  sup- 
port the  public  health  medical  officers  in 
all  aspects  of  their  case.  We  do  regard 
them  in  this  tripartite  form  of  health 
service  as  the  Cinderellas,  from  a re- 
muneration point  of  view.  But  they  are 
doctors,  they  are  essentia!  to  the  National 
Health  Service,  and  we  in  the  general 
practitioner  sphere  think  very  highly  of 
them. 

Chairman : I felt  inclined  to  say,  Dr. 
Davies,  that  if  they  are  the  Cinderellas, 
what  are  the  other  two  branches? 
(Laughter.) 

5504.  Professor  Jewkes : You  say  in 

paragraph  46  that  there  is  great  anxiety 
about  the  position  of  what  we  might  call 
the  medical  prc-clinicat  people  in  the 
universities. Yes. 

5505.  And  then  you  go  on  later  to 
make  certain  recommendations  about  the 
scales  for  medical  teachers  and  research 
workers  in  clinical  posts.  .But  you  do 
not  say  anything  about  pre-clinical 
salaries.  I presume  you  have  deliber- 
ately excluded  those  because  you  do  not 
feel  it  is  really  our  direct  concern— or 
do  you  want  to  say  anything  about  this? 

Dr.  Wand : I would  like  Or.  Rannie 

to  speak  about  this.— Dr.  Rannie:  I 
think  in  paragraph  51  we  say  that 
recruitment  to  university  and  research 
posts,  whether  they  are  clinical  or  pre- 
clinical,  will  only  be  satisfactory  if  the 
eventual  total  remuneration  is  such  that 
it  compares  not  unfavourably  with  that 
obtaining  in  the  consultant  and  specialist 
branches  of  the  profession.  I would  like 
to  reiterate  that  in  the  pre-clinical  stage 
the  total  remuneration  possible  in  the 
case  of  a professor  or  his  equivalent  in 
employment  with  the  Medical  Research 
Council,  is  very  much  below  that  at  the 
moment,  even  comparing  with  basic 
consultant  salary.  Where  you  get  a 


consultant  at  the  top  of  his  profession 
and  with  a full-time  merit  award,  then 
the  difference  in  remuneration  is  almost 
of  the  order  of  50  per  cent 

5506.  Chairman:  You  will  know,  Dr. 
Rannie,  that  we  are  getting  information 
about  university  teachers’  remuneration 
in  general,  as  well  as  about  the  particular 

professions. 1 was  rather  alarmed  to 

hear  that  some  of  the  pre-clinical 
teachers  in  anatomy  had  been  approached 
as  doctors  in  a comparable  profession, 
rather  than  just  as  doctors.  After  all, 
we  are  all  linked  together,  and  those  of 
us  in  the  Health  Service,  by  virtue  of  the 
honorary  contract,  regard  ourselves  as  an 
integral  part  of  the  Service,  and  although 
we  are  not  remunerated  directly  by  the 
Health  Service  we  have  a contract  with 
it.  We  are  under  the  same  terms  and 
conditions  of  service — we  have  to  get 
permission  for  leave,  and  so  on — so  that 
I would  like  to  make  it  fairly  plain  that, 
as  far  as  university  teachers  and  research 
workers  in  the  Medical  Research  Coun- 
cil are  concerned,  we  would  like  them 
to  be  considered  as  a solid,  not  a divis- 
ible, body. 

5507.  Professor  Jewkes : Can  we  then 
assume  in  paragraph  52  where  you  say 
“The  following  scales  are  recommen- 
ded for  medical  teachers  and  research 
workers  in  clinical  subjects  . . .”,  you 
want  to  include  pre-clinical  in  that?  In 
these  paragraphs  you  do  not  make  any 
recommendation  about  pre-clinical 
remuneration,  and  'I  wondered  if  you 

wanted  to  do  that. Mr.  Langston:  I 

think,  Sir,  the  pre-clinical  ones  are  not 
in  the  National  Health  Service.  We  are 
dealing  with  those  who  are  remunerated 
in  the  National  Health  Service,  and  as 
far  as  they  were  concerned  we  could 
not  possibly  go  further  than  say  that  the 
remuneration  should  “ compare  not  un- 
favourably ”. — Dr.  Want I : And  indeed 
representations  will  be  made  in  another 
quarter  on  the  question  of  pre-clinical 
teachers. 

5508.  Chairman : You  probably  have 

seen  the  evidence  that  we  received  when 
the  Medical  Research  Council  gave  evid- 
ence here,  and  broadly  your  feelings  are, 
I think,  in  line  with  that? Yes. 

5509.  Sir  David  Hughes  Parry : You 
realise  there  will  be  new  repercussions 
on  the  salaries  of  the  university  teachers 

in  other  departments? Dr.  Rannie: 

That  has  happened  before,  and  it  is  only 
because  of  repercussions  that  the  uni- 
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versify  teachers  have  got  to  where  they 
are.  It  is  still  only  two-thirds  of  what 
their  Health  Service  opposite  number  is 
getting. 

5510.  Chairman : I do  not  think  it  has 

ever  been  implied  to  us  that  anybody 
in  any  university  feels  that  all  professors 
ought  to  be  exactly  level,  but  if  I have 
got  it  right  I think  on  your  rMsommenda- 
tion  here  your  readers  in  clinical  subjects 
would  end  up  earning  a good  deal  more 
than  -the  professors  in  some  other 
subjects — is  that  right? That  is  true. 

5511.  And  you  feel  that  would  be  an 

acceptable  thing? Yes.  it  would  be 

an  acceptable  thing,  and  I think  it  would 
have  to  be  (pointed  out  that  professors 
in  many  other  subjects  apart  from 
medicine  have  got  other  ways  of  increas- 
ing their  remuneration. 

Chairman : Yes,  that  again  (is  a matter 
on  which  we  shall  receive  some  factual 
information  which  should  be  very  useful. 

5512.  Professor  Jewkes : I am  just 

making  quite  certain  what  is  really  being 
suggested  here.  Medical  teachers  and 
research  workers  in  ipre-cliinical  work,  of 
course,  do  mot  qualify  for  merit  awards, 
so  for  that  reason  there  will  always  be 
this  earnings  gap  between  the  clinical 
and  pre-clinical  groups.  You  are  pre- 
pared to  accept  that,  are  you? Dr. 

Wand'.  I think,  as  we  said  before,  we 
would  take  nip  the  appropriate  remunera- 
tion of  pre-clinical  (people  in  the  quarters 
concerned,  and  would  make  a strong 
representation  of  the  differences  which 
obtain  because  of  the  merit  award 
system. 

5513.  Chairman'.  You  are  suggesting 
in  effect  that  if  the  Medical  Research 
Council,  for  example,  were  employing 
pre-clinical  people,  they  should  be  free 
to  pay  whatever  was  necessary,  since 
these  employees  obviously  could  not 
qualify  for  merit  awards,  as  do  the 

clinical  people? Dr.  Rannie:  I have 

one  further  point:  that  is  that  the  dentist 
in  the  university  is  in  the  same  position 
as  the  medical  profession  here. 

Chairman  : Yes,  we  appreciate  that 
for  this  purpose  the  dentists  and  the 
doctors  are  at  one. 

Sir  David  Hushes  Parry-.  We  come 
now  to  the  section  on  the  supplementary 
ophthalmic  service. 

5514.  Chairman:  Could  you  tell  me 
just  briefly  how  many  of  those  who 
carry  out  sight  testing  are  not  medical 


practitioners?  Are  the  ophthalmic 

medical  practitioners  a small  proportion 
of  those  who  do  sight  testing?  -— _n. 
Wand:  Yes,  Sir. 

5515.  How  small,  about? Mr. 

Morgan:  There  are  roughly  about  800 
ophthalmic  medical  practitioners  and 
roughly  about  8,000  ophthalmic 
opticians. 

5516.  And  I think  it  is  right,  is  it  not, 
that  all  the  sight  testing  fees  here  come 

out  of  the  central  pool? They  ate 

paid  through  the  Executive  Council. 

5517.  Yes,  it  comes  from  the  central 

pool? Dr.  Stevenson : Only  in  so  far 

as  the  person  undertaking  the  sight  test 
is  in  fact  part-time  in  general  practice 
and  is  participating  in  the  .pool.  That 
is  only  a small  proportion  of  the  total 
to  which  Mr.  Morgan  referred.— Dr. 
Davies:  Only  those  doctors  who  are 
registered  with  an  Executive  Council.— 
Dr.  Stevenson : Shall  I put  it  this  way: 
there  are,  say,  1,000  of  these  ophthalmic 
medical  practitioners ; only  a proportion 
of  them  arc  in  general  practice.  In  so 
far  as  this  proportion  receive  sight  test- 
ing fees,  those  fees  will  come  from  the 
pool;  but  the  great  majority  of  them 
are  not  in  general  practice,  and  their  fees 
are  a charge  on  the  Exchequer  funds. 

5518.  What  are  the  great  majority 
of  those  1,000  doing,  apart  from 
sight  testing?- — -Consultant  work.— Mr, 
Morgan:  Probably  about  65  per  cent 
have  some  connection  with  the  hospital 
service, 

5519.  You  give  us  a great  deal  of  history 
hero,  bearing  on  your  recommendation 
that  this  particular  group  should  receive 
a rather  extra  specially  large  increase 
compared  to  other  doctors,  is  that  so? 

Dr.  Stevenson : No,  Sir,  exactly  the 

same, — Mr.  Morgan:  We  do  pertaps 
stress  the  point  that  in  our  negotiations 
with  the  Ministry  the  salary  scales  have 
come  down,  whereas  the  standard  of  .the 
actual  medical  practitioners  has  gone  up 
through  the  increased  requirements  of  the 
Ophthalmic  Qualifications  Committee,  so 
that  everybody  now  who  gets  on  to  that 
list  is  really  a specialist. 

5520.  Dr.  Stevenson,  you  said  “ exactly 
the  same,”  but  I think  in  paragraph  89, 
unless  I misunderstood  it  . . . ; — w- 
Wand : Yes,  you  arc  quite  right,  in  para- 
graph 89  .there  are  really  two  elements. 

5521.  There  are  three.  You  say  that 
even  if  the  £1  is  taken  as  the  basis, 
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which  you  do  not  think  it  should  be, 
then  there  would  be  need  for  a twofold 

increase. Dr.  Stevenson : We  have  not 

said  here  that  we  do  not  think  the  £1 
would  be  right,  we  say  we  do  not  accept 
it.  What  we  do  accept  is  that  it  should 
be  tied  up  with  the  remuneration  of  the 
consultant  in  the  hospital  upon  which 
the  £1  fee  was  based. 

Chairman : 'Do  you  want  to  say  much 
more  about  .this?  I think  this  matter  is 
quite  clearly  set  out.  If  there  are  no 
questions  on  this  by  any  other  members 
of  the  Commission,  then  I think  that 
concludes  that  particular  memorandum. 
We  have  got  two  .more  memoranda  from 
you  here,  Dr.  Wand.  The  fourth  sup- 
plementary memorandum  really  answers 
a good  number  of  questions  that  we  had 
asked  you  previously,  and  I personally 
have  no  further  questions. 

5522.  Professor  Jewkes;  I would  like 

to  ask  one  question  on  this,  on  the  section 
relating  to  recruitment,  Dr.  Wand.  There 
you  point  out  that  the  WiLlink  Committee 
recommended  that  the  scale  of  admissions 
to  medical  schools  should  be  curtailed  for 
a period  in  the  near  future,  and  I think 
many  people  would  have  thought  that 
that  meant  at  least  that  there  were  enough 
doctors  and  that  at  least  the  rate  of  entry 
wias  not  unsatisfactory.  But  you  in  effect 
challenge  those  deductions.  I wish  you 
could  just  enlarge  upon  that  a little,  be- 
cause it  is  to  outsiders  somewhat  con- 
fusing.  Dr.  Wand : Of  course,  the 

main  principle  is  that  the  work  of  the 
doctor  in  the  National  Health  Service  is 
just  growing  and  growing  and  growing. 
I think  that  is  probably  .the  most  im- 
portant factor. 

5523.  Did  not  the  members  of  the 
Willink  Committee  know  that?-- — We 
have  a member  of  the  Willink  Com- 
mittee here  now,  and  I wonder  if  he 
would  like  to  say  something? — Dr. 
Davies:  Mr.  Chairman,  I did  make  some 
comments  on  this  situation  at  the  request 
of  one  of  the  members  of  the  Commis- 
sion some  .time  ago.  The  Willink  Com- 
mittee reported  on  conditions  which 
obtained  during  the  time  of  its  sitting, 
between  1953  and  1955.  I did  remind 
you  on  a former  occasion  that  the  Com- 
mittee did  quote  on  almost  every  page 
the  fact  that  it  was  dealing  with  impon- 
derables, and  in  its  final  recommendations 
would  assume  that  a fair  degree  of  lati- 
tude must  be  allowed.  Furthermore, 


they  suggested  that  at  a later  date  another 
committee  of.  a similar  kind  might  take 
up  an  investigation  again,  because  the 
further  one  probed  into  the  future  the 
more  unreliable  estimates  would  be.  But 
the  recommendations  themselves,  such  as 
they  were,  in  1955,  depended  on  certain 
things  not  happening:  war  was  one,  a 
political  alteration  of  the  health  service 
as  regards  expenditure  of  money  and  re- 
quirements was  another,  and  thirdly,  a 
factor  which  was  also  unknown,  the 
effect  of  some  major  scientific  discovery 
Now  those  things  to  which  I have  re^ 
ferred  were  all  necessary  qualifications, 
and  one  must  admit  that  it  did  subtract 
a little  from  the  value  of  the  report.  It 
is  quite  true  that  the  Committee  did  re- 
port that  at  a time  which  is  not  now 
very  far  ahead  a balance  would  be  struck 
between  the  output  of  the  medical 
schools . and  the  requirements  of  the 
nation  in  the  health  service  sphere,  on 
the  basic  requirements  to  which  1 have 
referred.  At  that  time,  according  to  the 
Willink  information,  it  was  estimated 
that  a 10  per  cent,  cut  would  possibly 
be  required,  and  advice  to  that  effect 
would  be  made  to  the  Deans  of  Medical 
Colleges. 

5524.  Chairman : That  was  a 10  per 

cent,  cut  in  what  was  likely  to  be  the 
level  of  recruitment? -Yes. 

5525.  It  was  not  a 10  per  cent,  out 

in  what  had  been  happening? No. 

And.  from  that  point  there  was  an 
opinion  that  at  a later  time  in  history,  I 
think  1975  was  the  date — I am  speaking 
without  the  document  now,  but  I think 
it  was  about  1975~-the  position  would 
be  reversed,  that  a greater  output  from 
the  medical  schools  would  he  required. 
Without  looking  at  documents,  Sir,  and 
from  my  memory,  I have  tried  to  give 
you  the  position,  as  a member  of  the 
Willink  Committee. 

Chairman : Thank  you. 

5526.  Professor  Jewkes:  The  Willink 
Committee  apparently  made  certain 
assumptions  inevitably  regarding  the 
period  1953-55,  and  they  reached  a cer- 
tain conclusion.  Is  there  any  reason  to 
believe  that  those  assumptions  were  not 
the  correct  ones?  If  the  calculations 
were  done  again  would  you  want  to 
change  the  assumptions?  Is  there  any 

change  there? No  major  differences, 

Sir,  but  you  may  well  remember  there 
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was  a point  on  which  both  Dr.  Wand 
and  I were  questioned  in  the  general 
practitioner  field  on  the  items  of  service 
issue,  where  we  indicated  that  while 
there  were  no  up  to  date  figures  since 
the  Professor  Bradford  Hill  figures,  we 
had  the  experience  and  the  opinion  that 
the  number  of  items  of  service  had  gone 
up  a little.  Moreover,  and  this  is  a point 
to  which  X made  reference,  there  is  an 
opinion  based  on  experience  that  the 
time  taken  over  each  patient  is  longer  to- 
day than  it  was  formerly.  Both  Dr. 
Wand  and  I did  say  that,  to  give  you 
some  indication  that  there  was  a move 
in  the  time  expenditure  of  doctors  which 
ultimately  might  reflect  itself  if  another 
Willink  Committee  were  set  up.  I think 
there  is  very  considerable  support  from 
our  experience  that  things  are  going  that 
way.  So  it  may  well  be  that  the  Willink 
recommendations  may  not  prove  to  be  as 
reasonably  accurate  as  we  thought  at  the 
time.  In  other  words,  I am  trying  to 
tell  you  that  there  could  well  be  a margin 
of  error— slight,  it  is  true. 

5527.  But  would  it  be  such  a margin 
of  error  that  although  the  Willink  Com- 
mittee was  recommending  a out  in  entry, 
really  the  right  answer  was  an  increase 

in  entry? 1 do  not  think  it  would  go 

that  far,  Sir. 

5528.  Sir  Hugh  Watson:  Was  any 
member  of  the  Willink  Committee  con- 
templating a reduction  in  the  size  of 

lists? That  was  not  within  the  remit 

of  the  Willink  Committee. 

5529.  No,  I know,  but  it  is  a thing 

that  is  talked  of. Reference  was  made 

to  the  opinions  of  the  Cohen  Committee, 
which  did  not  commit  itself  on  the  size 
or  reduction  of  lists.  You  may  remem- 
ber that  the  Cohen  Committee  held  the 
view  that  the  present  numbers  were 
within  the  competence  of  a good  prac- 
titioner in  a well  organised  practice. 

5530.  Chairman  : I believe  that  brings 
us  to  the  end  of  these  rather  long  series 
of  memoranda  apart  from  one  or  two 
extra  documents  you  submitted  to  us. 
These  were  a record  of  an  attempt  to 
reopen  the  payment  of  compensation  for 
loss  of  goodwill,  and  some  copies  of 
correspondence  between  the  Health 
Department  and  the  Association.  But 
those  were  just  submitted  as  a means  of 
showing  us  that  you  found  the  Govern- 
ment difficult  to  negotiate  with,  is  that 


not  so? Dr.  Wand:  I think  there  is 

plenty  of  evidence  of  that. 

5531.  I do  not  think  we  need  neces- 
sarily decide  that  those  two  particular 
documents,  which  have  only  a very  in- 
direct bearing  on  our  task,  require 
separate  publication  with  the  rest,  but 
we  will  consider  that  later.  Of  course 
we  are  not  publishing  everything  that 
everybody  sends  us  in  any  case,  so  that 
,1  am  not  undertaking  that  we  will  .pub- 
lish these  even  if  you  thought  they  ought 

to  be. it  have  just  got  before  me  the 

one  on  the  remuneration  claim,  negotia- 
tions on  the  validity  of  Spcns—we  should 
be  very  happy  indeed,  I think,  if  you 
saw  fit  to  publish  that. 

5532.  ,1  have  no  doubt.  I think  we  can 
leave  that.  1 am  just  telling  you  that 
we  have  not  made  up  our  minds  whether 
to  do  so  or  not.  Are  there  any  other 
points  you  would  wish  to  make,  Dr, 

Wand? Yes,  there  is  one  point,  quite 

a short  one.  It  is  the  question  of  when 
we  may  have  an  opportunity,  Sir,  of 
seeing  the  figures  that  have  been  thrown 
out  by  the  various  enquiries.  You  recall, 
Sir,  that  we  did  express  a wish  to  see 
them  in  sufficient  time  to  be  able  to 
make  comments  on  them  if  we  so 
desired.  We  note  that  the  present  zero 
hour  is  somewhere,  we  hope,  in  the 
very  early  summer : the  time  is  drawing 
near  and  we  may  need  a little  time  to 
look  at  them  and  to  realise  all  that  they 
mean. 

5533.  All  I can  say  on  that  at  .the 
moment,  Dr.  Wand,  is  that  .no  figures 
have  yet  reached  the  Commission  at  all, 
although  our  statistical  committee  have 
seen  figures  in  respect  of  a total  of  four 
groups,  which  are  being  reduced  to 
manageable  proportions.  They  ware  in 
respect  of  general  practitioners,  consul- 
tants, vS.H.M.Os.,  and  one  of  the  outside 
professions,  It  will  be  a little  time 
before  there  are  enough  of  those  reduced 
to  a useful  stage  to  show  you,  but  we 
will  certainly  take  the  earliest  oppor- 
tunity of  doing  that.  We  are  not  in- 
tending to  let  you  have  the  enormous 
mass  of  statistics  that  we  have  considered 
were  too  much  even  for  the  Commission 
as  a whole.  .We  are  thinking  that  the 
kind  of  figures  for  you  would  be  those 

that  the  Commission  will  have. Yes, 

-Sir.  1 take  it  that  the  figures  will  give 
us  a sufficient  amount  of  information 
to  enable  us  to  read  into  them  what  can 
be  read  into  figures. 
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5534.  I should  think  it  would  give  you 
a very  great  deal  more.  If  we  could 
reduce  it  only  to  that  level,  I think  we 
would  be  delighted.  Therefore  I am 
afraid  we  cannot  give  you  a precise  date, 
but  we  will  keep  in  touch  with  Dr. 
Stevenson  in  order  to  let  you  have  that 

at  the  earliest  possible  moment. Yes. 

I do  not  want  to  over-stress  this  point, 

(The  witnes 


but  it  is  a question  of  getting  groups  of 
doctors  together  in  various  fields,  col- 
lecting all  their  information  and  so  on, 
and  getting  their  expert  advice.  It  is  a 
time-consuming  series  of  manoeuvres  and 
we  do  not  want  to  delay  the  ultimate 
report  of  the  Commission,  Sir. 

Chairman:  I appreciate  that,  Dr. 

Wand. 

s withdrew.) 


(31789)  Wt.  4380—  K4  5/39  D.L. 
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INTRODUCTION 


The  written  and  oral  evidence  of  the  27  Government  Departments,  associations 
and  organisations  examined  in  public  sessions  of  the  Royal  Commission  has  been 
nublished  in  the  Minutes  of  Evidence  (Days  1 to  23).  This  Appendix  contains  a 
number  of  further  memoranda  submitted  by  some  of  these  representative  bodies 
after  their  oral  evidence  had  been  taken. 


WHOUE-TIME  CONSULTANTS’  ASSOCIATION 

(Day  1) 

SUPPLEMENTARY  MEMORANDUM  OF  EVIDENCE 
I.  Professional  Expenses 
(Day  t,  pages  31-32  and  Questions  198-237) 

All  members  of  the  Association  were  circularised  direct  for  details  of  deficit 
under  various  headings  after  official  payment,  if  any,  had  been  received.  Reports 
were  received  from  144  members  and  the  following  statements  are  based  on  a 
detailed  study  of  these  replies. 

1.  Car  Expenses 

There  are  various  items  to  be  taken  into  consideration  when  reviewing  deficit 
costs : 

(a)  Size  and  make  of  car  — whole-time  consultants  expect  to  run  a car  which 
costs  around  £1,000,  A number,  however,  with  heavy  family  commit- 
ments are  forced  to  buy  small  cars  or  keep  other  cars  beyond  their 
normal  span  of  life. 

(b)  Whole-time  consultants  who  live  some  distance  from  their  hospitals  are 
only  allowed  a home-to-hospttal  mileage  covering  emergency  visits  and 
on  those  days  when  actual  domiciliary  visits  are  carried  out.  In  practice, 
it  is  essential  to  bring  the  car  each  day  because  it  is  impossible  to  tell  m 
advance  when  a domiciliary  request  will  be  received.  Those  doctors  suffer 
considerable  personal  expense  and  are  bitter  because  their  part-time 
colleagues  are  allowed  a home-to-hospital  allowance  for  all  visits  in 
addition  to  sessional  time. 

(c)  The  official  mileage  payment  generally  covers  the  running  cost  of  the  car, 
but  does  not  meet  the  depreciation,  i.e.  the  wear  and  tear  factor,  which  is 
variously  estimated  from  £150-£200  per  annum,  depending  upon  the  type 
of  car  and  the  annual  mileage.  In  addition,  there  is  -the  capital  outlay  for 
which  certain  consultants  are  forced  to  borrow  money.  One  consultant 
gave  £45  per  annum  as  his  interest  charge. 

(cT)  The  whole-time  consultant,  when  his  ear  is  out  of  commission,  is  not 
allowed  toe  extra  cost  of  hiring  a substitute  vehicle.  The  usual  mileage 
allowance  does  not  cover  this  extra  personal  expense. 

(e)  When  the  mileage  consists  of  a large  number  of  short  journeys,  the  petrol 
consumption  <is  high.  If,  on  the  other  hand,  the  journeys  are  long,  the 
■total  mileage  48  high  and  the  car  wears  out  much  more  quickly.  The 
special  'long-distance  payment  for  part-time  consultants  is  not  allowed  for 
whole-time  consultants  and  the  'latter  cannot  see  any  reason  why  there 
should  be  a differentiation  under  this  heading.  The  time  factor  is  just  as 
important  to  the  whole-time  consultant  as  to  the  part-time  consultant. 

if)  Garage  rent  varies  enormously.  In  the  replies,  it  was  variously  estimated 
from  £10-£52  per  annum,  and  some  consultants  stated  that  they  kept  their 
cars  in  the  street  outside  thdr  homes  because  they  could  not  afford  to  pay 
the  high  rental  charge  in  their  area. 
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Analysing  the  returns,  122  members  who  use  their  cars  for  their  work  showed 
a financial  deficit : 


£10-  £50  deficit 
£50-£100  deficit 
£100-£150  deficit 
£150-£200  deficit 
£200-£300  deficit 


33  = 27  per  cent 

34  = 28  per  cent 
23  = 19  per  cent 
11=  9 per  cent 
21  = 17  per  cent 


Total 122 


It  is  interesting  to  record  the  case  of  one  pathologist  who  covers  the  pathological 
service  of  a rural  area  and  who  is  responsible  for  general  practitioner  and 
domiciliary  work  throughout  that  area  over  a radius  of  approximately  10  miles  in 
-each  direction.  He  was  asked  by  the  Regional  Board  to  purchase  a car  for  use 
solely  in  connection  with  that  appointment,  but  despite  confirmation  from  the 
Regional  Board  that  the  car  was  essential  to  his  work  and  used  solely  for  that 
purpose,  being  required  to  be  available  at  all  times  of  the  day  and  night,  the 
income  tax  authorities  would  not  -grant  any  rebate.  The  car  purchased  in  1950 
-cost  £700  and  this  was  replaced  -by  a oar  -purchased  in  1955  for  £1,150.  The  annual 
professional  mileage  carried  out  has  been  approximately  10,000  miles  per  year. 
The  consultant  reckoned  that  he  was  out  of  pocket  to  the  extent  of  between  £200 
and  £300  per  annum. 

2.  Renewal  of  Instruments  and  Other  Equipment 
Only  31  of  1 44  -replies  reported  expenditure  under  this  heading : 

£0-£10 29 

£10-£20  1 

Over  £20 1 

Total  31 


One  person  -had  purchased  -a  portable  Xnray  apparatus  ait  a cost  of  £120. 
Members  pointed  -out  that  generally  they  could  manage  to  obtain  their  instruments 
from  -the  Hospital  Management  Committees,  but  this  was  often  difficult  as  the 
budget  item  for  medical  -and  surgical  equipment  was  frequently  overspent.  In 
practice,  some  members  purchased  the  -instruments  required  and  left  the  reim- 
bursement to  be  negotiated  later. 

3.  Books 

106  members  reported  expenditure  under  -this  heading : 


£0-£10  .. 

79 

£10-£20  .. 

20 

£20-£30  . 

7 

Total 

...  106 

A number  stated  that  they  could  not  afford  -to  buy  up-to-date  books  and  many 
were  quite  sure  -that  itbey  would  spend  up  to  £20  per  annum  regularly  if  there 
was  an  income  allowance  for  -this  purpose. 

4.  Journal  Subscriptions  and  Scientific  Society  Subscriptions 

139  members  reported  expenditure  under  this  heading.  In  5 cases  there  was  nil 
expenditure  and  2 of  these  reported  good  library  facilities  in  their  local  hospital: 


Up  to  £20  p.a 

86  ■»  62  per  cent 

£20-£30  p.a 

39  28  percent 

Over  £30  p.a.  

14  «*  10  per  cent 

Total 

...  139 
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Many  members  stated  that  they  would  increase  their  expenditure  under  this 
heading  if  there  was  a tax  allowance.  Fifteen  reported  having  resigned  from 
societies  and/or  having  stopped  journal  subscriptions  because  of  financial  diffi- 
culties. Many  members  appreciated  the  value  of  expenditure  under  this  heading, 
stating  that  they  would  increase  their  personal  expenditure  if  there  was  a tax 
allowance. 

5 Preparation  of  Scientific  Papers  (including  use  of  study  room,  clerical  assistance , 
etc.) 

For  most  members  there  was  negligible  expense,  but  several  estimated  that  they 
were  out  of  pocket  up  to  £50  for  the  use  of  a study  room,  up  to  £25  for  secretarial 
assistance  and  up  to  £20  for  the  cost  of  reprints  of  articles  which  they  had  sub- 
mitted. Two  members  actually  received  a regular  yearly  income  tax  allowance 
under  this  'heading.  In  addition,  it  was  noted  that  2 members  living  in  the  same 
area  and  working  under  similar  conditions  were  treated  quite  differently  by  the 
same  income  .tax  inspector. 

6,  Stationery  and  Postage 

There  was  negligible  expense  under  this  heading,  but  in  a few  cases  it  was 
named  as  amounting  to  £10. 

7.  Telephone 

119  members  reported  expenditure  under  this  heading.  The  figure  generally 
estimated  was  between  £5  and  £20  per  annum.  In  some  cases,  however,  where 
members  were  on  call  for  long  periods,  either  because  the  consultant  was  the  only 
one  of  that  specialty  in  the  area  or  because  he  had  additional  responsibilities,  there 
was  a feeling  of  great  hardship,  and  an  expenditure  of  between  £50  and  £100  per 
annum  was  suggested  to  meet  the  cost  of  manning  the  .telephone,  a duty  which 
generally  falls  on  the  doctor's  wife. 

8,  Expense  of  National  and  International  Meetings 

Expense  of  Visiting  Hospitals  and  Clinics  at  Home  and  Abroad 
The  figures  under  this  heading  were  often  nil  with  regrets.  Many  members 
deplored  the  fact  that  they  could  not  afford  to  attend  as  many  meetings  as  they 
felt  desirable.  A few  enterprising  individuals  who  had  gone  abroad  to  .inter- 
national congresses,  etc.  found  that  they  were  sadly  out  of  pocket.  One  member 
expended  £150  in  one  year  under  this  heading ; another  spent  £150  on  a visit  to 
America.  A third  reported  that  he  had  spent  £105  on  a visit  to  America  several 
years  ago.  A fourth  visited  clinics  in  the  United  States,  the  total  cost  being  £400, 
towards  which  he  received  a grant  of  £200  from  tun  endowment  fund,  leaving  a 
deficit  of  £200.  A fifth  visited  an  'international  congress  .in  radiology  in  Mexico 
at  a cost  of  £450,  all  of  which  he  paid  himself.  Where  not  otherwise  stated, 
members  were  granted  study  leave  with  pay,  but  without  expenses. 

Most  members  appreciated  .the  value  of  visiting  other  hospitals  and  dimes  and, 
if  possible,  of  going  abroad,  but  this  is  something  which  might  quite  easily  fall  into 
the  holiday  period.  There  was  little  encouragement  to  do  this  work  if  the  person 
was  separated  from  his  family  and  out  of  pocket  as  well. 

9.  Expense  of  Entertaining  Visiting  Colleagues 

50  members  returned  expenses  under  this  heading ; it  was  generally  between 
£5  and  £20  per  annum,  but  in  8 oases  it  was  over  £20  per  annum. 


II.  Domiciliary  Visits 
( Day  1,  page  32  and  Questions  238-259) 

Members  were  asked  for  some  details  of  domiciliary  visits  carried  out  during  a 
recent  period  of  twelve  months,  Eighty-two  gave  figures  as  under : 

32  and  under  54  » 66  per  cent 

33-100  17  “ 21  percent 

101-200  9 - 11  percent 

201  and  over  2 =*  2 per  cent 


Total., 


82 
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As  requested  by  the  Royal  Commission,  1 have  listed  the  consultants  with 
domiciliary  visits  over  100  per  year  and  those  with  less  than  3~  under  the  various 


specialties : 

Over  WO 

General  Medicine  (3)  

Obstetrics  and  Gynaecology  (1) 
Chest  Diseases  (2)  

Clinical  Pathology  (3) 

Psychiatry  (1)  

Geriatrics  (1 ) 


Under  32 


101 

General  Surgery  

6 

119 

General  Medicine 

7 

141 

Paediatrics 

3 

Pathology 

9 

241 

Chest  Diseases  

10 

Obstetrics  and  Gynaecology 

4 

117 

Radiotherapy  

2 

122 

Infectious  Diseases 

3 

Psychiatry  

2 

180 

Physical  Medicine 

2 

226 

Orthopaedic  Surgery 

2 

120 

Venereology  

2 

Anaesthetics  

2 

155 

— 

Total  

54 

117 

— 

III.  Movement  from  whole-time  to  part-time  service 
(Day  1,  Questions  145-154) 

Summary  of  Changes  in  Regions 


Whole-Time  to  Part-Time: 
Region 

South  West  Metropolitan 
North  East  Metropolitan 
North  West  Metropolitan 
South  East  Metropolitan 

Totals 


Part-Time  to  Whole-Time: 
Region 

South  West  Metropolitan 
North  East  Metropolitan 
North  West  Metropolitan 
South  East  Metropolitan 

Totals 


Consultants  SM.M.Os.  S.H.D.Os. 

39  4 — 

19  4 1 

25  (including  1 or  2 S.l-I.M.Os.) 

16  3 — 

99  (including  II  1 

— 1 or  2 — — 

S.H.M.Os.) 

Consultants  S.II.M.Os,  S.H.D.Os. 

4 ~ 

9 1 - 


South  West  Metropolitan  Regional  Hospital  Board,  1Q48-57 


Whole-Time  to  Part-Time: 
Specialty 

Surgery  

Obstetrics  and  Gynaecology 

Radiology  

Radiotherapy  

Physical  Medicine 

Anaesthetics  

Thoracic  Medicine 
General  Medicine 

Orthopaedics  

Plastic  Surgery 

Psychiatry  


Consultants 

14 

6 

2 

1 

I 

3 

1 
8 

2 
1 


S.H.M.Os. 


1 

1 

1 

1 


Totals 


39  4 
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Part-Time  to  Whole-Time: 
Specialty 

Consultants 

Anaesthetics  

Pathology  

Radiology  

3 

1 

1 

Total  

5 

There  are  under  contract  with 
senior  hospital  medical  officers: 

this  Board  approximately  1,200  consultants  and 
Consultants  S.H.M.Os. 

Whole-Time  

Part-Time  

230 

660 

160 

150 

Totals 

890 

310 

North  East  Metropolitan  Regional  Hospital  Board,  1948-57 


Whole-Time  to  Part-Time: 
Specialty 
General  Medicine 

General  Surgery 

Orthopaedics  

Pathology  

Radiology  

Chest  Diseases  

Anaesthetics  

Obstetrics  and  Gynaecology 

I.D.  and  V.D 

Psychiatry  

Dentistry 


Totals  ... 


Consultants 

3 

8 

2 

1 

1 

1 

1 

2 


S.H.M.Os. 

1 


1 

2 


19 


S.H.D.Os. 


1 

1 


Part-Time  to  Whole-Time: 


Nil 

Total  Number  in  Region : 

Whole-Time  

Part-Time  

North  West  Metropolitan 


Consultants  S.H.M.Os.  S.H.D.Os. 
127  78  1 

453  66  7 

Regional  Hospital  Board,  1954-57 


le-Time  to  Part-Time: 

S.H.M.Os. 

Specialty 

Consultants 

Surgery  

...  6 

Obstetrics  and  Gynaecology 

1 

Radiology  _ 

... 

Physical  Medicine 

2 

i 

i 

Anaesthetics  

Thoracic  Surgery 

1 

General  Medicine 

2 

1 

Orthopaedics  

Plastic  Surgery 

...  2 

Psychiatry  

2 

1 

1 

Dermatology  

Paediatrics  

Pathology  

4 

— 

Totals 

24 

1 

5 
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Part-Time  to  Whole-Time: 

Specialty  Consultants  S.H.M.Os. 

Psychiatry  1 

Total  Number  in  Region:  Consultants  S.H.M.Os. 


South  East  Metropolitan  Hospital  Board 


Change  from  9 notional  halfdays  weekly  to  whole-time: 


1953 

1954 

1955 

1956 

1957 

) All 

l Consultants 
r No 

J S.H.M.Os. 

Physical  Medicine 

Radiology 

Psychiatry 

Anaesthetics  

- 

1 

1 

Mil 

1 

1 

Totals  

— 

1 

1 

— 

2 

Change  from  whole-time  to  part-time: 

1953 

1954 

1955 

1956 

1957 

Pending 

Obstetrics  and  Gynaecology 

Pathology 

Radiology 

Psychiatry 

Anaesthetics 

General  Surgery  ...  ... 

Chest  Diseases  and  Radi- 
ology   

Chest  Diseases  

General  Medicine 

2 C 

1 C 

2 C 
1C 

7c 

2C 
1 C 

1 S 

7~S* 
2 C 

T~s 

: 

nil  1 1 “ii  i 
j ° 

Tc 

Tc 

1 C and  1 S 

Totals  

6C 

4 C 
1 S 

2 C 
2 S 

2 C 

2 C 

1 C 
1 S 

C-  Consultant.  S-  S.H.M.O. 


* This  practitioner  (female)  changed  from  whole-time  to  7 N.H.Ds.  weekly  m order  to 
work  at  one  clinic  only  Instead  or  at  two  widely  separated  clinics.  All  the  others  changed 
from  whole-time  to  9 sessions  weekly. 

Additional  information  in  respect  of  S.H.M.Os.  Iras  been  added  in  case  this  Is  required. 
Total  for  Region,  127  Whole-Time  Consultants  at  ond  of  1957.  H7  Whole-Time  S.H.M.Os 


MEDICAL  PRACTITIONERS’  UNION 


(Day  3) 


PRELIMINARY  EVIDENCE  ON  THE  REMUNERATION  OF  HOSPITAL 
MEDICAL  STAFF  IN  THE  NATIONAL  HEALTH  SERVICE 


1.  The  staffing  structure  of  hospitals  has  developed  from  the  deep  past  of  the 
history  of  medicine.  The  modern  hospital  has  its  origins  and  beginnings  with  the 
age  of  Lister  and  the  introduction  of  the  antiseptic  method  into  surgery.  Ton 
great  advance  is  for  ever  linked  with  the  discovery  of  anaesthesia  in  1846  by  a 
Boston  dentist,  William  Morton.  These  twin  advances  opened  the  age  of  surgery 
as  itihio  dofninanit  force  in  medical  practice  at  the  tarn  of  the  century.  The  hospital 
was  moulded  above  all  to  surgical  needs. 
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Historical  Survey 

2.  The  voluntary  hospital  developed  in  all  large  towns  and  more  particularly  in 
centres  of  university  Leaching,  and  honorary  physicians  and  surgeons  were 
appointed  to  'the  staff  of  the  hospital.  These  doctors  had  full  consultant  status, 
and  were  later  assisted  by  young  resident  doctors  known  as  house  doctors.  Later 
still  an  intermediate  “ registrar  ” grade  was  created.  Registrars  were  young  men 
hoping  to  obtain  an  appointment  at  the  hospital,  and  they  received  a small  sum 
for  keeping  notes  and  records  of  their  chief’s  patients  in  good  and  proper  order. 

In  some  hospitals  the  term  “ first  assistant  ” was  used,  and  this  is  a more  accurate 
description  of  their  duties  in  recent  times.  Increasing  development  towards 
specialisation  during  the  last  fifty  years  has  led  to  many  special  departments  being 
set  up  at  these  hospitals,  each  under  .the  control  of  a consultant  with  various 
assistants  in  die  three  main  grades  of  Consultant,  Registrar  and  House  Officer. 
These  special  departments  may  be  clinical — such  as  Cardiology  or  Genito-Urinary 
Surgery ; or  they  may  be  non-climical — such  as  Pathology  or  Biochemistry. 

D om  inancc  of  S urgery  -v . 

3 Surgery  reached  the  apex  of  its  dominance  during  World  War  I.  Afterwards 
many  Boards  of  Guardians  who  possessed  Poor  Law  Infirmaries  appointed 
surgeons  to  the  staff,  and  some  of  these  hospitals  were  gradually  modernised. 
The  legislation  of  1929  allowed  local  authorities  to  develop  hospitals,  and  those 
in.  large  towns  led  the  way.  The  London  County  Council  appointed  Medical 
Superintendents  and  Deputy  Medical  Superintendents  usually  with  an  interest 
alternately  in  medicine  and  surgery.  The  duties  were  partly  administrative  and 
partly  clinical.  Those  men  were  supported  by  Assistant  Medical  Officers — often 
very  well  qualified — who  were  appointed  at  low  salaries  for  a period  of  years 
(usually  not  more  'than  four).  Elsewhere  .permanent  appointments  were  given  to 
.physicians  and  surgeons  not  having  administrative  duties,  but  these  cases  were 
exceptional.  The  qualifications  and  status  required  were  similar  to  those  demanded 
for  appointments  to  the  staff  of  the  voluntary  hospitals,  but  the  doctors  appointed 
were  paid  by  salary. 

Cottage  Hospitals 

4.  By  the  beginning  of  this  century  a number  of  cottage  hospitals— established 
atso  by  voluntary  subscription — had  been  established  in  small  towns  in  all  parts 
of  the  country.  The  staff  of  these  hospitals  usually  included  all  general  practi- 
tioners practising  within  a given  radius.  As  the  extent  of  surgical  intervention 
grew  wider  these  hospitals  too  acquired  operating  theatres  and  an  increasing 
amount  of  surgical  treatment  was  done.  Following  World  War  I .many  of  these 
hospitals  were  enlarged  and  modernised.  Fully  trained  surgeons,  some  being 
part-time  general  practitioners,  wore  appointed  to  the  staff ; others,  in  the  viciraty 
of  university  towns,  were  consultants  from  the  large  voluntary  hospitals.  Thus  in 
certain  cases  cottage  hospitals  staffed  with  general  practitioners  began  to  transform 
themselves  into  district  hospitals  with  a full  consultant  staff.  Cottage  hospitals 
had  no  resident  doctors ; the  general  practitioners  were  called  in  by  the  nursing 
staff  when  necessary. 

Before  the  War 

5.  Up  to  the  outbreak  of  World  War  II,  therefore,  three  types  of  hospitals  with 
three  types  of  staffing  were  found:  (1)  large  voluntary  hospitals  with  .consultants, 
registrars  and  house  officers ; (2)  municipal  hospitals  with  responsible  doctors 
doing  administrative  and  clinical  work  {the  equivalent  of  consultants)  and  Assistant 
Medical  Officers  with  temporary  or  permanent  appointments,  some  'municipal 
hospitals  having  house  officers  as  well ; (3)  cottage  hospitals  with  consul  tents  or 
GJP.  specialists,  and  ordinary  general  practitioners.  There  was  also  'the  hospital 
in  transition  from  cottage  hospital  to  district  voluntary  hospital  where  the  number 
of  consultants  and  G.P.  specialists  was  large  and  house  officers  of  a senior  type 
were  appointed. 

6.  The  large  voluntary  hospitals  associated  with  university  centres  were  used 
for  teaching  medical  students  and  high  standards  were  maintained.  The  admission 
of  cases  was  related  to  the  requirements  of  teaching  and  research  as  well  as  to  trie 
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medal  skills  of  individual  members  of  the  staff.  Ihere  was  no  specific  respoa- 
SS  to  admit  a particular  case  to  the  hospital.  Other  large  voluntary  hospitals, 
Stoiiuty  to  annul  a P«  teaching,  had  a less  specialised  character  and  tended 

not  MsTOiated  wi  cases  .butthere  was  no  absolute  responsibility  to  do  so.  By 
to  take  all  tymnet  £ stetutory  duty  to  admit  sick  people  from  a 

oontrast  mumoipa  ' P ^ ^ jtaj  aittenillyon.  Thus  local  authority  hospitals 

wfth  targe  numbers  of  cases  without  necessarily  having  the  full  medical  staff 
ctea, It  wttn  large  n.i  “ . ...  evorv  variety  of  sick  person  admitted.  These 

^osptol  system?  were  complementary,  and  although  rivalry  existed,  they 

tended  to  support  each  other. 

Emergency  Medical  Service 

7 This  svstem  provided  a very  good  service  m same  parts  of  the  country  but 
thie  ^ many  gaps.  World  War  11  brought  into  existence  the  Emergency 

unified  ail  the  hospital  resources  of  the  country.  The 
etafflnf-ras  bv  a mixture  of  voluntary  and  municipal  methods.  A medical 
Sminfstrator  wa»a appointed  in  each  case.  Physicians  and  surgeons  from  volun- 
aominiBLimor  m i nart-time  duties  which  were  paid.  Registrars  and  house 
Sdff  tXfi  paid,  except  for  Sne  student  house  offi^ . 
tS  ho«P«s  were  available  at  all  times  for  air-raid  and  service  casualties 
I wel  afSifon  cases.  The  distinction  between  a registrar  and  an  assistant 
meS  offi^r  was  obscured.  Appointments  m both  these  categories  were  reserved 
Som ^mihtow  service  and  wore  made  annually.  . A few  assistant  M.O.  and  senior 
Ke  ofite appointments  wore  reserved  for  six  months.  Junior  house  officers 
wore  reserved  for  six  fnonit'hs. 

8 After  the  war  some  doctors  leaving  the  services  without  appointments  were 
aiTOn  supernumerary  registrar  appointments  at  hospitals  in  all  parts  of  the  country. 
Thus  the  number  of  registrars  was  suddenly  increased.  Ihere  did  not  seam 
to  be  any  Sr  policy  other  than  to  find  posts  for  doctors  leaving  ‘he  «emc» 
The  effect  of  these  arrangements  was  to  improve  stalling  in  many  hospitals  and 
the  standard  of  service  given  to  tile  patients  rose  to  a new  high  level.  When  the 
National  Health  Service  commenced  in  1948  many  assistant  medical  officers  at 
Kl  authority  hospitals  were  graded  as  registrars.  Mime  sen  tor  ones  were 
designated  consultants,  others  S.H.M.O.s  and  a few  J.H.M.O.s.  The  number 
onSrars  after  one  year  of  the  N.H.S.  was  very  large.  I he  supernumerary 
°igSr  posts  ware, subsequently  abolished  and  Regional  Boards  at  once  created 
Serous registrar  postoto  absorb  displaced  registrars.  Gradually  new  consul- 
SZ  w«  created  and  after  1950  new  S.H.M.O.  appointments  were  made  in 
some  specialties.  This  process,  together  with  drastic  cuts  tn  die  senior  registrar 
grade  led  to  a steady  upgrading  of  hospital  doctors  into  higher  grades-  From 
about  195 1 howver,  the  process  was  brought  steadily  to  a halt,  so  that  in  recent 
years  few  have  been  able  to  advance  beyond  the  point  reached  at  that  time  and 
prospects  for  the  registrar  have  become  increasingly  hopeless  and  obscure. 

Reorganisation  of  Hospitals  . 

9.  The  take-over  of  a wide  variety  of  ho«pkals;in  194H  was  acc<^i>l^h^  with 
remarkable  smoothness.  The  Voluntary  Teaching  hospitals  were  accorded  a 
special  status  under  the  National  Health  Service  Act.  This  status  allows  them 
to  retain  «he  major  pant  of  their  former  independence  and  funds,  while  ttcemng 
grants  from  the  Treasury.  Many  non-teaching  hospitals  were  added  to  the® 
teaching  hospital  groups,  The  non-teaching  large 

municipal  hospitals  in  big  towns  became  local  area  hoap^afe  uudw  R«or»t 
Hospital  Boards  and  development  was  continuous.  In  2 

hospitals  to  transition  a period  of  reorganisation  followed.  General 
wore  excluded  from  these  hospitals  in  many  cases-  some  ™ 
sultamts  under  the  N.H.S.  and  gave  up  general  practice;  some  remained  as 
part-time  S.H.M.Os  on  the  staff  of  the  hospitals ; (ith«s  vwc  eiwlu^VVto 
farmer  cottage  hospitals  were  not  developing  into  major  hospitals  m In 
many  continued  to  exist  as  general  practitioner  hospitals  under  the  NJbb.  ^ 
other  cases  these  general  practitioner  hospitals  have  been  closed  down  and  <« 
accommodation  used  for  special  units  attached  to  the  loeal  area  homteh  0“*“ 
piractitioner  hospital  units  have  suffered  a severe  set-back  under  the  N.H.b. 
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the  .teaching  hospitals  associated  with  the  universities  have  achieved  a position 
of  great  power  and  prestige,  and  stand  without  rivals  at  the  pinnacle  of  the  hospital 
scheme. 

10.  This  .position  of  eminence  is  proper  to  the  .great  centres  of  teaching  and 
research.  The  loss  of  'independence  .both  as  regards  staffing  arrangements  and 
capital  expenditure  which  has  been  the  common  fate  of  all  types  of  hospitals 
transferred  to  the  Regional  Hospital  Boards  in  England  and  Wales  is  to  be 
regretted.  Thus  has  developed  a two-tier  hospital  service  in  which  the  upper  tier 
is  .not  .given  specific  responsibility  for  patients  in  its  own  area,  while  the  lower 
tier  must  accept  full  local  responsibilities  without  the  power  to  make  provision 
for  needs  which  it  cannot  fulfil.  Some  restoration  of  the  former  balance  is 
important. 

After  the  War 

11.  The  outbreak  of  World  War  II  marked  the  opening  of  the  modern  era  of 
medical  practice — 'the  age  of  chemotherapy  or  chemical  treatment.  New  chemical 
substances  with  specific  and  potent  .effeats  on  the  body  processes  foaveAeen.  rapidly 
introduced  'into  medical  practice  on  a truly  massive  scale.  While  in  one  sense 
this  has  reduced  the  field  of  surgery,  in  another  it  has  permitted  surgeons  to 
tackle  and  solve  ever  more  difficult  problems  at  the  cost  of  ever-increasing 
specialisation.  General  practitioners  can  use  new  chemical  agents  on  patients 
at  home  but  if  initial  treatment  fails,  complex  problems  needing  full  hospital 
investiigation  often  remain,  and  'in  .hospital  the  care  of  a single  medical  specialist 
is  often  not  enough  to  solve  the  problem.  Increasingly  one  or  more  of  the 
various  types  of  pathologist  (bacteriologist,  morbid  anatomist,  haematoloigist  or 
biochemist)  must  be  called  into  consultation  with  one  or  more  specialists  in  the 
clinical  field.  The  .medical  physicist  and  mathematician  will  very  soon  be  required 
to  handle  the  complexities  of  modern  therapy,  There  exists,  therefore,  a very 
great  need  for  a planned  expansion  of  medical  staffing  at  all  area  hospitals  under 
the  N.H.S. 


Hospital  Staiifino — General  Considerations 


12.  Any  consideration  of  remuneration  of  hospital  medical  .staff  .must,  in  the 
Union’s  view,  be  related  to  responsibilities,  undertaken  by  different  grades  of 
medical  staff,  conditions  of  work,  prospects  for  promotion  and  other  factors. 
To  fix  salary  scales  appropriate  ini  1958  solely  by  'reference  to  the  findings  of  a 
committee  which  had  no  'foreknowledge  of  how  the  new  Service  was  to  develop 
would  be  unrealistic.  Ton  years  of  the  National  Health  Service  have  created 
new  circumstances  which,  demand  new  solutions.  The  .main  purpose  of  this  pre- 
liminary memorandum  .therefore  .is  to  examine  in  detail  the  present  medical  staff 
structure  of  the  hospital  service  with  special  reference  to  those  factors  related  to 
remuneration. 


13.  To  do  this,  however,  requires  accurate  information  regarding  the  present 
staff  structure  of  the  hospitals.  In  this  the  Union,  like  other  bodies  giving 
evidence  and  the  Royal  Commission,  itself,  is  handicapped  by  a lack  of  figures. 
There  is  no  uniform  pattern  to  which  one  cam  refer.  Hospital  staffing  arrange- 
ments vary  widely  according  to  the  type  and  size  of  the  hospital,  proximity  ot 
other  hospitals,  the  degree  of  specialisation  and  other  factors.  It  is  scarcely 
possible  to  make  any  general  statement  with,  regard  to  the  hospital  service  which 
cannot  immediately  be  challenged  by  quoting  specific  exceptions.  Neventheless 
the  Union  believes  that  there  are  contain  general  valid  observations  that  can  be 
made  on  the  present  organisation  of  hospital  staffing.  In  the  following  paragraphs 
we 'describe  some  of  the  faults  of  the  .present  hospital  service  which  exist  and 
which  need  to  be  rectified  if  a sound  basis  of  remuneration  ns  to  be  established. 


Variability  of  Hospital  Staff  Establishments 


Lack  of  Uniformity 

14.  When  one  remembers  that  the  National  Health  Service  took  over  all  types 
and  sizes  of  hospitals  in  1948  and  that  little  uniformity  existed  before  that  date 
with  regard  to  staffing  it  is  not  surprising  ,th:ait  wide  discrepancies  .are  found  even 
to-day  in  the  staff  structure  of  hospitals  within  the  Service.  The  Union  would 


30060 


9 


A 4 


rinted  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


have  liked  to  have  provided  comparisons,  involving  many  hundreds  of  hospitals, 
Unfortunately  there  are  inadequate  statistics  on  which  to  base  comparisons. 
Nevertheless  it  is  clear  from  the  evidence  received I by  us  that  there  is  no  uniformity 
in  the  'present  staffing  arrangements  in  the  hospital  service.  Ihe  number  of  beds 
looked  after  by  consultants  and  the  number  of  out-patients  seen  by  each  vary 
widely  not  only  between  hospitals  but  within  the  same  specially.  Indeed  we  have 
been  shown  examples  of  two  hospitals  m the  same  part  of  the  country,  serving 
the  same  general  function,  with  approximately  the  same  number  of  beds  and 
with  a similar  load  of  out-patients,  having  very  different  staff  structures. 

15.  In  Appendix  A examples  are  given  of  consultant  stalling  in  various  hospitals 
of  a similar  type* 

16  Some  years  ago  (1951)  the  Ministry  of  Health  recognised  the  need  to  investi- 
eate  hospital  establishments  throughout  the  country.  It  set  up  separate  working 
parties  to  investigate  the  position  in  each  region.  No  report  has  appeared  of  the 
findings  of  these  working  parties  nor  is  there  any  evidence  that  material  alterations 
were  effected  following  any  report.  1 he  Royal  < bmmmsicm  might  with  advantage 
ask  the  Ministry  of  Health  for  the  results  of  these  enquiries. 

17  The  Union  .believes  that  the  present  discrepancies  in  the  hospital  medical 
staff ' establishments  should  .be  rectified.  There  may  lie  some  hospitals  where  the 
number  of  consultants  under  contract  is  sufficient  to  enable  all  patients  to  be 
seen  by  ,a  consultant.  In  many  the  number  of  consultants  is  so  few  that  a large 
burden  of  the  work  falls  on  the  junior  staff.  This  gives  rise  to  dissatisfaction 
among  the  .medical  staff  employed  and  means  in  fact  that  the  public  in  some  areas 
are  not  receiving  the  quality  of  service  they  might  expect. 


Medical  Grading  Anomalies 

18.  Owing  to  the  shortage  of  consultant  staff  much  of  the  work  of  the  hospital 
service  which  should  properly  be  done  by  consultants  is  undertaken  either  by 
senior  hospital  medical  officers  or  by  junior  hospital  staff  under  training. 

iMiarny  senior  hospital  .medical  officers  are  undertaking  full  consultant  responsi- 
bility while  others  work  under  purely  nominal  supervision.  Many  senior  registrars 
are  similarly  placed.  From  the  .public  viewpoint  it  .matters  little  that  these  two 
grades  are  .misused,  for  'both  include  men  and  women  of  the  highest  medical 
training.  However,  from  the  viewpoint  of  the  doctors  concerned  the  result  is 
that  they  are  called  upon  to  undertake  considerable  responsibility  for  much  lower 
remuneration. 

19.  There  is  overwhelming  evidence  that  junior  staff  at  all  limes  are  being 
required  to  undertake  work  of  a responsible  character.  The  Union  has  received 
evidence  from  individual  hospitals  which  clearly  demonstrates  that  much  major 
and  .minor  emergency  surgery  is  undertaken  by  doctors  within  a few  years  of 
qualification.  The  Union  .is  sure  that  much  of  the  work  ought  to  be  performed 
by  consultants  but  cannot  be  as  long  us  their  number  is  insufficient.  The  Union 
believes  that  junior  medical  staff  under  training  should  not  he  permitted  to  under- 
take major  clinical  responsibility  without  supervision. 

The  Need  to  Establish  General  Principles  for  Hospital  Staff 

20.  When  the  Service  came  into  operation  Ihe  Ministry  of  Health  published  a 
document,  The  Development  of  Consultant  Services,  to  " assist  Regional  Hospital 
Boards  in  the  planning  and  future  development  of  the  consultant  services''. 
Suggestions  were  .made  as  to  the  number  of  consultants  needed,  in^  terms  of  the 
papulation  served,  for  ail  the  main  specialties.  The  decisions  with  regard  to 
establishments  are  the  responsibility  of  the  Boards  themselves.  Each  Board, 
however,  is  required  to  work  within  a rigid  financial  framework  which  determines 
to  some  extent  its  decisions.  Another  major  factor  is  the  attitude  of  the  existing 
consultants.  Additional  consultant  appointments  arc  made  not  on  theoretical 
considerations  but  because  of  local  .pressure  for  increased  staff.  The  initiative 
comes  from  the  hospital  .management  group  and  this  in  tom  will  -be  influenced 
by  the  attitude  of  the  existing  consultants  in  each  specialty  who  are  often  unenthu- 
elastic  about  the  creation  of  new  consultant  posts. 
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Shortage  of  Consultant  Staff 

21.  The  number  of  consultants  in  the  hospital  service  has  risen  from  5,592  in 
December,  1949,  to  7,244  in  December,  1955.  There  is  no  reason,  however,  to 
think  that  the  expansion  of  this  grade  is  at  an  end.  Indeed,  the  Willink  Com- 
mittee have  allowed  for  -an  annual  expansion  of  160  over  the  next  seven  years 
and  for  further  expansion  after  that  time  of  80  & year.  The  Union  believes  that 
the  present  number  of  consultants  is  insufficient  to  staff  the  hospital  service 
adequately.  The  reasons  for  this  conclusion  are  as  follows:  — 

(1)  It  is  clear  that  much  of  the  routine  hospital  work  of  a responsible  character 
is  now  being  undertaken  by  junior  hospital  staff.  To  avoid  this  more 
consultants  are  required. 

(2)  The  number  of  senior  registrars  and  S.H.M.O.s  at  present  undertaking 
consultant  responsibility  is  large.  If,  as  the  Union  later  recommends, 
many  of  these  senior  doctors  are  to  be  included  in  the  consultant  grade 
more  consultant  iposts  will  .have  to  be  created. 

(3)  The  Ministerial  forecasts  of  the  consultant  needs  of  the  service  given  in 
the  1948  Blue  Book  do  not  appear  to  have  been  fulfilled.  For  instance, 
they  estimate  that  three  whole-time  consultants  (or  the  equivalent  in 
part-time)  are  needed  in  the  field  of  general  medicine  for  100,000 — 120,000 
of  the  population.  This  would  mean  about  1,400—1,500  consultants  in 
this  field.  The  actual  number  is  under  1,000. 

In  Appendix  B figures  are  given  of  the  numbers  of  beds  and  senior  hospital 
staff  in  the  main  specialties. 

22.  Without  a close  study  of  the  work  of  each  hospital  it  is  difficult  to  estimate 
how  many  additional  consultants  would  ibe  needed.  The  number  is  probably  not 
less  than  2,000.  The  necessary  expansion  of  the  consultant  establishment  could 
take  place  quickly  as  there  is  a large  pool  of  doctors  of  proven  or  potential 
consultant  status  available  for  promotion.  Apart  from  S.H.M.O.s  and  fully 
trained  senior  registrars  there  are  many  other  experienced  doctors  working  in 
the  medical  schools  and  research  establishments.  The  opportunity  for  a .rapid 
expansion  may  not  come  again  for  many  years.  In  order  to  give  the  public  the 
benefit  of  a proper  consultant  service,  to  avoid  misuse  of  hospital  medical  staff 
and  to  provide  .a  reasonable  avenue  for  promotion,  it  is  essential  that  the  number 
of  consultants  should  (be  materially  increased. 

Uncertain  Prospects  for  Hospital  Staff 

23.  The  National  Health  vService  cannot  be  (organised  so  as  to  provide  certain 
■prospects  of  promotion  to  the  highest  level  for  all  doctors.  Nevertheless  it  is  in 
the  public  interests  and  in  the  interests  of  the  profession  that  doctors  entering 
into  a .public  service  should  have  reasonable  prospects  of  rising  to  posts  of  higher 
responsibility  if  their  talents  and  training  warrant  it.  This  is  especially  so  in  the 
case  of  the  hospital  section  of  the  Service  because  there  are  so  few  opportunities 
outside  the  Service  itself  for  employment.  The  Union  recognises  that  the  number 
of  doctors  to  be  employed  must  depend  first  and  foremost  on  the  needs  of  the 
hospital  service.  Posts  cannot  be  created  -merely  to  provide  opportunities  for 
promotion.  Nevertheless  the  numerical  relationship  between  the  junior  and 
senior  staff  must  be  carefully  determined  in  order  to  avoid  wastage  of  medical 
manpower.  One  of  the  most  constant  criticisms  levelled  at  the  hospital  staffing 
organisation  is  that  junior  doctors  have  been  trained  in  the  anticipation  of  (promo- 
tion within  the  Service  without  any  opportunities  being  provided  for  continuing 
work  within  the  Service.  After  the  war  large  numbers  of  supernumerary  registrar 
posts  were  created  to  absorb  doctors  leaving  the  armed  forces.  The  result  of  this 
was  to  create  a bottle-neck  in  promotion.  To-day  the  chances  of  promotion 
for  registrars  or  senior  registrars  are  very  poor. 

24.  Many  S.H.M.O.s  arc  also  entitled  to  expect  that  they  will  be  promoted  to 
consultant  status.  These  .hopes  under  present  circumstances  will  be  frustrated. 

25.  The  Union  believes  that  any  doctor  who  has  passed  through  his  preliminary 
training  period  anti  has  been  accepted  as  having  the  necessary  attributes  to  work 
permanently  in  the  hospital  field  should  be  offered  reasonable  prospects  of 
promotion  to  consultant  status. 
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Relationship  Between  Hospitals  and  General  Practice 

ofi  when  the  National  Health  Service  was  -brought  into  being  a tripartite 
system  of  administration  was  introduced.  This  led  to  an  ever-widening  gulf 
between  the  hospital  service  and  general  practice.  Jt  is  increasingly  difficult  on  the 
one  hand  for  .hospital  medical  staff  to  find  openings  m general  practice  and  on 
the  other  for  .general  .practitioners  to  iplay  a useful  .part  m the  hospital  service. 
The  Union  believes  this  trend  is  against  the  -best  interests  of  medicine  and  would 
welcome  any  measures  for  bringing  the  two  branches  of  the  Service  closer 
together. 


Short-term  Appointments 

27  The  iuni-or  .posts  in  the  hospital  service  are  almost  entirely  short-term. 
House  officers  are  appointed  for  six-month  .periods  ; registrars  for  .periods  o-f  two 
years  (with  annual  review)  and  JjHjM.O.s  in  some  cases  for  limited  periods. 
The  Union  does  not  .wish  to  criticise  these  arrangements  in  general.  It  must  be 
recognised  however,  that  the  .doctors  concerned  are  often  financially  handicapped 
bv  a succession  -of  short-length  .appointments.  Changing  appointments  involves 
them  in  a great  deal  of  expense.  When  they  are  married  they  -may  have  to 
maintain  'two  establishments.  The  Union  suggests  that  these  factors  should  be 
taiken  .into  consideration  when  determining  their  remuneration. 


Consideration  of  the  Hospital  Grades 

28  Many  .of  the  problems  o-f  hospital  .medical  stall  are  common  to  all  grades. 
There  are,  however,  some  special  .problems  connected  with  each  grade.  The 
Union  sets  out  below  some  of  the  particular  complaints  of  each  grade. 


House  Officers 

29  The  .post  of  house  officer  is  the  first  held  by  a practitioner  after  provisional 
qualification.  He  has  by  laiw  to  do  two  appointments  in  order  to  get  finally 
registered,  but  in  many  instances  will  take  on  one  or  more  six-monthly  appoint- 
ments following  registration.  .In  the  opinion  of  the  Union  these  posts  should  be 
remunerated  at  .a  higher  scale  (higher  absolutely  and  relatively  to  other  grades) 
than  they  are  at  present.  At  the  .present  time  the  most  junior  post  carries  a salary 
of  £467  10s.  Od.  p.a.,  from  which  mustibc  deducted  board  and  lodging  of  £125  p.a. 
Even  the  senior  house  officers  receive  only  £819  10s.  Od.  p.a.,  less  £150  p.a.,  for 
board  and  lodging  charges.  Many  of  these  house  officers  are  undertaking  very 
responsible  duties.  The  Union  will  in  its  final  .memorandum  make  recommenda- 
tions to  the  Commission  as  to  the  actual  rales  of  remuneration  which  should  be 
introduced. 

30.  The  .particular  difficulties  encountered  by  .house  officers  are  as  follows: 

(1)  The  married  house  .officers  are  seldom  -provided  with  -married  quarters 
and  may  -therefore  have  to  maintain  two  homes. 

(2)  Since  the  appointments  are  -for  six  .months  only  in  most  instances  the 
young  doctor  may  encounter  a period  of  unemployment  between  appoint- 
ments. 

(3)  The  cost  of  .moving  from  one  appointment  to  another  is  not  inconsider- 
able and  -no  allowance  is  .made  for  this  iin  the  salary  scales. 

Registrars 

31.  The  registrar  grade  .more  than  any  other  tends  to  be  misused.  In  the 
regional  hospitals  registrars  are  frequently  required  to  canry  a big  load  of  responsi- 
bility and  in  the  absence  of  their  consultant  chiefs  at  night  or  at  week-ends  must 
often  undertake  .procedures  for  which  they  are  -not  fully  trained.  The  road  to 
promotion  is  very  -difficult,  even  where  the  suitability  of  the  applicant  is  unques- 
tionable. The  registrar  .in  the  regional  hospital  has  a very  small  chance  of 
promotion  as  compared  with  his  colleague  in  the  teaching  hospital. 

32.  In  some  .posts  where  no  residential  accommodation  is  available  the  young 
doctor  is  given  to  understand  that  he  must  have  a motor  ear  so  as  to  be  on  callm 
case  he  is  required.  Possession  of  a car  may  affect  his  chance  of  appointment.  The 

12 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


shortage  of  married  quarters  is  an  even  graver  handicap  to  the  registrar  'than  to  the 
house  officer  because  being  older  he  is  more  likely  to  be  married  and  to  have 
ahildren. 

33.  The  Union  has  had  many  individual  instances  of  hardship  in  the  registrar 
grade  brought  to  'its  attention.  The  following  is  a quotation  from  one  communica- 
tion received : — 

“ . . . In  a large  regional  hospital  in  the  North-west  Metropolitan  Region  a 
surgical  registrar,  agecl  32,  married  and  with  two  children  ( M.B . 1946,  F.R.C.S. 
Eng.  1954),  has  held  registrar  appointments  since  1949  in  surgery  and  is  at 
present  attached  to  a genito-urinary  and  general  surgery  firm..  He  has  held  this 
appointment  since  November,  1954.  He  does  all  the  emergency  surgery  and  a 
considerable  share  of  the  " cold  list " cases,  out-patients,  cystoscopy  and  other 
clinics.  He  deputises  for  the  consultant  when  he  is  absent  on  leave  and  carries 
on  the  work  of  the  department  normally  during  his  absence. 

He  is  on  duty  32  hours  per  week  and  works  an  average  of  61.  The  salary  for 
this  post  ( before  the  10%  increase)  was  £13  11s.  Od.  gross  per  week.  He  receives 
no  car  or  telephone  allowance  and  no  allowance  for  hooks,  membership  of 
learned  societies,  etc.  He  has  unsuccessfully  applied  for  more  than  30  senior 
registrar  posts  in  the  last  13  months.  It  is  becoming  increasingly  difficult  for 
non-teaching  hospitals  to  obtain  registrars  as  they  see  no  possibility  for 
further  promotion  if  they  accept  these  appointments.  There  is  no  security 
of  tenure  and  little  hope  of  obtaining  a higher  grade  appointment." 

This  surgeon  has  since  emigrated  to  Australia. 

34.  From  the  quite  considerable  amount  of  evidence  offered  to  the  Union  it  is 
clear  that  the  above  instance  is  not  exceptional. 

Junior  Hospital  Medical  Officers 

35.  The  grade  of  J.H.M.O.  was  created  to  absorb  a number  of  fulUime  medical 
officers  who  worked  in  a subordinate  capacity  in  the  old  county  hospitals,  mental 
hospitals  and  chest  hospitals.  More  recently  it  has  been  used  to  attract  senior  house 
officers  for  a term  longer  than  one  year  at  a higher  rate  of  pay.  It  was  always 
assumed  that  the  grade  would  in  time  die  out,  yet  some  new  appointments  arc  still 
being  made.  Many  curry  a level  of  responsibility  not  warranted  by  their  training 
and  not  reflected  in  their  remuneration. 

Senior  Registrars 

36.  Owing  to  the  disparity  between  the  number  of  senior  registrars  and  vacancies 
in  the  consultant  establishment  they  have  no  assured  future  in  the  Health  Service ; 
they  have  great  difficulty  in  entering  general  practice  and  little  opportunity  for 
private  hospital  practice.  When  it  is  remembered  that  many  senior  registrars  aje  in 
their  m.id  or  late  30’s,  married,  with  children,  have  the  highest  possible  qualifica- 
tions and  many  years  of  the  most  responsible  work  behind  them  it  is  not  surprising 
that  as  a group  they  feel  very  frustrated, 

37.  Even  those  senior  registrars  who  eventually  obtain  a consultant  appointment 
do  so  at  a far  later  age  than  that  intended  by  the  Spens  Committee.  This  delay  is 
reflected  in  lesser  total  life  earnings.  The  same  problems  with  regard  to  the 
expense  of  moving  and  the  lack  of  provision  of  married  quarters  mentioned  above 
apply  to  senior  registrars.  Many  senior  registrars  are  “ time  expired,”  i.e.,  they 
have  carried  out  their  normal  4-year  course  of  duty  and  are  being  kept  on_  without 
any  increase  of  salary.  The  choice  of  senior  registrars  for  consultant  appointments 
appears  to  be  influenced  to  an  unwarranted  extent  by  their  contacts  with  teaching 
hospitals.  Senior  registrars  carry  a very  high  level  of  responsibility  and  much  of 
their  work  is  carried  out  without  supervision.  The  longer  the  senior  registrar 
remains  in  the  hospital  service  (i.e.,  the  greater  the  degree  of  specialisation)  the 
less  are  his  changes  either  of  obtaining  a consultant  appointment  or  of  securing 
an  opening  in  general  practice. 

Senior  Hospital  Medical  Officers 

38.  The  S.H.M.O.  grade  was  never  envisaged  by  the  Spens  Committee.  It  was 
devised  as  a provisional  grade  for  certain  medical  officers  from  local  authority 
hospitals  and  for  other  doctors  having  limited  qualifications  and  experience  in  a 
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narrow  field.  Yet  now,  after  ten  years  of  the  N.H.S.,  there  is  one  S.H.M.O.  for 
every  three  consultants.  An  attempt  was  made  in  1 appointments 

in  this  grade  by  the  terms  of  Ministry  Circular  R.H.B.  50/96.  Despite  this  the 
number  of  S.H.M.O.S  has  increased  steadily  since. 

39.  Many  doctors  now  graded  as  S.H.M.O  were  in  fact  carrying  out  medical 
work  of  full  clinical  responsibility  before  the  Service  began,  t hey  feel  that  they 
are  now  relegated  to  a secondary  status,  to  say  nothing  of  their  diminished 
earning  power. 

40.  It  is  difficult  to  assess  wihat  proportion  of  S.H.M.O.s  are  carrying  full  con- 
sultant  .responsibility  but  it  is  probably  a high  one.  Indeed  there  are  few 
q 14  M O s in -day  who  regularly  work  under  the  supervision  of  a consultant. 
Despite  the  diminished  status  of  the  S.H.M.O.  advertisements  in  the  medical 
Journals  for  S H M O posts  normally  require  the  highest  qualifications.  In  com- 
Son mk younger  applicants  of  senior  registrar  status  the  S.H.M  0 finds 
himself  in  a position  of  inferiority.  The  grade  is  increasingly  considered  to  be  a 
dead  end  one  with  little  hope  of  advanccmcnl  to  consultant  status.  The  few 
S H.M.O.s  who  do  eventually  aittain  consultant  status  are  usually  over  40  years  of 
age. 

41  The  Union  believes  that  the  S.H.M.O.  grade  has  been  misused  by  the 
Ministry  of  Health  and  by  the  Regional  Hospital  Boards  particularly  in  some 
• li..  n T_r  D CA/OA  rlneinnofAH  Hi  A SOOLMaltlCS  111  WhlC'h  S.H.M.O.S  might  be 


SH.M.O.  appointments  in  incse 
consultant  appointments.  This  is  due  ,.n  part  to  Ministerial  policy  and  in  part 
to  the  reluctance  of  the  profession  to  ask  for  more  consultant  posts. 

42  Despite  the  small  difference  of  real  responsibility  carried  there  is  a very 
large  discrepancy  in  the  earnings  of  S.H.M  .O.s  and  consultants  Assuming  appoint- 
ment  at  the  age  32  in  both  cases,  the  consultant  earns  £34,000  more  than  his 
S.H.M.O.  colleague  by  the  time  he  is  65  years  of  age,  and  this  does  not  take  into 
account  remuneration  by  distinction  award,  private  practice  or  earnings  from 
domiciliary  visits.  The  salary  scales  of  the  two  grades  are  at)  adjusted  that  the 
man  newly  appointed  as  consultant  earns  more  than  the  S.H.M.O.  specialist  of 
ten  years’  experience.  Prior  to  the  1954  award  there  was  an  overlap  between 
the  two  scales. 

The  Consultant  Grade 

43  Leaving  aside  the  level  of  remuneration  which  will  be  dealt  with  in  the 
Union’s  final  memorandum,  the  anomalies  in  the  consultant  grade  centre  chiefly 
around  the  relation  of  whole-time  and  part-time  employment. 

44.  The  advantages  of  patrt-time  employment  arc  so  great  that  the  tendency 
is  .more  and  more  to  seek  such  contracts.  The  Union  does  not  wish  jo  argue 
the  merit  of  whole-time  and  ipurt-tiime  employment  m general^  ‘terms.  1 here  is 
certainly  a place  for  both  in  the  Hospital  .Service  at  the  present  time.  Geographical 
considerations  and  other  factors  (particularly  in  some  specialties)  sometimes  lead 
a consultant  to  choose  a whole-time  appointment.  Yet  there  are  many  whole-time 
consultants  who  are  driven  to  move  over  to  a part-time  basis  m order  to  secure 
the  advantages  which  the  part-timers  possess,  These  advantages  may  be  listed 
as  follows:  — 

(1)  The  part-time  consultant  normally  undertakes  some  private  practice;  he 
can  thus  obtain  from  the  income  tax  authorities  the  right  to  claim  a 
proportion  of  his  expanses  as  tax-free.  This  the  whole-timer  cannot  do. 

(2)  The  whole-time  physician  has  to  give  eight  domiciliary  consultations  free 
of  charge  each  quarter  before  he  is  eligible  for  the  normal  rate  ot 
remuneration. 

(3)  The  part-time  consultant  is  credited  with  up  to  a maximum  of  half  an 
hour  each  way  to  and  from  his  main  hospital  in  relation  lo  all  his  paid 
sessions.  He  obtains  payment  of  his  travelling  expenses  to  and  from 
home  to  a maximum  of  10  miles  each  way.  The  whole-timer  rarely 
does. 
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(4)  Another  advantage  obtained  by  the  part-timer  is  in  the  method  of  calcu- 
lation .by  which  the  total  number  of  hours  per  week  worked  is  converted 
into  notional  “ -J  days  By  this  system  of  “ weighting  ” the  .part-timer 
gains  materially. 

45.  The  Union  is  in  agreement  with  the  finding  of  the  Guillebaud  Committee 
on  this  subject,  particularly  with  the  following  .paragraph:  — 

" We  are  also  of  the  opinion  that  it  is  undesirable  that  the  financial  arrange- 
ments relating  to  the  consultant  service  should  be  such  as  to  provide  a 
financial  inducement  to  a consultant  to  apply  for  a part-time  rather  than 
whole-time  appointment." 

46.  The  Union  wishes  to  draw  attention  to  .a  .particular  staffing  anomaly 
inherited  from  the  .past  whereby  some  consultants  .hold  as  .many  as  sixteen  sessions 
although  they  cannot  be  .paid  for  more  than  nine.  This  is  due  in  part  to  reckoning 
travelling  time  as  clinical  time  and  leads  .to  inadequate  staffing.  (See  Guillebaud 
Committee  Report,  section  401  (vi).)  The  MjP.U.  believes  .that  the  continuation 
of  these  arrangements  is  unsatisfactory,  especially  when  there  are  many  doctors 
seeking  promotion. 

Distinction  Awards 

47.  The  Union  would  like  to  offer  some  observations  on  the  system  of  distinc- 
tion awards  as  at  present  operated. 

48.  The  Spens  Committee  in  recommending  .such  awards  .made  the  following 
observations : — 

“ ...  It  appears  to  us  that  this  method  of  securing  differentiation  would 
not  only  maintain  a proper  proportion  of  the  higher  incomes,  but  would 
have  the  advantages  of  providing  sufficient  incentives  to  stimulate  effort  and 
encourage  initiative ; of  holding  out  opportunities  of  higher  reward  to  all 
specialists  alike,  in  whatever  branch  of  Medicine  they  practise ; and,  by 
throwing  these  awards  open  to  specialists  in  all  hospitals,  of  making  it 
possible  to  maintain  equality  of  status  between  hospitals  and  encourage  a 
proper  distribution  of  specialists  . . 

49.  The  purpose  of  the  scheme  was  .therefore  two-fold:  to  ensure  (i)  that  a 
small  proportion  of  the  profession  received  higher  salaries  “ to  maintain  the 
position  of  British  Medicine  in  a competitive  market”  and  <li)  that  “specialists 
must  be  able  to  feel  that  .more  than  ordinary  ability  and  effort  receive  an  adequate 
award  ”. 

50.  The  method  of  application  of  the  system  has  been  oipon  to  criticism  on  the 
grounds  of  its  secrecy.  It  would  be  wrong  to  say  that  such  criticism  emanates 
solely  from  .the  non-recipients  of  awards.  There  :is,  in  the  Union’s  view,  serious 
objection  to  dispensing  large  sums  of  public  money  without  any  control  being 
exercised.  The  distribution  of  awards  should  be  equitable  not  only  as  between 
individuals,  specialties  and  regions,  but  as  between  doctors  who  work  in  the 
regional  hospitals  and  teaching  hospitals.  No  one  knows  whether  this  distribu- 
tion is,  in  fact,  equitable.  It  is  this  ignorance  which  is  the  basis  of  valid  criticism. 
The  sole  argument  of  any  substance  in  favour  of  secrecy  is  that  it  avoids  giving 
advantages  for  private  practice  .to  those  known  to  receive  the  awards.  The 
Union  does  not  accept  this  .argument  for  it  assumes  that  the  general  practitioner 
selects  a consultant  on  the  basis  of  his  earnings.  If  it  is  wrong  .for  the  family 
doctor  .to  .know  which  consultant  is  most  highly  paid  then  .it  is  .also  wrong  for 
a consultant  to  be  granted  a knighthood  or  barony. 

51.  Secrecy  should  be  abolished.  The  “honours  list”  should  appear  each  year 
in  the  medical  press.  The  distribution  of  the  fund  would  then  be  open  to  the 
scrutiny  of  the  .profession.  Justice  would  not  only  be  done  (and  we  have  no 
evidence  that  .it  is  .not  done  now) ; it  would  be  seen  to  he  done. 

Objects  of  Fund 

52.  Since  there  were  two  objects  in  creating  .the  Distinction  Awards  Fund  it  is 
proper  to  consider  each  separately. 
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53  If  it  is  desired  to  pay  a small  proportion  of  consultants  relatively  large 
“to  maintain  the  .position  of  British  Medicine”  then  there  should  be  no 

su^  lomdinwuj  • ts  The  professors  of  medicine  and  other 

dlffi°U  ‘at  om  universities  are  obvious  candidates  ; so,  too,  are  the  leading 
specialties  at  our  machine  hospitals  Apart  ta  these  eminent  doctors 

^ SUr'g“nS  °'f  fce  krSe 

other  obvious  candid  t consllitant  chiefs  of  certain  specialist  departments 
regional  hospitals  tenable  to  assume  that  most  of  these 

doctors  ^already  relefve  distinction  awards.  If  this  is  the  case-ond  the  Union 

" t-4 « **  fssjs! 

'It  nlilll  lS>mma!ds  tot  a stototol  part  of  to  present  Distinction  Award 
the  Union  recom  manner.  To  prevent  rigidity  there  should  be 

IXnml  Review  of  .post  so  as  to  ensure  that  .growing  hospital  departments  of 
im^rtance  are  reassessed  and  .brought  within  Che  scheme. 

54  The  other  object  is  to  recognise  work  of  outstanding  merit  and  it  appears 
right  that  a proportion  of  the  Fund  should  be  devoted  to  this  purpose.  The 
Umon  woiddmake  the  following  proposals  in  this  connection : - 

m That  approximately  one-third  of  the  present  Fund  should  be  devoted  to 
Ranting  distinction  awards  to  named  individuals  on  a basis  of  merit. 
(2)  That  the  present  Committee  should  continue  to  function  for  this  purpose. 
fr,  ny-at  the  Committee  should  invite  nominations  for  these  awards  by 
organisations  competent  to  assess  the  merit  of  doctors’  work.  Among 
these  should  he  the  Local  Medical  Committees. 


Utwc  auvjuisj.  

(a\  'That  the  Committee’s  iaiwaTds  should  be  'published  in  the  medical  pros 
and  that  an  analysis  should  be  given  of  .the  distribution  of  these  awards 
among  hospitals,  specialties,  etc. 


The  Future  Staffing  of  Hospitals 

55  In  an  earlier  section  of  this  memorandum  the  Union  'has  shown  that  the 
responsibilities  laid  upon  all  grades  up  to  and  including  S.H.M.Os  are  frequently 
STthak  their  remuneration  warrants.  This  Ration  can  he  corr^tol  only  by 
insistence  on  a proper  allocation  of  dudes  as  between  .the  different  grades. 

56  To  avoid  the  misuse  of  hospital  staff  and  to  ensure  an  ad^r^^to^rd  of 
medical  care  for  the  patient  a complete  review  of  existing  hospital  estabtehmeate 
£ necessary.  It  is  the  view  of  the  Union  that  this  should  be  done  by  a OMBimttee 
annomtedfor  the  purpose  under  a chairman  who  ns  independent  of  toe  medical 
orofeSm  tat  has  some  experience  of  hospital  administration.  A lawyer  having 
this  necessary  experience  would  be  a suitable  person. 

Teaching  Hospitals  and  Regional  Hospitals  , L , , 

57  The  teaching  'hospital  employs  2\  times  as  many  doctors  as  does  the  regional 

hrSfal  iT toe gS  number  of  beds.  Teaching  hospitals  are  acato 
Stations  responsible  for  -research  and  for  teaching  ™ 

Their  case  for  a 'high  staff  ratio  was  quickly  conceded  when  4*  » 

introduced.  The  reikmal  'hospital  boards,  m comparison,  were  slow  to  press 

their  claims.  . . . 

“sn  fAassa  sssss-rsa -x^surj 

s^Stief  It  iJSTbe  remembered  in  this  connection  that  regional  hospitals 
toi  to  handle  most  of  the  emergency  admissions,  m the  country. 

„ _ . , u .indlu.de  a great  variety  of  institutions  providing  in-patient 

flieota  theamall  -district  hospital  or  specialised  institution  With  20-30  -beds. 
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60.  Clearly  no  general  pattern  of  hospital  staffing  oonld  .be  applied  rigidly. 
Each,  type  of  hospital  must  be  provided  with  (the  staff  suitable  (to  its  needs.  _ An 
independent  -review  of  existing  hospital  staff  establishments  is  urgently  required. 

61.  It  is  not  possible  to  discuss  .the  range  of  remuneration  of  hospital  medical 
staff  without  reference  to  the  responsibilities  incurred  or  to  the  volume  of  work 
undertaken.  The  M.P.U.  therefore  has  considered  hospital  staffing  and  doctors’ 
pay  as  being  closely  connected. 

A Planned  Policy  for  Hospital  Staffing 

62.  The  present  medical  staffing  arrangements  in  the  National  Health  Service 
are  not  the  result  of  (thought  and  planning  for  the  needs  of  the  Service.  While 
recognising  that  .it  would  have  been  wrong  in  1948  to  impose  a new  and  alien 
staff  structure,  .theoretically  determined  and  without  roots  in  the  past,  it  is 
surprising  to  note  how  little  consideration  was  given  to  adjusting  the  inherited 
pattern  to  .the  .needs'  -of  a new  comprehensive  service.  Two  results  of  this  lack  of 
foresight  are  the  emergence  of  the  registrar  problem  and  the  use  of  the  S.H.M.O. 
and  JJH.M.O.  grades  in  a manner  not  originally  intended. 

63.  Nearly  .ten  years’  practical  experience  of  the  N.H.S.  now  lie  behind  us. 
Modification  of  the  present  staffing  arrangements  must  'take  into  account  certain 
fundamental  principles.  They  are:  — 

(1)  A staff  structure  must  be  designed  to  provide  an  efficient  service  to  the 
patients. 

(2)  It  must  use  the  capacities  of  the  individual  doctor  to  the  full  but  should 
not  require  him  to  undertake  duties  for  which  he  is  not  trained. 

(3)  It  must  provide  .opportunities  of  training  with  increasing  experience  to 
all  those  who  embark  on  a career  in  the  hospital  field. 

(4)  It  must  provide  suitable  training  for  all  -those  junior  staff  who  intend  to 
practise  in  other  spheres  of  medicine. 

(5)  It  must  provide  security  of  tenure  at  an  appropriate  salary  for  all  those 
who  are  accepted  as  'being  suitable  for  work  in  the  hospital  field. 

(6)  It  must  provide  reasonable  prospects  of  promotion  to-  all  medical  men 
and  women  who  choose  a hospital  career  and  are  regarded  as  having  the 
necessary  attainments. 

64.  The  existing  staff  structure  ignores  many  of  .these  principles  as  we  seek  to 
demonstrate  in  this  memorandum.  Hospital  staff  establishments  are  often 
unrelated  to  the  needs  of  the  public  in  a given  area ; in  some  hospitals  S.H.M.O  .s, 
senior  registrars  and  registrars  have  to  carry  out  (duties  which  should  more  properly 
be  undertaken  by  consultants.  The  patient  or  bis  general  practitioner  may  feel 
he  has  been  badly  served  by  the  national  hospital  service  when  consultant  opinion 
is  not  available. 

Existing  Staff  Structures 

65.  At  present  the  following  doctors  are  employed  in  the  hospitals:  — 


Consultants 

...  7,420 

Per  cent 
36-7 

S.H.M.O.s 

2,610 

12-8 

Senior  Registrars  . . . 

1,176 

5-8 

Registrars  

2,822 

13-9 

J.H.M.O.s 

806 

4-0 

House  Officers  and  Senior  House  Officers 

5,449 

26-8 

20,283 

100-0 

(In  addition  there  are  G.P.s  who  work  as  clinical  assistants  in  the  hospitals.) 
Junior  Hospital  Medical  Staff 

66.  The  junior  medical  'Staff  (except  some  J.H.M.O.s)  hold  temporary  appoint- 
ments. Most  regard  their  stay  in  hospital  as  training  for  work  in  other  spheres. 
Yet  they  ‘fulfil  a function  which  is  vital  to  the  efficiency  of  (the  hospital  service. 
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They  are  responsible  under  supervision,  for  oS^a 

The  more  senior  among  them,.  e.g.  senior  registrars  o y , ry 

substantial  amount  of  responsibility. 

fi7  The  routine  work  in  the  hospitals  cannot  be  adequately  carried  out  by  the 
6 ofTnior  steff  There  are  770  junior  hospital  posts  at  present 

unfilled  The  Willink  Committee  considered  that  this  gap  would  Ite  ffllea  (a)  by 
“ some  of  the  younger  doctors  staying  longer  in  the  hospital  service  and  (b)  by 
“ ^increase  in  the  extent  to  which  general  practitioners  undertake  part-time  work 

in  the  hospitals.”  , , . ... 

68  The  Union  would  like  to  make  additional  proposals.  Young  doctors  will 
not  wish  to  ' remain  longer  in  the  hospital  service  unless  the  remuneration  m he 
tadoTgrades  is  increased  very  substantially.  Apart  from  remuneration  die 
Son  of  providing  improved  living  quarters,  including  married  quarters  for 
resident  doctors,  will  have  to  be  tackled  more  seriously. 

69  General  .practitioners  are  seldom  in  a position  to  carry  out  the  Ml  duties 
normaKtUd  to  junior  medical  staff.  However,  proposals  are  submitted  in  a 
kt^ection  for  using  the  services  of  G.P.S  to  a greater  extent  as  clinical  assistants 
to  consultant  staff  of  the  hospital. 

70  The  two  Willink  recommendations  are  interrelated.  Young  doctors  will  not 
wish' to  spSd  much  time  in  the. hospitals  unless  they  can  look  forward  to  usmg 
their  specialised  experience  when  m general  practice. 

Thy/'Tte' fllMO  grade  presents  considerable  difficulties.  It  was  created  to 
a numba  of  fulMime  medical  officers  in  the  old  comity  hospitals  mental 
hnsnitals  and  chest  hospitals  who  were  making  a career  in  these  hospitals .in  a 
hospitals  and  cnrat  n p prospects  of  advancement)  and  whose  duties 

subordinate  cavity  (but  wito  |°meprosp  ^ ag  senior  medical  ^ It 

w56a“um^d  that  ibis  ffade  would  in  time  die  out.  More  recently  toe  grade  has 
ten  Sto  attract  sekor  house  officers  for  a term  longer  .than  one  year  at  a 
hivher  rate  of  pay  Some  new  appointments  are  being  made.  The  new  posts  are 
S’ 'S'  and  present  ™ special  problems  But  the  future  prospects  of 
usuauy  temporal  y,  a r de  for  |£heir  whole  caleer  are  unsatisfactory. 

S^h  the  number  involved  is  small,  there  is  no  reason  for  .the  continued  neglect 
rf  tol^tionTf  the  hospital  medical  staff.  The  Union  has  been  unable  to  arrive  at 
a satisfSory  conclusion  for  the  future  of  this  grade  which  seems  to  cootan  a 
small  number  of  forgotten  doctors  not  powerful  enough  to  make  their  voices  heard 
though  the  general  clamour  for  recognition  and  having  no  special  dams  ashav^ 
the  S H M.O.S  and  senior  registrars.  Two  points  of  view  have  been  expressed . 
m That  the  grade  should  be  retained  for  a certain  limited  purpose-jo^ibly 
under  a new  nam^and  that  fresh  appointments  should  be  made  from 
among  registrars  who  wish  to  stay  on  and  work  in  the  hospital  field  but 
are  either  not  of  the  calibre  or  have  no  wish  to  .become  consultants.  There 
should  be  a rising  salary  scale,  not  reaching  consultant  level,  and  complete 
security  of  tenure. 

Arguments  against  this  proposal  are  as  follows : — 

(a)  The  Ministry  and  Boards  might  be  encouraged  to  use  this  grade 
excessively  for  .the  purpose  of  economy.  The  experience  of  the  last 
eight  years  tends  to  reinforce  this  argument. 

(b)  It  might  lead  to  the  retention  of  an  undue  number  of  registrars.^ 
(21  The  alternative  view  is  .that  no  fresh  appointments  should  be  made  to  this 
® Sdemdthlt  the  holders  of  existing  posts  should  have  an  opportumty 

for  regrading  according  to  the  nature  and  quality  of  the  work  performed. 
Ultimately  the  grade  would  die  out 

On  balance  the  Union  indines  to  the  first  view,  providing  that  assurances  were 
given  that  the  grade  would  not  be  misused. 

a Minimum  Salary  for  Hospital  Medical  Staff 

72  The  Spens  report  recommended  that  “ Intending  specialists  should  not  be 
caff^mon  to  plough  a state  of  comparative  penury  ...”  It  was  recom- 
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mended  that  junior  hospital  staff  (Grade  III)  should  receive  a salary  of  £600  a 
year  in  1939  values  of  money.  This,  we  estimate,  would  be  equivalent  to  some- 
thing in  the  neighbourhood  of  £1,500  a year  to-day.  In  fact  the  senior  house 
officer  receives  £819  10s.  Od.  The  Union  is  not  concerned  at  this  stage  to  recom- 
mend actual  scales  of  pay  for  the  different  hospital  medical  staff  grades.  But  it 
maintains  .that  young  doctors  should  be  able  to  work  in  the  .hospital  field  for 
several  years  without  facing  acute  financial  anxiety.  Many  of  these  doctors,  who 
are  25  to  30  years  old,  are  married  and  have  a home  to  maintain.  They  should 
not  be  driven  out  of  .the  hospital  field  in  order  to  earn  a reasonable  income  quickly 
elsewhere  because  of  the  low  salaries  now  offered  by  the  hospitals. 

Senior  Hospital  Medical  Staff  and  Senior  Registrars 

73.  At  some  point  one  must  draw  a line  between  those  who  regard  .their  stay  in 
hospital  as  a preparation  for  work  elsewhere  and  those  who  wish  to  make  a career 
in  the  hospital  service.  Such  a line  .is  .now  drawn  between  the  senior  registrar  and 
the  consultant  (or  S.H.M.O.).  No  senior  registrar,  whatever  his  age,  his  experi- 
ence or  his  degree  of  specialisation  and  responsibility  has  any  security  of  tenure  in 
the  hospital  service.  This  is  a grave  injustice  to  those  who  have  spent  years  pre- 
paring themselves  for  .a  career  in  the  hospital  service  and  a serious  national  waste 
of  trained  medical  and  surgical  manpower.  The  Union  has  encountered  many 
cases  of  senior  surgical  registrars  of  38  and  40  years  with  the  highest  degrees  who 
have  been  undertaking  major  surgery  unsuparvised  for  several  years  and  who 
fail  to  secure  consultant  posts  not  because  they  .are  unfitted  but  because_  .the  posts 
are  not  available.  Such  cases  are  found  in  all  specialties.  The  specialised  back- 
ground of  these  doctors  .prejudices  their  chances  of  ohtaining  any  opening  in 
general  practice.  This  is  clearly  wrong  and  wasteful. 

74.  The  Union  suggests  .that  .the  line  .between  .the  training  and  career  grades  has 
hitherto  been  wrongly  drawn.  It  is  .after  .two  years  as  a registrar  (or  more  in 
certain  specialties)  that  the  decision  should  he  taken  as  to  whether  a doctor  is 
fitted  .to  follow  a hospital  career.  If  necessary  an  additional  year  should  be  taken 
as  a registrar  to  gain  the  required  experience.  After  a doctor  has  been  appointed 
as  a senior  registrar  he  should  have  security  of  tenure  subject  to  a satisfactory 
report  some  time  during  the  second  year. 

The  Training  of  Registrars 

75.  A clear  distinction  has  .to  be  drawn  between  the  two  purposes  of  the 
registrar  grade — the  training  of  consultants  and  the  carrying  on  of  the  work  of  an 
area  hospital.  The  number  of  registrar  appointments  made  must  have  a well 
defined  statistical  relationship  to  .the  number  of  consultant  posts  likely  to  be  avail- 
able .in  six  to  eight  years’  .time,  allowing  for  an  agreed  percentage  wastage.  This 
wastage  need  not  always  be  total  as  some  of  these  ex-registrars  would  qualify  for 
G.P.  clinical  assistantships  later.  At  present  the  appointment  of  registrars  is 
related  mainly  to  the  need  to  arrange  for  the  care  of  patients.  Many  of  the  posts 
are  admitted  to  .be  without  prospects  for  .the  future.  The  continued  use  of 
registrars  as  part  of  the  normal  staff  structure  of  every  regional  hospital . should 
cease.  Indeed  its  continuance  will  lead  to  understaffing  of  these  hospitals  as 
prospects  for  a career  as  consultant  further  diminish  and  visitors  from  overseas 
begin  to  use  their  own  countries’  growing  facilities  for  further  experience.  The 
present  close  relationship  between  the  care  of  patients  and  the  availability  of 
registrars  is  .a  weakness  in  .the  staffing  of  regional  hospitals.  If  these  posts  are 
taken  out  of  the  main  staffing  structure  it  could  lead  to  greater  flexibility  in  the 
adjustment  of  numbers  in  each  specialty  to  meet  .the  constantly  varying  require- 
ments without  ait  the  same  time  creating  difficulties  in  arranging  for  the  care  of 
patients. 

76.  Certain  hospital  departments  in  each  region  should  be  designated  as  depart- 
ments for  .the  .training  of  regi  strars  and  senior  registrars  and  these  hospitals  should 
plan  to  .train  an  agreed  number  of  registrars  and  senior  registrars  in  conjunction 
with  .the  teaching  hospitals  in  that  region.  The  staffing  of  these  specially 
designated  hospital  departments  should  be  generous  in  relation  to  the  work,  as 
the  training  of  a registrar  or  senior  registrar  consumes  additional  time  of  the 
consultants ; further,  registrars  must  be  allowed  time  to  read,  to  attend  demon- 
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stations  and  discussions  and  ito  carry  out  original  research.  In  .the  w-wa^uarca 
faiMrST .departments  alt  clinical  work  would  be  undertaken  by  sen.or  and  junior 
oomultantewiiith.  the  help  of  resident  house  officers  and  Utracal  assistants  from 
general  practice. 

77  In  making  tihese  proposals  the  Union  is  aware  -that  the  itranation  would 
need'  to  be  gradual.  The  new  .staffing  arrangement!  require  for  then:  succe®, 
anadequate  number  of  consultants  a-nid  suitably  trained  general  practitioners. 

The  Consultant  Grade  ..... 

78  The  need  .to  linoreas©  it'he  senior  medical  staff  at  regional  hospitals  will  be 
greater  than  at  present  if  registrars  now  doing  a,  large  part  of  toe  work  are  either 
Sdrawn  or  put  on  a less  than  full-time,  basis.  A number  of  hospital  teams 
tin  some  specialties)  already  have  two  senior  medical  stall  one  consultant  and 
one  SHMO  Every  major  general  hospital  requires  at  least  two  teams  in 
general!  medicine  and  in  general  surgery  and  sometimes  three  or  more  teams 
are  necessary.  Each  team  should  consist  of  two  senior  medical  officers  of  eon- 
sultamt  status : a senior  consultant  and  a junior  consultant.  I he  senior  consultant 
would  do.  .more  out-patient  work,  have  more  beds  for  routine  admissions  and 
advise  his  junior  colleague  when  required.  The  junior  consultant  would  be  on 
call  for  most  of  the  .emergency  work  when  the  learn  was  on  emergency  duty 
and  he  would  d.o  fewer  out-patient  sessions.  His  relationship  with  his  senior 
colleague  would  be  much  toe  same  as  that  of  partners  m general  practice;  each 
would  cover  the  other  for  annual  leave  and  special  leave,  as  neces.sa.ry.  Every 
maiior  specialty  would  require  at  least  one  (team  of  two  consultants,  while  in  some 
cases  only  a senior  consultant  would  he  required  lew  specie  hies  not  providing 
sufficient  work  for  a fully  staffed  team. 

The  Relationship  between  the  two  Consultants  within  the  One  C onsultctnt  Grade 

79.  The  present  nine-point  salary  scale  might  be.  replaced  by  one  of  fourteen 
points.  The  junior  consultant  would  start  on  point  one  (80  per  cent,  of  the 
present  bottom  .point)  and  proceed  by  eight  annual  increments  to  point  nine  and 
then  by  live  triennial  increments  to  point  fourteen,  thus  a junior  consultant 
starting  .ait  the  age  of  30  would,  get  to  toe  top  point  at  the  age  of  53. 

80  The  senior  consultant  would  start  on,  point  six  and  proceed  by  eight  annual 
increments  to  point  fourteen.  Thus  a senior  consultant  obtaining  promotion  at 
toe  age  of  35  would  reach  the  top  point  at  toe  age  of  43.  Promotion  from  junior 
to  senior  status  would  be  by  open,  competition,  and  on  promotion  toe  promoted 
junior  consultant  would  proceed  to  the  next  point  above  on  the  scale  and 
proceed  upwards  on  toe  scale  at  toe  senior  rate,  Promotion  should  have  regard 
not  only  to  clinical  skill  and  the  capacity  to  give  .sound  advice,  but  to  adminis- 
trative abilities  which  are  required  in,  many  senior  posts. 


Seeking  Promotion  to  Senior  Consultant  Posts 

81.  Once  established  ithe  junior  consultant  would  be  free  to  develop  his  hospital 
work  and  to  .make  his  career  in  hospital  medid  n e.  He  could  a Iso  u n dertake  private 
practice  if  .part-time,  and.  domiciliary  consultations. 

82.  After  a number  of  years  a junior  consultant  might  develop  a large  share 
of  goodwill  at  a given  hospital.  Should  lie  obtain  a senior  post  at  another 
hospital  he  could  lose  most  of  his  income  from  private  and  domiciliary  consulta- 
tions. He  would,  however,  gain  an  increased  rate  for  his  hospital  duties,  and 
an  improvement  in  his  status.  Thus  promotion  would  be  sought  after,  by  good 
men,.  Those  who  were  unsuccessful  or  who  decided  not  to  seek  senior  status 
would  mot  necessarily  lose  much  financially  if  they  made  the  necessary  effort  « 
other  .directions.  Flexibility  would  thus  bo  introduced  into  the  hospital  service, 
Merit  awards  should  he  open  to  all  consultants  as  at  present. 


The  S.H.M.O.  Grade  . , . 

83.  The  appointments  of  S.H.M.O.s  should  be  reviewed  in  relation  to  me  wo« 
done.  They  should  either  be  regraded  as  senior  or  junior  consultants,  or  roamed 
in  the  S.H.M.O.  grade  at  80  per  cent,  of  the  senior  consultant  salary,  u» 
S.H.M.O.  grade  would  thus  be  .limited  to  its  original  purpose  and  would  eventually 
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The  Senior  Registrar  Grade 

84  Those  senior  registrars  at  present  doing  consultant  work  should  be  regarded 
as  junior  consultants.  The  remainder  wlto  have  completed  one  year  of  training 
and  have  received  a favourable  report  should  be  given  security  of  tenure  and 
placed  on  a salary  scale  which  rises  by  annual  'increments  to  the  starting  point 
of  salary  for  junior  consultants.  No  absolute  guarantee  of  a consultant  post 
should  be  given  bull  it  should  be  considered  usual  for  senior  registrars  to  obtain 
consultant  posts  eventually.  They  would  be  expected  to  compete  freely  for 
consultant  vacancies  as  they  occurred,  and  every  senior  registrar  who  had  oom- 
nlated  two  years  of  service  would  be  regarded  as  eligible  to  apply.  Should  a 
senior  registrar  complete  ten  years  without  securing  a consultant  post,  however, 
the  Ministry  should  review  the  position  and  determine  the  area  which  could 
best  employ  an  additional  consultant. 

General  Practitioners  in  the  Hospital  Service 

85  The  Union  has  a particular  interest  dn  the  place  of  the  G.P.  in  the  hospital 
because  the  majority  of  its  members  are  general  practitioners.  There  are  a 
number  of  district  hospitals  with  general  practitioners  on  the  staff  where  the 
GPs  treat  their  own  patients  in  hospital.  The  Union  favours  an  increase  of 
general  practitioner  beds  whenever  possible.  Their  present  number  is  6,857 
(excluding  midwifery)  out  of  nearly  half  a million  hospital  beds.  They  are 
nearly  all  situated  in  the  country  districts. 

86  The  Union  believes,  to),  that  certain  general  practitioners  can  play  an 
important  role  within  the  hospital  service  acting  as  clinical  assistants  to  par- 
ticular consultants  for  varying  periods.  Clearly  such,  appointments  would  norm- 
ally 'have  to  be  limited  owing  to  took  of  time  available  and  they  would  be  mainly 
concerned  with  specialised  duties.  These  G.P.  appointments  would  necessitate 
some  prior  specialist  training  in  hospital  usually  as  a registrar. 

Consultation  should  take  place  between  Regional  (Hospital  Boards  and  Local 
Executive  Oouneils  as  to  the  best  method  of  bringing  general  practitioners  into 
the  hospital  field.  Existing  'partnerships  or  ■established  single-handed  practitioners 
should  be  encouraged  to  take  on  new  partners  with  the  experience  necessary  to 
undertake  clinical  assislantships  in  the  local  hospitals.  Executive  Oouneils  would 
take  such  experience  into  account  when  appointing  doctors  to  fill  practice 
vacancies. 

87.  The  Union  believes  that  such  a policy  would  benefit  the  whole  medical 
service  by  encouraging  part-time  specialisation  of  the  G.P. ; by  widening  the 
knowledge  of  the  G.P.  team  as  a whole ; by  creating  the  incentive  for  young 
doctors  to  stay  in  hospital  longer ; by  creating  a closer  personal  contact  between 
the  hospital  specialists  and  the  general  practitioners  of  each  hospital  area.  Doctors 
are  now  forced  to  enter  general  practice  at  am  early  age  'because  they  cannot 
afford  to  remain  on  the  junior  hospital  staff.  The  lack  of  longer  hospital  training 
for  the  young  G.P.  is  detrimental  to  the  development  of  general  practice  itself, 
in  that  it  creates  a large  body  of  general  practitioners  with  a restricted  experience 
of  hospital  work  and  specialist  practice. 


Proposals  for  an  Intermediate  Career  Grade 
88.  The  Central  Consultants  and  Specialists  Committee  of  the  British  Medical 
Association  put  forward  views  on  'the  future  of  hospital  staffing  in  April,  1955,  in 
a report  issued  by  the  Medical  Stalling  Sub-Committee  (the  Strachan  Oommittee). 
This  was  set  up  in  1954,  and  its  recommen elutions  with  minor  modifications  were 
then  accepted  by  the  Joint  Consultants  Committee.  However , following  discussions 
in  Medical  Whitley  Council  " B ” the  Joint  Consultants  Committee  modified  its 
views  and  concluded  that  “ any  revision  of  the  structure  of  hospital  medical 
staffing  must  be  preceded  by  a complete  review  of  staff  in  all  areas,  in  order  to 
determine  the  volume  of  work  requiring  consultants  for  its  proper  performance 
and  the  need  for  any  changes  in  junior  staff."  The  'M.P.U.  agrees  that  a complete 
review  of  hospital  medical  staffing  is  urgently  necessary.  Until  this  has  been 
done  no  permanent  solutions  to  the  problems  of  staffing  can  be  found.  It  would 
not,  however,  be  appropriate  to  delay  any  longer  a revision  of  existing  arrange- 
ments. The  Union  believes  that  its  proposals  for  an  enlarged  consultant  grade 
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would  meet  the  imam  existing  difficulties,  without  prejudice  to  any  further  rnodifi- 
cations  which  may  be  drown  to  be  necessary  when  more  information  is  available. 

89.  The  Lancet,  in  an  editorial  of  June  1st,  1957,  put  forward  the  opinion 
that  a second  permanent  grade  of  senior  medical  stall  was  necessary  in  the 
hospital  service.  There  is  no  doubt  'that  this  view  has  some  support  but  in  the 
present  state  of  opinion  it  is  certain  that  a decision  along  these  lines  would  not 
only  be  unwelcome  but  give  rise  to  fears  for  the  future  _ status  of  consultants. 
The  Union  believes  that  some  form  of  compromise  on  this  issue  will  be  necessary, 
and  hopes  that  the  Royal  Commission  will  view  favourably  the  suggestions 
already  outlined  above. 

90.  In  view  of  the  critical  slate  of  hospital  stalling  it  is  perhaps  surprising  that 
no  agreement  has  'So  fair  been  reached.  It  is  worth  examining  the  attitude  of 
various  interested  groups  to  these  proposals  to  see  whether  there  is  any  substance 
in  .the  objections  raised  which  have  prevented  agreement.  Proposals  of  this 
character  are  seldom  examined  solely  on  their  general  merits  for  they  would 
ultimately  affect  'the  remuneration  and  prospects  of  many  thousands  of  individual 
docitons,  and  are  judged  in  part  by  the  etfecl  they  would  have  on  the  career  of 
the  doctor  concerned.  The  Union,  in  putting  forward  its  views  above,  has  had 
constantly  in.  mind  the  State  of  medical  opinion  at  each  level  of  the  service. 
Nevertheless,  it  is  possible  to  find  common  ground  between  tile  many  comments 
which  have  been  made. 

The  Views  of  the  Various  Interested  Parties  on  the  Creation  of  an  intermediate 
Consultant  Grade 

The  Registrar's  Viewpoint 

91.  The  attitude  of  the  registrar®  has  varied  a great  deal  from  time  to  time, 
but  since  the  reduction  of  senior  registrar  posts  to  an  agreed  figure,  many 
registrars  have  given  up  the  hope  of  teaching  senior  registrar  status  and  thus 
going  on  ito  become  consultants.  Some  have  left  the  hospital  service  for 
public  health  and  general  practice  or  have  emigrated ; those  who  remain 
tend  to  favour  the  formation  of  a sub-consultant  grade  within  the  hospital 
iservice  because  they  see  'the  possibility  of  a permanent  career  with  security 
for  tihenitelves  in  this  grade. 

The  Senior  Registrar's  Viewpoint 

92.  The  senior  registrars  have  already  reached  a high  standard  of  work 
and  'are  feeling  their  feat  as  they  prepare  to  step  up  to  consultant  status. 
Some  may  well  consider  that  in  the  present  circumstances  they  would  prefer 
any  permanent  post  in  any  available  grade,  but  there  is  no  doubt  that  the 
majority  of  the  1,200  senior  registrars  favour  the  view  that  all  should  step 
into  the  consultant  grade.  Any  attempt  u>  retain  the  present  S.H.M.O. 
grade  or  to  introduce  a new  sub-consultant  grade  would  he  resisted. 

The  S.H.M.O.’s  Viewpoint 

93.  The  Union  estimates  that  about  2.000  S.H.M.O.s  are  actually  carrying 
out  consultant  duties  with  purely  nominal  supervision.  Nine  hundred  and 
sixty  have  already  applied  to  be  regarded  as  consultants  and  their  cases  are 
at  present  being  re-examined.  Within  this  grade,  therefore,  is  to  be  found 
the  strongest  possible  opposition  to  a new  permanent  sub-consultant  grade. 
A few  years  ago  many  might  have  settled  for  such  a grade  with  a higher 
status  and  salary  tlran  the  present  S.H.M.O. ; but  continual  delays  have  caused 
opinion  to  harden  against  such  a solution.  The  sense  of  injustice  is  very 
great  and  only  a complete  review  can  re-establish  confidence. 

The  Consultant's  Viewpoint 

94.  The  views  of  members  of  the  consultant  grade  are  hard  to  determine. 
The  grade  is  a targe  one  with  over  7,000  members.  Many  are  young  con- 
sultants, proud  to  have  achieved  a position  of  responsibility  and  greatly 
absorbed  in  their  work  which  presses  upon  diem  from  all  sides.  Faced  with 
the  problems  of  so  many  patients  they  have  little  lime  to  sec  the  Service 
as  a whole  or  to  concern  themselves  with  hospital  staffing  problems  or  medical 
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remuneration.  The  machinery  which  was  set  up  by  the  British  Medical 
1^“?,  represent  them  and  « criticised  elsewhere  in  this  memorandum 
is  not  made  use  of.  The  general  view  seems  to  be  that  matters  had  bettor 
be  left  to  those  who  have  tire  time  and  interest  to  deal  with  such  affairs 
The  -result  is  that  no  one  really  knows  wihat  consultant  opinion  is  on  any 
question  of  the  day.  I nobahly  the  main  body  of  consultants  aire  prepared  to 
leave  matters  as  they  are.  .Since  -they  have-  already  achieved  consultant  status 

an’y  di,,iCUlty  thcy  proviide  ” ***» 

do  not-  retvlise  the  need  for  an  increase  in  -the  establishment.  One  must  add 
that  a-niy  substantial  increase  in  the  numbers  of  consultants  must  under  present 
conditions  greatly  dimmish  -the  rewards  which  those  already  established  can 
expect  to  earn  from  domiciliary  visits  and  private  -practice. 


Ministry  of  Health 


96.  We  have  now  to  consider  the  standpoint  of  the  Ministry  of  Health 
Iits  accent  has  betm  on  economy  for  some  years  without  regard  to  the  merits 
of  the  case,  the  1954  Award  was  accepted  by  the  Joint  Consultants  Com- 
mittee because  the  Government  would  not  agree  to  apply  the  “betterment” 
recommended  -in  the  Danckwenls  Award  to-  hospital  doctors. 

97.  There  can  be  no  doubt  that  in  recent  years  the  attitude  of  the  Ministry 
towards  the  problems  or  -hospital  stalling  (influenced,  no  doubt,  by  the 
Exchequer)  has  been  blindly  restrictive  and  therefore  damaging  to  one  of 
the  nation  s precious  assets- skilled  medical  manpower. 


%.  I hc  attitude  of  the  Ministry  towards  .the  creation  of  an  Antermodiaite 
sub-consultant  grade  is  not  known.  The  proposals  put  forward  in  the 
Sfcrachan  report  of  the  Cental  Consultants  and  Specialists  Qo-rnmiititee  and 
accepted  with  mcKiiiicatLons  by  -the  Joint  Consultants  Commi'ttee  were  with- 
drawn before  discussion  with  the  Ministry  could  take  place,  lit  is  clear 
however,  that  under  pressure  from  the  Exchequer  the  Ministry  of  Health  will 
always  favour  the  creation  of  more  posts  paid  on  a lower  salary  scale 
whatever  its  designation.  ’ 


A Compromise  Solution 


99.  The  Union  has  set  out  the*  altitude  of  both  the  Ministry  of  -Health  and  the 
various  sections  of  the  hospital  staff  towards  -the  creations  of  a new  permanent 
tub-consultant  grade.  It  is  our  aim  -to  seek  a practical  solution,  satisfactory  to  all 
those  concerned.  There  is  doubt  that  the  majority  of  the  hospital  medical  staff 
*“*“  ‘"Setter  for  a substantial  increase  of  consultants  (perhaps  as  many  as 
2,000)  whale  the  Ministry  fear  to  face  the  expense. 


100.  In  putting  forward  our  proposals  for  an  extension  downwards  of  the 
consultant  grade  by  the  addition  of  junior  consultants  beginning  on  80  per  cent, 
of  the  consultant  scale  the  Union  seeks  to  introduce  an  equitable  solution  which, 
it  is  believed,  would  be  acceptable  to  the  majority  of  the  profession. 


Negotiating  Machinery 

101  There. are  approximately  20,000  doctors  employed  in  fheHhospita-l  service 
»a  all  negotiations  on  their  behalf  arc  conducted  by  the  Joint  Consultants  Com- 
rnttee,  which  is  also  the  staff -side  of  the  Whitley  “ B " Committee,  of  the  Medical 
WJwiey  Council,  the  constitution  of  the  Joint  Consultants  Cornirniittee  is  there- 
tore  of  great  importance,  it  consists  of  17  medical  members  -of  whom  11  are 
appointed  by  .ihe  Royal  Colleges  and  Scottish  Corporations  and  six  by  the 
Un-tral  Consultants  am)  Specialists  Committee  of  the  British  Medical  Association, 
there  are  two  dental  members.  Thus  -the  -representatives  of  the  Royal  Colleges 
(which  are  academic  and  examining  -bodies)  form  a permanent  majority.  Of  the 
present  members  all  are  either  pant-time  consultants  or  whole-time  professors  or 
waders  of  medicine  attached  to  universities.  Eleven  members  of  the  Committee 
also  serve  on  Regional  Hospital  Boards  or  on  the  boatxls  of  governors  of  teaching 
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hospitals  and  thus  have  responsibility  {or  ithe  economic  administration  of  the 
hospital  service.  . 

in?  The  Central  Consultants  and  Specialists  Committee  of  (the  B.M.A.  is  an 
autonomous  committee,  i.e„  its  decisions  are  not  subject  to  raMcaition  by  the 
SSHf  the  B.M.A.  although  .they  muat.be  reported  to  it.  Its  constitution  is 
asf  oltows : — ten  members,  engaged  exclusively  or  predommantiy  m oonsuKattt 
practice,  appointed  by  B.M.A.  machinery;  Ithrrtyttwo  members ■ (two  from  each 
SjbS)  elected  from  Regional  Consultants  and  Specialists  Committees ; 

annotated  by  corresponding  committees  an  Scotland ; five  members 
committees  f two  members  by  the  S.H.MO, ’group 
of  the  B M A ; two  members  of  the  Junior  Medical  Staff  group  of  Ihe  B.MA. 
and  «ie  member  by  the  committee  of  the  other  special  groups  of  members.  The 
COTtrai  Consultants  and  Specialists  Committee  has  .power  to  co-opt  up  to  three 
additional  members. 

103  The  majority  of  the  Committee  is  .therefore  selected  on  a regional  basis  and 
can  be  said  to  represent  ail  the  .senior  hospital  medical  staff  in  ithe  regions.  The 
Consultants  and  Specialists  Committee  , normally  meats  every  two  months. 

Is  the  Present  Negotiating  Body  Properly  Constituted? 

104  Comparing  the  constitution  of  .the  two  -main  committees  of  hospital  medical 
staff  if  is  surprising  that  the  one  chosen  to  conduct  negotiations  should  be  .the  less 
representative  of  .the  two.  Those  who  support  .the  claims  of  the  Joint  Consultants 
Committee  would  probably  make  .the  following  points : — 

ill  The  Royal  Colleges  can  be  said  to  represent  the  best  traditions  of  British 
medicine,  and  it  is  reasonable,  therefore,  to  give  them  a dominant  voice  in 
negotiations  which  determine  staffing  structure  or  remuneration. 
n)  Since  the  consultant  grade  is  the  only  one  carrying  full  responsibility  for 
the  care  of  ithe  hospital  .patient  it  is  reasonable  that  consultants  alone 
should  determine  staffing  arrangements. 

Against  these  views  should  be  set  the  following  considerations : — 

105  The  Joint  Consultants  Committee,  as  constituted,  cannot  be  said  to 
represent  directly  any  class  of  hospital  doctor  other  than  part-time  constants. 
Whole-time  constants  (2,400),  S.H.M.Oa  (2,610),  senior  registiam  (1,176), 
JH.M.O.s  <806),  registrars  (2,822)  and  other  junior  hospital  staff  (5,449)  are 
not  directly  represented  on  the  negotiating  machinery. 

106  The  membership  of  the  Joint  Consultants  Committee  is  almost  entirely 
from  "the  teaching  hospitals.  Fourteen  out  of  seventeen  medical  members 
hold  appointments  at  teaching  hospitals.  Yet  (there  are  only  thirty-sax  teaching 
hospitals  compared  with  3,600  hospitals  ini  the  regions. 

107  Out  of  seventeen  medical  members  of  the  Joint  Consultants  Com- 
mittee eleven  also  hold  appointments  .either  as  governors  of  ithe  teaching 
hospitals  or  as  members  of  the  Regional  Hospital  Boards.  Thus  a substantial 
majority  of  the  staff  side  of  Committee  “ B ” of  the  Medical  Whitley  Council 
have  a dual  loyalty — to  their  medical  colleagues  and  to  the  service 
administration. 


The  Central  Consultants  and  Specialists  Committee 

108  As  we  have  already  stated,  most  .of  the  members  of  the  C.C.  and  S. 
Corarrittee  are  elected  by  .the  regional  consultants’  committees  There  is 
■one  committee  for  each  hospital  region  ; elections  .take  .place  each  year , all 
senior  hospital  medical  staff  (consultants  and  S.H.M.O.s)  have  ithe  right  to 
nominate  and  elect  any  of  their  colleagues  to  serve  on  the  committees ; from 
each  regional  committee  two  delegates  are  elected  annually  to  serve  on  the 
Central  Consultants  and  Specialists  Committee. 

109.  The  electoral  machinery  would  thus  appear  to  have  been  designed 
to  provide  for  proper  representation:.  Yet  at  has  certain  weaknesses. 

(a)  There  does  not  appear  to  be  'any  standard  democratic  machinery  for 
the  election  of  these  committees. 
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(6)  the  S-H.M.O.s  who  constitute  approximately  a quarter  of  the  senior 
hospital  medical  staff  obtain  very  inadequate  representation  on  the  regional 
committees.  In  some  regions  there  is  no  S.H.M.O.  representation  and  in 
no  instance  does  the  representation  reach  a quarter  of  the  committee  member- 
ship. (STLM.O.s  form  26  per  cent,  of  senior  hospital  medical  staff.) 

(c)  The  junior  hospital  medical  staff  are  unrepresented  on  the  regional 
committees  except  in  some  instances  by  co-option. 

Representation  of  S.H.M.O.s  and  Junior  Staff 

110.  Some  years  ago  the  various  grades  of  hospital  medical  staff  who  felt  that 
their  .particular  interests  were  not  being  properly  represented  by  the  existing 
machinery  formed  groups  to  press  their  claims.  The  S.H.M.O.  group,  originally 
independent,  was  eventually  recognised  by  the  B.M.A.  and  given  two  seats  on  the 
Consultants  and  Specialists  Committee.  The  registrars  also  formed  their  own. 
group  independently  and  were  later  brought  within  the  B.M.A.  and  received 
similar  representation  on  the  Central  Committee.  Recently  their  scope  has  been 
widened  so  as  to  represent  the  interests  of  all  junior  staff.  The  junior  staffs’ 
interests  are  therefore  represented  by  two  members  of  a committee  of  62 — a 
committee  which  itself  has  a minority  representation  on  the  staff  side  of  the 
Whitley  machinery. 

The  Union’s  Views  on  the  Present  Negotiating  Machinery 

1 1 1 . As  will  be  seen  from  the  above  description  the  negotiating  machinery  for 
hospital  medical  staff  has  grown  up  piecemeal.  Despite  certain  concessions1  to 
■particular  grades  the  staff  side  of  Whitley  “ B ” remains  unrepresentative  of  the 
interests  of  most  hospital  doctors.  Unlike  the  general  practitioner  side  of  the 
Service  there  is  no  statutory  area  committee  elected  to.  serve  the  interests  of  all 
the  doctors  in  that  area  from  which  a central  committee  can  be  elected.  The 
Local  Medical  Committee  (160  in  all)  are  elected  triannially  from  all  the  general 
practitioners  'in  ieach  area ; these  committees  meet  monthly ; they  elect  a number 
of  sub -committees  for  different  purposes;  they  form  joint  sub -committees  with 
the  Local  Executive  Councils  for  certain  statutory  objects ; they  are  looked  to  by 
local  practitioners  to  protect  their  interests;  they  elect  delegates  to  an  annual 
conference  of  ail  Local  Medical  Committees  at  which  matters  of  common  interest 
are  discussed.  The  'executive  committee  oif  this  Conference  is  the  General  Medical 
Services  Committee,  the  body  which  negotiates  on  behalf  of  general  practitioners. 

112.  On  the  hospital  side,  the  'equivalent  to  the  Local  Medical  Committees  does 
not  .exist.  The  only  hospital  committees  an  any  way  comparable  are  the  Hospital 
Group  Medical  Advisory  Committees  whose  functions,  as  the  name  indicates,  are 
mainly  advisory.  These  oommittees  elect  delegates  to  the  Regional  Consultants 
and  Specialists  Committees  which  in  turn  send  delegates  to  the  Central  Consultants 
and  Specialists  Committee.  The  chain  of  'democratic  representation,  in  so-  far  as 
it  functions  effectively  and  the  senior  hospital  staff  is  concerned,  is  complete  up 
to  the  level  of  the  Central  Committee. 

113.  The  junior  hospital  staff,  most  of  whom  are  working  'only  temporarily 
in  the  hospital  service,  cannot  'expect  to  be  represented  'in  a similar  manner.  Yet 
their  interests  'should  be  the  continuing  concern  of  the  staff  committees  at  all 
levels.  The  Union  believes  that  members  of  'the  junior  staff  representing  the 
views  of  their  colleagues  (as  ascertained  through  their  own  regional  B.M.A. 
machinery)  should  be  co-opted  on  all  'Hospital  Group  Medical  Advisory  Com- 
mittees and  Regional  Consultants  and  Specialists  Committees.  The  junior  staff 
should  also  have  adequate  representation  both  on  the  Central  Consultants  and 
Specialists  Committee  and  on  the  staff  side  of  Committee  “ B ” of  the  Whitley 
Council. 

114.  There  is  >one  aspect  of  the  hospital  service  which  must  'be  noted  in  con- 
nection with  any  'discussion  of  negotiations.  More  than  half  the  hospital  doctors 
are  entirely  dependent  on  the  goodwill  of  their  seniors  for  their  prospects  and 
promotion.  To  complain  of  one’s  hours  of  work  or  the  extent  of  responsibility 
undertaken  is  feared  by  many  to  prejudice  one’s  future  career.  Whether  (this  fear 
is  justified  is  irrelevant.  It  exists  and  thus  prevents  the  presentation  and  correction 
of  legitimate  grievances. 
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rn  The  Union  believes  that  much  of  the  present  dissatisfaction  with  pay, 

S&s£3k£S3M» a Jtf?  ssns 

lift  Tn  enable  all  hospital  medical  staff  to  have  am  effective  race  in  the 
'J^'  T ; „ cwSs in  both  the  -regional  and  central  machinery.  Since 

negotiations [f“l“res  «ia^  committees  who  are  chosen  to  represent  their 

« Kbly rSws  tome  way  most  be  found  to 
^r^eSv“e  interestJof  other  grades  in  the  negotiating  machinery. 

The  Union’s  Proposals  . ..  , . 

117.  The  Union  believes  .that  the  following  modifications  should  be  made  in 

the  existing  machinery : — . . . 

rn  The  Regional  Consultants  and  Specialists  Committees  should  .be  renamed 
the  Regtaial  Hospital  Medical  Staff  Committees. 


tne  JK.OgWJ.UZU  . 

n\  Elections  to  the  Regional  Consultants  Committees  should  be  conducted 
^ according  to  specified  procedures  including  prior  notification  of  elections, 
followed  by  a secret  postal  Mot.  Docors  who  serve 
™TSmal  Hospital  Boards  or  boards  of  governors  should  not  be 
encouraged  to  stand. 

Junior  Hospital  Staff  Group 

f31  The  Junior  Hospital  Staff  Group  of  the  B.M.A.  should  develop  an  ^ecttve 
^ regional  machinery  to  represent  the  views  of  Jits  members  (who-  are  not 
of  the  B.MA.)  regionally  and  nationally.  The 
hospital  group  medical  advisory  committees  and  the  regional  conadtonte 
and^spedalists  committees  Should  co-opt  a number  of  junior  -staff  to 
renreseutthe  views  .of  their  colleagues  in  the  region  If  these  regional 
committees  are  not  well  informed  regarding  the  problems  of  the  junior 
medical  staff  the  central  committee  cannot  possibly  be.  The  Junior 
Hospital  Staff  Group  should  have  the  right  to  more  seats  on  the  central 
committee. 

(4)  The  same  considerations  apply  to  the  S.H.M.O.  grade. 

Central  Consultants  and  Specialists  Committee 

f5J  The  present  composition  of  the  Central  Consultants  and  Specialists  Com- 
mitteeshould  be  Whauied  so  as  to  -ensure  .that  the  interests  of  all  grades 
ofdoct-ors  in  the  hospital  service  should  be  adequately  rep-resented  The 
S H M O group  (as  long  as  Itfae  number  in  that  grade  remains  substantial) 
should' be  Sore  fully  represented  than  it  is  at  present.  It  is  desirable  that 
a proper  balance  between  doctors  employed.®  the  teaching  hospjtete 
and  regional  hospitals  should  -be  maintained  in  the  membership  ot  the 
Committee. 

(6)  To  provide  proper  representation  of  all  grades  and  of  -the re^onai  and 
J teaching  hospitals  .the  Central  Consultants  and  Specialists  Committee 

would  have  to  be  enlarged.  It  Should  have  standing  to-b-COTMttos  to 
deal  with  -problems  of  the  various  -grades.  The  majority  of  the  mem-bera 
of  .the  Central  Consultants  and  Specialists  Committee  would  continue  to 
be  elected  and  would  represent  hospital  medical  staff  irrtspretive  of 
their  membership  of  any  particular  organisation.  All  interested  prota- 
sional  -organisations  should  also  have  the  -opportunity  o-f  having  their 
views  heard  on  this  committee. 

Joint  Consultants  Committee  _ 

(7)  To  make  ifche  chain  of  democratic  representation  compiete  me  ' Central 
Consultants  and  Specialist®  Committee  should,  be  fused  with  J°“l 
Consultants  Committee  so  as  to  maintain  a majority  of  elected 

The  Royal  Colleges  and  Scottish  Corporations,  the  British  Medical 
Association  and  the  Medical  Practitioners’  Union  would  all  be  able  to 
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present  their  particular  view-points  on  this  Committee.  Yet  the  final 
policy  decisions  would  rest  with  the  majority  of  elected  representatives. 

(8)  The  enlarged  Central  Consultants  and  Specialists  Committee  (which  would 
be  better  named  the  Central  Hospital  Medical  Staff  Committee)  should 
have  permanent  autonomous  powers  granted  to  it  by  'the  B.M.A.  Council. 
If  these  powers  were  revoked  it  should  become  an  independent  committee. 

Staff  Side  of  Whitley  “ B ” Committee 

(9)  The  staff  side  of  Committee  “ B ” of  the  Medical  Whitley  Council  should 
■be  elected  from  'the  new  central  committee.  Junior  hospital  staff  and 
S.H.M.O.S  should  have  representation. 

<10)  The  Union  believes  it  undesirable  that  a preponderance  of  the  members 
of  the  staff  side  of  the  Whitley  “ B ” Committee  should  also  be  members 
of  Regional  Hospital  Boards  or  governors  of  teaching  hospitals. 

Management  Side  of  Whitley  “ B ” Committee 

(11)  The  constitution  of  the  management  side  of  the  Whitley  “ B ” Committee 
was  changed  following  recommendations  of  (the  Guillebaud  Committee  so 
as  to  give  the  'employing  bodies  greater  representation.  This'  structure 
should  be  maintained. 

Whitley  Machinery 

(12)  The  Whitley  machinery  would  continue  to  function  as  at  present.  In 
the  event  of  a dispute  with  the  management  side  reference  would  continue 
to  be  made  to  the  Industrial  Court.  Medical  organisations  which  are  not 
trade  unions  cannot  .take  advantage  of  .the  No.  1376  Industrial  Disputes 
Order  (1951)  which  enables  employees  to  refer  a dispute  to  arbitration 
without  the  consent  of  the  employer.  If  the  Medical  Practitioners’  Union 
were  to  take  pant  in  the  negotiations  on  behalf  of  hospital  medical  staff  it 
could  invoke  the  Industrial  Disputes  Order  in  ithe  event  of  a dispute. 

(13)  The  'Operations  of  the  Whitley  machinery  need  not  preclude  the  establish- 
ment of  some  other  mechanism  for  reviewing  the  remuneration  of  all 
medical  men  and  women  working  in  the  N.H.S.  at  regular  intervals. 
The  Union  will  offer  evidence  on  a general  method  of  review  in  a later 
memorandum. 


Summary 

1.  The  changing  structure  of  medicine  requires  a reassessment  of  the  hospital 
staff  position. 

Teaching  Hospitals  and  Regional  Hospitals 

2.  The  teaching  hospitals  and  the  regional  hospitals  each  present  special 
problems.  It  is  felt  that  the  teaching  hospitals  occupy  too  dominant  a position 
in  the  hospital  service.  Avenues  of  promotion  lie  almost  solely  through  teaching 
hospitals. 

Hospital  Establishments  ~Y 

3.  Consideration  of  remuneration  of  hospital  medical  staff  must  take  into 
account  the  responsibilities  of  different  grades.  There  is  evidence  that  the 
establishments  of  hospitals  vary  widely.  The  Union  asks  for  a complete  review 
of  hospital  estabhshmenits. 

4.  There  is  evidence  'that  junior  hospital  medical  staff  are  undertaking  duties 
and  'responsibilities  for  which  they  are  not  trained  or  remunerated.  Much 
consultant  work  is  being  undertaken  by  SH.M.Ojs  and  senior  registrars.  This 
should  cease. 

5.  It  is  clear  that  the  number  of  consultants  in  the  hospital  service  is  insufficient. 
The  Union  recommends  a large  increase  in  the  number  of  hospital  consultants 
following  a review  of  establishments. 
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Divorce  of  General  Practice  from  the  Hospital  Service 

6.  There  is  an  ever-widening  gulf  between  the  hospital  service  and  general 
practice.  The  Union,  believes  this  is  against  the  best  interests  of  medicine  and  of 
the  patient. 

Pay  and  Prospects  of  Hospital  Medical  Staff 

7 The  inevitable  .inconveniences  associated  with  short-term  appointments  of 
junior  hospital  medical  staff  should  tie  recognised  in  the  level  of  remuneration 
paid. 

8 The  prospects  far  young  men  and  women  entering  the  hospital  service  axe 
exceedingly  uncertain.  At  the  present  time  they  have  frequently  to  wait  until 
the  age  of  35  or  40  before  obtaining  security  of  tenure.  This  is  against  the  best 
interests  of  the  service.  Many  fully-trained  specialists  have  to  leave  the  hospital 
service  and  either  to  emigrate  or  to  seek  an  entry  into  some  other  field  of 
medicine. 

The  Present  Position 

9.  The  difficulties  of  each  hospital  medical  grade  are  examined. 

The  Future  Staffing  of  Hospitals 

10.  The  Union  asks  for  a planned  policy  for  hospital  staffing  and  lists  the 
criteria  to  be  applied. 

Junior  Staff 

11  An  increase  in  the  remuneration,  of  junior  hospital  medical  staff  is  strongly 
recommended  not  only  on  the  'grounds  of  equity  hut  to  meet  the  need  of 
encouraging  young  doctors  to  stay  longer  in  the  hospital  service. 

The  J.H.M.O.  Grade 

12.  lit  is  recommended  that  this  grade  should  he  retained  for  certain  limited 
purposes  and  better  remunerated  than  it  is  at  present. 

The  Training  of  Registrars 

13.  It  is  recommended  that  the  training  of  registrars  should  take  place  in 
certain  designated  departments  of  hospitals  and  that  registrars  should  not  be 
employed  generally  lin  the  hospital  service.  The  work  of^  the  non-designated 
departments  would  be  undertaken  by  consultants  and  house  officers. 

Senior  Hospital  Medical  Staff 

14.  ft  is  recommended  that  a doctor  who  has  held  a post  of  senior  registrar 
for  one  year  should  be  given  security  of  tenure  in  the.  hospital  service  and  that 
lie  should  receive  a rising  scale  of  remuneration  which  would  reach  nearly  the 
level  at  which  a junior  consultant  starts. 

S.H.M.O.S 

15.  The  appointments  of  S.H.M.Ojs  should  be  reviewed  in  relation  to  the 
work  done.  They  should  either  be  regraded  as  senior  or  junior  consultants 
or  retained  in  the  SJH.M.O.  grade  at  80  per  cent,  of  the  senior  consultant’s 
salary.  The  S.H.M.O.  grade  should  gradually  die  out. 

Consultants 

16.  lit  is  proposed  that  there  should  be  two  consultant  posts  (a  junior  and  a 
senior)  in  one  consultant  grade;  that  the  present  9-point  salary  scale  should  be 
replaced  by  one  of  14  points ; that  the  junior  consultant  should  slant,  on  point  1 
(say  at  80  per  cent,  of  the  present  minimum  salary)  and  proceed  by  8 annual 
increments  to  paint  9 and  then  by  5 triennial  increases  to  point  14. 

The  senior  consultant  would  start  at  point  6 and  proceed  by  8 annual  increments 
to  paint  14. 

17.  Various  proposals  for  the  creation  of  an  intermediate  career  grade  are 
examined  and  the  attitude  of  doctors  in  different  grades  towards  such  proposals 
set  out.  The  Union  believes  that  to  proposals  for  a widened  consultant  grade 
would  meet  most  of  the  objections  raised  to  an  intermediate  consultant  grade. 
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Distinct  inn  A wards 

18.  lit  is  recommended  that  distinction  awards  should  be  retained  • that  approxi- 
mately } of  the  money  available  should  'be  allocated  to  posts  rather  than 
individuals ; that  the  remaining  {•  should  be  granted  to  individuals  by  a committee 
which  would  invite  nominations  from  a number  of  informed  bodies.  The  awards 
should  be  publicly  given. 

General  Practice  and  the  Hospital  Service 

lc).  It  is  recommended  that  the  general  practitioner  should  play  an  increasingly 
important  role  in  the  hospital  service  ; that  the  work  at  present  undertaken  in 
many  instances  by  registrars  and  house  officers  should  be  done  by  G.P.  clinical 
assistants ; that  Local  Executive  Councils  and  Hospital  Management  Committees 
should  concert  their  efforts  to  introduce  general  practitioners  to  the  hospital 
service. 

Negotiating  Machinery 

20.  It  is  recommended  that  the  staff  side  of  the  negotiating  machinery  should 
be  radically  overhauled  so  that  doctors  of  all  grades  feel  they  are  adequately 
represented.  Efficient  democratic  regional  machinery  should  be  set  up  to  represent 
all  grades.  The  Central  Consultants  and  Specialists  Committee  of  the  British 
Medical  Association  should  be  fused  with  the  Joint  Consultants  Committee  to 
form  a new  Central  Hospital  Medical  Staffs  Committee. 

This  new  committee  should  contain  adequate  representation  of  all  grades  and 
include  amongst  its  membership  representatives  of  the  Royal  Colleges,  Scottish 
Corporations  and  other  interested  organisations.  The  Staff  Side  of  the  Whitley 
“B”  Committee  should  be  chosen  from  the  new  central  committee. 


APPENDIX  A 


Consultant  Staffing  Comparisons 


Name  of  Hospital 

Gen.  Med. 
Beds 

Consultants 

Whole-time 

Consultants 

Part-time 

Equivalent 

to 

Beds  per 
Consultant 

Consultants 

Session 

Whittington  Hospital 
Barnet  General  Hospital... 

365 

2 

3 (9) 

4-5 

i 

i 

! Tf 

r~~ 

j 

' 

104 

2(7) 

Hillingdon  Hospital 

1 (3) 

1-8 

5-5 

120 

2 

1 (9) 

2-9 

3-9 

Ashford  Hospital 

120 

2 

1 (9) 

2-9 

3-9 

Central  Middlesex  Hospital 

193 

2 

4(9) 

5-5 

3-4 

West  Middlesex  Hospital 

204 

4 

1 (9) 

4-9 

3-8 

Bedford  General  Hospital 

96 

1 

1 (9) 

1-9 

4-8 

Edgware  General  Hospital 
Northampton  General  and 

218 

3 

1 (4) 

3-4 

5 •« 

District  H.M.C.  (2  hos- 
pitals run  together,  6 
hospitals  geriatric  beds) 

116 

2(9) 

1-7 

6-4 

Kettering  and  District 

H.M.C.  (2  hospitals  run 
together)  

42 

1 (9) 

•9 

4-7 

New  Cross  Hospital, 

Wolverhampton 

75 

i 

1-0 

6-8 

Walsall  Hospital 

130 

1 (9) 

I (3) 

1-1 

10*8 

Notes : 


(1)  The  figures  in  the  table  may  have  changed  since  they  were  obtained. 

(2)  The  Union  has  prepared  this  table  solely  to  illustrate  the  variability  of  consultant 
stalfing.  Accurate  comparisons  between  individual  hospitals  could  be  made  only  after  a 
detailed  study  of  all  the  factors  concerned. 


30060 


29 


A 10 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


APPENDIX  B 


Hospital 
In-patient 
Beds 
Gt.  Brit. 
(1955) 

Consultants 

and 

S.H.M.O.s 
June,  1955 

Sessions 

per 

person 

Consultants 
June,  1955 

S.H.M.O.s 
June,  1955 

Beds  per 
Consultant 

General  Surgery  ... 

38,729 

1,202 

7*6 

988 

214 

~39 

General  Medicine 
(including  chronic 
sick)  

96,726 

1,154 

7-1 

932 

222 

104 

Diseases  of  the  Chest 

35,772 

776 

10-3 

346 

430 

103 

Mental  Health 

239,526 

1,042 

9-4 

633 

409 

379 

The  table  above  gives  a statistical  review  of  the  position  as  regards  senior 
medical  staff  in  relation  to  hospital  beds  in  Great  Britain  for  four  important 
specialties.  These  figures  are  for  1955.  The  numbers  of  medical  staff  were 
published  .in  the  British  Medical  Journal  of  June  30,  1956,  and  relate  to  the  month 
of  June,  1955.  Tire  numbers  of  bods  are  those  available  during  1955  and  are 
taken  from  the  Hospitals’  Year  Book  of  1957,  published  by  the  Institute  of 
Hospital  Administrators. 

Similar  calculations  could  be  made  for  other  specialties.  It  might  be  difficult  to 
draw  valid  conclusions  without  making  a special  survey  of  arrangements  in  many 
parts  of  the  country.  If  such  investigations  were  done  it  should  be  relatively 
easy  to  relate  the  numbers  of  consultants  required  in  each  specialty  to  units  of 
population  and  to  numbers  of  hospital  beds. 

As  regards  diseases  of  the  chest,  a memorandum  has  been  prepared  by  the 
Chest  Services  Sub-Committee  of  the  Central  Consultants  and  Specialists  Com- 
mittee of  the  B.M..A.  and  published  in  the  British  Medical  Journal  of  April  13, 
1957.  This  memorandum  draws  attention  to  the  increasing  duties  failing  on  the 
cheat  services  of  the  country  which  have  more  than  offset  the  decline  in  the 
need  for  beds  for  the  treatment  of  pulmonary  tuberculosis.  It  recommends  that 
there  should  be  one  consultant  physician  and  one  assistant  physician  in  this 
specialty  for  every  100,000  of  the  population.  Assistant  physicians  are  usually 
in  the  S.H.M.O.  grade,  but  it  is  recommended  that  the  consultamt/S.H.M.0.  ratio 
should  always  be  greater  than  one.  At  the  present  time  there  are  fewer  chest 
consultants  than  S.H.M.'O.s  with  a oonsultant/S.H.M.O.  ratio  of  only  0-8.  It 
is  considered  that  the  balance  should  be  restored  trs  compared  with  other  special- 
ties by  increasing  the  number  of  consultant  posts  by  40  per  cent,  to  about  500, 
without  increasing  the  number  of  S.H.M.O.s,  It  can  be  said  therefore  that  there 
ts  a shortage  of  chest  consultants  amounting  to  about  150. 

It  is  also  considered  that  each  consultant  should  have  between  50  and  60  beds. 

At  50  beds  per  100,000  of  population  the  total  number  of  beds  required  would 
be  about  25,000  for  Great  Britain  or  about  10,000  less  than  those  available  in 
1955.  The  hospital  facilities  are  thus  more  than  adequate  for  present  needs, 
but  they  cannot  ibe  efficiently  used  because  of  medical  staffing  deficiencies.  Chest 
consultants  are  sometimes  responsible  for  between  ISO  and  200  beds  in  addition 
to  undertaking  other  duties  such  as  out-patient  clinics,  research,  committee  work, 
etc  ihey  carry  on  only  by  employing  excessive  numbers  of  subordinate  medical 
shaft  who  undertake  the  day-to-day  duities  and  attend  to  in-patients  wiiitih  only  i 
mmiimal  supervision.  There  is  a real  need  for  more  chest  consultants.  Similar  1 
assessments  for  other  specialties  should  be  made  in  order  to  estimate  more 
precisely  the  extent  of  present  needs. 


30 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


THE  THIRD  MEMORANDUM  OF  EVIDENCE  ON  nn  Dmjnw™ 

HOSPITAL  MEDICAL  STAFF  AND  GENERAL  PM  ™™S^T  2N  OF 
NATIONAL  HEALTH  SERVICE  AL  PRACTITIONERS  IN  THE 

I.  When  the  Union  presented  its  evidence  ,to  the  Rawi  ■ a 

1957,  and  April,  1958,  it  stated  that  it  would  toTd  ^UgUSti 

evidence  an,  which  it  would  deal  with  the  amount  of 

Na*m“&ShS^ice?  spmd^of  ’ ” 

o!SM  by  t:h,e  Royal 

Union,  considers  that  it  should,  without  further  delay  pC  **?  come.  _ The 

the  results  of  its  deliberations  on  the  level  of  remuneratio.nh1nRho*h  ?0,m,rnifM!«rJ 
and  general  practitioner  branches  of  the  National  Health  Sereice  h h 'hosPltel 

cL^kmf  ent>!S  ttJSW  oTrSS^f  ^hef^  °f  ff 
pTh%5^n^ 

the  cost  of  living  index  that  have  taken  rtecTsiiJce  SretaW  o'f  ih’*  reh£uli?es  " 
Award.  As  each  month  passes  small  changes  in  the  Govwiinenf1eJ«an?r'^rtS 
istaTSn  £*££2  changes  before 

that  there  has*  beer,  UoTcSae2e|K?rn  “■WOU.ld  appeOT  to  be 
recommendations  which  follow  arc  based  on  thMgure  ° JrWn®  wnce  1953 • The 

mmmmm 

Ssi^ss-si=a 

(2)  f remuneration  is  not  the  sole  consideration.  Both  hoamtaJ 

tnd ^S,n,v?  ,8en°ral  Pnkolit £«“»  need  -toe  their  way  ahead  to Xfu 
5*tCareCrs  '?  medicine.  They  must  therefore  assured  of 
r.  . ty  f ’tonure  and  of  reasonable  prospects  of  promotion. 

Sereicf^m^tcnjlt ■ t0  S0t,!;l,e  lthe  lleveJ  of  remuneration  of  one  branch  of  the 
are  particularly  concerned  in  this  memorandum 
and  tilt0*?  reUttonshaP  between  the  remuneration  of  hospital  doctors 
end  that  of  general  practitioner., . and  in  making  subseqK  “? 
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mendatioins  due  regard  -has  been  given  to  this  relationship.  We  want 
young  men  and  women  to  .be  attracted  into  the  branch  of  medicine  which 
needs  -them  most  and  to  which  their  individual  aptitudes  make  them 
most  suitable. 


Hospital  Medical  Staff 

6.  The  Union  has  already  -made  it  clear  -that  -it  believes  that  a review  of  medical 
establishments  in  the  hospital  service  is  -urgently  needed.  .Such  evidence  as  we 
have  seen  suggests,  that  many  hospitals  are  understaffed  and  that  junior  medical 
staff  are  called  upo-n  to  undertake  a degree  of  responsibility  far  exceeding  that 
■which  might  reasonably  'be  -expected.  We  believe  that  such  a -review  would 
show  -not  -only  that  there  -is  an  overall  shortage  of  consultants  in  -the  Service  but 
that  certain  regions  are  understaffed  as  compared  with  others. 

7.  Apart  from  -the  overall  shortage  of  consultants  there  is  a great  lack  of  junior 
medical  staffs  in  many  regions.  Some  -hospitals  find  it  almost  impossible  to  fill 
vacancies  of  junior  positions.  It  is  certain  that  a large  -number  of  young  man  and 
women  on  completion  of  their  compulsory  pre- registration  work  decide  not  to 
waste  time  working  in  -hospitals  where  their  remuneration  is  low  and  the  prospects 
■of  promotion  -poor,  but  to  go  straight  into  general  -practice  where  -they  hope  in  a 
few  yeans’  time  to  'become  -established -principals,  litis  in  the  public  interest  that  this 
trend  should  be  reversed.  If  the  -young  doctor  could  be  persuaded  to  spend  an  addi- 
tional two  years  working  in  the  -hospitals  it  would  go  far  to  solve  the  junior 
staffing  problem  of  regional  hospitals  and  would  also  ensure  that  the  doctors 
entering  general  practice  subsequently  had  a higher  level  of  -training.  There  is, 
-therefore,  a strong  prima  facie  case  for  paying  junior  hospital  staff  at  a higher 
level  of  remuneration. 

8.  Not  only  must  the  young  doctor  be  encouraged  to  stay  in  hospital  for  a 
longer  time,  but  -those  who  decide  to  make  a career  -in  the  -hospital  service  should 
have  security  of  tenure  and  reasonable  prospects  of  promotion  once  -they  have 
been  selected  as  suitable.  At  the  present  time  the  most  junior  post  which  enjoys 
security  of  tenure  is  the  senior  hospital  medical  officer.  This  -means  that  out  of 
20,285  doctors  in  it'he  hospital  -service  10,253  are  on  short  period  terminable  posts. 


The  Union  believes  that  a senior  registrar,  once  he  has  held  the  post  for  two 
years  and  is  found  suitable,  should  be  able  to  settle  down  to  a permanent 
career  in  the  hospital  service. 

9.  We  set  out  below  the  actual  levels  of  remuneration  which  are  recommended 
for  each  grade  of  toe  hospital  servioe.  Comment  on  these  suggestions  follows 
later. 


House  Officers : 
(Pre-registration) 

(Fully  registered) 


Senior  House  Officers  . . . 
Junior  Hospital  Medical 

Officers 

Registrars  

Senior  Registrars 


S.H.M.O.s 
Junior  Consultants 


£850  (The  differential  between  the  two  grades  would 
be  abolished.) 

£1,000  (Provision  should  also  lie  made  for  the  pay- 
ment of  an  inducement  clement  where 
considered  necessary  to  attract  applicants.) 

£1 ,200 

£1,250  x £60  (10)  -£1,850 

£1,400  1st  year 

£1,500  2nd  year 

£1,650  x £147  10s.  (4)  -£2,240 

£2,240  x £60  (16)  = £3,200  i.c.  the  top  point  of  the 
S.H.M.O.  scale.  On  promotion  to  Consultant 
the  Senior  Registrar  would  enter  at  the  point  above 
that  he  had  reached  on  the  S.H.M.O.  scale. 

£2,240  X £60  (16) -£3,200 

Pt,  1 to  Pt.  9 = £2,240  x £126  5s.  - £3,250,  thence 
up  the  Senior  Consultant  scale  by  triennial  incre- 
ments of  £150  to  maximum  of  £4,000. 
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Consultants  (without  dis- 
tinction awards)  ...  £2,800  >,  £150 -£4,000 
R.H.B.  administrative  medical  staff: — 


S.A.M.O. 

Deputy  S.A.M.O. 

S.M.O 

R.M.O. 


as  for  Consultant  with  ‘ B ’ award 
as  for  Consultant  with  ‘ C ’ award 
as  for  Consultant 
as  for  Consultant 


Comment  on  Recommended  Scales  of  Remuneration 

10.  (a)  House  Officer  Provisionally  Registered 

The  Royal  Commission  wall  note  .that  the  Union  recommends  a very  substantial 
increase  of  remuneration  for  these  officers.  Indeed  this  works  out  at  nearly 
100  per  cent,  betterment  on  their  salaries  prior  to  the  interim  awards  We  have 
taken  into  consideration  that  these  posts  are  held  after  six  years’  training  ending 
with  the  acquisition  of  a degree  and  that  the  house  officers  are  often  required 
to  undertake  responsible  work.  £850  per  annum  appears  to  the  Union  the 
minimum  they  should  earn. 

(b)  House  Officer  Fully  Registered 

These  officers  are  fully  ciualilicd  and  often  take  considerable  responsibility. 
A salary  of  £1,000  is  fully  justified.  It  would,  in  fact,  be  comparable  with  that 
of  an  assistant  in  gener.il  practice.  I hus  there  would  be  no  immediate  incentive 
to  leave  the  hospital  service.  The  additional  hospital  experience  gained  would 
still  be  valuable  if,  at  a later  date,  a decision  were  made  to  go  Into  general 
praotice. 


(c)  Senior  House  Officer 

This  grade  is  of  great  importance  to  the  hospital  servioe,  for  many  rural 
hospitals  depend  on  the  senior  house  officer  for  the  day-to-day  care  of  patients. 
The  number  of  hours  on  duty  and  on  call  arc  often  excessive,  particularly  in 
the  case  of  a provincial  hospital  or  where  the  number  of  resident  medical  staff 
is  low.  The  Union  believes  that  a senior  house  officer  should  earn  a minimum 
salary  of  £1,200  per  annum,  this  salary  would  encourage  young  men  and  women 
to  spend  an  additional  year  in  hospital  service,  and  would  not  only  hel-p  the 
problem  of  hospital  staffing,  but  would  raise  'the  standards  of  medicine  for  those 
who  finally  elecl  to  enter  general  practice. 


(d)  Junior  Hospital  Medical  Officers 

The  Union  has  referred  in  detail  to  the  considerable  difficulties  presented  by 
this  grade,  and  submitted  -that  whilst  in  the  main  it  is  a grade  which  should  die 
out,  »t  may  be  retained  for  certain  limited  purposes. 

These  purposes  are  highly  specialised  and  carry  a load  of  responsibility 
commensurate,  we  believe,  with  the  scale  we  now  recommend.  While  the  grade 
remains  it  should  offer  reasonable  career  prospects. 


(e)  Registrar 

It  would  be  to  the  great  advantage  of  the  Health  Service  if  more  young  doctors 
were  willing  to  remain  in  hospital  and  thus  become  more  highly  trained  in  one 
branch  of  medicine.  Although  many  would  eventually  leave  and  enter  other 
fields  of  medicine,  they  would  take  their  skills  with  them.  We  repeat  that  unless 
there  is  a substantial  increase  in  remuneration,  economic  considerations  will 
enoourage  too  many  doctors  to  leave  the  hosptiai  service  for  general  praotice. 
the  scale  recommended  shows  a 60  per  cent,  betterment  rate  over  die  1957  levels. 


(f)  Senior  Registrar 

The  senior  registrar  is  interested  in  his  level  of  remuneration,  but  is  even 
more  concerned  about  the  possibilities  of  advancement.  The  Union  has  already 
suggested  once  the  first  2 years  have  passed  in  the  post  that  a senior  registrar 
stiould  be  assured  of  permanent  security  of  tenure  in  the  hospital  service.  The 
hospital  authorities  have  had  sufficient  time,  at  this  stage,  to  assess  the  doctor’s 
capabilities.  The  Royal  Commission  will  be  well  aware,  from  other  evidence 
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they  have  examined,  of  the  very  high  level  of  responsibility  that  rests  on  the 

senior  registrar.  , . . . . . , „ 

nT,  forward  bv  ithe  Union  bears  these  factors  in  mind,  and  after 

The  pay  scale  put  iorwart  oy  oin.t  of  £l,650  per  annum  with  four 

careful  consideration,  we  prop  h registrar  to  the  starting 

annual  "X^MO^lf  After  ftis,  if  he  has  failed  to  secure  a post  as 
either  °a  jmiior  or  senior  consultant,  he  would  continue  to  the  max, mum  point 
of  the  S.H.M.O.  scale. 

QKnn1d  hp  fail  to  .get  an  appointment  as  a consultant  at  would  take  twenty 

years°for  hi  m^to  reach  his  r<!81StrarS  ^ 

certainly  achieve  promotion  before  the  end  of  this  period. 

(g)  Senior  Hospital  Medical  Officer  ... 

. , f.  at  j,lftnv  this  grade  will  be  eliminated,  and  the  division  of  the 

11  “ W.  ^nsSfants  fs  de  igned  to  assist  in  this  process.  There  will  be  an 
PM ^Sd S^«<W3nloi  hius  therefore  included  a scale  to  cover 
SaT^rSd  and  those  S.H.M.O.s  who,  by  reason  of  exceptional  circumstances,  do 
not  go  on  to  the  consultant  scale, 

The  special  increase  recommended  we  deem  to  be  well  justified  when  the  work 
jnvolvedP  and  the  responsibility  undertaken  are  compared  with  those  of  a 
consultant. 


(h)  Consultant  grade  . 

The  Union  proposes  an  extension  in  depth  of  the  consultant  grade.  The  senior 
consultant  would  normally  proceed  by  eight  steps  from  £,.,800  to  £4,000  per 
annum  The  junior  consultant  would  be  appointed  at  a lower  .salary,  namely, 
£2  240  per  annum,  and  would  proceed  by  slower  stages  (14  in  all)  to  the  maximum. 
There  would  therefore  be  considerable  advantage  in  being  appointed  to  the  senior 
post  but  even  if  junior  consultants  fail  to  obtain  such  a post  they  would  know 
they  would  .in  the  long  run  reach  the  maximum  point  in  he  scale.  The  Union 
has  reason  to  believe  that  this  solution  of  the  consultant  staffing  problem  would 
be  acceptable  to  the  profession. 


Whole-time  Consultants 

11  In  previous  evidence  the  Union  has  already  stated  its  views  on  the  relative 
advantages  of  whole-time  and  part-time  consultants.  _ The  Royal  Commission  will, 
no  doubt,  have  reviewed  the  serious  anomalies  which  exist  at  the  present  time. 

The  one  reform,  however,  which  the  Union  wishes  to  press  at  this  stage,  is  that 
all  consultants  should  be  employed  on  a sessional  basis,  and  that  those  who 
are  at  present  graded  as  whole-time  consultants  should  be  considered  as  being 
employed  on  a sessional  'basis  of  11/1  liths. 

Distinction  Awards 

12.  The  Union  believes  that  the  amount  of  the  distinction  award  should  be 
increased.  There  has  been  no  increase  since  1948  when  the  awards  were  first 
applied  and  it  is  recommended  that  a 60  per  cent,  betterment  be  added  to  the 
existing  figures. 

As  has  already  been  stated  in  our  previous  memorandum,  we  believe  that  the 
majority  of  the  awards  should  be  attached  to  posts  rather  than  to  individuals  and 
that  the  minority  of  awards  which  are  assigned  to  individuals  for  outstanding  work 
performed  should  be  given  ipubliicly. 

Senior  Administrative  Medical  Officers 

13.  The  Union  believes  that  the  administrative  medical  staff  of  the  Regional 
Hospital  Boards  have  not  received  a proper  recognition  for  the  high  responsibility 
they  have  to  take.  It  is  recommended  therefore  that  senior  administrative  medical 
officers  should  receive  the  equivalent  of  a consultant’s  salary  with  a ‘ B ’ merit 
awaTd  ; .that  has  deputy  should  receive  the  equivalent  of  a consultant’s  salary  with 
a ‘ C ’ merit  award  and  that  the  other  medical  staff  should  be  paid  on  the 
consultant  scale. 


Regional  Psychiatrists 

14.  The  Union  recommends  that  the  regional  psychiatrists  employed  by  the 
Hospital  Boards  should  be  paid  on  the  same  scale  as  that  applicable  to  other 
clinical  consultants  in  the  Service. 
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Emoluments  in  Kind 

15.  The  Union  is  aware  that  graded  charges  made  for  board  and  lodgings  can 
be  used  to  increase  or  decrease  the  real  worth  of  remuneration.  A doctor  should 
receive  adequate  pay  which  has  no  need  to  be  buttressed  by  emoluments  in  kind. 
We  therefore  recommend  that  charges  for  board  and  lodging  for  all  resident 
junior  medical  staff  should  be  made  at  a single  standard  rate.  The  exception  to 
this  rule  would  be  where  accommodation  of  greater  luxury  than  usual  was 
provided  and  where  the  additional  charge  could  be  seen  to  be  clearly  justified. 
A “ ceiling  ” to  these  higher  charges  should  be  imposed. 

Lecture  Fees 

16.  Under  the  present  system  there  are  considerable  differences  in  the  rates  paid 
to  doctors  of  various  grades  when  they  deliver  lectures.  The  Union  can  see  no 
justification  for  this.  All  lecturers  are  fully  qualified  in  the  subject  on  which  they 
lecture,  and  the  time  and  effort  involved  in  preparation  and  delivery  is  the  same, 
irrespective  of  the  grade  of  lecturer. 

We  recommend,  therefore,  that  all  lectures  should  be  paid  for  at  the  same 
standard  rate. 

Clinical  Assistantships 

17.  Clinical  assistantships  fall  into  two  distinct  categories:  those  which  are 
primarily  of  a training  nature  and  which  enable  a doctor  to  extend  his  medical 
experience,  and  those  in  which  clinical  responsibilities  are  undertaken.  The  Union 
would  like  to  see  a clear  demarcation  between  these  two  categories  and  recom- 
mends that  the  latter  should  be  paid  at  sessional  rates  in  conformity  with  the 
scales  operating  for  -other  hospital  doctors  doing  similar  work.  The  present  rates 
of  pay  for  10b  appointments  are  grossly  inadequate. 

General  Practitioner  Remuneration 

18.  The  Union  had  hoped  before  offering  its  third  memorandum  of  evidence 
to  have  available  figures  whioh  would  show  the  present  distribution  of  income 
among  general  practitioners.  Since  these  figures  are  not  available  it  will  be 
neoessary  to  confine  the  statements  in  this  memorandum  to  general  principles. 

19.  In  its  first  memorandum  the  Union  recommended  that  the  Royal  Commis- 
sion should  examine  the  possibility  of  basing  -the  future  remuneration  of  general 
practitioners  on  “ the  appropriate  reward  for  a practitioner  solely  engaged  in  the 
care  of  N.H.S.  patients  " (para.  43).  The  view  was  expressed  that  an  urban 
practitioner  who  had  on  his  lisl  some  2,200  patients  should  earn  from  capitation 
payments  and  loadings  enough  to  give  him  a good  standard  of  living  irrespective 
of  any  other  work  undertaken.  No  doctor  should  be  under  economic  pressure 
to  take  on  a large  list  or  seek  additional  medical  work  in  order  to  earn  a decent 
livelihood.  The  acceptance  of  this  recommendation  would  entail,  of  necessity,  a 
rather  different  system  of  payment.  If  the  present  global  central  pool  system, 
were  retained,  and  a flat  rate  percentage  increase  applied,  it  would  mean  that  (he 
single-handed  urban  praciitioncr  with  an  average-sized  list  could  not  possibly 
receive  the  income  to  which  the  Union  fools  he  is  entitled. 

20.  The  Union  also  expressed  the  view  that  the  -payment  of  net  remuneration 
should  be  divorced  from  -the  repayment  of  expenses  (para.  48).  This  is  an 
exceedingly  complex  question  to  which  the  Union  does  not  -feel  that  it  has  a 
complete  answer.  Nevertheless,  after  a careful  reconsideration,  of  all  the  difficulties 
involved,  the  Union  -is  sure  that  the  recommendation  is  a sound  one.  It  is 

i hoped  that  -the  Royal  Commission,  with  all  the  facts  and  expert  advice  at  its 

i disposal,  will  recommend,  at  least,  that  a system  of  distribution  should  be 

worked  out  by  which  a general  practitioner’s  expenses  are  repaid  on  a realistic 
basis.  Beyond  this,  the  Union  would  -welcome  positive  proposals  which  would 
indicate  methods  by  which  this  could  be  done. 

On  three  separate  occasions  the  Union  has  -put  forward  schemes,  each  of  which 
| would  have  this  result.  None  of  these  schemes  '.has  been  free  from  criticism,  and 
perhaps  each  has  -tried  to  recommend  too  much  -in  the  first  instance.  It  may  be 
possible  to  devise  a scheme  which  would  go  a long  way  to  achieve  -this  end 
without  -requiring  -the  repayment  of  the  actual  expenditure  incurred  by  eadh 
practitioner.  One  example  of  such  a scheme  -would  be  to  group  practitioners 
according  to  their  average  expen»  ratios  and  to  give  each  -group  its  appropriate 
expense  ratio.  The  Union  recognises  that  this  does  not  completely  fulfil  the 
original  principle  put  forward,  but  does  go  half-way  towards  that  fulfilment. 
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The  Union  recommends  that  even  if  the  Royal  Commission  decides  that  «t 
cannot  make  specific  recommendations  for  the  payment  of  expenses  on  a more 
equitable  basis,  it  should  advise  that  a working  parity  should  ibe  set  - to  devBe 
Sme  practical  system,  based  on  .the  principles  put  forward  by  the  Union. 

„ TKe  Union  wishes  to  re-affirm  that  the  maximum  permitted  list  for  a stagle- 
bandedpr^tifcoer  should  be  reduced  by  stages  from  3,500  to  3,000  (para.  45) 
Where  an  assistant  is  employed,  the  principal  should  be  allowed  to  add  a further 
1 500  patients  to  .his  list  for  a maximum  period  of  two  years. 

’22  The  Union  recommended  that  a capital  expenditure  loans  fund  should  be 
to  use  by  all  practitioners.  It  would  now  go  further,  and 
?S>SSSd  to  the  Royal  Commission  that  the  Government  should  set  aade  a 
SS  £nrf money  each  year  to  finance  improvements  m practice 
accon^odation.  The  Union  suggests  that  a sum  of  money,  about  kROOO  OOO 
oer  annum  should  be  provided  by  'the  Government  for  this  purpose.  In  deciding 
on^  allocations,  preference  should  be  given  to  those  'groups  of  practitioners  who 
are  willing  to  work  together  in  group  practices. 

Tn  addition  to  giving  interest-free  loans,  the  trustees  of  the  .fund  should  be 
enabled  to  invest  money  in  building  premises  for  group  practices  which  would 
ggto  toe  property  of  toe  Trust  Fund  and  be  let  to  toe  occupiers  at  an 

economic  rent.  , . , 

In  some  instances  existing  accommodation  could  be  readily  adapted  to  make 
it  practice.  In  others  it  would  be  necessary  to  erect  new 

Lidfir  The  UniOT  would  like  to  see  a 'more  positive  encouragement  of  toe 
SorovSnent  of  practice  facilities  in  addition  to  toe  provision of finance.  Kb 
recommended  that  an  advisory  -bureau  should  operate  under  the  Trustees.  Tta 
^Sdtoclude  an  architectural  section  which  could  offer  plans  for  a number  of 
(Mffesring  types  of  premises  suitable  to  differing  requiirememts. 

23  The  Union  recommended  that  toe  Royal  Commission  should  examine  toe 
merit  of  special  loading  for  doctors  with  experience  (para.  53).  It  was  recom- 
mended  that  a special  loading  be  applied  to  practitioners  between  the  ages  of 
and  60  but  in  view  of  toe  fact  that  toe  age  of  the  practitioner  does  not  neces- 
Srily  imtote  rUnte  of  years  in  'practice,  toe  Union  » 

that  the  loading  should  be  applied  to  aU  doctors  with  between  20  and  35  yeans 
exDerience  in  general  practice.  In  accordance  with  toe  general  principles  tong 
outoned  in  .this  memorandum,  it  is  suggested  that  this  loading  should  be 
to  toe  first  2,000  patients  on  a practitioner’s  list  The  Union 
enough  money  should  be  set  aside  to  apply  these  todings  on  a 
vield  from  £100  to  £500  to  a doctor  with  2,000  patents,  and  that  the  scale 
should  advance  according  to  the  years  of  experience.  F«B»* 
scheme  would  be  to  give  a capitation  loading  of  Is.  pear  patient  after  20  yean 
experience,  with  increments  of  an  additional  Is.  per  patient  to  be  added  every 
three  years. 

The  Union  is  well  aware  of  the  problem  that  arises  with  regard  to  preserving 
fairness  when  this  loading  for  experience  is  given  to  a doctor  .who  b ^ partner- 
ship The  law  of  contract  makes  it  impossible  to  stipulate  that  this  additional 
income  should  be  retained  by  toe  partner  earning  it.  A 

that  a partner  with  an  experience  loading  may  have  a small  list  actually,  ou 
have  a full  “ notional  ” list  for  loading  purposes. 

The  Union  recommends  that  if  an  experience  loading  is  awarded,  toe  Royd 
Commission  should  take  this  factor  into  consideration  when  considering  toe  criteria 
by  which  partnership  agreements  are  to  be  judged  (see  the  following  paragraph). 
In  particular,  the  Commission  should  consider  the  share  to  be  given  to  junior 
partners  and  the  number  of  years  before  parity  is  achieved. 

24.  No  system  of  distribution,  however  carefully  it  is  calculated, . can  achieve 
its  own  purposes  unless  it  takes  account  of  the  fact  that  two-thirds  of  all 
practitioners  are  in  partnership  (para.  54).  The  Union  has  alr^y  pointed 
that  partnership  agreements  can  redistribute  money  without  the  know!  g 
the  Ministry  or  the  General  Medical  Services  Committee.  The  Union ibas 
experience  of  partnership  agreements  which  deviate  widely  from  ™e  criteria 
recommended  by  toe  Medical  Practices  Committee.  This  means  in  effert  toat 
a number  of  practitioners  ate  offending  against  Seotion  35  of  the  National  Heal 
Service  Act. 
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The  Union  recommended  that  partnership  agreements  should  have  to  conform 
to  criteria  laid  down  centrally  (para.  54).  It  is  now  recommended  that  these 
criteria  should  be  laid  down  by  the  Medical  Practices  Committee,  and  that  the 
Local  Executive  Council  should  be  responsible  for  checking  that  these  criteria 
have,  in  fact,  been  met  before  a partnership  is  recognised  for  loading  purposes. 

25.  It  is  regretted  that,  for  the  reason  given  in  paragraphs  1 and  2,  the  Union 
is  unable  to  put  forward  specific  recommendations  as  to  the  actual  levels  of 
remuneration  which  it  feels  should  -be  received  by  practitioners  divided  into 
groups  based  on  the  size  of  'lists.  The  Union  has  already  stated  in  paragraphs  2 
■and  3 that  the  percentage  increase  for  all  practitioners  taken  as  a body  should 
■be  equivalent  to  'one  which  would  allow  for  the  changes  in  the  value  of  money 
since  the  Danckwerts  Award  was  given. 

26.  How  this  increase  should  be  distributed  must  clearly  be  a matter  of  negotia- 
tion between  the  profession  and  the  Ministry.  Indeed,  the  recommendations  made 
by  the  Union  must  of  necessity  require  the  appointment  of  a working  party  to 
apply  the  'principles  outlined  and  to  devise  a method  of  distribution.  The  four 
main  principles  which  the  Union  has  recommended  should  be  applied  are : 

(a)  to  'give  a maximum  reward  to  the  middle-list  practitioner  with  no  other 
sources  of  inoome; 

(b)  to  include  a special  loading  for  experence ; 

(c)  to  take  into  consideration  the  diminution  of  the  maximum  permitted 
size  of  lists ; 

(d)  to  separate  net  remuneration  from  expenses. 

The  Union  accepts  the  principle  of  the  “ Notional  ” list  as  applied  at  the  present 
time  to  doctors  in  partnership  and  any  new  system  of  distribution  should  retain  this 
device,  suitably  adjusted  to  fit  in  with  any  financial  changes. 

27.  The  Union  cannot  attempt  the  task  which  it  -believes  belongs  properly  .to  a 
working , party  on  distribution,  but  it  suggests  that  a useful  starting  point  might  be  to 
decide  an  amount  which  should  be  received  iby  ithe  “ average  list  ” urban  doctor 
(2,200  patients)  who-  is  single-handed  and  has  no  other  sources  of  .income.  Before 
the  last  two  interim  awards  such  a practitioner  received  £2,370  per  annum  gross  or 
£1,580  per  annum  net  solely  in  respect  of  ithe  care  of  his  NiH.S.  patients  (para.  41). 
The  Union  recommends  that  such  .a  practitioner  should  receive  £2,200  per  annum, 
or  an  -increase  on  bis  net  earnings  of  nearly  40  per  cent. 

■ 28.  If  the  middle-list  practitioner  is  -to  receive  a 40  per  cent  increase  in  his  net 
remuneration,  then  dearly  some  other  practitioners  must  receive  a (percentage 
increase  of  much  less  (than  30  per  cent  if  that  is  to  be  -the  average.  At  -the  top  end 
of  .the  earning  scale  the  reduction  in  the  permitted  -maximum  will  relieve  the 
doctor  of  some  of  .the  pressure  of  work  and  is  .therefore  a material  (though  not 
financial  gain. 

In  view  of  this,  the  Union  recommends  that  the  full-list  practitioner  of  the  future, 
i.e,  one  with  3,000  patients,  should  receive  an  increase  in  bis  .present  earnings  of 
approximately  25  per  cent.  The  practitioner  who  now  has  3,500  .patients  may  find 
that  when  his  loss  .of  fees  on  500  patients  is  (taken  into  consideration  his  total  net 
increase  would  amount  only  to  about  14  per  cent.  -Nevertheless  he  would  still  have 
an  increase,  while  gaining  considerably  from  the  fact  that  he  would  be  responsible 
for  a smaller  number  of  patients. 

The  Union  wo/uld  expect  (that  the  percentage  increase  would  .gradually  diminish 
as  the  list  (gets  smaller.  Thus  ithe  maximum  benefit  would  accrue  to  the  [middle- 
list  practitioner  with  a (gradual  falling  off  at  both  ends.  This  eff  ect  would  probably 
be  best  achieved  by  adding  any  new  money  on  to  .the  loading  range,  and  it  may 
prove  desirable  to  extend  the  range  in  order  to  achieve  the  most  equitable  type  of 
distribution. 

29.  The  Union  hopes  that  ithe  Royal  Commission  will  accept  its  recommendation 
to  reduce  the  maximum  permitted  list  to  3,000.  If,  however,  it  is  not  prepared 
to  do  so,  the  Union  recommends  that  no  more  (than  10s.  per  capita  should  be  paid 
for  any  numbers  on  the  list  above  3,000. 

30.  If  any  new  money  were  applied  jto  a loading  range  of  500  to  2,000,  the 
Union  believes  (that  this  would  produce  the  desirable  pattern  for  all  practitioners 
with  lists  of  more  than  500.  There  is,  however,  the  problem  of  the  very  small 
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list  practitioner.  Until  ithe  interim  award  was  applied  these  practitioners  had  had 
no  increase  since  1948.  Although  the  Union  is  of  the  opinion  that  it  would  be 
unwise  ito  encourage  doctors  ito  maintain  very  small  lists,  yet  in  fairness  to  ithts 
group  of  practitioners  it  believes  'that  some  increase  should  be  given. 

31.  The  Union  is  aiware  that  the  percentage  increases  quoted  in  previous  para- 
graphs cannot  he  accurately  assessed  in  terms  of  the  State’s  commitments,  but 
it  is  hoped  that  these  recommendations  will  he  sufficiently  clear  to  indicate  the 
Union’s  approach  to  distribution.  It  should  also  be  noted  that,  in  advocating 
the  basis  of  remuneration  scales,  a new  principle  is  .involved  which  makes  com- 
parison with  the  old  scales,  based  on  a doctor’s  overall  income  from  all  sources, 
virtually  impossible. 

References 

All  references  relate  to  the  Preliminary  Evidence  on  the  Remuneration  of 
General  Practitioners  in  the  National  Health  Service  presented  to  the  Royal 
Commission  in  August,  1957,  and  reoorded  in  the  Commission’s  files  as  Memo. 
No.  21. 


Hospital  Medical  Staff  Salary  Scales 


Pre-Career  Grades 
House  Officers,  Pre-registration 
House  Officer,  Fully  Registered 
Senior  House  Officer 


£850  2 posts  of  6 months 
...  £1,000  1 to  2 years 

...  £1 ,200  1 to  3 years 


Career  Grades 


J.H.M.O. 

Registrar 

Senior 

Registrar 

S.H.M.O. 

Junior 

Consultant 

Consultant 

£ 

£ 

£ 

£ 

£ 

£ 

(1)  1,250 

(2)  1,310 

(3)  1,370 

(4)  1,430 

(5)  1,490 

(6)  1,550 

(7)  1,610 

(8)  1,670 

(9)  1,730 

(10)  1,790 

(11)  1,850 

(1)  1,400 

(2)  1,500 

(1)  1,650 

(2)  1,797 

(3)  1,945 

(4)  2,092 

(5)  2,240 

(6)  2,300 

(7)  2,360 

(8)  2,420 

(9)  2,480 

(10)  2,540 

(11)  2,600 
(12)  2,660 

(13)  2,720 

(14)  2,780 

(15)  2,840 

(16)  2,900 

(17)  2,960 

(18)  3,020 

(19)  3,080 

(20)  3,140 

(21)  3,200 

(1)  2,240 

(2)  2,300 

(3)  2,360 

(4)  2,420 

(5)  2,480 

(6)  2,540 

(7)  2,600 

(8)  2,660 
(9)  2,720 

(10)  2,780 

(11)  2,840 

(12)  2,900 

(13)  2,960 

(14)  3,020 

(15)  3,080 

(16)  3,140 

(17)  3,200 

(1)  2,240 

(2)  2,366 

(3)  2,492 

(4)  2,618 

(5)  2,745 

(6)  2,871 

(7)  2,997 

(8)  3,123 

(9)  3,250 

(10)  3,250 

(11)  3,250 

(12)  3,400 

(13)  3,400 

(14)  3,400 

(15)  3,550 

(16)  3,550 

(17)  3,550 

(18)  3,700 

(19)  3,700 

(20)  3,700 

(21)  3,850 

(22)  3,850 

(23)  3,850 

(24)  4,000 

(1)  2,800 

(2)  2,950 

(3)  3,100 

(4) 3,250 

(5)  3,400 

(6) 3,550 

(7) 3,700 

(8)  3,850 

(9) 4,000 

The  figures  in  brackets  refer  to  the  year  of  service  in  that  particular  grade. 
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BRITISH  MEDICAL  ASSOCIATION 

( Days  5-6  and  23) 

\ffiMORANDUM  OF  EVIDENCE  PREPARED  BY  THE  ASSISTANTS  inn 
SSS&J'VSSSSSS5  "-commit™,  OP  THE  ™S5PS£ >iSE 

~SZ£t£SiiiaL  HJZL™**  » “• c— — >- 

,hrI/?™lWri/ing  ‘fv‘  y°\know.t h“t  the  Council  has  received  a request  from 
the  Assistants  and  Young  Practitioners  Subcommittee  ( a Subcommittee  of  the 
General,  Medical  Services  Committee)  to  present  to  the  Royal  Commission  on 
Doctors  and  Dentists'  Remuneration,  a document  representing  the  views  of  that 
Subcommittee.  The  Council  feels  that  it  should  accede  to  this  request  but 
in  forwarding  the  evidence  wishes  to  emphasise  its  adherence  to  the  evidence 
it  has  already  presented,  and  to  indicate  quite  clearly  that  it  does  not  accent 
some  of  the  statements  made,  nor  the  conclusions  drawn  from  them  nor  their 
relevance  to  the  Terms  of  Reference  of  the  Royal  Commission!" 

Preamble  — 

1.  This  memorandum  presents  the  views  and  problems  of  a minority  in  the 

teoomtoon—practitioners .entering  and  establishing  themselves  in  geneml  prac- 
hv  Tne  °!f  .the?e  doctors  are  young  and  are  likely  to  be  affLted 

sti*  coSi:0mm,SS10nS  recommendati™s  to  a longer  period  than  their 

2.  The  evidence  has  been  collected  by  The  Assistants  and  Young  Practitioners 
Subcommittee  of  the  General  Medical  Services  Committee  This  Subcommittee 
was  set  up  in  1950  within  the  Association  to  look  after  the  interests 

and  tmestabhshed  principals.  For  practical  purposes  the  latter  have  been  defined 
as  those  earning  from  professional  sources  less  than  £1,650  gross  per  annum 
The  numbers  represented  are  around  5,000  of  whom  about  1,800  arfassistanS' 

■ Ind  ^f1  su:ppOTt  in  'Ptodple  to  Council  in  June,  1956 

and  February,  1957  for  actions  taken  in  connection  with  the  remuneration  claim. 

I anaJysls  :°f  doctors  in  general  practice  in  the  National  Health  Service 

classified  under  age  and  size  of  list  is  contained  in  the  Appendix. 

.A'  Jtb  doctors  under  the  age  of  30  years  have  already  shared  in  the  financial 
and  other  hardships  of  junior  hospital  staff  outlined  in  the  second  B M A memo- 
randum of  evidence  to  the  Royal  Commission.  Since  1953  there  has'  bee? a 
rerrernt,°i  ,tWO  SIX™nth  hospital  posts  to  consolidate  in  practical 
STw6  lre  knowledge  necessary  to  qualify  as  a doctor.  Similar  hospital 
Whh  K couTs?rb®en  held  by  a majority  of  older  doctors  in  general  practice 
Y 0i  National  Service  the  age  at  which  doctors  become  potentially 
overdo  f general  Practlce  to  the  first  time  is  now  from  about  27  to  something 

5.  The  Subcommittee  wishes  to  record  its  disagreement  with  the  view  that 
ttiose  who  enter  general  practice  have  fallen  off  the  ladder  of  success  in  medicine 

^ mu*  V TO?ation  “ itself.  With  widening  horizons  in 
medicine  and  more  facilities  becoming  available  the  general  practitioner  will  be 
able  to  do  progressively  more  for  each  patient,  who,  in  turn,  will  desire  a pro- 
gressively higher  standard  of  medical  care ; with  foe  achievement  of  better  housing 
tile  important  present  day  need  is  for  'better  domiciliary  medical  care. 

Assistantship  as  an  Introduction  to  General  Practice 
. ^ The  Assistants  and  Young  Practitioners  Subcommittee  considers  that  an 
assistantship  provides  a very  helpful  introduction  to  general  practice 
7.  Successful  carers  however  have  been  enjoyed  by  principals  whose  previous 
experience  was  confined  to  hospital,  overseas  medical  services,  medical  branches 
?,fvices  or.  a variety  of  posts  as  locum  tenens  in  general  praotice. 
i£ei?t!iC?IarnLttere  accet>ts  *at  continuity  in  the  same  practice  is  useful  in  gaining 
fte  knowledge  of  people,  both  sick  and  well,  which  is  essential  for  success  in 
general  practice,  but  it  is  doubtful  whether  so  long  as  one  year  in  one  and  the 
same  practice  is  required  for  gaining  this  insight. 
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8.  While  the  Trainee  General  Practitioner  Scheme  has  been  criticised  it  is 
recognised  that  it  provides  posts  for  junior  members  of  the  profession  which 
might  not  otherwise  exist.  Its  overall  cost  in  1957  of  £385,058  must  be  regarded 
as  out  of  proportion  to  the  cost  of  Initial  Practices  Allowances  of  £46,148. 

Remuneration  of  Assistants 

9.  The  Subcommittee  would  emphasise  that  in  all  assistantships  including  those 
under  the  Trainee  Scheme  and  (those  with  view  to  partnership  the  fundamental 
relationship  is  that  of  employer  and  employed.  Terms  and  conditions  of  service 
being  subject  to  toe  law  of  supply  and  demand,  toe  recent  period  of  financial 
stringency  'imposed  upon  the  profession  has  'been  reflected  in  toe  terms  and 
conditions  of  service  of  assistants. 

10.  The  Spens  Committee  (1946)  recommended  that  (Recommendation  7): — 

“ On  completion  of  resident  hospital  appointments  a recently  qualified  practitioner 
should  secure  an  initial  net  income  of  not  less  than  £500  per  annum  as  an 
assistant  to  a doctor  in  general  practice”.  The  Spens  Committee  further  sug- 
gested (para.  14)  in  reference  to  a scheme  designed  partly  to  improve  training 
of  general  praotitioners,  that  “ while  any  practitioner  should  be  free  to  engage 
an  assistant,  approximately  10  per  cent,  of  practitioners  . . . should  be  encouraged 

to  do  so  ”,  that  “ such  a practitioner  should  receive  as  'part  of  his  remuneration  \ 
in  a publicly  organised  service  a supervision  fee  of  £100  per  annum  in  respect  \ 
of  an  assistant  who  had  no  previous  experience  or  only  one  year’s  previous 
experience  of  general  practice  ”,  and  that  “ such  an  assistant  should  receive  £500 
in  his  first  year  and  £600  in  a second  year  df  any  ”.  In  the  view  of  toe  Subcom- 
mittee toe  present  trainee  general  practitioner  scheme  is  clearly  based  on  this 
paragraph  of  the  Spens  Report,  with  slight  modifications,  and  consequently  the 
net  income  of  trainee  general  practitioners  should  be  based  on  this  paragraph 
“ with  due  adjustment  to  present  conditions  ”.  There  is  no  second  year  in  the 
present  trainee  general  practitioner  scheme  and  the  Subcommittee  therefore 
considers  .that  toe  net  salary  of  £600  for  an  assistant  in  his  second  year  in  general 
practice  suggested  in  para.  14  of  toe  Spens  Report  should  be  interpreted  as 
applicable  to  all  assistants  in  (their  second  year  in  general  practice,  whether  they 
are  employed  by  toe  same  principal  as  in  toe  first  year  or  not. 

11.  In  order  to  correspond  with  toe  Danckwerts  adjudication  on  toe  betterment 
factor  to  be  applied  to  the  Spens  recommendation,  whereby  100  per  cent,  was 
used  as  toe  betterment  factor  in  the  calculation  of  toe  income  of  principals, 
assistants  total  net  incomes  from  1950  to  30th  April,  1957,  should  have  been: — - 

Total  net  income 


( including 
Exchequer 
superannuation ) 


( less  Exchequer 
superannuation 
contribution) 


1st  year  £1,000  p.a.  net  £927  p.a.  net 

2nd  year  £1,200  p.a.  net  £1,113  p.a.  net 

The  net  income  of  principals  was  increased  by  the  Government  by  5 per  cent, 
on  toe  1950  figure,  as  an  interim  measure  on  1st  May,  1957.  Thus  assistants’ 
total  net  incomes  should  have  become : — 


1st  year  £1,050  p.a.  net  £974  p.a.  net 

2nd  year  £1,260  p.a.  net  £1,168  p.a.  net 

The  Government  made  a further  interim  increase  in  the  net  income  of  prin- 
cipals, of  4 per  cent,  on  toe  1957  figure,  on  1st  lanuary,  1959,  and  assistants 
total  net  income  should  have  become : — 


1st  year  £1,092  p.a.  net  £1,013  p.a.  net 

2nd  year  £1,310  p.a.  net  £1,215  p.a.  net 

However,  as  'has  been  shown  in  toe  Preliminary  Memorandum  of  Evidence, 
paras.  68-73,  for  toe  Spens  Recommendation  to  be  fulfilled  these  incomes  should 
have  risen  steadily  since  1950,  giving  for  1957-58  an  increase  of  29  per  cent., 
resulting  in  the  following  total  net  income : — 

1st  year  £1,290  p.a.  net  £1,196  p.a.  net 

2nd  year  £1,548  p.a.  net  £1,435  p.a.  net 
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12.  The  salary  .received  iby  trainee  general  .practitioners  from  the  Ministry  of 
Health  {£700  from  July,  1948  to  June,  1955  then  £775  until  1st  May,  1957  then 
£850  until  1st  January,  1959,  and  now  £885)  therefore  has  always  fallen  and  still 
falls  very  far  short  of  the  Spens  recommendation  as  interpreted  by  Danckwerte, 
with  the  .addition  of  5 per  cent  and  the  4 per  cent  increases.  The  figures 
should  now  ibe  £1,013  iper  annum  net.  Fulfilment  of  the  Council’s  claim  for 
a 29  per  cent  increase  would  necessitate  a salary  of  £1,196  per  annum  net. 

13.  The  salaries  of  “.permanent”  assistants  of  course  have  to  be  paid  .by  the 
principal  .and  axe  .an  expense  allowed  by  the  Inland  .Revenue.  They  therefore 
depend  on  the  principal’s  willingness  and  .ability  to  pay.  It  is  reasonable  therefore 
to  apply  the  Danekwetfs  betterment  factor  plus.  5 per  cent  to  obtain  appropriate 
incomes  for  such  assistants,  d.e.  £974  for  .first  year  and  £1,168  for  2nd  year  from 
1st  May,  1957  to  31st  December,  1958  ; with  the  further  4 per  cent  increase  on 
1st  January,  1959  appropriate  incomes  for  such  assistants  are:  £1,013  for  the 
1st  year  and  £1 ,21 5 for  2nd  year. 

14.  At  1st  July,  1957  there  were  509  “ permanent  ” assistants  in  their  first 
year  to  whom  the  figure  of  £974  net  would  at  that  time  have  been  relevant.  There 
were  in  addition  956  “ permanent  ” assistants  who  were  in  their  second  and 
subsequent  years  and  who  should  have  been  receiving  £1,168  net  per  annum 
for  the  second  year  and  in  equity,  more  for  subsequent  years. 

15.  Since  the  Council’s  further  supplementary  Memorandum  of  Evidence  was 
submitted  to  the  Royal  Commission,  (he  Assistants  and  Young  Practitioners 
Subcommittee  and  the  Medical  Practices  Advisory  Bureau  have  made  further 
enquiries  into  assistants’  salaries  (see  below  and  Appendix,  Tables  5 and  6).  It 
would  seem  that  salaries  in  some  parts  of  the  country  are  lower,  in  some  cases 
considerably  lower,  than  in  .the  London  area.  Thus : 


Area 

Average 

Gross 

Salary 

Average 

Car 

Allowance 

Average 

Net 

Salary 

(a)  Figures  supplied  by  M.P.A.B. : 
January  to  June,  1958: 

£ 

£ 

£ 

(1)  London  Office 

1,245 

150 

1,095 

(2)  Manchester  Office  

June  to  December,  1958: 

(3)  Scottish  Offices — 

1,270 

200 

1,070 

Practices  in  England  

1,296 

200 

1,096 

Practices  in  Scotland  

(b)  Other  figures  supplied  by  the  Assistants  and 
Young  Practitioners  Subcommittee: 

1,065 

200 

865 

(1)  London  

1,260 

? 

1,089 

(2)  South  East  England 

1,166 

7 

(3)  South  West  England 

1,192 

200 

992 

(4)  Sheffield  

1,180 

200 

980 

ft  should  ibe  noted  that  the  figure  for  Scotland  is  based  on  a very  small  sample 
of  introductions  circularised  by  the  Bureau,  which  were  the  only  ones  available 
in  which  full  details  were  given  by  the  Principal. 


16.  The  Subcommittee  notes  .that  it  is  frequently  not  clear  whether  the  cost 
of  petrol  and  oil  used  by  the  assistant  for  practice  purposes  is  paid  for  by  the 
assistant,  or  directly  by  'the  principal.  In  the  figures  given  for  London  above,  it 
is  possible  that  in  .many  .cases  the  petrol  and  oil  was  paid  for  by  the  assistant.  The 
Subcommittee  wishes  to'  emphasize  that  the  car  allowance  is  intended  to  cover 
maintenance  and  depredation,  and  not  petrol  and  oil,  which  should  be  paid  for 
separately  by  the  principal  in  accordance  with  Association  policy  (Medical 
Practitioners  Handbook  Section  V,  paragraph  (3)). 

17.  The  Subcommittee  emphasizes  that  the  figures  quoted  are  averages  and 
apply  to  assistants  with  widely  differing  experience  of  general  practice,  from  nil 
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to  five  or  more  years.  The  Subcommittee  considers  that  toe  Spens  recommenda- 
tion for  assistants  in  their  first  two  years  in  general  practice  should  be  fulfilled 
ki  accordance  with  present  day  values  of  money,  and  tout  these Recommendations 
should  be  minimum  recommendations  applicable  to  all  whole-time  assistants.  It 
“ers  Z an  assistant  with  more  than  two  years’  experience  should  normafiy 
receive  extra  remuneration  in  accordance  with  bis  greater  experience.  The 
sXommittee  further  considers  that  these  recommendations  should  be  reviewed 
yearly  intervals  in  the  light  of  general  trends  m remuneration. 

18  Emoluments  offered  .to  assistants  may  include  living  accommodation.  This 

can  that  £ the  assistant  is  married,  especially  with  children  he  may  have 

homes,  or  else  live  in  accommodation  which  may  be  inadequate. 
Thf  ^Smodation  may  .be  tied  to  the  employment,  .placing  the  assistant  at  a 
tofcSe  to  a£y  dispute  with  his  principal,  especially  when  accommodation 
Tn  a number  of  cases  this  means  living  on  or  above  practice  premises. 
Here  the  ass  tot’s  wife  (like  the  principal’s)  must  of  necessity  often  .act  as  message 
ffre  “rJ sven  as  surgery  cleaner.  For  these  services  .there  is  often 
wifl  rnty  as  a result  be  tied  to  the  house  for  long 
“ SS  the distant  will  not  be  able  to  claim  tax  relief  on  any  sum  he  may 
pay  his  wife  for  such  duties. 

19  Notwithstanding  all  .the  above  the  Subcommittee  records  that  there  are 
rnirnv  hCrSmtships  of  mutual  benefit  to  both  parties  and  expresses  its 

^ r rival  Commission  will  recommend  that  ah  assistants  be 

— W as  interpreted  by  Danckwerts  pdus 
awarnea  salaries  * , a financial  framework  for  the 

*ofS“priduced  iwch  wiU  enable  such  a recommendation  to  be  effective. 

Conditions  of  Work  of  Assistants  . 

10  xbe  B.M.A.’s  Medical  Practices  Advisory  Bureau  recommends  ^ jtain 
safeguards  in  the  contract  of  employment,  a copy  of  which  is  appended  (Assistant- 
shiS^Medical  Practitioners  Handbook).  The  Subcommittee  -believes i thai -toes 
areoften  observed  and  that  indeed  in  some  cases  conditions  are  better  than  tile 
are  otten  o,toervea,  realised,  however,  that  the  relationship 

private  one,’  and  the  powers  of  the  BiM.A. 

are  limited. 

,,  Although  Executive  Councils  have  the  duty  to  review  all  °™sents  to 
envoliov  an  assistant  given  to  practitioners  in  their  area,  they  and  the  Ministry 
a£f compelled  under  the  terms  of  the  act  and  its  regulations 
inTOtblem  from  the  point  of  view  of  the  continuity  of  service  to  patients.  Executive 
Cmmoils  have  no  cower  either  to  withdraw  their  consent  or  to  modify  the  size 
of  the  additional  list  in  respect  of  an  assistant  solely  on  the  grounds  of  the  salary 
and  conditions  of  employment  of  a particular  assistant.  In  these  circumstance 
,muoh  depends  on  individuals  and  particularly  on  the  balance  of  supply  of  and 
demand  for  assistants.  Thus  the  conditions  of  employment  of  assistants  depend 
on  the  relative  ease  or  difficulty  of  establishment  in  .practice  as  a principal. 

22  The  Subcommittee  draws  the  attention  of  the  Royal  Commission  to  the 
fact  that  in  some  practices  where  there  is  a full  list .for  both  prmcipti  and  assist 
toe  assistant  is  required  to  do  considerably  more  than  half  toe  NflS ThB 
is  especially  likely  to  occur  where  the  principal  has  other  commitments  such  as 
factory!  police  or  hospital  appointments,  or  private  practice  and,  of  course,  it 
is  toe  well  known  large  list  practitioner  who  is  most  likely  to  be  offered  such 
work  and  toe  established  practitioner  with  an  assistant  who  is  most  likely  to-  be 
able  to  find  time  for  it.  In  some  cases,  toe  assistant  may  m fact  be  looking 
after  more  than  a full  list  for  a single-handed  practitioner.  The  Subcommittee 
considers  that  where  a principal  has  substantial  outside  commitments,  the  extra 
list  permitted  in  respect  of  an  -assistant  should  be  reduced  consider ably  'below 
the  normal  maximum  (see  paragraphs  44  and  45).  Since  .this  is  a matter  which 
affects  patients  as  well  as  the  assistant,  Executive  Councils  already  have  power 
to  make  such  a reduction  and  -the  Subcommittee  hopes  that  this  power  will  be 
fully  used. 

23.  The  Sub-committee  considers  that  everything  possible  should  be  done  to 
facilitate  establishment  in  practice  as  a principal.  There  will  always  be  practices 
in  which  an  assistant  is  required,  for  varying  periods,  m which  no  partnership 
is  likely  to  materialise,  but  this  matters  little  to  the  assistant  if  he  can  be  sure 
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■that  while  working  as  an  assistant  he  is  steadily  putting  himself  in  a better 
position  to  obtain  a junior  partnership  or,  (which  is  noit  infrequently  preferred) 
a single-handed  practice,  at  a time  of  his  own  choice. 

Entry  and  Establishment  in  Practice  as  Principal 

24.  The  Council  has  already,  in  its  Preliminary  Memorandum  of  Evidence 
expressed  its  concern  at  the  late,  and  increasingly  late,  age  at  which  doctors  are 

becoming  established  in  practice  (paragraphs  99,  103).  u uoctors  are 

25.  It  is  well  known  that  at  the  time  of  the  inception  of  the  N.H.S.  and  the 
parliamentary  debates  that  preceded  it,  it  was  frequently  stressed  that  the  N.H  S 
would  help  young  doctors  to  establish  themselves  in  general  practice  by  abolish- 
ing the  need  to  find  capital  In  fact,  entry  and  establishment  have  been  more 
difficult,  uncertain  and  unsatisfactory  since  1948. 

. 26-  By  1952  the  situation  had  become  so  serious  that  the  Government  in  agree- 
ing to  the  submission  of  its  dispute  with  the  B.M.A.  on  the  interpretation  of  sSens 
to  an  independent  arbitrator,  insisted  that  the  distribution  of  the  pool  should  be 
the  subject  of  an  enquiry  by  a Working  Party,  the  terms  of  reference  of  which 
included  the  duty  to  make  it  easier  for  new  doctors  to  enter  practice  ”.  Follow- 
ing the  implementation  of  the  Working  Party's  recommendations  there  was  an 
immediate  but  temporary  improvement  (see  paragraph  35). 

27.  The  Sub-committee  does  not  suggest  that  entry  was  ever  easy — it  was 
necessary  to  work  for  ,the  desired  result — but  provided  that  a young  doctor  was 
willing  to  work  as  an  assistant,  or  otherwise,  for  several  years  and  save  money 
after  a time  he  knew  -that  he  would  be  able  to  obtain  a loan  which  together  with 
his  savings,  would  enable  him  to  purchase  a practice  or  a share  of  a practice. 
Practices  differed  in  price  according  to  income,  security  and  district,  but  it  was 
then  as  possible  to  obtain  a practice  as  to  buy  a house.  A reasonable  choice 
of  practices  existed ; within  limits,  the  doctoT  could  buy  a practice  when  and 
where  he  wished. 

28.  Since  1948  the  young  doctor  has  not  been  able  to  plan  his  future  in  the 
same  way.  He  has  much  less  choice  when  and  where  he  should  set  up  in  practice. 

Executive  Council  Vacancies 

29.  A doctor  usually  has  to  apply  for  several  executive  council  vacancies 
before  be  is  selected.  The  average  number  of  applicants  for  Executive  Council 
vacancies  an  1957  was  35  (see  Ministry  of  Health  Annual  Report,  1957,  Table  J). 
if  a doctor  is  selected,  even  if  the  practice  is  not  what  he  wanted,  he  will  prob- 
ably take  it  being  afraid  he  will  not  be  offered  another,  for  at  least  he  has  an 
search6  ^ S°me  secunty'  The  unsuccessful  applicants  must  continue  their 

Entry  as  an  Assistant  with  view  to  Partnership 

30.  Alternatively  he  may  take  an  assistantship  with  view  to  partnership  If  the 
;™lp  does  not  materialise  he  has  not  only  made  no  further  progress  towards 

a Prmc'Pal ; his  greater  age  may  prove  a disadvantage  when  he 
nmt  apphes  (°r  a P°st,  and  he  may  be  precluded  from  practising  again  in  the 
area  for  some  years  by  the  terms  of  a restrictive  covenant. 

Starting  a new  Practice 

Pr»lu™hArily’  he  maLaftempt  t?  set  up  a new  practice,  usually  with  an  Initial 
AEowan5f-  This  is  a risky  venture  except  on  a new  estate  where  such 
peaings  are  usually  granted  only  by  selection  by  the  executive  council. 

th?  heIp  of  Initial  Practice  Allowances  in  areas 
considered  under-doctored  has  declined.  The  Sub-committee  has  welcomed  these 
AUowances  and  submits  three  reasons  why  they  have  not  been  fully  taken  up 
c®  j*  ohfcunmg  capital  for  property  (in  this  connection  the  Sub- 

p““S“ttet5  uld  emphasise  that  a doctor  having  no  income  other  than  an  Initial 
Praohce  Aflowance  is  unable  to  obtain  a mortgage  or  bank  loan  and  in  fact 

snfflri1^  Pra,C‘,lCf  ^l0War  is  usefuI  <*&  1»  "he  doctor  who  ateady  pissess^ 
SfW  t0  feuy  a house  or  who  can  find  a suitable  house  to  rent),  second 
m T ?Ct  that  many  mumclPal  housing  schemes  have  been  completed  and  their 
^“UTlr,e?entf.  and  'tMrd  is  the  fact  toat  the  number  of  areas  defined 
f ^ \ Practices  Committee  as  under-doctored  has  decreased  considerablv 

(see  Medical  Practices  Committee’s  Report).  uecreaseo  considerably 
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33.  Thus  as  a rule  the  doctor  ‘has  little  influence  over  his  future,  the  main 
decision  being  made  by  executive  councils  or  established  doctors.  Before  a mac 
tice  or  partnership  is  obtained,  there  is  often  a long  period  of  complete  uncertainty 
for  the  doctor  no  matter  how  hard  he  works,  cannot  be  sure  that  he  is  makin 
progress  towards  obtaining  his  own  praotice  or  a share  in  a partnership  After* 
wards,  he  will  have  very  great  difficulty  in  changing  his  area  of  practice  should 
he  so  wish. 


34.  figures  for  the  numbers  of  doctors  admitted  each  year  to  the  Medical 
Register,  the  numbers  admitted  as  principal  to  the  Medical  List  and  the  averse 
size  of  list  are  available  and  are  shown  in  the  subsequent  paragraph.  Figure* 
for  the  numbers  of  principals  on  the  Medical  List,  the  annual  increase  and  the 
annual  percentage  increase  arc  given  in  Table  3 of  the  appendix  together  with 
another,  Table  4,  showing  changes  in  age  structure  and  size  of  list  from  1953  ° 


Number  of  Doctors 

Number  of  Doctors 

Year 

admitted  to 

admitted  to 

Medical  Register 

Medical  List 

1947  ... 

2,787 

1948  ... 

3,968 

1949  ... 

3,109 

1950  ... 

3,160 

1,210 

1951  ... 

3,075 

1,079 

1952  ... 

4,493 

1,100 

1953  ... 

507 

1,568 

1954  ... 

2,222 

1,176 

1955  ... 

2,992 

990 

1956  ... 

3,113 

960 

1957  ... 

3,226 

936 

36.  The  above  figures  show  a continuing  decline  in  the 
principals  in  general  practice  each  year  since  1953. 


Average 
size  of 
List 


2,436 

2,324 

2,293 

2,283 

2.272 

2.273 

numbers  of  new 


Note : They  do  moit  take  into  account  the  possible  effect  of  the  10  year  qualify- 
ing period  for  superannuation  ending  in  July,  1958. 


37.  The  figures  (England  and  Wales)  for  the  population  since  1952,  the  num- 
ber of  principals  in  the  N.H.S.  and  the  ratio  of  population  to  the  number  of 
principals  are  as  follows : 


Year 


1952 

1953 

1954 

1955 

1956 

1957 


Population 

(000's) 

43,995 

44,109 

44,274 

44,441 

44,667 

44,907 


Total  number 
of  Principals 
(England 
and  Wales) 
17,204 
18,010 
18,482 
18,783 
19,082 
19,343 


Population 
per  Principal 

2,555 

2,449 

2,396 

2,366 

2,341 

2,322 


It  will  be  seen  that  the  figures  for  the  population  per  principal  has  fallen  very 
slowly  since  1954.  The  Sub-committee  considers  that  in  order  to  permit  a steadily 
rising  standard  of  general  practice  this  ratio  should  fall  considerably  more  rapidly, 
and  therefore  the  total  number  of  principals  should  increase  more  rapidly  than  it 
has  m toe  last  few  years. 

38.  The  attention  of  the  Commission  is  directed  to  the  situation  'that  may 
arise  in  1960.  If  National  Service  ends  approximately  700  doctors  will  become 
available  for  mv, iban  employment  in  1960  and  another  700  in  1961,  together, 
of  oourse,  with  those  newly  registered  each  year.  Many  of  these  w-ill  seek  to 
enter  general  praotice. 

39.  The  Council  has  expressed  its  concern  at  the  difficulty  which  faces  doctors 
wishing  to  move  from  one  area  to  another  (para.  110  and  “Entry  into  General 
Medical  Practice  " by  Dr.  L.  S.  Potter,  page  14,  first  paragraph).  Since  a doctor 
is  compelled  to  live  close  to  his  practice,  the  ability  to  change  his  area  of 
practice  is  of  greater  importance  to  him  than  to  persons  in  most  other  walks 
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of  life— yet  the  doctor  finds  it  more  difficult  than  most  other  persons  to  move 
(Preliminary  Memorandum,  para.  110.). 

40.  In  the  Sub-committee's  opinion  there  are  thnee  reasons  for  'the  undoubted 
recent  difficulty  of  entry  into  practice  for  the  average  junior  member.  These 
are: 

(i)  The  reduction  since  1951  in  the  value  of  the  money  available  for  general 
medical  services ; 

(ii)  The  existing  schemes  of  distribution  of  this  money  ; and 

(iti)  The  prohibition  since  1948  of  the  sale  of  goodwill. 

Goodwill 

41.  It  has  been  held  by  the  courts  that  goodwill  of  medical  practices  still 

exists— it  ;is  merely  its  sale  which  the  N.H.S.  Act  has  prohibited.  The  general 
practitioner  is  in  the  anomalous  position  of  being  the  only  self  employed  person 
in  the  country  who  is  forbidden  to  buy  or  sell  goodwill  (even  the  dentist  in 
the  N.H.S.  can  sell  goodwill,  although  he  has  a superannuation  scheme  as  well). 
Yet  the  general  practitioner,  being  self  employed,  must  have  obtained  his  goodwill 
by  some  method.  In  fact  the  lengthy  and  detailed  provisions  of  the  N.H.S.  Act, 

and  the  penalties  prescribed,  suggest  -that  the  sale  of  goodwill  is  natural  and 

therefore  difficult  to  eradicate.  Prohibition  of  ffie  sale  of  goodwill  has  resulted 
in:  — 

(a)  Lack  of  incentive  to  older  dootors  to  retire  before  their  practices  have 
deteriorated. 

(b)  Reduced  incentive  to  older  dootors  to  take  a junior  partner. 

(c)  Distortion  of  the  relationship  between  assistant  with  view  to  partnership 

and  principal.  Before  1948,  an  assistantshiip  with  view  was  a genuine 
■trial  partnership,  since  the  increase  in  income  and  security  for  the 

assistant  and  loss  of  income  for  the  principal  which  oocur  when  the 

partnership  is  confirmed,  were  compensated  by  a payment  from  assistant 
to  principal  and  so  the  partnership  had  balanoed  advantages  and  dis- 
advantages for  both  panties.  Since  1948,  the  immediate  advantages  to  the 
assistant  and  disadvantage  to  the  principal  can  no  longer  be  compensated 
by  any  payment,  although  this  is  to  a considerable  extent  offset  by  the 
fact  that  as  a rule  the  junior  partner  will  do  half  or  more  than  half 
the  work  for  a number  of  years  for  a third  of  the  partnership  income 
(see  para.  60).  Hence  the  assistant  tends  to  desire  a partnership  too 
readily,  while  a principal  tends  not  to  desire  one  readily  enough. 

(d)  Distortion  of  relationship  between  senior  and  junior  partner,  the  latter 
having  little  or  no  “ stake  ” in  the  practice  and  remaining  psychologically 
in  the  position  of  an  assistant  (see  para.  58). 

(< e ) Abolition  of  choice  by  younger  doctor,  subject  to  availability  and  price 
of  practices,  and  substitution  of  choice  by  selection  committee. 

(f)  Severe  restriction  of  freedom  of  movement,  common  to  all  doctors,  so 
that  younger  doctors  are  unwilling  to  settle  in  less  attractive  areas, 
realising  that  they  probably  will  be  compelled  to  remain  for  the  rest 
of  their  lives. 

42.  The  Association  in  1954  decided  that  the  restoration  of  sale  of  goodwill 
was  impracticable. 

43.  The  Association  has  never  considered  the  restoration  of  sale  of  goodwill 
as  undesirable  and  some  would  say  that  its  prohibition  has  caused  great  difficulties, 
not  least  to  those  who  might  have  expected  to  benefit,  namely  the  younger 
practitioner  wishing  to  establish  himself  in  general  practice. 

Size  of  Lists 

44.  Within  the  framework  of  the  N.H.S.  Acts  the  Sub-oommittee  feels  that 
ithe  main  measure  which  would  help  the  younger  dootor  'attempting  to  establish 
himself  in  general  practice  would  be  a reduction  in  the  maximum  size  of  list  for 
a principal  and  a corresponding  reduction  in  the  extra  permitted  list  for  an 
assistant.  Sinoe  1952  when  the  maximum  size  of  list  for  an  established  principal 
was  reduced  from  4,000  to  3,500  there  has  been  a steady  fall  in  the  ratio  of 
the  size  of  the  population  to  the  number  of  general  practitioners,  due  to  a 
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greater  increase  in  the  latter  than  the  former.  The  ratio  in  1952  was  one 
N.H.S.  general  practitioner  to  every  2,555  persons.  In  1957  it  was  one  N.H.S. 
general  practitioner  .to  every  2,322  persons.  (See  para.  37.)  The  Sub-committee 
wishes  to  point  out  that  some  reduction  of  maximum  list  would  cause  no  injustice 
to  the  full  list  doctor.  Although  if  there  were  no  simultaneous  increase  in  the 
betterment  factor  such  a doctor  would  suffer  a small  immediate  fall  in  income, 
he  alone  of  general  practitioners  has  already  been  partially  compensated  for 
the  effects  of  the  fall  in  value  of  money  by  the  increase  in  the  Pool  due  to 
the  increase  in  the  number  of  principals  taking  part  in  the  N.H.S.,  without 
taking  into  account  either  the  5 per  cent,  and  4 per  cent,  interim  increases  in 
net  income,  or  the  increasing  payments  in  respect  of  expenses.  Thus  while  for 
the  average  general  practitioner  the  increase  in  net  income  per  patient  due 
to  the  inorease  in  the  number  of  principals  and  the  resulting  increase  in  the 
total  net  income  of  the  profession  has  been  exactly  offset  by  a fall  in  the 
number  of  patients  on  his  list,  the  practitioner  who  has  retained  a full  list 
since  the  Danckwerts  Award  has  bad  on  increase  in  income  per  patient  without 
any  offsetting  factor  other  .than  the  fall  in  the  value  of  money  which  has 
affected  all  practitioners.  The  profession  as  a whole  has  suffered  a reduction 
of  29  per  cent  in  the  purchasing  power  of  its  income  since  Danckwerts,  partially 
offset  by  the  5 per  cent,  and  4 per  cent,  interim  increases— the  full  list  practitioner 
has  suffered  much  less  because  he  has  gained  up  to  10  per  cent,  by  the  increased 
payment  in  the  final  settlement,  apart  from  the  5 per  cent,  and  4 per  cent, 
interim  increases  which  apply  to  all  practitioners. 

45.  The  assistaatsbip  system  as  has  been  pointed  out  above  permits  a principal 
with  a full  list  for  himself  and  a full  extra  list  for  his  assistant  to  undertake 
other  remunerative  work  outside  his  N.H.S.  practice,  whale  the  greater  part 
of  the  N.H.S.  work  of  the  total  list  is  done  by  the  assistant.  It  is  the  well 
known  large  list  practitioner  who  is  most  likely  to  be  offered  such  work,  and 
of  large  list  practitioners,  it  is  those  with  assistants  who  are  most  likely  to  be 
able  to  find  time  for  it.  As  a result  suoh  work  is  not  usually  available  for  the 
small  list  practitioner  who  is  attempting  to  establish  himself.  The  Sub-committee 
draws  attention  again  to  its  proposal  given  in  para.  22. 

46.  One  further  difficulty  facing  the  dootor  attempting  to  establish  himself  in 
practice  is  .the  cumbersome  administrative  procedure  neoessary  before  a patient 
who  has  not  changed  his  address  oan  change  his  doctor,  and  more  important 
the  fact  .that  this  procedure  has  given  some  less  well  educated  patients  the 
impression  .that  change  of  doctor  is  impossible.  The  Sub-committee  considers 
that  the  disadvantages  of  the  present  procedure  outweigh  its  advantages,  and 
suggests  that  the  procedure  be  amplified. 

47.  The  Sub-committee  considers  that  the  time  has  come  for  a reduction  of 
the  figures  for  doctor /population  ratio  .used  by  .the  .Medical  Practices  Committee 
as  criteria  for  determining  whether  or  not  extra  doctors  are  needed  in  an  area. 
Such  a reduction  would  lead  to  an  increase  in  the  number  of  initial  practice 
allowances  available  and  .thus  would  help  to  facilitate  establishment  in  practice. 

48.  Statistics  of  'the  Initial  Practice  Allowance  Scheme  ate  shown  .below : — ■ 


Average  Cost 

Year 

Number  of 

Total  Cost 

for  doctors  in 

Doctors 

receipt  of  I.P.A 

£ 

£ 

1953-54  

160,931 

*1954-55  

256 

108,151 

422 

1955-56  

217 

75,025 

350 

1956-57  

189 

46,149 

249 

1957-58  

131 

41,431 

316 

1958-59  (estimated) 

100 

30,076 

300 

The  Subcommittee  considers  that  the  state  obtains  very  good  value  from  the  I.P.A. 
scheme. 

* Note:  The  numbers  are  for  the  years  ended  31st  December  and  the  costs  are  in  respect 
of  the  financial  years. 
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Practice  Expenses 

49.  The  Assistants  and  Young  Practitioners  Sub-committee  considers  that  the 
present  method  of  distribution  of  payment  for  expenses  (i.e.  together  with  the 
captation  fee,  irrespective  of  the  size  or  circumstances  of  the  practice)  is  unsatis- 
factory. An  improvement  of  this  system  would  be  a considerable  help  to  those 
attempting  to  establish  themselves  as  principals  in  'general  practice. 

50.  The  Sub-committee  and  the  members  whom  it  represents  have  had  to  endure 
with  forbearance  some  hard  knocks  from  the  rough  justice  which  the  present 
expenses  reimbursement  system  is  said  'by  the  Council  to  afford  to  all.  (Fourth 
Supplementary  Memorandum  para.  30.)  The  Sub-oommiittee  expresses  the  view 
that  principals  with  lists  in  the  lower  ranges  receive  inadequate  and  inequitable 
reimbursement  of  expenses. 

51 . The  failure  to  pay  loading  below  the  501st  patient  to  those  who  are  main- 
taining surgery  premises  and  providing  unrestricted  general  medical  services  has 
always  been  regarded  as  a hardship  on  unestaiblished  practitioners.  This 
exaggerates  .the  present  unsatisfactory  distribution  of  expenses. 

52.  The  Council  in  its  fourth  supplementary  .Memorandum  of  evidence  to  the 
Royal  Commission  (paras.  31  & 32)  has  pointed  out  that  Initial  Practice  Allow- 
ances, Supplementary  Annual  Payments  and  Hardship  Payments  make  a con- 
tribution towards  the  expenses  of  some  small  list  doctors.  The  Royal  Com- 
mission’s attention  is  drawn  to  the  very  small  numbers  of  doctors  who  receive 
Initial  Practice  Allowances,  Supplementary  Annual  Payments  and  Hardship  Pay- 
ments all  generously  increased  after  the  5 .per  cent,  interim  adjustment  of  May 
1957  and  increased  by  4 per  cent,  from  1st  January  1959. 


Year 

No. 

I.P.A. 

Cost 

No. 

S.A.P. 

Cost 

Hardship  Payments 
No.  Cost 

*1956  ... 

...  189 

£46,149 

290 

£75,761 

9 

£2,901 

1957  ... 

...  131 

£41,431 

284 

£77,332 

4 

£2,219 

* Note:  The  numbers  are  for  the  years  ended 

31st  December  and  the  costs 

are  in  respect 

of  the  financial  years. 

53.  In  1957  there  were  1,014  doctors  in  single-handed  practice  .with  less  than 
1,000  patients  and  providing  .unrestricted  medical  services. 

54.  The  statement  that  practice  expenses  are  somehow  paid  by  .the  final  settle- 
ment, larger  for  those  already  most  favourably  rewarded  financially,  ruibs  salt 
in  the  wounds  of  lower  last  principals. 

55.  It  'has  been  pointed  out  by  the  Council  that  the  present  method  does  no.t 
attempt  to  reimburse  to  each  doctor  the  exact  annual  expenses  which  he  has 
incurred.  While  the  Sub-committee  believes  this  to  be  impracticable  and  in  fact, 
undesirable,  in  view  of  the  consequences  pointed  out  in  the  Fourth  Supplementary 
Memorandum,  paTa.  33,  it  considers  that  so  long  as  'the  capitation  fee  system 
persists,  each  doctor  should  receive  a standard  capitation  fee  for  each  patient, 
representing  net  income,  together  with  an  “ expenses  ” capitation  fee,  which  would 
vary  according  to  the  size  and  circumstances  of  the  practice.  It  is  understood  that 
practices  are  already  classified  into  about  10  groups  according  ito  size  and  type, 
each  with  different  expense  ratios  and  this  classification  could  be  used.  In  practice 
the  present  system  could  be  used,  making  the  adjustment  in  the  supplementary 
payment.  This  .method  although  not  entirely  accurate,  is  thought  iby  the  Sub- 
committee to  ibe  less  unjust  than  the  present  arrangement. 

56.  The  Sub-committee  hopes  that  the  Royal  Commission  will  go  as  far  as 
possible  in  recommending  an  equitable  scheme  of  distribution  of  the  money 
needed  for  expenses. 

Partnership  Practice 

57.  Partnership  practice  has  been  increasing  during  recent  years  and  is,  of 
course,  encouraged  iby  the  fact  .that  formation  of  a partnership  is  the  only  method 
now  available  whereby  a principal  can  retain  control  of  his  good  will,  while 
small  single-handed  -practices  which  formerly  would  have  been  sold  intact  tend 
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to  wither  away,  and  be  redistributed,  rather  than  advertised.  The  “ notional  list  n 
system  has  also  to  some  extent  encouraged  the  development  of  partnerships. 

58.  There  are  certain  advantages  in  partnership  practice  .to  both  partners  as 
well  as  to  the  patients.  However,  at  is  essential  that  the  prospects  and  status  of 
the  junior  -partner  should  foe  secure  and  that  foe  should  not  foe  regarded  as  an. 
assistant  -under  another  name.  It  has  already  been  shown  (ipara.  41  (c))  how  -the 
prohibition  of  sale  of  good  will  has  disturbed  the  relationship  of  “ assistant  with 
view  ” to  the  principal,  the  assistant  having  little  to  offer  and  much  to  gain,  the 
principal  having  little  to  gain  and  a definite  part  of  his  income  to  lose.  This 
disturbance  is  liable  to  persist  after  formation  of  the  partnership  (see  para.  41  (d)), 
leading  to  a sense  of  inequality  between  the  partners,  a feeling  of  injustice 
on  both  sides,  and  to  the  feeling,  on  fooith  sides,  that  the  incoming  man,  having 
paid  nothing  to  enter  the  practice,  has  no  “ stake  ” in  it,  and  is  psychologically 
in  >the  position  of  an  assistant.  Many  of  these  problems  are  psychological  and 
intangible,  but  they  are  nevertheless  real,  and  cannot  but  harm  the  personal 
relationship  which  is  the  (basis  of  any  partnership. 

59.  In  some  “ partnerships  ” the  disparity  <im  status  of  the  two  partners  is  such 
that  the  junior  'partner  is  paid  a salary.  The  Sub-committee  considers  such  an 
arrangement  inherently  undesirable,  and  not  a true  partnership.  It  considers  that 
“ loadings  ” should  not  be  payable  in  respect  of  such  a junior  “ partner  ”. 

60.  The  Sub-committee  wishes  to  point  out  that,  in  many  partnerships,  the 
junior  partner,  even  after  a preliminary  assistantship,  is  expected  to  do  more  than 
half  the  work  for  a variable  number  of  years  for  a third  of  the  partnership 
income  with  no  prospect  of  financial  capital  gain.  This  situation,  although  only 
to  be  expected  since  the  junior  partner  has  no  other  way  of  paying  for  'his  secure 
income  and  compensating  the  senior  partner  for  his  loss  of  income,  would  appear 
to  be  virtually  a sale  of  good  will,  and  seems  incompatible  with  -the  intention  of  (the 
NJHLS.  Act 

61.  Few  single-handed  practitioners  work  in  complete  professional  isolation 
except  -possibly  in  Temote  rural  areas.  The  majority  take  part  in  rota  arrangements 
which  allow  each  member  some  time  off  duty,  cover  short  periods  of  illness, 
encourage  clinical  discussions  and  facilitate  the  obtaining  of  a second  opinion. 
Thus  most  of  the  advantages  of  partnership  may  be  obtained,  while  a more 
personal  service  may  be  given. 

Encouragement  of  Quality  Work 

62.  The  Sub-committee  expresses  the  view  that  the  size  of  list  is  not,  by  itself, 
a satisfactory  measure  of  a doctor’s  ability.  Apart  from  ability  -there  are  other 
factors  which  influence  the  size  of  a doctor’s  list  such  as  the  situation  of  the 
practice  premises,  the  density  of  the  population,  the  local  ratio  of  doctors  to 
population  in  the  district,  and  the  help  of  an  assistant. 

63.  The  Sub-committee  would  prefer  that  remuneration  should  bear  more 
immediate  relation  to  work  actually  done,  for  example  in  midwifery,  emergency 
work  out  of  hours  and  co-operation  with  hospital,  specialist  and  local  authority 
services. 

64.  For  this  reason,  the  Sub-committee  would  welcome  the  consideration  of 
alternative  methods  of  remuneration,  from  which  a choice  could  be  made  by 
agreement  (between  doctor  and  patient.  Such  methods  might  include  the  capitation 
fee  system  or  the  item  of  service  system  and  an  insurance  method  of  remuneration. 
The  Sub-committee  does  not  favour  the  salary  method  in  general  practice. 

65.  The  Sub-committee  shares  the  Council’s  doubts  as  to  the  value  of  any  system 
of  “ Merit  Awards  ”,  and  feels  that  any  system  where  extra  income  is  -the  result 
of  approval  by  a committee  might  well  lead  to  nepotism,  favouritism,  corruption 
and  -the  destruction  of  what  remains  of  the  traditional  independence  of  the  general 
practitioner,  so  necessary  to  the  proper  practice  of  medicine. 

66.  The  Sub-committee  stresses  the  importance  of  regular  post  graduate  study 
to  maintain  standards  of  clinical  work  in  general  practice. 
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67.  The  Sub-committee  hopes  that  the  Royal  Commission  on  Remuneration 
■will  produce  a financial  framework  allowing  all  doctors  to  practice  their  profession 
in  complete  freedom,  subject  only  to  necessary  professional  discipline. 

68.  The  Sub-committee  considers  that  there  is  danger  to  this  freedom  in  any 
system  in  which  the  greater  part  of  the  profession’s  income  comes  directly  from 
the  State.  While  realising  the  necessity  for  parliamentary  control  of  public 
expenditure  the  Sub-committee  regrets  that  so  much  of  the  detailed  administration 
of  the  service  should  still  lie  within  the  arena  of  party  politics. 

69.  With  better  apprenticeships,  easier  entry  as  principal,  proper  repayment 
of  expenses,  reward  for  quality  work  in  general  practice  and  full  professional 
freedom,  then  indeed  younger  doctors  will  welcome  die  future. 


APPENDIX 
Table  1 

Analysis  of  Principals  by  Age  and  Size  of  List 


Age 

Size  of  List 

Under 

1,500 

1,501-2,500 

2,501-3,600 

3,601  and 
over 

Total 

35  years  and  under. . . 

2,097 

834 

568 

187 

3,686 

36-45  

1,288 

1,593 

1,863 

942 

5,686 

46-55  

788 

1,269 

1,639 

1,079 

4,775 

56-65  

812 

1,187 

1,177 

1,077 

4,253 

66  years  and  over  ... 

575 

409 

244 

103 

1,331 

Total  

5,560 

5,292 

5,491 

3,388 

19,731 

From  Ministry  of  Health  Report,  1957,  Appendix  XVn,  Table  C. 

For  the  purpose  of  this  table,  the  size  of  list  of  a doctor  in  partnership  is  the  actual 
size  of  his  own  list. 


Table  2 


Assistants 


Trainee  Assistants 

...  349 

“ Permanent  ” Assistants: 
Under  30  years 

...  580 

31-45  ... 

...  499 

36-40  

...  159 

Over  40  years 

...  227 

1,814 

Ministry  of  Health  Report,  1957,  Appendix  XVII,  Tables  A and  E2. 
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Table  3 

Numbers  of  Principals,  1952  to  1957 


Year 

Total 
number  of 
Principals 
(England 
and  Wales) 

Annual 

Increase 

Annual 

Per- 

centage 

Increase 

Population 
(England 
and  Wales) 

Population 

per 

Principal 

Average 
Size 
of  List 

Approximate 
Percentage  of 
Population 
on  Doctors 
List 

1952  ... 
1 ... 

17,204 

18,010 

806 

4*7 

(000’s) 

43,955 

44,109 

2,555 

2,449 

2,436 

2,324 

Per  cent. 
95-34 

1954  ... 

18,482 

472 

2-6 

44,274 

2,396 

2,293 

1955  ... 

18/783 

301 

1-6 

44,441 

2,366 

2,283 

1Q56  ... 

19'082 

299 

1-6 

44,667 

2,341 

2,272 

1957  ... 

19^343 

261 

1-3 

44,907 

2,322 

2,273 

97-89 

Ministry  of  Health  Reports:  1956,  page  52;  1957,  page  60. 


: 


Table  4 


Changes  in  Sizes  ok  Lists  and  Ages  of  Doctors 
between  1955  and  1957 

Difference  between  figures  at  Ut  July  1957  and  1 st  July  1955 


Size  of  List 

Age 

Under 

1,500 

1,501  2,500 

2,501  • 3,600 

3,601  and 
over 

Total 

35  years  and  under... 

36-45  

46-55  

56-65  

66  years  and  over  ... 

- 63 
4 38 

- 12 
-1  112 
- 5 

- 76 
■1  123 
-111 
-1  207 
4 19 

62 
1 113 
101 
1 267 
! 14 

- 73 
! .32 

- 151 
1 517 
4 33 

- 274 
4 306 

- 375 

41,103 
4 61 

Total  

4 70 

1 162 

1 231 

1 358 

4 821 

From  Ministry  of  Health  Reports:  1955,  Appendix  XVIII,  Table  C,  page  197; 
1957,  Appendix  XVII,  Table  C,  page  200. 

Extra  tables  based  on  material  from  Manchester  and  Scottish  Offices  of  Medical 
Practices  Advisory  Bureau  and  Dr.  English’s  figures. 

For  the  purpose  of  this  table,  the  size  of  list  of  a doctor  in  partnership  is  the  actual 
size  of  his  own  list. 
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Table  5 


Assistantships  in  London  and  the  Home  Counties 

Replies  to  an  inquiry  conducted  by  a member  of  the  Sub-committee 
representing  assistants  in  the  area 


Assistant 

Salary 
received 
in  cash 

Gross 

Income 

Any 

Increments 

Satisfied  with  entry 
into  General  Practice 

Is  wife 
expected  to 
carry  out 
practice 
duties 

1 

£ 

1,000 

£ 

1,250 

No 

No 

No 

2 

732 

1,200 

50 

Yes  but  has  failed  to 

Yes 

3 

722 

950 

get  view 
No 

Yes 

4 

970 

1,050 

Yes 

Yes  but  impossible 

5 

1,200 

1,225 

100 

if  married 
Yes 

Yes 

6 

840 

1,100 

Yes 

No 

7 

1,100 

1,400 

100 

Yes 

No 

8 

900 

1,100 

No 

Yes  on  the  whole 

Yes 

9 

1,300 

1,550 

50 

Yes 

No 

10 

960 

1,200 

No 

Yes  not  quite 

11 

990 

1,200 

No 

Yes 

No 

12 

1,200 

1,200 

No 

Yes 

No 

13 

1,870 

2,000 

Yes 

Yes 

Yes 

14 

1,200 

1,350 

No 

Not  quite 

Yes 

15 

1,050 

1,200 

No 

No 

16 

900 

1,050 

No 

No 

17 

1,150 

1,450 

Yes 

No 

No 

18 

800 

1,218 

No 

Yes 

19 

1,350 

1,350 

Yes 

No 

Yes 

20 

850 

1,000 

No 

Yes  previously 

Yes 

21 

22 

1,200 

1,100 

1,200 

1,250 

100 

dissatisfied 

No 

No 

23 

900 

1,200 

No 

No 

Yes  and 

24 

960 

1,300 

No 

No 

cleans 

25 

840 

1,040 

50 

No 

No 

26 

1,475 

1,475 

No 

No 

No 

27 

1,176 

1,176 

Yes 

No 

Yes 

28 

1,350 

1,350 

No 

No 

29 

1,150 

1,250 

No 

No 

Yes 

30 

1,000 

1,400 

No 

No 

No 

31 

1,200 

1,280 

Yos 

No 

32 

900 

1,050 

No 

No 

Yes 

33 

1,100 

1,400 

No 

Yes 

Yes 

34 

1,585 

1,785 

Yes 

No 

35 

1,100 

1,350 

Yes 

No 

No 

Number  of  full-time  assistants’  replies 

35  (no  trainee  assistants) 

Average  Gross  income 

...  £1,260 

Average  Nett  income  

...  £1,089 
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Table  6 


AsSISTANTSHlPS  IN  SOUTH  EAST  ENGLAND 

Replies  to  an  inquiry  conducted  by  a member  of  the  Sub-committee 
representing  assistants  m the  arc  a 


Years 

Since 

Qualifica- 

tion 

Years  i 

Employed  < 

Assistant  / 

1 

8i  yrs. 

2i  yrs. 

2 

8 yrs. 

31  yrs. 

3 

4i  yrs. 

2 yrs. 

4 

6 yrs. 

11  yrs- 

5 

2 yrs. 

6 mths. 

6 

5 yrs. 

H yrs. 

7 

3 yrs. 

1 yr.— T 

8 

51  yrs- 

3 yrs. 

9 

4 yrs. 

2i  yrs. 

10 

3i  yrs. 

6 mths. 

11 

61  yrs. 

2|  yrs. 

12 

10  yrs. 

51  yrs. 

13 

8 yrs. 

2 yrs. 

14 

51  yrs. 

1 yr.— 

15 

5 yrs. 

2 yrs. 

16 

7 yrs. 

3}  yrs. 

17 

15  yrs. 

2 yrs. 

18 

17  yrs. 

11  yrs. 

19 

Is  not  el 

gible — as  h 

20 

Is  not  eligible— part 

21 

9 yrs. 

51  yrs. 

22 

61  yrs. 

2 yrs. 

23 

5 yrs. 

3 yrs. 

24 

6 yrs. 

31  yrs. 

25 

81  yrs. 

4 yrs. 

26 

91  yrs. 

5 yrs. 

27 

10  yrs 

41  yrs. 

Grass 

Salary 

including 

Allowances 


£ 

1,100 

1,200 

1,200 

1,200 

1,080 

1,150 


<175 

1,370 

1,300 

1,000 

1,050 

1,150 


Allowances 

Received 


Cur  £200, 
Flat  £182 
Account  £104 
Car  £200 
Car  £200 
Cur £150 
Car  £150, 
Telephone  and 
Petrol, 
included. 

Unfurnished 
Accommodation 
Cur  £220 

Car  £250  and 
Telephone, 
Nil 

Cur  and 
Telephone. 


-Trainee  Assistant  not  included. 


1,000 

1,310 

1,236 

1,400 


Cur  £200 
- and  Petr 
£312. 
None 


2 (T) 


not  allowed), 
at  present. 

1,200  Nil 

1,100  Cur 

1,170  Cur  £144, 


1,000 

1,200 

050 

1,150 
' Below") 


Account, 
Telephone. 
Telephone  m 
Maternity  fa 
Cur  and 
Telephone. 
Telephone, 
Wcommodatic 
and  Rates. 


Netl 

Salary 

!a 

? s 

View 

sreement  witt 
Association’s 
Fourth 
upplementary 
vfemoranclum 
of  Evidence  , 
to  Royal  j 
Commission 

£ 

1 

718 

No 

No 

1,000 

No 

No 

1,000 

No 

No 

No 

No 

900 

No 

No 

850 

Yes 

No 

850 

? View 

No 

. 

Yes 

With 

Reservation! 

1,140 

Yes 

No 

Yes 

No 

850 

No 

No 

1,000 

). 

No 

No 

800 

No 

Not  fully 

1,000 

Yes 

No 

936 

Possibly 

No 

X 

Possibly 

No 

No 

No 

900 

Yes 

No 

800 

Yes 

No 

, 

Yes 

No 

d 

No 

No 

s. 

700 

Yes 

No 

on 

No 

No 
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Years 

Since 

Qualifica- 

tion 

Years 

Employed 

Assistant 

Number 
of  Posts 
held  as 
Assistant 

Gross 

Sulary 

including 

Allowances 

Allowances 

Received 

Nett 

Salary 

View 

Agreement  with 
Association’s 
Fourth 

Supplementary 
Memorandum 
of  Evidence 
to  Royal 
Commission 

28 

4 yrs. 

15  mths. 

2 

£ 

1,050 

Car  £200, 

850 

£ 

Yes 

? 

29 

5 yrs. 

1 yr. 

2 

1,250 

Account  £150. 
Car  £200 

1,050 

Yes 

No 

30 

yrs. 

1 yr. 

1 

1,350 

Telephone 
Account 
Provided. 
Rent  free  being 

1,200 

No 

No 

31 

6 yrs. 

1 yr. 

2 

1,250 

750 

No 

No 

32 

33 

Not  inclu 
2\  yrs. 

ded — part- 
1 yr. 

time. 

1 

1,225 

£150,  Car  £150. 
Flat  £200  over 

1,025 

No 

No 

34 

35 

36 

Not  inch 
5 yrs. 

7 yrs. 

ded — Loci 
2 yrs. 
2i  yrs. 

m only. 
2 
3 

1,250 

1,100 

Surgery, 

Telephone, 

Garage, 

Electricity. 

Car  £150 

950 

Yes 

No 

Yes 

No 

37 

6i  yrs. 

2i  yrs. 

1,100 

Car  £180 

920 

Yes 

No 

38 

3i  yrs. 

2*  yrs. 

2 

1,150 

Nil 

No 

Mis- 

represents. 

No 

39 

6i  yrs. 

2}  yrs. 

2 

1,200 

Nil 

?Ycs 

Yes 

40 

29  yrs. 

9 yrs. 

1 

1,150 

See  Letter 

No 

No— 

41 

7 yrs. 

3i  yrs. 

3 

1,200 

Car  £200 

1,000 

Yes 

Betrayed. 

Yes 

42 

7}  yrs. 

3 yrs. 

2 

1,210 

Car £150 

1,060 

No 

No 

43 

14  yrs. 

10  yrs. 

2 

1,200 

House  with 

1,070 

No 

No 

44 

5i  yrs. 

11  yrs. 

2 

1,200 

Garage. 
Petrol  and 

985 

Yes 

No 

45 

4 yrs. 

9 mths. 

i 

1,150 

Telephone. 

Nil 

1,000 

Yes 

Yes 

46 

6 yrs. 

1 yr. 

2 

1,250 

Nil 

No 

No 

47 

6i  yrs. 

1 yr. 

1 

1,100 

Car  £150 

950 

Yes 

No 

48 

2\  yrs. 

6 mths. 

1 

950 

Car  £150 

800 

No 

No 

49 

6i  yrs. 

2}  yrs. 

4 

1,200 

Nil 

Yes 

No 

50 

7$  yrs. 

4 yrs. 

3 

1,200 

Free  Furnished 

900 

Yes 

No 

51 

7 yrs. 

• 21  yrs. 

2 (T) 

1,050 

House  and 
Heating  £225, 
Telephone  £15. 
Car  £150 

900 

No 

No 

52 

4 yrs. 

11  yrs. 

2 (T) 

1,150 

Car  £250  p.a.. 

850 

No 

No 

53 

9i  yrs. 

H yrs. 

2 (T) 

1,200 

House  £50  p.a. 
Car  £200 

1,000 

Yes 

No 

54 

6£  yrs. 

21  yrs. 

2 

1,200 

Nil 

No 

No 
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ROYAL  COLLEGE  OF  PHYSICIANS 


(Day  7) 


MEMORANDUM  OF  EVIDENCE-  PART  II 

At  the  Gomiitia  on  25th  April,  1957,  the  President  announced  the  setting  up 
. u , draft  evidence  to  be  submitted  to  tihe. 


of  a to  prepare  the  dr^ev^to  be  submitted  to  the 

Royal  Commission  on  Doctors’  and  Dentists  Remuneration. 

Tihe  following  Committee  wais  appointed : 

Dr.  R.  Platt,  President. 

Loud  Moran. 

Sir  Russell  Brain,  Bt. 

Sir  Harold  Baldero. 

Dr.  T.  C.  Hunt. 

Dr.  T.  F.  Fox. 

Dr.  M.  I.  A.  Hunter. 


In  Pant  I of  its  evidence  which  has  already  been  sent  to  .the  Royal  Commission 
toe 'College  dealt  with,  some  matters  of  principle.  It  now  submits  answers  to 
toe  specific  questions  raised  by  the  Royal  Commission 


O.  it)  The  quality  and  quantity  of  recruits  (a)  offering  themselves,  and  ( b ) 
accepted  for  training  as  medical  students. 


Quality  of  Recruits 

(a)  Offering  Themselves 

Compared  with  before  toe  war,  the  quality  of  toe  average  applicant  has 
ceSTwen.  A far  larger  number  apply,  and  a larger  proportion  are 
unsuitable.  The  College  attributes  toe  increase  ,in  numbers  entirely  to  the 
improved  chances  of  obtaining  grants. 


(6)  Those  Accepted  by  Medical  Schools 

Quality  is  a matter  of  opinion;  but  the  College  is  fortunate  in-having  at  its 
disposal  toe  opinions  of  nearly  all  the  Deans  of  Metropolitan  Medical  Schools. 
OfPtoese,  none  thinks  tot  the  standard  of  his  entrants  has  risen  since  1946, 
and  one  or  two  think  it  has  fallen  ; but  the  great  majority  can  w change. 

Similarly  toe  Headmasters’  Conference,  whale  emphasising  the  difficulty  of 
obtaining  evidence,  do  not  think  there  has  been  noticeable  deterioration. 


Quantity  of  Recruits 


The  College  is  greatly  indebted  to  toe  “ Conference  of  Deans  ’’(twelve  Metro- 
politan. Medical  Schools)  for  allowing  it  to  cite  toe  following  figures  collected 
from  their  schools. 


(a)  Offering  Themselves 

■Over  toe  five  years  1950-55  toe  number  of  recruits  offering  toemseLves  for  tee 
whole  medical  course  in  London  has  hardly  varied.  Counting  only  once > those 
who  apply  to  more  tom  one  London  School,  the  number  is  about  2,650  annually. 


(6)  Those  Accepted  by  Medical  Schools 

Similarly,  in  these  five  years,  toe  number  admitted  has  remained  roughly 
constant  ait  about  750. 

These  figures  take  no  account  of  men  and  women  who  do  their  Pre-0"™1 
work  at  other  universities,  such  as  Oxford  and  Cambridge,  and  come  to  London 
for  their  clinical  studies. 


Q.  (if)  The  Quantity  and  Quality  of  Newly  Qualified  Doctors 

Quantity 

The  numbers  of  newly  qualified  doctors  registered  by  the  General 
Council  are  distorted  in  1952  and  1953  by  toe  introduction  of  provisional 


54 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


registration  in  the  Medical  Act  of  1950.  But  since  1954,  for  England,  Scotland 
and  Ireland  taken  together,  the  numbers  provisionally  registered  have  been 
remarkably  even. 


Probably  the  general  opinion  .is  that  the  quality  of  ithe  newly  qualified  doctors 
today  differs  little  from  their  quality  ay  ten  years  ago. 

Q.  (SO  Wastage  of  Men  and  Women  during  Training  and  in  the  First  Few  Years 
after  Qualification  with  any  Remarks  on  Incidence  and  Causation 
Wastage  of  Men  and  Women  during  Training 

For  the  purpose  of  this  answer  .the  College  will  assume  that  “ training  ” begins 
at  'the  commencement  of  courses  of  instruction  for  the  examinations  in  anatomy 
and  physiology  (University  of  London,  2nd  iM.B.).  Though  some  medical  students 
take  their  pre-medical  course  at  school,  all  of  them  have  to  enter  a Medical 
School  to  study  anatomy  and  physiology.  Thus  we  get  a true  picture. 

The  ‘wastage  among  men  .is  4'78  per  cent  and  among  women  is  8-45  per 
cent,  and  -the  wastage  of  men  and  women  together  .is  5-58  per  cent.  (Women 
at  present  form  about  20  per  cent  of  .the  medical  student  population.) 

This  wastage  is  due  to  many  factors,  the  main  ones  being : — 

Repeated  failure  in  examinations, 

Psychological  unsuitability  to  become  doctors, 

Serious  ill-health. 

Among  women,  early  marriage. 

Wastage  of  Men  and  Women  during  the  First  Few  Years  after  Qualification 

There  are  no  reliable  figures  known  to  us  but  the  College  believes  the  wastage 
at  this  stage  to  be  very  small.  Among  women  doctors  marriage  leads  to  a small 
definite  loss — but  more  often  to  intermittent  practice  of  medicine. 

Immediately  after  qualification  all  doctors  have  to  do  a year’s  work  as  House 
Officers  in  hospitals.  A very  few  find  themselves  unsuited  to  the  responsibilities 
of  clinical  work.  Most  of  these  eventually  choose  medical  work  other  than 
clinical,  but  it  should  be  recorded  that  at  this  stage  psychological  breakdown 
occurs  from  time  to  time. 

Q.  (iv)  The  Cost  and  Duration  of  Training  and  the  Extent  to  which  the  Cost  is 
or  should  he  met  from  Grants  ( including  both  the  Adequacy  of  the  Grants 
and  the  Proportion  of  Students  Receiving  Them) 

Duration  of  Training 

The  medical  curriculum  proper  covers  five  years,  but  must  be  preceded  by  one 
year  of  pre-medical  education  culminating  in  an  examination  in  physics,  chemistry 
and  biology  (in  the  University  of  London,  1st  M.B.).  Moreover,  after  completing 
the  curriculum  proper  and  passing  a “ final  ” examination  (in  the  University  of 
London,  3rd  iM.B.)  there  is  still  a compulsory  year  of  residence  in  hospital  before 
the  young  doctor  is  fully  registered  and  allowed  to  practise  independently.  The 
College  would  like  to  add  that  very  few  forms  of  medical  practice  can  be  properly 
undertaken  without  further  postgraduate  study  and  experience ; in  the  ease  of  a 
consultant  this  will  normally  last  at  least  seven  years,  and  latterly  the  “ training  ” 
P«od  for  consultants  has  more  often  been  ten,  fifteen  or  even  twenty  years. 

•Report  of  the  Committee  to  Consider  the  Future  Numbers  of  Medical  Practitioners  and 
the  Appropriate  Intake  of  Medical  Students,  1957,  p,  31. 


1954 

1955 

1956 


2,261 

2,225 

2,302 


Quality 
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C TLto^'Lergraduate  training  can,  for  convenience,  be  divided  under  two 

br°at?eF^8of  Medial  Schools,  subscriptions  to  athletic  and  social  clubs  and 
examinations. 


(6)  Cost  of  a student’s  maintenance. 
ra)  The  College  submits  two  examples  which 
London  and  the  other  from  Liverpool. 


(i)  Aggregate  of  annual  fees  for  six  years* 

(ii)  Subscriptions  to  clubs  for  six  years  . . . 

(iii)  Examinations  

(iv)  Boohs,  instruments,  etc.  


fairly  typical, 

one  from 

London 

Provinces 

£ 

i 

360 

276 

45 

33 

47 

28 

100 

100 

£552 

£437 

f 


; 


_ ■ unii  dencnd  on  whether  a student  lives  at  home 

or(K\“y  4S  o'  hostel  charges.  In  London  about  half  the  students  live  I 
at  home  which  involves  some  travelling  expenses.  , : 

la  London  the 

rbe&W  £2,000,  and  in  the  provinces  it  is  between  £1,000  and 

£ Average  figures  for  fees  and  maintenance  together,  for  six  years,  might  thus 
be:  — 

(a)  In  London,  £2,300. 

(i)  In  the  provinces,  £1,700. 

Proportion  of  Students  Receiving  Financial  Assistance 

Tim  Dronortion  of  medical  students  who  arc  supported  by  grants  is  relatively 
lol  The  ReS  on  inquiry  Commissioned  for  the  Mountford  Committee  9 57, 
Ses  S 61 p£  cent!  <3  male  medical  students  receive  some  financial  assistance, 
while  81  per  cent,  of  men  in  all  faculties  do  so. 


Adequacy  of  Grants 

parents  get  from  public  grants,  but  not  high  enough  for  them  tc 
hundred  pounds  a year  for  six  years  for  one  child. 

The  best  iway  to  remove  these  anomalies  would  be  t^ VS™*  m 
expenses  ” incurred  toy  parents  should  rank  for  relief  of  income  tax.  ^ 

If  this  suggestion  is  not  accepted,  the  means  test  used  by 
should  be  based  more  .realistically  on  the  parents  actual  public 

S he  has  .paid  tax.  This  realistic  type  of  test  has  been  adopted  by  some  pun* 
schools  .in  awarding  their  scholarships.  , 

Another  suggestion  is  that  a student  whose  parent’s  income  is  high  enougn 
to  .prevent  .his  receiving  a grant  for  the  first  three 

to  the  normal  period  of  study  in  other  faculties),  should  ^ * „ 

for  a maintenance  grant  during  the  clinical  period,  i.c.,  the  second  tnree  y 

of  his  training. 


* Those  who  take  the  1st  M.B.  examination  from  School  have  only  five  years  at  theit 
University. 
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The  grants  cease  on  passing  the  final  examination.  While  the  young  dootor 
is  doing  his  provisional  registration  year  in  hospital  he  is  housed  and  fed  and  his 
parents  need  not  he  put  to  any  expense.  But  his  small  salary  does  not  allow  for 
any  luxuries,  nor  for  ibeing  married. 

Q.  (v)  The  Position  and  Prospects  of  a Newly  Qualified  Doctor 

'Medicine  is  one  of  the  few  professions  which  requires  compulsory  residence 
after  qualification  for  at  least  one  year  with  a limited  salary.  The  present  salaries 
of  residents  are:  — 

House  Officer 

£467  10s.  iper  annum  for  the  first  post  held, 

£522  10s.  for  the  second  post  held. 

£577  10s.  per  annum  for  the  third  and  any  subsequent  post  held. 

Less  £.125  per  annum  for  board  and  lodging. 

Senior  House  Officer 

£819  10s.  per  annum. 

Less  £150  per  annum  for  board  and  lodging. 

As  family  accommodation  is  seldom  offered  to  junior  hospital  medical  staff 
residents  who  are  married  must  provide,  in  addition,  lodging  for  their  wives  and 
families.  Senior  house  officers,  and  house  officers  after  the  first  year,  are 
sometimes  able  to  Live  at  home  ibut,  if  so,  they  must  he  accessible  by  telephone 
and  will  sometimes  need  car  transport.  Allowance  should  be  made  for  these 
obligatory  expenses,  which  bear  particularly  heavily  on  married  junior  hospital 
staff  and  for  which  there  is  no  income  tax  relief. 

Most  newly  qualified  men  do  their  two  years’  National  Service  immediately 
after  their  year  of  compulsory  house  appointments.  It  is  expected  that  the 
National  Health  Service,  though  it  has  at  present  many  vacancies  for  house 
officers,  may  have  difficulty  in  absorbing  the  influx  of  doctors  when  compulsory 
National  Service  ceases.  Doctors  already  have  difficulties  in  getting  into  general 
practice. 

Q.  (vi)  Any  Trend  to  Excessive  Resort  to  certain  Branches  of  the  Profession  at 
the  Cost  of  Others 

Because  many  general  practitioners  seeking  assistants  or  partners  now  look 
askance  at  men  with  long  hospital  experience,  there  is  a tendency  for  doctors 
to  try  to  enter  .general  practice  at  the  earliest  possible  moment.  Not  only  is  this 
tbe  tTaininiS  ©f  'future  general  practitioners  but  it  increases  the  difficulty 
of  filling  junior  hospital  posts  especially  in  the  provinces  and  rural  areas.  As 
evidence  of  this  trend  it  can  be  stated  that  in  a London  teaching  hospital  the 
average  number  -of  applications  for  registrar  , posts  has  dropped  in-  the  last  five 
years  from  twenty  to  twelve  (in  all  specialties),  and  in  a non-teaching  hospital  in 
London  it  has  dropped  from  -fifteen  to  ten. 

Another  factor  which  discourages  recruiting  to  junior  hospital  posts  is  that 
the  position  of  existing  junior  staff  and  their  lack  of  prospects  of  advancement  is 
well  known  to  (potential  applicants. 

For  various  reasons,  doctors  who  take  up  hospital  work  -in  the  hope  of 
becoming  consultants  tend  to  choose  one  of  the  major  specialities  such  as  general 
medicine  and  surgery.  While  there  is  room  for  more  consultants  in  the  National 
Health  Service,  even  in  these  .major  specialties,  there  are  other  .specialties  such  as 
psychiatry  and  anaesthesia  and  to  a less  extent  pathology  and  radiology,  in 
which  there  is  a shortage  of  applicants  for  consultant  posts. 

A suggestion  has  been  made  that  junior  hospital  posts  in  peripheral  hospitals 
should  be  paid  at  a higher  .rate  than  those  in  similar  posts  in,  for  example,  teaching 
hospitals.  The  College  .is  not  in  favour  of  this  suggestion,  but  feels  -that  greater 
amenities  at  -peripheral  hospitals  might  attract  more  staff  to  them.  Apart  from 
lack  of  amenities,  a great  deterrent  to  acceptance  of  posts  in  these  peripheral 
hospitals  is  that  young  men  fear  that  once  they  have  accepted  an  appointment 
m such  a hospital  it  is  likely  to  become  a dead  end  from  which  it  is  difficult 
to  .move  forward  in  their  career. 
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q (vii)  The  Relative  Advantages  and  Disadvantages.  Financial  and  Otherwise, 

of  Service  as: — , 

(fl)  a (principal  in  single-handed  general  practice, 

(d)  a partHtirae  consultant  with  the  maximum  number  of  sessions, 

(e)  a part-time  consultant  with  only  a few  sessions, 

(f)  a Senior  Hospital  Medical  Officer, 

Z a doctor  in  any  other  sort  of  practice  or  employment. 

(a)  No  comment. 

(b)  No  comment. 

(cl  A whole-time  consultant  in  the  National  Health  Service 

"cl,.,,!  with  S5S 1 1,»  5',;“. 

no  age  limit  for  general  practlti"nerS’  , vantage  of  security.  He  has  consulting  j 
The  whole-time  consultant  .provided  in  hospital.  The  i 

rooms  and  a more  or  less  adequat  .«•  oUu^  ^ adoqua,tely  implemented  } 

relevant  part  of  Spens  Consultants  r po  “ j ; part-time  in  the  service, 

Namely:  “ all ^ special, ^m^nded,  any  sums  which 
should  be  paid,  in  addition  to  t mun^^  incurred  in  the  course  of  their 

represent  expenses  necessarily  a these  would  “ include  car  expenses; 

" The  Spens  Committee  envisaged 1 that  these  wc nf  imtn„ 


work.”  The  Spens  ffie^use  of  a car ; the  cost  of  renewal  of  instru- 

expenses  of  travel  apart  from  the  u.  a books  an(1  journals>  preparation  of 

ssbws  sssr.  sr  »««***#«  •-•«*  -a  - 1"“ 

and  abroad,  and  entertaining  visiting  colleagues. 


id  abroad,  and  eniteriainung  ° . 

some  whole-time  consultants  attend  only  one 
and  the  time  they  spend day  appointments,  especially  m 

fore  be  small.  On  the  ouict  ;n«p<,  are  made  to  a group  of  hospitals 

s-Sists. ■ass  s?  — i — ■ 


3 regards  tax  ana  awowmiuoa  , . 

AtMsur«sf:  ~ 

tektssssssu  - « — — 

tions  per  quarter  before  being  paid  for  any. 


ons  per  quarter  oeiore  uciuB  , 

On  retirement  he  is  at  a fK to^meSt 

Moreover,  private 

praofice  rapidly  diminishes  on  retirement  from  hospital. 


“ni-ssrarir— r =™  isr^ssi 


XU  1C**  Ul  |;au-uiuv,  r ^ ...» — ...  . ' 

* RepcuToFthe  imw-de^rtmental  Committee  on  the  Remuneration  of  Consultants  an 
Specialists,  page  15,  para.  8;  page  13,  para.  16. 
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There  should  be  no  limit  to  the  number  of  domiciliary  visits  for  which  payment 
is  made.  The  payment  for  domiciliary  visits  should  take  time  as  well  as  distance 
into  account,  as  some  rural  visits  jnay  occupy  half  a day  of  a consultant’s  time. 

Although  a .pant-time  consultant  attends  a hospital  for  a certain  number  of 
sessions  his  responsibility  for  his  patients  does  not  cease  when  he  leaves  the 
hospital.  In  this  respect  there  is  no  difference  between  whole-time  and  part- 
time  work.  * 


In  many  parts  of  the  country  the  advent  of  the  National  Health  Service  has 
very  greatly  reduced  private  practice.  This  means  that  a man  who  has  served 
only  ten  years  as  a part-time  consultant  and  is  about  to  retire  may  suffer  con- 
siderable hardship.  His  pension  is  small  owing  to  his  short  service,  and  he  may 
be  unable  to  supplement  it  adequately.  The  College  suggests  that  special  con- 
sideration should  be  given  to  the  problems  of  such  a man.  This  difficulty  will 
disappear  when  the  service  has  been  in  existence  for  a sufficient  length  of 
time, 


(e)  A part-time  consultant  with  only  a few  sessions 
The  average  number  of  sessions  held  by  part-time  consultants  is  believed  to  be 
between  seven  and  eight,  and  that  there  are  not  many  consultants  with  few 
sessions  apart  from  those  in  undergraduate  teaching  hospitals.  However,  diffi- 
culties do  arise  for  the  young  consultant  beginning  practice.  A senior  registrar 
who  beoomes  a consultant  by  -obtaining  a post  with  -only  a few  sessions  will  be 
financially  poorer  than  he  was  as  a senior  registrar.  He  has  then  to  collect  as 
many  sessions  os  he  can  ;in  order  to  compensate  himself.  As  proof  of  this  it 
can  'be  observed  -that  when  advertisements  appear  offering  a few  consultant  ses- 
sions, they  tend  to  -be  taken  -up  -by  men  who  are  already  consultants.  Geographical 
positions  of  hospitals  may  require  much  time  to  be  spent  in  travelling  by  men 
with  few  sessions  or  in  a narrow  specialty. 

The  advantage  and  disadvantage  of  service  as  a part-time  consultant  with 
few  sessions  depends  -upon  -the  density  and  prosperity  of  the  local  population. 
While  in  a large  city  he  has  a chance  of  earning  fees  from  private  practice,  which 
may  even  continue  after  retirement  from  the  Health  Service,  in  less  populous 
areas  he  has  virtually  no  chance  of  private  practice  to  supplement  his  basic  salary 
although  he  has  comparable  expenses.  It  -is  suggested  that  in  these  areas  no 

part-time  consultant  appointment  should -be  of  less  than  seven  sessions. 

. (f)  A Senior  Hospital  Medical  Officer 

] The  senior  hospital  -medical  officer  -has  some  advantage  of  security,  hut  many 
I disadvantages.  In  most  specialties  -he  has  little  hope  of  obtaining  a consultant 
appointment.  His  salary  does  not  increase  adequately  with  experience.  He  has 
; also  the  disadvantage  of  -inadequate  professional  status  -after  many  years  of 
experience.  The  majority  are  full-time  and  debarred  from  private  practice. 

! On  -the  other  hand  if  this  grade  did  not  exist  there  would  be  no  career  in 
hospitals  for  -men  who  wished  to  work  there  -but  were  not  of  consultant  status. 
Ill  some  specialties  this  grade  is  necessary  for  the  work  of  -the  hospitals.  Sentor 
hospital  -medical  -officers  should  not,  however,  be  oal-Ied  upon  -to  do  work  which 
should  properly  be  undertaken  by  consultants. 

(g)  A doctor  in  any  other  sort  of  practice  or  employment 
The  whole-time  member  of  a university  staff  has  the  -advantage  of  research 
facilities  and  teaching  experience.  Against  this  must  be  set  a slightly  lower 
salary,  less  allowance  for  travelling  and  little  opportunity  foT  -advancement  to 
professorial  chairs.  Fewer  professional  expenses  are  allowed  to  rank  for  tax 
relief. 

Qttter  categories  of  employment  may  be  whole-time  private  practice,  work  under 
local  health  authorities,  in  the  Civil  Service,  or  in  industrial  medicine,  or  whole- 
- time  research.  At  present  salaries  and  responsibilities  in  these  occupations  differ 
: considerably. 

The  great  majority  of  -men  who  qualify  as  doctors  practise  their  profession  in 
the  National  Health  Service. 
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Q.  (vui)  The  Difficulties  Encountered  by  Members  of  the  Registrar  Grades 
There  are  two  grades  of  registrars. 

The  'senior  registrar  grade  is  a training  grade  for  a consultant  post,  whereas  the 
registrar  although  receiving  valuable  training  and  experience,  is  not  considered 
a trainee  consultant.  Nevertheless,  aspirants  to  consultant  rank  must  pass  through 
this  grade  before  being  senior  registrars. 

The  basic  difficulty  encountered  by  the  senior  registrar  grade  is  the  partial 
breakdown  of  the  planned  ladder  of  promotion  to  consultant  rank  and  the  lack 
rt  provision  for  alternative  work  in  the  Health  Service  for  those  who  fail  to 
attain  this  rank. 

Senior  registrars  might  be  described  as  trainee  consultants,  and  are  used  by 
the  Health  Service  to  do  much  of  the  indispensable  routine  work  of  the  hospitals 
They  often  carry  heavy  responsibilities  yet  have  uncertain  hope  of  eventual 
orSermenT;  especially  is  this  true  at  present  m general  medicine.  Owing  to  the 
preset  disparity  between  their  numbers  and  die  consultant  vacancies  they  have 
no  Sured  future  in  the  hospital  service;  at  the  same  time  they  are  virtuahy 
debarred  from  entry  into  general  practice  by  the  difficulty  of  such  entry  and  by 
thdr  age  (thirty-five  to  forty  or  over  being  the  usual  age  of  appointment  to  a 
consultant  post)  and  their  specialised  experience. 

There  is  need  for  more  consultants  in  the  service,  but  expansion  is  hampered 
by  the  budgets  of  Regional  Boards. 

Registrars  are  at  a financial  disadvantage  compared  with  the  general  practiUoner, 
since  their  salary  is  considerably  less  than  the  average  earnings  of  a general  prac- 
titioner of  the  S«ne  age.  In  addition,  they  have  no  expenses  allowance  for  mem- 
bership of  learned  societies,  for  a car  and  other  necessary  expenses  They  may  be 
required  to  change  their  place  of  work  at  short  notice,  without  any  financial 
allowtuices  for  the  heavy  expenses  .incurred.  In  the  case  of  senior  registrars  these 
moves  are  additionally  inconvenient,  since  (they  are  more  likely  to  interfere  with 
Se  “hoofing  of  children.  It  is  not  surprising,  therefore,  that  it  is  become! 
increasingly  difficult  to  fill  registrar  posts,  particularly  in  peripheral  hospitals  where 
the  chances  of  promotion  are  less  good. 

A number  of  highly  trained  senior  registrars,  unable  to  obtain^  a consultant 
post,  are  emigrating.  This  is  both  wasteful, in  training  and  money ; further, 
with  over-long  in-patient  and  out-patient  waiting  lists  in  some  of  our  hospitals, 
there  is  an  increasing  need  for  such  doctors,  and  their  absence  must  prove  in  the 
end  harmful  to  omr  National  Health  Service. 

It  is  difficult  to  obtain  reliable  figures  concerning  emigration  of  men  of 
registrar  or  senior  registrar  status,  but  the  experience  of  one  consultant  ': n»"olopt 
is  illuminating.  In  the  last  ten  years  nine  senior  registrars  » neuroloBy 
kno-wn  to  him  have  emigrated-— six  to  Canada,  two  »lo  the  United  States  oi 
America,  and  on©  to  South  Africa. 

Incentives  are  needed  if  able  men  are  to  be  attracted  as  registrars ; and  mw 
registrars  in  training  for  the  Consultant  Service.  Prior  to  the  National  HeaM 
Service,  a great  difference  existed  between  the  earnings  of  co-nsutonts  and  genera 
practitioners.  This  resulted  in  attracting  specially  able  recruits  to 
practice.  They  were  willing  to  put  up  with  certain  car  y hardships,  beoauw 
the  future  rewards  might  be  great.  This  differential  has  shrunk  and  indeed  tor 
younger  consultants  has  been  entirely  reversed. 

It  is  our  conviction  that  the  differential  must  be  maintained  as  an  element 
of  recruitment.  Otherwise  the  efficiency  of  the  Hospital  Service  will  deteriorate. 


Q.  (ix)  The  Difficulties  of  Entering  General  Practice,  with  Special  Referenct 
to  the  Position  and  Prospects,  Financial  and  Otherwise,  of  Assistants 
The  College  is  not  in  a position  to  deal  with  thus-  question  in  any  detail,  but 
feels  that  it  should  draw  attention  to  the  difficulties  of  entering  general  practice, 
BefoTe  1948  those  with  higher  degrees  were  welcomed  into  general  prad>“( 
but  this  is  no  longer  so ; indeed  it  is  very  hard  for  anyone  who  has  wo«ea  ™ 
hospital  for  more  than  a year  or  two  to  enter  general  practice  at  all.  in  aoaw™ 
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the  rigidity  of  the  system  makes  it  difficult  if  not  impossible  for  general  practi- 
tioners themselves  to  move  once  they  have  settled  in  practice.  These  problems 
should  be  investigated  in  the  interests  of  the  service  and  of  the  community. 
For  -instance,  ithe  possibility  of  some  form  of  additional  remuneration,  for 
general  praotitioners  based  on  the  possession  of  higher  qualifications  and 
experience  as  well  as  quality  of  service  might  be  considered.  Further,  the 
desirability  of  general  practitioners  being  associated  with  their  local  hospitals 
and  holding  paid  appointments  as  clinical  assistants  in  them,  should  be  further 
explored. 

Q.  (x)  The  Importance  of  Private  Consulting  Practice  as  an  Incentive  to  Entering 
the  Consultant  Branch  of  Medicine 

Private  praotice  is  still  an  incentive  for  entering  consultant  practice.  The 
financial  rewards  are  becoming  less,  but  many  wish  to  enter  private  consulting 
practice  because  (they  are  able  to  spend  more  time  on  individual  patients  under 
conditions  of  their  own  choosing,  and  the  freedom  to  do  'this  makes  their  work 
more  satisfying.  The  opportunity  to  praotioe  privately  must  be  preserved, 
partly  because  there  is  some  public  demand  for  it  and  partly  as  a safeguard 
against  complete  State  control,  which  would  not  be  in  the  best  interests  of 
medicine. 

Q.  ( xi ) Expenses  in  General  Practice,  how  Far  they  Vary  above  and  below 
the  Average  and  how  far  Payments,  e.g.,  towards  Capital,  have  to 
be  made  which  are  not  Allowable  as  Expenses  for  Income  Tax  Purposes 

The  College  regrets  that  it  is  not  in  a position  to  give  .any  useful  opinion  on 
this  matter. 

Q.  (xit)  Comparative  Treatment  for  Income  Tax  Purposes  and  in  Relation 
to  Expenses  of  Whole-Time  and  Part-Time  Consultants  in  the  National 
Health  Service 

The  part-time  consultant,  if  assessed  wholly  under  Schedule  D,  has  .income 
tax  relief  for  many  items  such  as  car  purchase,  travel,  telephone  and  books, 
which  .are  not  .allowed  to  the  whole-time  consultant  although  he  may  have 
equal  need  of  them.  This  relief  may  also  be  disallowed  to  the  part-time  consultant 
if,  as  many  .now  ore,  he  is  .assessed  under  Schedule  E in  respect  of  his  National 
Health  Service  earning.  An  added  difficulty  may  be  experienced  by  such  a 
consultant  in  bis  early  days  of  private  praotice,  when  his  earnings  under 
Schedule  D may  be  so  small  that  his  expenses  cannot  be  covered. 

Medicine  is  advancing  with  great  rapidity,  and  lack  of  knowledge  of  new 
developments  may  be  detrimental  to  patients.  We  consider  that  allowances 
should  be  granted  to  all  dootors  for  what  they  spend  on  attending  scientific 
meetings,  whether  reading  papers  or  not,  for  subscription  to  learned  societies, 
and  for  the  purchase  of  medical  books  and  journals,  because  these  are  essential 
for  the  maintenance  of  professional  standards. 

Q.  (xiii)  Any  Anomalies  in  the  Methods  of  Payments  of  any  Branch  of  the 
Profession,  e.g.,  Maldistribution  as  Opposed  to  a Wrong  Total  Volume 

As  .previously  stated,  it  is  very  .important  that  financial  incentives  should  not 
work  towards  depriving  the  consultant  specialties  of  able  men  and  women 
whom  .they  must  have  if  they  are  to  maintain  .aind  raise  their  standards  as  in 
the  past. 

Another  anomaly  is  the  starting  salary  of  consultants  who  are  first  appointed 
at  more  mature  ages  than  32  years.  Such  salaries  are  inadequate,  and  more  use 
should  be  made  of  the  discretion  allowed  to  Regional  Boards  to  start  such  newly 
appointed  consultants  at  points  higher  on  the  salary  scale  than  the  lowest,  which 
is  designed  for  men  starting  at  the  age  of  32. 

Q.  (xiv)  Comments  on  the  Present  System  of  Calculating  and  Distributing  General 
Practitioners’  Remuneration  through  a Central  Pool 

The  College  does  not  wish  to  comment  on  .this  question. 
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Q.  (xv)  General  Comments  on  the  System  of  Merit  Awards  and  the  Method  of 
A Hotting  them,  with  any  Suggestions  for  an  A Iternalive  System  ‘ 

The  College  made  reference  to  Distinction  Awards  in  Part  I of  its  evidence 
on  page  13,  and  wishes  here  to  add  that  in  order  to  encourage  the  maintenance 
of  a high  standard  of  work  throughout  a consultants'  working  life,  merit  awards 
must  be  retained.  The  present  method  of  allocation  should  not  be  changed.  The 
1954  abatement  of  salaries  for  those  receiving  A and  B awards  should  be 
eliminated.  The  amount  of  the  awards  is  still  the  same  as  that  recommended 
in  Spens  report,  i.e.,  in  terms  of  the  value  of  money  in  1939.  No  increases  have 
been  made.  In  order  that  the  system  of  Distinction  Awards  shall  continue  to 
perform  its  important  functions,  they  should  now  be  increased  by  60  per  cent. 

Q.  (xvi)  Particulars  of  Financial  Stringency  Suffered  by  any  Classes  of  Doctors 
Illustrated  by  Personal  Budgets  of  Practitioners 
Members  of  the  College  have  submitted  personal  budgets  which  we  forward 
herewith  as  an  Appendix.  They  cover  the  junior  appointments  in  the  hospital 
service  up  to  and  including  that  of  senior  registrar.  They  illustrate  the  financial 
difficulties  which  have  to  be  met  during  training  for  consultant  work. 

Q.  <xvii)  Special  Considerations  of  which  Account  Ought  to  be  Taken  in 
Discussions  of  Medical  Remuneration 

This  question  has  already  been  dealt  with  in  Part  1 of  our  evidence.  We  would 
like  to  repeat  that  in  comparing  remuneration  of  doctors  with  that  of  other 
professions  the  nature  of  their  work  should  be  taken  into  account. 

First,  the  care  of  ill  people  is  a burden  of  responsibility  which  is  carried  by 
practising  doctors  day  and  night  throughout  their  professional  life. 

Secondly,  their  duties  may  involve  compulsory  residence  in  hospital,  more 
particularly  in  their  earlier  years. 

Thirdly,  advances  in  medicine,  great  and  rapid  at  the  present  time,  throw  an 
increasingly  heavy  responsibility  on  each  doctor  of  keeping  himself  up  to  date. 
It  is  possible  that  this  is  a greater  duty  .than  exists  in  other  professions. 

Fourthly,  the  College  considers  that  every  doctor  should  feel  a responsibility 
to  contribute  where  he  can  to  the  advancement  of  medical  knowledge  and  the 
improvement  of  treatment  of  the  sick. 

Q.  (xviiii)  Specific  Proposals  for  Medical  Remuneration 
The  following  scales  are  proposed.  They  are  calculated  on  the  basis  of  increases 
of  between  29  per  cent,  and  30  per  cent,  on  the  basic  salaries  and  60  per  cent, 
on  distinction  awards,  and  with  removal  of  the  abatement  of  the  basic  salary 
applied  to  consultants  with  A and  B distinction  awards  in  1954. 

Scales  Recommended 


Consultant  with  “ A " 

Distinction 

Award 

£6,709  £7,999. 

Consultant  with  “ B " 

Distinction 

Award 

£5,109-£6.399. 

Consultant  with  “ C ” 

Distinction 

Award 

£3,509  £4,799. 

Consultant  on  basic  scale 

£2,709  £3.999, 

S.H.M.O 

£2,031  15s.  £2,612  5s. 

Senior  Registrar 

£1,419  £1,806. 

Registrar  

£1,096  10s.  ~£1.244  17s. 

J.H.M.O 

£999  15s.  £1,386  15s, 

Senior  House  Officer 

£950. 

House  Officer 

Pre-rcg.  £550. 

2nd  year -£650~£700. 

Q.  (xix)  The  Practicability  of  the  Profession  Establishing  a Fixed  Scale  of 
Payments  for  Assistants  in  General  Practice 

The  College  regrets  that  it  is  not  in  a position  to  give  any  useful  opinion  on 
this  question. 
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Q.  ( xx ) Proposals  for  Specific  Machinery  or  Procedure  to  be  Established  for 
Dealing  with  Future  Discussions  of  Medical  Remuneration 
It  is  proposed  that  a Committee  on  similar  lines  to  that  reoommended  by 
the  ’Royal  Commission  on  the  Civil  Service  be  established  to  keep  the  remunera- 
tion of  doctors  and  dentists  in  the  National  Health  Service  continuously  under 
review  and  advise  the  Government  accordingly.  Among  its  duties  should  be 
that  of  receiving  representations  from  time  to  time  from  the  professions. 

Q.  (xxi)  Any  Factors  other  than  Remuneration  which  are  Affecting  the  Content- 
ment of  General  Practitioners 

The  College  regrets  that  it  is  not  in  a position  to  give  any  useful  opinion  on 
this  question. 


APPENDIX 


Personal  Budget  or 


House  physician  ( 1 st  post) 

Age:  25  years 

Married  

No  children 

£ 

s. 

d. 

Gross  Salary  per  month  

37 

15 

0 

Deductions  (S/A,  National  Insurance,  Income  Tax,  Residence)  ... 

13 

8 

0 

Net  Income  

£24 

7 

0 

Expenditure 

£ s.  d. 

House  (rates,  heating,  etc.)  

22  15  0 

Telephone  

12  6 

Travel  (to  see  wife)  

3 4 0 

Housekeeping  

13  0 0 

£40  1 6 

£24 

7 

0 

Wife  has  been  fortunate  in  obtaining  part-time  jobs.  Rent  is  expensive  because  it 
is  impossible  to  obtain  short-lease  unfurnished  accommodation  within  reasonable 
distance  of  the  hospital. 


Personal  Budget  of 


House  physician  (2nd  post) Age:  25  years 

Married  Wife  expecting  baby 

£ s.  d. 

Gross  Salary  per  month  41  17  6 

Deductions  (S/A,  National  Insurance,  Income  Tax,  Residence)  ...  14  6 0 


Net  Income  £27  11  6 


Expenditure 

£ s.  d. 

House  (rates,  heating,  etc.)  16  16  0 

Telephone  15  0 

Housekeeping  12  0 0 

Miscellaneous  (life  insurance,  clothes,  etc.) 5 0 0 


£35  1 0 £27  11  6 


Car  expense  not  included  in  expenditure. 

Wife  was  working  but  has  had  to  give  up  her  job  because  of  her  pregnancy. 
* Royal  Commission  on  the  Civil  Service,  1953-55.  Cmd.  9613. 
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Personal  Budget  of 


Senior  House  Officer  (resident) 
Married  


Age:  27  years 
1 child 


Gross  Income  per  annum ■■■ 

Deductions  (S/A,  National  Insurance,  Income  Tax,  Residence) 

Net  Income  


£ 

819 

270 

£549 


Expenditure 

House  (rates,  heating,  etc.) 

Telephone  

Travel  to  work 

Housekeeping  (food,  laundry,  etc.) 

Examination  fees  

Miscellaneous  (life  insurance,  books,  clothes,  car,  school  fees, 
tobacco,  etc.) 


£ 

213 

12 

208 

21 

225 

£679  £549 


Personal  Budget  of 

Registrar  (non-resident)  Age:  32  years 

Married  2 children 

£ 

Gross  Income  per  annum  1,061 

Deductions  (S/A,  Income  Tax,  National  Insurance)  203 

£858 

Additional  child  allowances ■ ...  20 

Net  Income ...  £878 


Expenditure 

House  (rates,  heating,  etc.)  

Telephone 

Travel  to  work  

Housekeeping  (food,  laundry,  etc.)  

Examination  fees 

Miscellaneous  (life  insurance,  school  fees,  books,  clothes,  etc.) 


£ 

258 

14 

32 

328 

53 

149 

£834  £878 
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Particulars  of 

Personal  Budget  for  year  August,  1956,  to  August,  1957  of 


Senior  Registrar  (2nd  year  appointment) Age:  33  years 

Married  1 child  (aged  3 years) 

£ 

Gross  Income  per  annum  1,220 

Deductions  (Income  Tax,  Superannuation,  National  Insurance)  ...  234 

Net  income  (plus  £36  for  Travelling  Expenses) £1,022 


Expenditure 


House  (rates,  mortgage,  heating,  etc.) 312 

Telephone 18 

Travelling 93 

Housekeeping  344 

Miscellaneous  (bank  interest,  newspapers,  etc.)  184 


£951  £1,022 


From  the  balance  of  £71  items  such  as 

(а)  Clothing  and  repairs, 

(б)  Holidays, 

(c)  Entertainment, 

id)  House  maintenance  repairs, 

(e)  Personal  expenses, 
all  have  to  be  found. 

J \f0/e. — Accommodation  has  always  been  difficult  to  obtain,  and  the  only  available 
places  have  been  furnished  flats  at  4 to  guineas  a week,  therefore  the  expenditure 
on  the  House  is  about  the  same  as  renting  a flat.  Initially  the  Bank  lent  me  the  £250 
deposit  for  this,  since  this  has  been  lent  I have  had  to  purchase  a car.  There  is  still 
£265  in  the  loan  account. 


Estimated  Personal  Budget  for  year  1957-58  of 

Senior  Registrar  (5th  year  appointment) Age:  32  years 

Married  2 children  (3  years : 6 months) 

£ 

Gross  Income  per  annum  1.540 

Deductions  (P.A.Y.E.  and  National  Insurance,  etc.)  370 

Net  Income £1,170 


Expenditure 

House  (Building  Society,  rates,  heating,  repairs,  insurance  and 

furniture,  etc.)  

Telephone 

Travelling  (car,  £120 — hospital  allowance  £20)... 

Housekeeping  

Miscellaneous  (personal  lunches,  insurances,  books,  journals, 
clothing  for  family,  gifts,  holidays,  entertainments) . 


£ 

290 

15 

100 

400 

285 


£1,090  £1,170 


No  account  is  made  for  capital  depreciation  on  the  car  or  house  and  no  allowance 
made  for  removal  expenses  liable  at  any  time.  (Average  rate,  £1 50  per  annum). 

In  view  of  this  unsound  financial  state  and  the  school  fees  coming  along  in  two 
years’  time,  it  is  necessary  for  my  wife  to  do  a part  time  Clinical  Assistantship  (4 
sessions  per  week). 
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general  practice  reform  association 

{Day  9) 

SUPPLEMENTARY  MEMORANDUM  OK  EVIDENCE 


_ ..  r ,nf  the  General  Practice  Reform  Association,  having 

The  Executive  Commit  " ^ examjna,ti0,n  of  its  representatives  on 

studied  the  Minute  of  • , that  the  answers  given  to  some  of  the  questions 

20th  February,  1958, ° av  not  have  been  sufficiently  detailed  to  explain 

put  by  'the  Comrra^ionors  y ,iation-  we  would  therefore  like  to  ask  the 

fully  the  standby  <rf  CommSon  to  accept  and  consider  this  Supplementary 

- th- p0liMS- 


Assistants’  Remuneration 


_ t 010-7  8 r*  Wanes  Council  lor  Assistant  General  Practitioners  {or 

Paragraph,  ™Jer  the  Ministry  of  Health) 


eqwvuii'M  'DU''*"11'  j , . . 

.....  n ,n  ihp  freuuenit  problems  of  poor  -prospects  and  insufficient 
In  addition  roauired  to  work  with  grossly  inadequate 

remuneration,  .assislaints  ^ this  can  be  expressed  as  an  inadequate 

off-duty  time ; m terms „r*" duty  fhis  rate  may  be  so  low  as  to  amount 

TOSSES*  tetm  «*“  <•*  «*  "“”r  <"» 

in  terms  of  bourn,  of  w P nrof.e<ision  -for  minimum  not  salaries  to  be  paid 

rnents  oou  d tow  ^Huangements  could  safeguard  adequate 

to  ass.stanus  WC  work,  A satisfactory  minimum  rate  of 

rates  of  .pay  m r““  necesrarily  involves  a limited  amount  of  ordinary 
remuneration  for  WSisUote  neccMniy  in  remuneration 

»«  ” Tr<®«.  norma, Amount  of  on-duty  time  shock! 

£ S wo?k  m days  per  week  -from  the  beginning  of  the  morning  surgery  to  the 
be  5 WOfKiing  oays  pei  w Weuk  f h beginning  of 

en,d  of  the  evening  ®W,plus  -rue  Minimum  amount  of  off-duty  should  be 
the  morning  surgeiy  t 1 • • f jfl  surgery),  alternate  week-ends,  one 

S"  per® week  statutory  holidays  or  other  days  in  lieu,  and  four  weeks’  paid 
holiday  per  year. 

We  consider  that  these  conditions  of  employment  could  he  enforced  only  by  a 
Waeas  Council  or  by  alternative  machinery  under  the  Ministry  of  Hea  th.  The 
MiQf-^trripv'nnofis  of 'Drcs&mt  ami  future  assistants  will  not  be  satisfied  untol  suitable 
just  gnevainciK  of  pres  ™ unforced,  and  it  is  for  this  reason  that  any 

sSSTdesire  -in  the  .profession  for  this  matter  to  he  settled  completely  inside 
itself  should  be  disregarded.  , 

We  should  like  again  to  draw  attention  to  the  persistent  but  frustrated  efforts 

on  assistants’  remuneration.) 

The  " Emergency  Call  Services":  The  phenomenal  growth  in  recent  yean lot 
the  business  haring  of  deputy  doctors  has  led  to  a new  class  of  employed  doctor 
Sng“on  a sessional  basis  and  often  underpaid  and  exited.  «ndtt« 
also  require  minimum,  standards  of  remuneration  to  be  laid  d n. 
the  easy  availability  of  .the  medical  man-power  for  -these  btftmmes  rctlccts 
surplus  of  unestablished  doctors  unable  to  find  better  employment. 


Examples 

We  append  below  a few  further  examples,  quoted  front  letters  we  have  rewtv 
from  assistants,  to  illustrate  the  long  hours  of  on-call  duty  that  assistants 
frequently  required  to  work.  , . . 

(1)  “ Eventuality  I was  offered  an  assistantship  definitely  wrthout  ™w  11 n ■ * 
practice  in  the  East  End  of  London  where  the  two  principals  were  ot  eastern 
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„ ,nti  one  bad  a son  soon  to  qualify.  I was  to  'have  £700  per  annum  and  to 
P" in  two  rooms  above  the  surgery  in  a slum,  itwo  other  rooms  in  the  premises 
occupied  by  one  of  the  principals,  who  seemed  content  with  incredible 
^ainr  I did  all  the  morning  visits  and  finished  the  round,  no  matter 

hr  time  it  kept  me.  Four  days  a week  I was  on  all  day  for  all  late  calls, 
^ these  four  days  included  Saturday  and  Sunday,  which  I never  had  off  until 
Thud  been  in  ,the  'practice  4i  years  . . . following  the  5 per  cent,  increase  I 
Lted  'for  another  increase  (salary  at  the  time  £850)  but  was  told  this  was 
ta, possible  as  expenses  had  gone  up  so  much.” 

M „ I February  1954,  1 was  engaged  as  assistant  by  a doctor  in  am  East 
^Scotland  county  town.  1 knew  that  the  pay  was  poor  and  that  his  assistants 
Ire  not  wil  treated,  hut  as  I was  on  the  dole  I had  no  real  alternative.  This 
™ » semi-rural  practice  of  2,000  N.H.S.  and  several  hundred  private  patients, 
latter  being  seen  by  .the  principal,  by  appointment.  For  N.H.S.  patients  there 
were  15  surgeries  weekly,  of  which  1 conducted  11  ; for  the  N.H.S.  side  of  the 
Sice  1 did  95  per  cent,  of  new  calls,  all  evening  calls  and  all  night  calls. 
Mv  time  off  was  from  after  morning  surgery  till  midnight,  two  days  a week.  . , . 
Mv  Srv  was  £800  per  annum  less  £150  for  accommodation.  The  principal  was 
rSomised  as  a trainer,  and  had  only  taken  me  on  as  an  ordmary  assistant  when 
he  \ras  unable  to  get  a trainee ; after  nine  months  I was  given  notice  because 
he  tad  managed  to  get  one.  ...  He  has  now  taken  bis  son  into  partnership.  . . . 
After  another  three  months  doing  locum*  1 was  again  on  'the  dole  when  I was 
Offered  and  accepted  a job,  again  without  view,  in  a practice  of  3,500  in  a 
S industrial  town  in  central  Scotland.  . . . Conditions  here  were  batter ; I. 
« treated  as  a colleague,  and  up  to  7 p.m.  the  work  was  fairly  evenly  divided. 
Most  of  the  evening  work,  however,  and  all  the  night  work  was  done  by  me. 
There  was  a rota  in  operation  which  gave  ample  tome  off,  but  when  lit  was  the 
turn  of  -our  practice  it  was  'invariably  1 who  was  oncaMj  I even  used  it©  grange 
“swop  with  some  other  practice  when  I wont  on  holiday  so  that  the  principal 
would  not  have  to  do  any  rota  duty  when  I was  away.  ’ . 

(3)  “I  have  been  an  assistant  to  the  senior  of  two  partners  since  April,  1957, 
and  apart  from  one  , half-day  per  week  and  alternate  week-ends  (noon  Saturday  to 
rakkiiighit  Sunday)  I have  been,  on  permanent  call  for  my  employers  patients, 
ffis  partner  has  been  with  him  for  12  years  and  will  never  reach  pamty-the 
Miior  man  having  a 5 .per  cent,  bonus-and  he,  like  me,  has  alternate  week-ends, 
one  half-day  per  week  and  is  on  permanent  call  for  his  patients.  My  emjifayer 
holds  M.O.H.,  Executive  Council  and  other  posts,  will  not  agree  to  the  assistant 
, baimg  shared  by  himself  and  partner,  and  has  m four  years  employed  four 
assistants  I need  hardly  add  that  the  senior  partner  can  take  every  week-end 
XSas  manyhalf-days  as  he  chooses.  He  does  45  minutes  in  morning  surgery 
“M»day  to  Saturday,  and  the  same  .length  of  time  m,  evening  surgery  on 
Tuesday  and  Friday,  the  surgery  being  continued  after  that  time  toy  the . assistant. 
The  tiwo  partners  are  entitled  to  31  days  holiday  each  per  year,  the  assistant  to 
21  days;  and  if  reserve  training  involves  any  loss  of  time  from  the  . P™^e  the 
assistant  forfeits  this  out  of  his  21  days.  Otherwise  the  assistant  takes  his  holiday 
at  the  same  time  as  the  senior  partner  for  two  reasons— there  can  thus  be  no 
time  when  the  assistant  can  ibe  away  and  leave  in*  employ"  : calls 

and  die  junior  .partner  is  thus  left  on  his  own  to  cope  with  the  Prarct'c.® 

for  at  least  .three  weeks,  during  which  time  he  must  pay  for  a locum  out  of  his 
own.  pocket  or  do  ail  the  work  himself." 

(4)  “ . . . at  present  il  get  only  alternate  Sundays  away  from  the  practice  to 
which  'I  am  an  assistant  and  otherwise  am  tied  to  tlte  telephone.  1 find  this  is 
barely  enough  itime  in  which  to  have  any  relaxation  . . • 


The  Assistantship  System 

Paragraph  2204,  re  the  Extra  List  of  Patients 
We  do  not  regard  the  private  employment  ol  one  r.  !? 

conducive  to  good  professional  relationship ; .particularly  is  it 
say  .the  least,  in  a publicly  organised  health  service.  If  it  is  wrong  to  buyandseU 
patients  (the  argument  put  forward  for  the  abolition  ©f  the  sale  p 
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goodwill  when  the  N.H.S.  was  introduced),  it  is  surely  equally  wrong  to  sub-let 
them. 

We  wish  to  stress  that  in  our  opinion  there  are  only  two  justifiable  reason® 
for  the  employment  of  an  assistant:  (a)  as  a means  of  training  for  general 
practice,  and  (7>)  as  an  introduction  to  partnership.  We  view  with  abhorrence 
the  official  attitude  of  the  profession  as  stated  by  a sub-committee  of  the  G.M.S.C. 
that  “ there  is  nothing  improper  or  unethical  in  a principal  enjoying  a monetary 
reward  in  respect  of  the  indefinite  employment  of  an  assistant”.  It  would  not  be 
too  much  to  say  that  we  regard  the  present  position  of  the  employment  of 
assistants  in  the  .NjH.S.  as  a national  scandal. 

The  factor  which,  more  than  any  other,  .makes  the  exploitation  of  unastaMished 
doctors  .possible,  and  which  constitutes  the  substance  of  our  complaint  against 
the  assistantship  system,  is  the  permanent  extra  list  of  up  to  2,000  patients  for 
employing  an  assistant.  We  .maintain  that  an  extra  list  should  only  be  permitted 
in  order  to  allow  a principal  who  genuinely  desires  to  take  a .partner  to  bridge 
the  .gap  between  hatvfog  too  .much  work  for  one  and  not  enough  income  for  two 
on  the  one  hand,  and  having  work  and  money  for  two  on  the  other.  Our  view  is 
that  an  extra  list  should  .only  be  allowed  for  a limited  time  (up  to  2 years)  and 
where  a view  to  partnership  is  genuinely  intended  and  intimated  to  the  Executive 
Council.  This  would  be  a strong  stimulus  to  the  formation  of  now  partnerships. 

In  this  connection  we  should  like  to  draw  the  Royal  Commission’s  attention 
to  the  fact  that  one  Executive  Council  in  England  has  informed  us  that  it  limits 
the  penmission  .to  a .principal  to  employ  an  assistant  to  a period  of  12  months,  and 
it  has  found  that  this  .policy  has  had  a marked  effect  m inducing  .principals  to 
take  their  assistants  into  partnership : the  policy  receives  the  whole-hearted  support 
of  the  Council’s  .Local  Medical  Committee.  It  is  a pity  that  other  Executive 
Councils  halve  not  .followed  this  example. 

Our  objections  to  the  present  working  of  the  assistantship  system,  based  as  it  is 
upon  an  unlimited  .duration  to  toe  .possession  of  an  extra  list  of  a maximum  size 
of  2,000  .patients  are:  — 

7.  Principals'  income  structure:  The  higher  reward  in  general  practice 
from  toe  N.H.S.  .is  not  by  .merit  (quality  of  service)  nor  even  by  number  of 
.patients  actually  attended  (, quantity  of  service),  but  by  .being  in  a position  to 
employ  an  assistant  at  a real  cost  much  less  than  the  income  that  is  thereby 
.obtainable  from  toe  N.H.S. 

2.  Public  policy : This  .provision  in  the  N.H„S.  for  sub-contracting  at 
lower  cost  seems  to  us  to  involve  an  abuse  of  public  money. 

3.  Entry  into  practice  as  a partner:  There  Is  a financial  disincentive  in 
many  instances  for  an  assistantship  “ without  a view  ” to  become  one  “ with 
a view  ”. 

4.  standards  of  practice:  We  believe  that  the  divorce  between  actual 
work  .performed  and  maximal  financial  reward  from  the  .N.H.S.,  and  the 
encouragement  of  assistantships  without  a view  .with  which  this  is  associated, 
.both  .have  an  adverse  influence  on  standards  of  practice. 


Remuneration  of  Principals 

Paragraphs  2274,  2280  2,  2293  4,  rc  Methods  of  Rewarding  Merit 
We  wish  to  emphasise  once  more  that  we  disagree  with  the  .B%M.A.’s  view, 
expressed  in  .their  evidence  to  the  Royal  Commission,  that  the  ability  to  attract 
a .large  number  of  .patients  is  a measure  of  a G-P.'s  professional  ability. 

The  Ministry  of  Health  recently,  in  replying  to  a petition  from  a doctor's 
patients  (.which  had  complained  against  hjs  being  fined  for  over-iprescBbmg 
and  stated  .that  he  had  effected  remarkable  cures)  commented  that  toe  patient 
was  .not  necessarily  toe  .best  judge  in  assessing  a doctor's  clinical  ability.  W«i 
this  view  we  would  agree,  in  fact,  to  reward  doctors  solely  on  a basts  of  tne 
number  of  .patients  .registered  with  them  tends,  in  our  opinion,  to  put  a premium 
on  testy  and  inadequate  work,  since  the  more  patients  a doctor  has,  the  less 
time  he  has  to  devote  to  each. 
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It  is  obvious  that  the  size  of  a practice  at  any  given  time  depends  upon  a 
number  of  factors  which  are  quite  independent  of  the  individual  practitioner’s 
dualities,  whether  good  or  bad  ; these  include,  for  example:  the  length  of  time  that 
die  practice  has  existed  ; the  area  of  the  practice  and  density  of  population  ; the 
amount  of  local  opposition ; the  site  of  the  surgery  and  its  accessibility.  Thus, 
in  a town,  all  the  large  practices  are  invariably  long-established,  with  surgeries  on 
main  roads  with  easy  access  to  public  transport,  irrespective  of  the  personal 
dualities  of  the  doctors.  To  argue  that  a doctor  taken  into  a large  partnership, 
or  appointed  to  a long-established  practice  vacancy  is  qualitatively  better  than  a 
“ squatter  ” in  a side  street  because  he  has  a larger  list  is  quite  nonsensical. 

The  Spens  Report  recommended  giving  more  remuneration  to  doctors  with 
more  merit.  However,  in  practice,  the  method  of  GiP.  remuneration  in  the 
NHS  has  worked  out  so  as  to  give  more  money  to  those  doctors  with  more 
natients  and  the  B.M.A.  has  unconsciously  (and  fallaciously)  accepted  the 
principle  that  more  patients  must  therefore  necessarily  imply  more  merit. 

Naturally,  in  assessing  the  amount  of  money  that  ought  to  be  paid  to  general 
nraotiitioners,  account  must  be  taken  of  the  quantity  of  work  undertaken  by  the 
doctor  up  to'  a .point,  that  .point  being  the  maximum  number  of  patients  for  whom 
it  is  considered  that  the  proper  standard  of  medical  care  can  be  provided  (2,000  mi 
the  G P.R.A.  view),  subject  to  national  economic  considerations.  But  we  do  not 
think  it  "night  that  this  is  the  only  factor  that  should  be  taken  into  account— hence 
our  proposal  to  reward  greater  experience  by  means  of  length  of  service 
increments. 


In  our  oral  evidence  we  tried  .to  make  At  clear  that  (the  G.P.R.A.  would  not  be 
opposed  to  additional  measures,  over  and  above  our  basic  proposals,  designed 
to  recognise  merit  in  a G.P.,  iif  a suitable  scheme  could  be  devised.  We  should  .like 
to  mention  here  that  it  may  .be  .possible  to  devise  such  a scheme,  by  taking  unto 
account  a number  of  factors  such  as,  for  example,  higher  .qualifications,  publica- 
tion of  original  'Work,  being  on  the  Obstetric  List,  .taking  of  regular  refresher 
courses  though  no  single  one  of  these  by  itself  is  necessarily  proof  of  higher 
professional  ability.  (Of.  the  article,  “ Merit  Awards  for  General  Practitioners 
by  J.  F.  Burdon,  M.B.,  B.S.,  D.A.,  British  Medical  Journal  Supplement,  12th 
July, 1958,  p.  27.) 


We  should  'like  in  passing  .to  draw  attention  to  the  fact  that  a system  for 
rewarding  merit  on  account  of  such  achievements  already  exists,  viz.,  the  trainee 
general  practitioner  scheme,  whereby  .the  trainer  , principal  is  selected  on  the  basis 
of  Ms  suitability  as  a trainer— no  doubt  taking  into  account  such  considerations 
as  .the  above— and  receives  in  .return  a training  grant  of  £150  and  the  services 
of  an  .assistant  at  State  expense.  .Tn  .practice,  .the  employment  of  a permanent 
assistant  often  works  in  much  the  same  way,  without  any  suggestion  of  merit 
being  made,  but  solely  by  virtue  of  the  extra  list. 


Number  of  Patients  per  Practitioner 
Paragraph  2330,  re  Proposed  Maximum  of  2,000  N.H.S.  Patients  per  Practitioner 
In  addition  to  the  .pointers  from  various  sources  towards  a figure.  of  2,000,  given 
in  o.ur  written  evidence  on  pages  427-8,  we  would  add  that  the  Danbisbire  House 
Health  Centre  has  reported  .that  it  might  well  be  that  2,000  .patients  is  the  oplitimum 
nuimiber  per  doctor.  {Supplement  to  British  Medical  Journal,  18th  January,  1958./ 

Paragraph  2380,  re  Effect  of  too  many  Patients  on  Mode  of  Practice 
Too  many  patients  cause  the  doctor  to  get  through  his  work  at  an  unnatural 
pace.  Sir  Francis  Fraser  has  commented:  “Xt  is  disturbing  'to  hear  so  oiten 
from  members  of  the  public,  ‘ I didn’t  tell  the  doctor  about  that,  he  seemed  too 
busy  or,  ‘ I told  the  doctor,  but  he  (paid  no  attention  to  that  . (The  Lancet, 
18th  January,  1958.)  An  adequate  reduction,  in  the  number  of  patients  cuts  out 
this  “ pressure  of  time  ” factor,  and  so  the  relevant  points  in  'the  patient  s history 
are  brought  to  light ; they  can  no  longer  be  hidden  or  ignored,  and  consequently 
have  to  be  dealt  with.  Thus  in  our  view,  some  improvement  an  standards  would 
be  inevitable  if  maximum  list  sizes  were  reduced  to  medically  manageable  levels. 
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Reasons  for  Irrelevancy  of  Spens  (1)  , ...... 

9 The  Association  have  considered  most  carefully  the  matter  of  the  first 
9.  The  Assoctau™  n . hold  t0  the  opinion  expressed  in  paragraph  65 

Spens  dental  recommendatto  , (<  practical  purposes  this  particular  Spens 

of  their  mammemorandnm  that  tor  ftu  that  a careful  wading  <* 

recommendation  has  no  ? Dentai  Roport  will  indicate  that  the  Spens 

paragraphs  17  apd .18  oft  P d ^ as  ,0  whether  the  circumstances  that 
Committee  themselvK  S * , spread  of  dental  incomes  at  that  time, 

eXIS?Hd  Iver  exist  anah.^ ^ hence  teeir  statement  in  paragraph  18  that  “action 
T m i-S^this  figure  (£1  600).”  Amongst  the  many  factors  that  gave 
should  be  based  on i this  ”8“  £ the  Spens  Committee  mention  three,  all  of 

rise  to  the  1938  spread  ot  incomes  ^ change  ()f  circumstanccs  ,rom  1938 

which  have  now  change  y-  ^ of  the  Rep(5rt  is  the  removal  of  the 

conditions  mentioned l in ‘8r-|tpoanno,t  be  denied  that  the  introduction  of  a 
economic  barrier  to  den  y.  “ ( increase  jn  the  demand  for  dentistry, 

free  dental  service  rMUlted  l YS  temporarily  reduced  the  demand  rate, 

and  although  rotrodurtion  d4and  that  existed  in  1938 

it  still  remained  very  high  P varying  the  charges  for  dentistry, 

The  Association  freely  ad™  ^ 4.  But  any  Oovernment 

‘that 'toidTto  li Produce  high  charges  for  dentistry  in  the  Health  Service  would 
that  decided,  to  iiuioo  s political  repercussions,  and  in  any  event, 

thcP  benefits  that  the  public  can 
obS  wXf  the  Health  Service,  the  demand  rate  would  be  most  unlikely  to 
fall  to  the  1938  level. 

which ™mSn  J "stm  Commit  in' 

Nation!  and  Sending  ^ntjjjjjof  hs 
Scmfeh  counterpart.  At  the  same  time,  as  indicated  in  recent  Ministry  of 
Ktealfh  Reports^* and  mentioned  in  paragraph  11  of  the  Associations  main 
memorandum,  there  is  definite  evidence  that  more  and  more  of  he  population 
arrsSg  conservative  treatment,  and  arc  returning  to  their  dentists  at  reguto 
interval*  The  position  in  this  respect  has  improved  very  much  in  the  last 
twenty  years,  and  particularly  since  -the  start  of  the  Health  Service,  and  again 
the  Association  oannoit  visualise  this  increased  pub  ic  interest  in  dental  health 
evaporating  overnight  and  returning  to  the  1938  level,  even  in  the  unhappy 
event  of  charges  being  increased  or  their  scope  being  widened. 

11  There  can  be  no  argument  about  the  third  factor  which  Is  mentioned  in 
paragraph  20  of  the  Spens  Report  as  contributing  towards  the  spread  of  incomes 
in  1938.  This  is  the  variation  in  fees  charged  by  dentists  prior  to  the  Health 
Service.  While  there  is  in  operation  a standard  scale  of  f«*  system,  this  factor 
which  helped  to  secure  differentiation  in  incomes  in  1938  has  been  entirely 
removed  as  regards  dentists  an  the  Health  Service. 

12.  Two  further  points  arise  in  considering  the  first  Spens  dental ^recommenda- 
tion. The  Commission  are  well  aware  of  the  contents  of  the  McNair  Report 
and  of  the  shortage  of  dental  man-power,  which  is  dealt  with  fully  in  tart  v 
of  the  Association’s  main  memorandum.  The  Association  are  sure  that  the 
Commission  will  accept  the  fact:  that  it  is  quite  impossible  to  re^oduce  the 
condition  of  under-employment  in  the  profession  which  would  be  necessary  to 
achieve  the  1938  spread  of  incomes  by  the  apparently  simple  expedient  ot 
suddenly  producing  a large  number  of  extra  dentists. 

13.  The  second  point  arises  in  connexion  with  the  method  of  remuneration. 
Spens  recommendation  No.  3 is  quite  definite  that  if  remuneration  is  to 
by  a scale  of  fees,  then  it  must  be  a “balanced  scale.  The  method  ox 
calculating  a “balanced”  scale  of  fees  is  fully  explained  in  paragraph  101  oi 
the  Association’s  main  memorandum,  and  two  essential  factors  in  the  eatoWmns 
are  a target  figure  for  the  dentist  to  earn  and  the  number  of  chairstde  hours 
that  he  must  work  to  earn  that  figure.  Spens  recommendation  No.  1 contains 
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no  target  figure  for  the  profession  in  general,  since  it  relates  only  to  one  age 
aro  “n0,r  as  pointed  out  above,  are  any  particular  number  of  chairside  hours 
associated  with  any  particular  income  group.  It  would,  therefore,  be  quite 
impossible  to  implement  Spens  recommendation  No.  1 by  means  of  a “ balanced  ” 
scale  of  fees. 

14  The  Association  therefore  submit  that  the  changes  in  circumstances 
visualised  by  the  Spens  Committee  have  in  fact  taken  place,  that  there  can  be 
no  spread  of  incomes  comparable  with  that  in  1938,  and  therefore  that  the 
Snens  Dental  Recommendation  No.  t has  in  the  words  of  the  Spens  Report 
“little  or  no  relevance  to  the  actual  circumstances.” 

loens  Dental  and  Medical  Recommendations  Compared 

15  It  remains  to  deal  with  the  question  of  the  relationship,  if  any,  between 
the  recommendations  of  the  Spens  Medical  and  Dental  Committees.  In  the 
first  rln—  't  must  be  said  that  from  the  Minutes  of  Evidence  presented  to  the 
Roval  Commission  by  the  British  Medical  Association  (page  258,  para.  1140)  it 
would  appear  doubtful  whether  the  first  and  main  recommendation  of  the  Spens 
Medical  Committee,  which  in  wording  is  somewhat  similar  to  Spens  Dental 
Recommendation  No.  1,  has  ever  been  implemented  in  detail.  It  is  equally 
doubtful  whether  such  likeness  as  may  exist  between  the  two  recommendations 
in  question  extends  beyond  the  wording,  and  in  any  event  the  first  dental 
recommendation  has  already  been  shown  to  be  completely  irrelevant  in  present 
and  likely  future  circumstances.  The  fact  is  that  proper  comparison  between 
medical  and  dental  incomes,  both  target  and  actual,  could  only  be  made  if 
the  circumstances  and  duration  of  employment  were  comparable,  i.e.  it  all 
doctors  had  the  maximum  permitted  numbers  of  patients  on  their  lists,  which 
would  presumably  constitute  full  employment,  and  all  dentists  were  able  to 
restrict  their  working  hours  to  the  Spens  figure  of  1,500  per  year. 


PART  IV 

The  Inland  Revenue  Inquiry 
Royal  Commission’s  Own  Inquiry  Results  Still  Awattecl 

16.  The  opportunity  is  taken  to  comment  on  the  figures  produced  by  the 
Inland  Revenue  Inquiry  into  incomes  and  expenses  of  National  Health  Service 
general  dental  practitioners  in  Great  Britain  during  the  year  1955-56.  ihe 
observations  which  follow  are  necessarily  made  in  advance  of  publication  and 
examination  of  the  results  or  the  Commission’s  own  inquiry  which,  however, 
will  embrace  not  only  practitioners  in  all  spheres  of  dentistry  but  also  members 
of  other  professions. 

Figures  Lower  than  Envisaged  in  Main  Memorandum 

17.  The  Inland  Revenue  results  show  that  in  their  estimate  of  the  gross  earnings 
of  single-handed  practitioners  in  1955-56  (first  Memorandum,  paragraph  82)  the 
Association  were  unduly  optimistic : the  estimated  figure  was  £3,480  but  the 
actual  figure  shown  by  the  inquiry  is  only  £3,272.  The  average  net  income  figure 
emerging  from  the  reconciliation  of  gross  incomes  and  expenses  in  the  case  of 
single-handed  dentists  is  only  £1,641,  as  compared  with  an  estimate  of  £1,812  in 
the  first  Memorandum. 

Improvement  in  1952-53  position  only  hy  virtue  of  abolition  of  10  per  cent.  Cut 

18.  The  situation  indicated  by  the  above  figure  of  £1,641  is  that  had  it  not 
been  for  the  abolition  of  the  10  per  cent,  cut  in  gross  fees  the  net  finaarasd 
position  of  single-handed  practitioners  in  1955-56  would  have  teem  no  better 
than  in  1952-53,  when  the  single-handed  average  was  £1,345  net.  Bearing  in 
mind  the  10  per  cent,  restoration  it  is  obvious  that  expenses  must  have  risen 
very  considerably  during  the  intervening  three-year  period : indeed  “ireot  com- 
parison  can  be  made  between  the  two  sets  of  inquiry  figures  'if  for  PJ?  P . 
of  calculation  it  is  assumed  that  the  10  per  cent,  cut  was  no t opmfcve  m 
1952-53.  Had  that  been  the  case  the  1952-53  expense  ratio  for  all ^pracUhonOTs 
would  have  been  48  per  cent,  as  against  52  per  cent,  in  1955-56  and  the  ratio 
for  single-handed  practitioners  would  likewise  have  been  48  per  cent,  against 
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Reasons  for  Irrelevancy  f P ■ carefully  the  matter  of  the  first 

9.  The  Association  have  considered  most^  expressed  ;n  paragraph  65 

Spens  dental  recommendation,  and  ho  “tical  purposes  this  particular  Spens 
of  their  main  memorandum  that  for  ftat  a careful  reading  of 

recommendation  has  no  relevancy.  _>  Report  will  indicate  that  the  Spens 
paragraphs  17  and  18  of  ^L-TdauMs as'  to Whether  the  circumstances  that 

Committee  themselves  had  grave  do  “ a d f derital  incomes  at  that  time, 

existed  in  1938,  and  which  ga™  nt  paragraph  18  that  “action 

would  ever  exist  again,  hence  their  __  I^ongst“the  many  faotors  that  gave 
should  be  based  on  this  figure ' 1’6(A  Spgns  Committee  mention  three,  all  of 

rise  to  the  1938  spread  of  unuumes,  th  vpe  ( cjrcumstances  from  1938 

which  have  now  changed  17  of  Report  is  the  removal  of  the 

conditions  menteoned  m paragraph  1 oi  ^ the  introduction  of  a 

economic  barrier  to  increase  in  the  demand  for  dentistry, 

free  dental  service  resulted  i in  a -W g t rarily  reduced  the  demand  rate, 

and  although  the  introduction  of  char^  tmpori  that  exi  ted  in  1938. 

it  still  remained  very  high  n “<£Pa"^g  0r  varying  the  charges  for  dentistry 
The  Association  freely  admit  'that  t>y *a'.  j/demand  rate.  But  any  Government 
the  Government  of  the  daYJf%  altfj  dentistry  in  the  Health  Service  would 
that  decided,  to  introduce  high  charges  repyoroussions,  and  in  any  event, 

have  to  face  the  Foss*dfi v Amoved5  from  the  benefits  that  the  public  can 
-iX  dUd  rate  would  be  most  unhlcely  to 

fall  to  the  1938  level.  . the  effect  on  the  1938  demand  rate 

10.  The  second  uncertainty  as  *S ^ jn  paragraph  17  is  in  respect  of  the 
which  is  mentioned  -by  the  Spens i Com  tt  n ^ Association  are 

education  of  the  public  to  take  grMdCT  ca  01  bU  . mattcrs  of  dental  health, 
only  too  aware  of  the  of  Health  of  the  Standing 

and  welcome  the  recent  A and  the  impending  appointment  of  its 

Committee  on  Dental  Edualion.  dn^tn^^  ^ Mtaistry  o£ 

Scottish  counterpart.  At  Sesame  4 A u o£  ,thc  Assooitdion’s  main 
Health  Reports,  and  to^n^videnreTh^  more  and  more  of  the  population 
memorandum,  there  is  definite  e /lden  u ■ ; w ,heir  dentists  at  regular 

are  seeking  conservative  treat™**  and are  ret mUch  in  the  last 
intervals.  The  position  in  this: * ■ P.  ,art  0fPfhe  Health  Service,  and  again 
twenty  years,  and  particularly  sin  . , nublic  interest  in  dental  health 

SSSffiSssa-JS jaa™  “ * ”T 

removed  ias  regards  dentists  in  the  Health  Service. 

12.  Two  further  points  arise  in  considering  the  first  Spens  ^ta^reeomm^ 

isas?  s*3r. 

condition  'of  underemployment  in  the  professi  simple  expedient  of 

achieve  the  1938  spread  of  .incomes  by  toe,  apparently  simple  cm 
suddenly  producing  a large  number  of  extra  dentists. 

13.  The  second  point  arises  in  00™ex‘^n^bthate  ifCr^neL5mUlsCrto°be 
Spens  recommendation  No.  3 is  quite  defin .te  ■ „ j The  m(Jthod  of 

st  S’sS'wST., ■ wsv^” rtSAb,,  .I  gw**- 

that  he  must  Xk  to  earn  that  figure.  Spens  recommendation  No.  1 contain 
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no  target  figure  for  the  profession  in  general,  since  it  relates  only  to  one  age 
group,  nor  as  pointed  out  above,  are  any  particular  number  of  chairside  hours 
associated  with  any  particular  income  group.  It  would,  therefore,  be  quite 
impossible  to  implement  Spens  recommendation  No.  1 by  means  of  a “ balanced  ” 
scale  of  fees. 

14.  The  Association  therefore  submit  that  the  changes  in  circumstances 
visualised  by  the  Spens  Committee  have  in  fact  taken  place,  that  there  can  be 
no  spread  of  incomes  comparable  with  that  in  1938,  and  therefore  that  the 
Spens  Dental  Recommendation  No.  1 has  in  the  words  of  the  Spens  Report 
“little  or  no  relevance  to  the  actual  circumstances.” 

Spens  Dental  and  Medical  Recommendations  Compared 

15.  It  remains  to  deal  with  the  question  of  the  relationship,  if  any,  between 
the  recommendations  of  the  Spens  Medical  and  Dental  Committees.  In  the 
first  place,  it  must  be  said  that  from  the  Minutes  of  Evidence  presented  to  the 
Royal  Commission  by  the  British  Medical  Association  (page  258,  para.  1140)  it 
would  appear  doubtful  whether  the  first  and  main  recommendation  of  the  Spens 
Medical  Committee,  which  in  wording  is  somewhat  similar  to  Spens  Dental 
Recommendation  No.  1,  has  ever  been  implemented  in  detail.  It  is  equally 
doubtful  whether  such  likeness  as  may  exist  between  the  two  recommendations 
in  question  extends  beyond  the  wording,  and  in  any  event  the  first  dental 
recommendation  has  already  been  shown  to  be  completely  inrelevant  in  present 
and  likely  future  circumstances.  The  faot  is  that  proper  comparison  between 
medical  and  dental  incomes,  both  target  and  actual,  oould  only  be  made  if 
the  circumstances  and  duration  of  employment  were  comparable,  i.e.  if  all 
doctors  had  the  maximum  permitted  numbers  of  patients  on  their  lists,  which 
would  presumably  constitute  full  employment,  and  all  dentists  were  able  to 
restrict  their  working  hours  to  the  Spens  figure  of  1,500  per  year. 

PART  IV 

The  Inland  Revenue  Inquiry 
Royal  Commission’s  Own  Inquiry  Results  Still  Awaited 

16.  The  opportunity  is  taken  to  comment  on  the  figures  produced  by  the 
Inland  Revenue  Inquiry  into  incomes  and  expenses  of  National  Health  Service 
general  dental  practitioners  in  Great  Britain  during  the  year  1955-56.  The 
observations  which  follow  are  necessarily  made  in  advance  of  publication  and 
examination  of  the  results  of  the  Commission's  own  inquiry  which,  however, 
will  embrace  not  only  practitioners  in  all  spheres  of  dentistry  hut  also  members 
of  other  professions. 

Figures  Lower  than  Envisaged  in  Main  Memorandum 

17.  The  Inland  Revenue  results  show  that  in  their  estimate  of  the  gross  earnings 
of  single-handed  practitioners  in  1955-56  (first  Memorandum,  paragraph  82)  the 
Association  were  unduly  optimistic : the  estimated  figure  was  £3,480  but  the 
actual  figure  shown  by  the  inquiry  is  only  £3,272.  The  average  net  income  figure 
emerging  from  the  reconciliation  of  gross  incomes  and  expenses  in  the  case  of 
single-handed  dentists  is  only  £1,641,  as  compared  with  an  estimate  of  £1,812  in 
the  first  Memorandum. 

Improvement  in  1952-53  position  only  by  virtue  of  abolition  of  10  per  cent.  Cut 

18.  The  situation  indicated  by  the  above  figure  of  £1,641  is  that  had  it  not 
been  for  the  abolition  of  the  10  per  cent,  cut  in  gross  fees  the  not  financial 
position  of  single-handed  practitioners  in  1955-56  would  have  been  no  better 
than  in  1952-53,  when  the  single-handed  average  was  £1,345  net.  Bearing  in 
mind  the  10  per  cent,  restoration  it  is  obvious  that  expenses  must  have  risen 
very  considerably  during  the  intervening  three-year  period : indeed  direot  com- 
parison can  be  made  between  the  two  sets  of  inquiry  figures  if  for  the  purpose 
of  calculation  it  is  assumed  that  the  10  per  cent,  cuit  was  not  operative  m 
1952-53.  Had  that  been  the  case  the  1952-53  expense  ratio  for  all  practitioners 
would  have  been  48  per  cent,  as  against  52  per  cent,  in  1955-56  and  the  ratio 
for  single-handed  practitioners  would  likewise  have  been  48  per  cent,  against 

73 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


the  1955-56  ratio  of  50  per  cent.  In  considering  die  remarkable  feature  that 
but  for  the  restoration  of  the  10  per  cent,  the  average  single-handed  dental 
practitioner  would  have  been  no  better  oft  financially  in  1955-56  than  m 1952-53, 
it  must  also  be  remembered  that  a greater  volume  of  work  was  performed  in 
1955-56,  without  which  it  is  reasonable  to  suppose  that  there  would  have  been 
a relative  deterioration  in  the  position. 

19  The  earnings  of  practitioners  in  all  categories  show  a greater  increase  than 
those  of  single-handed  practitioners  alone,  but  even  so  the  average  net  income 
figure  revealed  by  the  inquiry  results  is  only  ft ,994.  That  .figure  cannot  be 
regarded  as  satisfactory  seeing  that  the  Spens  Dental  C ommittee  visualised  in 
1948  that  practitioners  employing  assistants  or  working  in  partnership,  or  able  to 
work  more  than  the  Spens  hours,  could  and  should  achieve  higher  earnings  than 
those  advocated  in  Spens  recommendation  No.  2.  In  1948  £1,994,  although  like 
the  single-handed  figure  of  £1,641  an  average  and  not  a basic  figure,  might 
have  compared  reasonably  with  the  1948  single-handed  basic  scale  figure  of 
£1  778  In  1958,  however,  'both  the  single-handed  figure  and  the  all  categories 
figure  are  completely  unrealistic,  even  if  judged  in  the  light  of  the  cost  of  living 
issue  alone,  and  that,  as  (the  Commission  are  aware,  is  by  no  means  the  essence 
of  the  Association’s  case. 

Likely  Position  in  1958 

20  It  may  be  thought  that  the  .position  in  1958  is  different  from  that  in  1956 
because  still  more  work  is  now  being  performed  and  the  interim  increase  of 
2-6  per  cent,  in  gross  fees  has  been  operative  since  May  1957.  It  must  be  realised, 
however  that  since  1956  practitioners  have  had  In  meet  increases  in  staff  wages, 
in  charges  for  electricity,  gas,  solid  fuel,  etc.,  in  rates  resulting  from  increased 
assessments,  and  in  many  cases  in  rents,  so  that  it  is  questionable  whether  in 
1958  the  net  financial  .position  of  practitioners  is  bolter  than  in  1956. 

PART  V 

Numbers  of  Patients  seen  each  Day 
Removal  of  Apparent  Misconception 

21  Paragraph  3750  of  the  Minutes  of  Evidence  presented  to  the  Royal  Com- 
mission  by  H.M.  Treasury,  Ministry  of  Health  and  Department  of  Health  for 
Scotland,  gives  the  impression  that  the  Commission  were  under  the  belief  that 
the  average  number  of  patients  seen  each  day  by  a general,  dental  practitioner 
in  the  National  Health  Service  is  three.  It  may  be  that  in  fact  .there  is  no 
misunderstanding  as  to  the  true  .position  but  should  there  be  u would  certainly  be 
contrary  to  the  interests  of  the  profession  and  it  is  therefore  thought  desirable 
to  remove  any  possibility  of  misconception. 

22.  All  that  .the  figures  quoted  in  paragraph  3750  show  is  that  on  average  each 
dentist  completes  a course  of  treatment  for  three  cases  (i.e,  patients)  a day.  The 
significant  'point  is  that  for  each  case  there  is  a course  of  treatment  which  extends 
over  several  visits.  It  is  difficult  to  say  what  is  the  average  number  of  these  visits 
and  the  true  situation  is  probably  best  revealed  by  the  appointments  book  of  an 
average  dentist  which  will  be  found  to  contain  each  day  a full  list  of  appoint- 
ments, at  .intervals  probably  averaging  between  20  to  30  minutes,  during  the 
whole  of  his  working  time.  To  whatever  may  be  the  daily  total  of  booked 
appointments  ” must  .be  added  the  emergency  patients  with  whom  most  dentists 
have  to  deal  in  the  course  of  a day,  and  even  an  emergency  case  may  not  be 
completed  in  one  visit. 

PART  VI 

Remuneration  of  Local  Authority  Dental  Officers 
Developments  Since  First  Memorandum  Published 

23.  Part  IX  of  the  Association’s  first  memorandum  dealt  with  the  remunewto# 
of  local  authority  dental  officers  and  the  present  object  is  to  bring  the  k y 
Commission  up  to  date  with  regard  to  developments  m this  particular  conn«  , 
since  the  submission  of  the  first  memorandum.  The  developments  m quesuon 
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have  been  adverse  so  far  as  the  dental  officers  are  concerned,  inasmuch  as  a 
claim  for  improvement  in  their  remuneration  to  bring  them  into  lime  with  the 
rest  of  the  profession  was  rejected  by  the  Management  Side  of  the  Dental  Whitley 
Council. 

The  View  of  the  Guillebaud  Committee 

24.  In  view  of  this  regrettable  development  the  Association  think  it  appropriate 
again  to  draw  the  attention  of  the  Royal  Commission  to  paragraph  538  of  the 
Report  of  the  Guillebaud  Committee,  which  is  quoted  in  paragraph  123  of  the 
first  Memorandum  and  to  reiterate  that  “ local  authority  dental  officers  should 
be  remunerated  on  the  basis  that  they  are  dentists,  with  all  the  implications 
attendant  upon  engagement  in  the  profession  of  dentistry.” 

Memorandum  by  Local  Authority  Associations 

25.  The  Association  are  also  aware  that  there  has  bean  submitted  to>  the  Royal 
Commission  a Joint  Memorandum  from  the  Local  Authorities  Associations.  In 
the  B.D.A.  Memorandum  the  section  devoted  to  Looal  Authority  dental  officers 
was  deliberately  curtailed  in  length  because  It  was  known  that  despite  represen- 
tations made  to  the  Government,  the  remit  of  the  Commission  precluded  them 
from  making  recommendations  with  regard  to  the  remuneration  of  Local  Authority 
dentists  although  it  would  seem  to  be  within  their  power  to  take  into  consideration 
the  present  position  in  that  field  of  dental  employment  and  possibly  to  comment 
thereon.  In  the  circumstances,  if  the  Commission  propose  to  give  detailed  con- 
sideration to  the  memorandum  produced  by  the  Looal  Authorities  Associations, 
the  British  Dental  Association  would  welcome  the  opportunity  in  further  verbal 
evidence  of  elaborating  on  the  case  for  local  authority  dentists  as  outlined  in 
their  first  memorandum, 


PART  VII 

Means  of  settling  Disputes  with  regard  to  Dental  Remuneration 
Original  Proposal  for  Arbitration 

26.  In  their  first  memorandum  the  Association  urged  that  there  should  be 
appointed  :an  independent  arbitrator,  acceptable  to  the  profession,  who  with  the 
aid  of  two  assessors  would  officiate  in  any  disputes  between  the  Government  and 
the  British  Dental  Association. 

B.M.A.  Scheme — on  Lines  of  Coleraine  Committee 

27.  The  Association  have  now  looked  at  toe  matter  again  in  the  light  of  points 
raised  whan  verbal  evidence  was  presented  to  the  Commission  by  the  Association 
themselves  and  by  Government  Departments.  The  Association  have  also  been 
privileged  to  see  the  Supplementary  Memorandum  presented  by  the  British 
Medical  Association  in  which  the  proposal  is  advanced  that  .there  should  be 
created  a standing  committee  appointed  by  the  Prime  Minister  which  should 
be  empowered  to  conduct  an  annual  review  of  .medical  remuneration.  The  pro- 
posed committee,  it  is  appreciated,  would  be  comparable  in  some  respects  with 
the  Coleraine  Committee  which  is  responsible  for  reviewing  the  remuneration  of 
higher  Civil  Servants. 

Standing  Committee  Acceptable  to  Dental  Profession,  provided  Powers  Sufficiently 
Wide 

28.  After  careful  consideration  the  Association  have  come  to  the  conclusion  that 
the  interests  of  the  dental  profession  could  be  safeguarded  satisfactorily  by  the 
setting  up  of  a standing  committee  very  much  on  the  lines  of  that  proposed  by 
■the  British  .Medical  Association  but  with  one  major  difference  in  so  far  as  the  .remit 
of  .the  committee  is  concerned.  As  the  Association  see  it  .the  task  of  an  Advisory 
Committee  in  .the  case  of  .the  medical  profession  would  be  to  review  the  remunera- 
tion of  Health  Service  doctors,  effect  being  subsequently  given  to  the  Committee’s 
recommendations  .by  variations  in  the  size  of  the  Central  Pool  for  general  medical 
practitioners  and  in  the  salaries  of  other  doctors.  A comparable  committee  in  the 

75 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


dental  case,  however,  having  pronounced  their  findings  on  'the  net  remuneration 
of  dental  'practitioners  should  have  the  additional  responsibility,  in  the  event  of  a 
dispute  arising  between  the  profession  and  the  Health  Departments  on  the  formu- 
lation of  a scale  of  gross  fees  designed  to  produce  the  advocated  net  remuneration, 
of  advising  the  Chancellor  of  the  Exchequer  as  to  whether  in  their  opinion  the 
proposed  scale  would  oir  would  not  implement  their  findings. 


Copy  of  letter  to  the  Royal  Commission  from . tile  Secretary  of  the  British 
Dental  Association  Remuneration  of  Dental  Teaching  Staff 
In  neither  of  the  two  memoranda  submitted  to  the  Royal  Commission  by  the 
British  Dental  Association  has  reference  been  made  to  the  position  of  University 
Dental  Teaching  Staff.  This  was  because  we  were  under  the  impression  that  the 
Royal  Commission  would  not  be  directly  concerned  with  the  remuneration  of  the 
particular  members  of  the  dental  profession.  It  has  come  to  our  notice,  however, 
that  the  British  Medical  Association  have,  in  their  preliminary  (Days  5-6,  page 
234)  and  third  supplementary  (Day  23,  page  1270)  memoranda  of  evidence,  made 
certain  observations  regarding  University  whole-time  Medical  Teaching  Staff  and 
Research  Workers.  I have  been  instructed,  therefore,  to  make  it  clear  to  the 
Royal  Commission  that  the  statement  of  case  in  .the  interests  of  Medical  Teachers 
is  equally  applicable  to  Dental  Teachers,  and  that  the  British  Dental  Association 
•wish  to  be  associated  with  the  views  expressed  by  the  British  Medical  Association, 
in  relation  of  course  to  the  remuneration  of  University  Dental  Teaching  Staff, 


MEDICAL  SUPERINTENDENTS*  SOCIETY 

(Day  20) 

SUPPLEMENTARY  MEMORANDUM  OK  EVIDENCE 
1.  Number  of  Medical  Superintendents  and  Deputies  in  England  and  Wales 
Figures  were  obtained  from  .the  Ministry  in  March,  1959,  as  follows 


(a)  Medical  Superintendents 
Type  of  Hospital 

Consultants  S.H.M.O.S 

Totals 

Mental  and  Mental  Deficiency 

156 

3 

159 

Diseases  of  Chest 

53 

10 

63 

Infectious  Diseases 

18 

4 

22 

Geriatric  

1 

5 

6 

General  

55 

10 

65 

Total  number  of  Clinical  Medical  Superintendents 

315 

In  addition  5 medical  superintendents  have  no  clinical  grading.  The 
Ministry  reports  that  .there  are  331  medical  superintendents.  This  leaves 
a discrepancy  of  11,  of  whose  clinical  grading  we  have  no  knowledge, 

However,  this  figure  of  331  corrects  very  decidedly  the  total  of  129  which 
was  given  iin  Appendix  C of  the  Bradbeer  Committee  Report. 

These  Medical  Superintendents  who  are  graded  as  clinicians  are  designated 
in  a variety  of  titles  -medical  director,  physician  superintendent,  surgeon 
superintendent  being  the  commonest.  Many  of  these  were  obviously 
excluded  from  the  Bradbeer  figures, 

(ft)  Deputy  Medical  Superintendents 

102.  Consultants  and  50  S.H.M.Os.,  making  a total  of  152.  It  is 
regretted  that  the  type  of  hospital  in  which  these  deputies  serve  is  not  known. 
They  are  chiefly  in  mental  and  mental  deficiency,  infectious  disease  hos- 
pitals, and  sanatoria.  There  are  no  purely  administrative  deputies,  all  besng 
primarily  clinicians. 
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2.  Addendum  to  Paragraph  20  of  our  Memorandum 

In  this  paragraph  20  we  argued  that  “ a medical  superintendent  should  be 
given  extra  remuneration  over  and  above  his  purely  clinical  colleagues  The 
Society  has  given  much  thought  as  to  how  such  extra  remuneration  should  be 
determined,  if  this  proposition  were  supported  by  the  Royal  Commission.  It 
was  finally  considered  that  the  most  suitable  method  would  be  to  determine  it  on 
a percentage  basis,  e.g.  15  per  cent,  of  the  basic  consultant  or  S.H.M.O.  rate 
(i.e.  excluding  any  merit  award)  for  a medical  superintendent,  and  10  per  cent, 
for  a deputy. 

3.  We  are  aware  that  the  Council  of  the  British  Medical  Association  have  sub- 
mitted to  the  Royal  Commission  a document  adversely  criticising  certain  para- 
graphs of  the  memorandum  of  evidence  submitted  by  the  Medical  Superin- 
tendents’ Society.  While  regretting  this  action  of  the  B.M.A.  against  a minority 
group,  the  Society  is  quite  content  that  its  case  should  be  judged  on  the  evidence 
both  written  and  oral  already  submitted. 
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INTRODUCTION 

1.  This  memorandum  contains  information  about  the  number,  remunera- 
tion and  conditions  of  service  of  medical  and  dental  practitioners  engaged 
in  the  provision  of  Hospital  and  Specialist  Services,  of  General  Medical 
Services,  of  Supplementary  Ophthalmic  Services  and  of  General  Dental 
Services  in  the  National  Health  Service. 

2.  Part  I of  the  memorandum  relates  to  recruitment  to  the  medical  and 
dental  professions  in  general.  Part  II  to  employment  in  the  Hospital  and 
Specialist  Services,  Part  III  to  employment  in  the  General  Medical  Services 
and  the  Supplementary  Ophthalmic  Services ; Part  IV  to  employment  in  the 
General  Dental  Services ; and  Part  V to  the  National  Health  Service  Super- 
annuation Scheme  in  relation  to  doctors  and  dentists.  Part  VI  contains 
information  about  the  remuneration  and  general  conditions  of  service  of 
hospital  administrators,  nurses  and  other  kinds  of  hospital  officers  who  may 
be  considered  to  come  within  the  description  of  people  engaged  in  the 
“ connected  occupations  ” mentioned  in  the  Royal  Commission’s  terms  of 
reference. 

3.  The  information  given  relates  to  the  whole  of  Great  Britain  except 
where  otherwise  indicated. 


PART  I:  RECRUITMENT 

The  Medical  Profession 

4.  The  number  of  doctors  who  qualify  and  enter  practice  each  year 
depends  on  the  output  from  the  medical  schools,  which  in  turn  is  to  all 
intents  and  purposes  determined  five  or  six  years  before  by  the  number  of 
students  entering  them.  The  whole  question  of  the  future  number  of  doctors 
and  medical  students  is  at  present  being  examined  by  a Committee  under 
the  chairmanship  of  the  Rt.  Hon.  Henry  Willink,  which  was  set  up  in  1955 
by  the  Minister  of  Health  and  the  Secretary  of  State  for  Scotland  with  the 
following  terms  of  reference : — 

“ To  estimate,  on  a long-term  basis  and  with  due  regard  to  all 
relevant  considerations,  the  number  of  medical  practitioners  likely  to 
be  engaged  in  all  branches  of  the  profession  in  the  future,  and  the 
consequential  intake  of  medical  students  required.” 

The  Committee’s  report  is  expected  to  be  submitted  to  Ministers  during  the 
Summer. 

The  Dental  Profession 

5.  Recruitment  has  recently  been  studied  by  the  Interdepartmental  Com- 
mittee on  Recruitment  to  the  Dental  Profession,  under  the  Chairmanship  of 
Lord  McNair*.  This  Committee  ascertained  that,  on  the  assumption  that 
adequate  facilities  existed  for  the  training  of  students  in  the  pre-clinical  year, 
the  existing  dental  schools  in  Great  Britain  could  accept  annually  a maximum 
of  645  students  into  the  first  year  of  the  clinical  course.  This  capacity  of  the 
schools  to  train  students  virtually  sets  an  upper  limit  on  the  recruitment  of 
dentists  to  the  profession.  Not  all  the  schools  are  at  present  able  to  provide 
places  for  students  up  to  the  maximum  number  they  had  notified  to  the 
McNair  Committee  and  a total  of  595  places  was  estimated  to  be  actually 
available  at  the  beginning  of  the  present  academic  year  (1956-57)  and  the 

* Report  of  the  Committee  on  Recruitment  to  the  Dental  Profession  (Cmd.  9861). 

1: 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


total  number  of  students  attending  the  first  year  of  the  course  in  January, 
1957  was  582. 

6.  The  McNair  Committee  recommended  that  the  present  training  facilities 
should  be  extended,  by  expansion  of  existing  dental  schools  and  the  building 
of  new  schools,  to  provide  accommodation  for  an  annual  intake  of  1,000 
students.  The  Report  of  the  Committee  is  at  present  under  consideration  by 
the  Government. 

Proportion  of  doctors  and  dentists  in  the  National  Health  Service 

7 The  National  Health  Service  is  by  far  the  largest  field  of  employment 
for  doctors  and  dentists.  Out  of  about  5.1,000  doctors  practising  whole  or 
part-time  in  Great  Britain  in  June.  1955,  about  41,000  were  in  general 
practice  in  the  National  Health  Service  or  m the  hospital  and  specialist 
services  branch  of  that  Service.  There  are  at  present  about  15,000  registered 
dentists  in  Great  Britain  of  whom  the  great  majority  are  believed  to  be 
practising.  'Of  these  nearly  10,000  are  in  general  dental  practice  in  the 
National  Health  Service  or  in  the  hospital  and  specialist  services  branch  of 
that  Service. 

PART  II:  HOSPITAL  AND  SPECIALIST 
SERVICES 

(N  B Throughout  this  Part  the  phrase  " the  Terms  and  Conditions 

of  Service  " is  used  as  an  abbreviation  for  " the  Terms  and  Conditions 

of  Service  of  Hospital  Medical  and  Dental  Staff  ”.) 

The  Pattern  of  the  General  Organisation  of  Medical  and  Dental  Statf 

8.  Under  the  Medical  Act,  1956,  medical  students  must,  after  passing  their 
qualifying  examinations  - -which  is  generally  when  they  are  between  23  and 
25  years  of  age— gain  experience  as  a resident  house  officer  for  a prescribed 
period  in  approved  hospitals  before  they  become  eligible  for  full  registration 
as  medical  practitioners.  On  being  accepted  for  a house  officer  post  in  an 
approved  hospital  a newly  qualified  person  must  apply  to  the  General 
Medical  Council  for  provisional  registration  in  order  to  enable  him  to 
undertake  this  employment  and  subsequent  employment  of  a similar  nature. 
A provisionally  registered  person  is.  under  Section  17  (3)  of  the  Acl  of  1956 
deemed  to  be  registered  as  Ear  as  is  necessary  for  the  purpose  of  engaging  in 
employment  of  this  nature,  but  not  further. 

9.  Regulations  made  by  the  General  Medical  Council  prescribe  that  the 
period  for  which  an  applicant  for  full  registration  shall  have  been  engaged 
in  hospital  employment  as  a house  officer  under  these  arrangements  shall  be 
twelve  months.  The  duration  of  a post  as  house  officer  is  six  months  and 
normally  the  provisionally  registered  practitioner  spends  six  months  in  a 
medical  post  and  six  months  in  a surgical  post  or,  in  place  of  one  of  these, 
six-  months  in  a midwifery  post. 

10.  After  full  registration  is  obtained,  further  house  officer  hospital  posts 
are  sometimes  taken.  It  is  rare  for  more  than  four  posts  to  be  held.  At 
present  about  half  the  male  practitioners  go  into  the  Forces  for  National 
Service  soon  after  becoming  fully  registered  but  this  is  to  be  reviewed  m the 
light  of  the  Government’s  decision  to  end  National  Service  by  1962. 

11.  There  are  six  grades  of  hospital  staff  above  the  house  officer  grade. 
They  can  be  defined  only  in  relation  to  one  another  and  are : — 

(a)  Senior  house  officer : These  are  posts  obtained  after  at  least  two 
house  officer  posts  and  held  for  one  year  only.  Some  practitioner! 
hold  more  than  one  such  post. 
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(h)  Junior  hospital  medical  officer : The  officers  in  this  gTade  are  defined 
by  the  Terms  and  Conditions  of  Service  as  officers  who  have  held 
house  appointments  but  are  not  registrars  and  have  less  responsibility 
than  other  officers  of  non-consultant  status.  There  is  no  requirement 
in  the  Terms  and  Conditions  of  Service  that  these  posts  shall  be  of 
limited  duration  but  it  has  been  agreed  with  the  profession  that  they 
can  be  and  they  often  are. 

<e)  Registrar : This  is  usually  the  next  post  after  a senior  house  officer 
post  and  a post  of  this  kind  is  normally  held  for  two  years.  Some 
doctors  hold  more  than  one  such  post. 

(d)  Senior  registrar : This  post,  which  usually  follows  one  or  more  posts  as 

registrar,  is  normally  held  for  four  years.*  This  is  the  training  grade 
for  consultant  posts. 

(e)  Senior  hospital  medical  officers : Those  officers  are  described  by  the 

Terms  and  Conditions  of  Service  as  officers  performing  clinical 
duties  who  are  not  of  consultant  status  but  are  not  registrars  New 
appointments  are  usually  made  from  applicants  who  have  held 
posts  in  the  grade  of  senior  registrar  or  registrar. 

(/)  Consultant : New  entrants  to  the  grade  come  mostly  from  the  senior 
registrar  grade  (including  university  teachers  of  similar  clinical 
status)  but  some  come  from  the  senior  hospital  medical  officer 
grade. 

Appointments  in  the  consultant  and  senior  hospital  medical  officer  grades 
are  normally  of  unlimited  tenure,,  subject  to  a specified  retiring  age  which  is 
65  normally  but  may,  in  the  individual  case,  be  extended  up  to  70. 

12.  The  general  plan  of  the  staffing  structure  is  that  a doctor  who  wishes 
to  make  his  career  in  the  hospital  service  will  pass  through  a series  of  posts 
of  short-term  duration  from  house  officer  at  the  bottom  to,  in  most  cases, 
senior  registrar  at  the  top  before  he  becomes  a candidate  for  a senior  post 
with  unlimited  tenure. 

13.  The  main  difference  in  the  ease  of  dental  staff  is  that  dental  students 
become  eligible  for  full  registration  as  dentists  immediately  on  passing  their 
qualifying  examinations  and  are  not  required  to  undertake  a year’s  hospital 
work  as  provisionally  registered  practitioners.  Dentists  generally  qualify 
between  the  ages  of  22  and  24.  The  general  structure  of  dental  staff  in  the 
Hospital  Service  is  identical  in  pattern  with  that  of  the  medical  staff  but 
fewer  newly  qualified  dentists  spend  time  in  hospital  posts  ; first  come  the 
two  house  officer  grades,  then  the  two  registrar  grades  and  finally  the  senior 
hospital  dental  officer  and  consultant  grades.  The  Terms  and  Conditions  of 
Service  describe  senior  hospital  dental  officers  as  senior  officers : 

“ in  dental  hospitals  or  departments  who  are  not  of  consultant  status 

but  are  not  registrars,  and  cither : 

(i)  perform  clinical  dental  teaching  duties 

(ii)  perform  clinical  dental  duties  beyond  the  scope  of  a general  dental 
practitioner  and  are  distinguished  by  their  standing,  experience 
or  qualifications  from  general  dental  practitioners  ”, 

Numbers  and  Total  Cost  of  Medical  and  Dental  Staff 

14.  The  total  number  of  practitioners  (including  honorary  staff)  employed 
in  the  grades  of  consultant,  senior  hospital  medical  officer,  senior  hospital 
dental  officer,  senior  registrar,  registrar,  junior  hospital  .medical  officer,  senior 
house  officer  and  house  officer  was  about  20,400  at  the  end  of  1955,  the  latest 
date  for  which  information  is  available.  It  is  not  likely  to  have  varied  greatly 

•Until  1952  the  recognised  normal" period  of  tenure  was  three  years. 
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since  that  date.  The  figure  includes  general  practitioners  who  worked  part- 
time  in  the  Hospital  Service  in  one  of  those  grades  but  it  does  not  include 
general  medical  practitioners  Who  were  members  of  the  staff  of  general 
general  meui  f «nDlovcd  as  part-time  medical  officers  in  convalescent 

“ general  dental  surgeons  employed 

in  a non-specialist  capacity  in  hospitals. 

The  total  remuneration  of  hospital  medical  and  dental  staff  in  the  financial 
vear  1955-56  was  £36,018,667,  including  the  value  <8  per  cent)  of  the 
Exchequer  contribution  to  superannuation  and  the  employers  share  of  the 
National  Insurance  contribution.  The  division  of  this  payment  between  the 
main  categories  of  staff  was  £ 

21,799,146 

To  ^Senior  Hospital  Medical  and  Dental  Officers. 

Senior  Registrars  and  Registrars  

To  other  medical  and  dental  staff  5.766,088 


36,018,667 


1950- 51 

1951- 52 

1952- 53 

1953- 54 

1954- 55 

1955- 56 


29.170,508 

28,209,707 

29.481,811 

30,719,485 

34,893,738 

36.018.667 


Grade 


Consultants ••• 

Senior  hospital  medical  officers 
Senior  hospital  dental  officers 

Senior  registrars  

Registrars  ...  ...  ••• 

Junior  hospital  medical  officers 
Senior  house  officers 
House  officers  


Total 


Medical 


Dental 


7,240 

2,640 


280 


1,260 

2,620 

760 

2,030 


260 

50 

60 


3,200 


20 


20,420 


I 


The  total  remuneration  year  by  year  since  1st  April.  1949.  is  given  below:- 
,949-50  25'156’616 


In  addition  there  have  been  minor  payments  to  junior  medical  staff,  e.g., 
those  engaged  in  the  Blood  Transfusion  and  Mass  Radiography  Services. 
Details  of  these  payments  ate  not  available. 

15.  The  approximate  number  employed  in  the  general  grades  at  the  end 
of  1955  were: — 


The  above  figures  include  practitioners  holding  honorary  appointments, 
about  475  in  thl  grade  of  consultant,  about  20  in  that  of  senior  hospital 
medical  (dental)  officer  and  about  110  in  that  of  senior  registrar.  , 

Appendix  A shows  the  estimated  number  employed  in  those  grades  attne 
end  of  each  year  from  1951  to  1955. 

16.  The  figures  are  of  the  number  of  individuals  employed : each  doctor 
and  dentist  is  counted  as  one  irrespective  of  whether  he  is  employed  who  e-t  m 
or  part-time.  The  figures  for  consultants,  and  to  a lesser  though  still  suDSian 
tial  extent,  those  for  senior  hospital  medical  officers  and  senior  hospital 
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officers,  include  many  doctors  and  dentists  who  work  in  the  hospital  service 
for  only  part  of  their  time,  being  engaged  also  in  private  specialist  practice, 
or  in  teaching  or  research  (and  holding  honorary  appointments  only  in  the 
hospital  service)  or  in  general  practice.  The  numbers  of  consultants  and  senior 
hospital  medical  andd  dental  officers  employed  on  whole-time  and  part-time 
contracts  at  the  end  of  June,  1956,  excluding  those  holding  honorary  hospital 
appointments  were  as  follows : - — 


Grade 

Whole-time 

Par 

Number 

t-time 

Average  No.  of 
sessions*  worked 
per  practitioner 
per  week 

Consultants  Medical  

2,283 

4,734 

7-7 

Consultants  Dental  

27 

189 

3-6 

Senior  hospital  medical  officers 

1,477 

1,139 

4-2 

Senior  hospital  dental  officers 

67 

190 

2-3 

17.  The  part-time  appointments  are  not,  however,  evenly  spread  between 
specialties  as  will  be  scon  from  the  following  figures  of  the  distribution  of 
specialists  among  the  various  specialties  at  the  same  date : — 


Distribution  by  Specialities 
June,  1956 


Speciality 

Consultants 

Senior  Hospital  Medical 
(Dental)  Officers 

Whole- 

time 

Number 

Part-time 

Whole- 

time 

Number 

Part-time 

Number 

Sessions 

Number 

Sessions 

General  Medicine 

170 

675 

4,920 

102 

128 

477 

Diseases  of  the  Chest  

268 

76 

464 

417 

29 

163 

Mental  Illness  

423 

197 

1,241 

338 

84 

355 

Neurology 

9 

57 

402 

4 

2 

5 

Paediatrics 

41 

164 

1,273 

10 

n 

37 

Radiology 

201 

267 

2,139 

46 

22 

92 

Radiotherapy  

76 

44 

369 

36 

4 

22 

Physical  Medicine 

19 

58 

407 

10 

17 

72 

Pathology 

444 

91 

733 

174 

10 

51 

Infectious  Diseases  

37 

17 

67 

39 

41 

130 

Dermatology  

4 

146 

1,007 

2 

37 

109 

Venereology  

32 

60 

360 

33 

47 

186 

Ophthalmology  ...  

11 

325 

2,274 

26 

224 

1,055 

General  Surgery 

155 

793 

6,387 

56 

149 

472 

Anaesthetics  

183 

624 

5,181 

89 

222 

1,023 

Neurosurgery  

17 

35 

298 

1 



— 

Plastic  Surgery  

8 

40 

318 

1 





Thoracic  Surgery 

23 

72 

566 

1 



. 

Orthopaedic  Surgery  

59 

289 

2,426 

52 

22 

117 

Ear,  Nose  and  Throat  

30 

313 

2,529 

7 

30 

151 

Obstetrics  and  Gynaecology 

73 

391 

3,168 

33 

60 

278 

2,283 

4,734 

36,529 

1,477 

1,139 

4,795 

Dentistry 

27 

189 

676 

67 

190 

440 

Notes: 


• 0)  About  140  practitioners  follow  two  specialities  anti  are  counted  in  both. 

(2)  Holders  of  honorary  appointments  are  not  included. 

j _ * A session  connotes  an  undefined  period  of  continuous  work  in  the  morning  or  afternoon. 
I r j?  not  identical  with  a “ notional  half-day  Information  about  the  number  of  notional 
j ha‘f-aays  worked  by  part-time  staff  is  not  available. 
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Remuneration  and  other  Terms  and  Conditions  of  Service  of  Hospital  Medical 
and  Dental  Staff.  Development  of  Current  Rates  of  Pay 

The  Spens  Committee 

18.  In  1947,  in  preparation  for  the  inception  of  the  National  Health 
Service  the  Minister  of  Health  and  the  Secretary  of  State  for  Scotland 
appointed  a committee  to  consider  : — 

“ what  ought  to  be  the  range  of  total  professional  remuneration  of 
registered  medical  practitioners  engaged  in  the  different  branches  of  con- 
sultant or  specialist  practice  in  any  publicly  organised  hospital  and  special- 
ist service ; to  consider  this  with  due  regard  to  what  have  been  the  financial 
expectations  of  consultant  and  specialist  practice  in  the  past,  to  the 
financial  expectations  in  other  branches  of  medical  practice,  to  the  neces- 
sary post-graduate  training  and  qualifications  required  and  to  the  desir- 
ability of  maintaining  the  proper  social  and  economic  status  of  specialist 
practice  and  its  power  to  attract  a suitable  type  of  recruit,  having  regard 
to  other  forms  of  medical  practice  ; and  to  make  recommendations.” 
Committees  had  previously  been  appointed  with  similar  terms  of  reference 
in  relation  to  general  medical  practitioners  and  general  dental  practitioners, 
the  committee  on  general  dental  practitioners  later  having  its  terms  of  refer- 
ence extended  to  cover  the  remuneration  of  dental  consultants  and  specialists 
as  well.  These  three  committees  were  under  the  chairmanship  of  Sir  Wills 
Spens  and  have  become  known  as  the  Spens  Committees. 

19.  The  Committee  on  Consultants  and  Specialists  indicated  in  their 
report*  that  they  had  taken  the  following  general  factors  into  consideration : 

(1)  The  career  picture  of  the  past  (section  4 of  the  report). 

(2)  The  financial  conditions  and  expectations  in  the  past  including  the 

salary  scales  for  doctors  in  salaried  employment  (sections  1 and  5). 

(3)  The  long  period  of  training  required  in  some  of  the  more  specialised 
branches  of  medicine  and  the  fact  that  criteria  for  recognition  of 
specialist  status  f involving  a minimum  period  of  five  years  of  training 
after  medical  qualification  or  eleven  years’  professional  training  in 
all  had  been  proposed  by  many  groups  of  consultants  and  specialists 
(section  6). 

and  that  they  based  their  recommendations  on  the  principles  that — 

( a ) All  specialists  irrespective  of  their  speciality  should  be  remunerated 

within  the  same  range  of  incomes  (section  7). 

( b ) The  same  range  of  remuneration  should  apply  to  specialists  in  all 
hospitals  whether  the  hospitals  be  teaching  or  non- teaching..  The 
Committee,  however,  saw  no  objection  to  a combination  of  clinical 
work  and  teaching  work  attracting  higher  pay  than  clinical  wort 
alone  (Sections  8 and  14). 

20.  The  Committee  prefaced  their  recommendations  on  the  remuneration 
of  potential  specialists,  after  completing  one  year’s  house  appointments  and 
before  obtaining  a staff  appointment,  by  the  following  statement : 

“ We  are  of  opinion  that  in  a public  service  intending  specialists  who 
do  not  possess  private  means  should  not  be  called  upon  to  pass  through 

* Report  of  the  Inter-departmental  Committee  on  the  Remuneration  of  Consultants  and 
Specialists.  (Cmd.  7420.) 

t Though  in  section  3 of  their  report  the  Committee  stated  that  they  had  decided  to 
interpret  the  term  “ specialist  ” so  as  to  include  the  whole  group  of  practitioners  who  after 
registration  and  completion  of  junior  house  appointments  are  appointed  to  hospital  posts 
in  training  for  a special  branch  of  medicine,  they  did  not  invariably  use  the  term  in  the  defined 
sense. 
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a stage  of  comparative  penury  and  hardship.  Nor  should  they  be  tempted 
to  spend  too  much  time  in  supplementing  their  income  from  other 
sources,  such  as  coaching,  when  they  could  be  more  suitably  occupied  in 
their  professional  studies  Having  regard  to  the  career  picture  which  we 
have  drawn  from  the  evidence,  we  consider  that  the  medical  practitioner 

? distaff6  x0mS10n  °*  hls  frst  house  appointment  and  appointment 
to  the  staff,  should  be  paid  a salary  which  is  not  merely  in  the  nature  of 
a training  grant  but  which  reflects  both  the  growth  in  his  skill  and  the 
increasing  responsibility  of  his  work.”  lne 

21.  The  Committee’s  recommendations  on  the  remuneration  of  whole- 
time  potential  specialists  were  as  follows:—  wnoie 

Grade 

posts  obtained  normally  not  less 
than  one  year  after  registration 
and  held  normally  for  one  year 
only  (e.g.,  senior  house  officer, 
resident  medical  officer,  etc.), 
posts  obtained  normally  not  less  ,. 
than  two  years  after  registration 
and  held  normally  for  two  years 
at  the  ages  of  26  and  27  (e.g. 
assistants,  junior  registrar,  etc.), 
posts  obtained  normally  not  less 
than  four  years  after  registration 
and  held  normally  for  three 
years  at  the  ages  of  28, 29  and  30 
(e.g.  first  assistant,  chief  assist- 
ant, senior  registrar,  etc.). 


Grade  III: 


Grade  II: 


Grade  I : 


Salary  recommended 
A fixed  salary  of  £600. 


£700  rising  by  one  annual 
increment  of  £100  to  £800. 


£900  rising  by  two  annual 
increments  of  £100  to 
£1,100:  where  tenure  con- 
tinues beyond  three  years 
there  should  be  a further 
increment  to  £1,200  in  the 
further  year  and  remain  at 
this  figure  in  any  further 
years. 

By  way  of  comment  on  the  definitions  of  the  grades  the  Committee  said : 
fl.y;7!les.e  demons  avoid  difficulties  of  nomenclature  and  are  sufficiently 
5?*lb J°.  ad™‘  of  general  application ; a longer  or  shorter  time  than 

NevertoMd  defimtlons  mlght  be  sPent  in  any  of  these  grades. 

veVf£th?e-SS’  mcbcating  a general  standard  related  primarily  to  the 

at  ffit  stauf  offr  reglstf.adon> the  definitions  have  rega?d  to  age,  which 
at  mis  stage  of  the  specialist  s career  is  a most  important  factor.” 

22.  The  Committee  further  indicated  that  these  recommendations  related 
to  non-resident  posts  and  that  where  residential  emoluments  were  received 
n appropriate  sum  would  need  to  be  deducted  from  the  salary  (Section  9). 

aPPr°a°hing  the  question  of  remuneration  for  consultants  the 

addressted  pelves  to  the  problem  of  determining  the  total 

range  of  remuneration  for  consultants,  of  full  staff  status  and  of  serim™ 
within  this  range  sufficient  differentiation  of  incomes  to  provide  the  necessary 

Sted ‘'that  ° rStenti  ^ r;‘Vhe  pri,nCiples  Whi0h  the  Committee  had  Tostto 
r™ ■ “at  there  should  be  no  differentiation  of  remuneration  between 
specialties  or  between  hospitals  (Section  10).  remuneration  Between 

me^i;  Jh®  Com™ttee  recommended  that  the  starting  salary  of  a whole-time 
p cialist  on  appointment  to  the  hospital  staff  should  be  £1  500  oer  annum 
whiVfi  n!  ai“?ual  increments  of  £125  provided  he  had  attained  tillage  of  32 
which  they  thought  would  be  a normal  age.  Where  a staff  appointment  was 
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not  obtained  for  some  years  after  the  age  of  32— which  they  visualised  might 
often  happen — they  recommended  that  the  hospital  authorities  should  have 
freedom  to  allow  a higher  starting  salary  to  ‘be  given  by  allowing  up  to  four 
special  increments  of  £125  each  in  respect  of  age,  special  experience  and 
qualifications.  Where  an  appointment  to  the  staff  was  obtained  at  or  below 
the  age  of  30— which  they  considered  would  be  exceptional— they  recom- 
mended  a starting  salary  of  £1,250,  and  where  one  was  obtained  at  the  age 
of  31  they  recommended  a starting  salary  of  £1,375  (.Section  II). 

25.  On  the  question  of  the  maximum  figure  of  remuneration  the  Com- 
mittee considered  that  the  figures  placed  before  them  of  the  earnings  of 
consultants  and  specialists*  in  1938—39 : — 

‘ “ show  that  it  has  been  possible  for  a small  proportion  of  practitioners 
in  the  past  to  obtain  incomes  of  a very  high  order.  Bearing  m mmd  that 
the  salaries  we  have  recommended  above  would  remove  the  hardships  at 
present  experienced  during  the  period  of  training  ; that  in  a pubhe 
service  the  specialist  ought  not  at  any  stage  of  his  career  to  require  to 
supplement  his  earnings  by  private  means ; that  his  remuneration  will  be 
maintained  at  a consistent  level  until  the  age  of  retirement  is  reached ; 
and  that  throughout  his  career  the  specialist  will  enjoy  financial  security 
in  marked  contrast  with  the  uncertainties  of  private  practice  we  con- 
cluded that  some  reduction  was  justifiable  not  only  in  the  ceiling  figure 
of  the  incomes  attainable  in  the  past,  but  also  in  the  proportion  of 
consultants  attaining  to  the  highest  levels  of  remuneration.  On  the  other 
hand,  we  would  emphasise  that  if  the  best  possible  recruits  are  to  be 
attracted  to  specialist  practice,  there  must  remain  for  a significant 
minority  the  opportunity  to  earn  incomes  comparable  with  the  highest 
which  can  be  earned  in  other  professions.  There  is  a further  point  to 
which  we  attach  great  importance.  We  are  convinced  that  the  remunera- 
tion offered  to  specialists  of  exceptional  ability  must  be  sufficient  not  only 
to  attract  the  most  able  specialists  of  this  country  to  the  public  service, 
but  to  maintain  the  position  of  British  Medicine  in  a competitive  market 
which  includes  the  Dominions  and  the  United  States  of  America. 

After  consideration  of  these  factors  we  concluded  that  specialists  of 
the  highest  eminence  should  be  able,  in  the  public  service,  to  aspire  to  a 
remuneration  of  the  order  of  £5,000  for  clinical  work  (Section  12.) 

26.  Turning  to  the  question  of  what  should  be  the  spread  of  incomes 
within  the  range  of  £1,500— £5,000  the  Committee  were  satisfied  that— 

“there  is  a far  greater  diversity  of  ability  and  effort  among  specialists 
than  admits  of  remuneration  by  some  simple  scale  applicable  to  all.  If 
the  recruitment  and  status  of  specialist  practice  are  to  be  maintained, 
specialists  must  be  able  to  feel  that  more  than  ordinary  ability  and 
effort  receive  an  adequate  reward.  Moreover,  a reward  which  would  be 
appropriate  when  these  exist  would  be  extravagant  when  they  do  not. 
In  consequence  we  are  clear  that  any  satisfactory  system  of  remuneration 
must  involve  differentiation  dependent  on  professional  distinction.” 
(Section  13.)  I 

This  did  not  mean  that  they  considered  that  age  or  length  of  service  should 
not  affect  remuneration  and  they  qualified  their  adoption  of  that  principle 
of  differentiation  based  on  professional  distinction'  in  the  following 
comment : — 

“ we  were  agreed  that  after  his  appointment  to  the  staff  of  a hospital, 
the  specialist,  although  his  training  is  complete  and  he  undertakes  sole 

* As  to  the  practitioners,  covered  by  the  figures,  see  sections  1 find  5 of  the  report  and  the 
second,  third  and  seventh  paragraphs  of  Appendix  II  thereto. 
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personal  responsibility  for  the  patients  under  his  charge,  continues  for 
a number  of  years  to  gain  an  increasing  variety  and  width  of  practical 
clinical  experience  which  progressively  enhances  the  value  of  his  work. 
It  seems  to  us,  therefore,  that,  whilst  age  or  length  of  service  should 
not  at  any  time  during  his  tenure  of  a staff  appointment  be  the  sole 
laotor  determining  remuneration,  there  should  be,  during  the  earlier 
years,  in  addition  to  some  means  of  recognising  and  rewarding  excep- 
tiona.1  individual  merit,  a uniform  scale  of  annual  increases  in  remunera- 
tion  applicable  to  all  specialists  alike.”  (ibid) 

They  then  recommended  that  the  initial  salary  paid  to  a whole-time 
specialist  on  obtaining  a staff  appointment  should  be  augmented  by  annual 
increments  of  £125  until  a figure  of  £2,500  had  been  reached.  They  added 
the  comment  ; 

“ We  consider  that  beyond  this  point,  which  if  staff  status  is  achieved 
at  the  age  of  32  would  be  the  age  of  40,  an  incremental  basic  scale 
of  remuneration  would  be  inappropriate,  and  remuneration  should  cease 
to  depend  in  any  way  a,t  all  upon  the  length  of  service  of  the  specialist  ” 
(ibid) 


and  they  proceeded  to  recommend  the  institution  of  a system  of,  distinction 
awards  under  which  some  specialists  would  be  able  to  qualify  for  a total 
salary  at  the  rate  of  £5,000  per  annum,  (ibid).  Recommendations  were  also 
made  on  remuneration  for  part-time  employment,  expenses  and  holidays. 
Further  reference  is  made  to  distinction  awards  and  these  other  matters  in 
later  paragraphs  of  this  memorandum. 


27.  The  Committee  (like  the  other  Spens  Committees)  expressed  their 
recommendations  on  remuneration  in  terms  of  1939  monetary  values.  They 
said  on  this  subject : — 


“At  an  early  stage  in  our  deliberations  it  appeared  to  us  that  social 
and  economic  conditions  were  not  yet  sufficiently  stable  to  justify  the 
basing  of  our  recommendations  on  evidence  relating  to  remuneration 
in  the  post-war  period,  and  the  Evidence  Committee* *  was  accordingly 
asked  to  obtain  information  of  incomes  earned  in  the  year  1938-39. 
With  this  evidence  before  us,  and  realising  that  we  were  not  qualified 
as  a Committee  to  form  an  opinion  on  what  adjustment  of  immediately 
pre-war  incomes  was  necessary  to  produce  corresponding  incomes  today, 
we  decided  that  the  best  course  for  ns  to  pursue  was  to  frame  our 
recommendations  in  terms  of  the  1939  value  of  money.  This  conclusion 
has  not  prevented  ns  from  taking  into  account  post-war  conditions  in 
so  far  as  they  affect  the  development  of  Medicine,  particularly  in  regard 
to  developments  in  the  newer  specialties  and  to  modifications  in  the 
organisation  of  hospital  services.  IWe  leave  to  others  the  problem  of  the 
necessary  adjustments  to  present-day  values  of  money,  but  we  desire 
to  emphasise  as  strongly  as  possible  that  such  adjustments  should  have 
direct  regard  not  only  to  estimates  of  the  change  in  the  value  of 
money  but  to  the  increases  which  have  in  fact  taken  place  since  1939 
in  incomes  both  in  the  medical  and  in  other  professions.  In  our 
judgment  it  is  only  if  corresponding  changes  are  made  in  the  incomes 
of  consultants  and  specialists  that  the  recruitment  and  status  of  the 

various  branches  of  specialist  practice  will  be  maintained.”  (Section  2). 


* This  was  a joint  Committee  set  up  by  the  Royal  Colleges  and  British  Medical  Association 
to  prepare  evidence  for  submission  to  the  Spens  Committee.  It  was  from  the  Evidence 
committee  that  the  Spens  Committee  obtained  evidence  about  earnings  in  1938/39. 
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og  lWhen  announcing,  on  3rd  June,  1948,  in  the  House  of  Commons 
that”  the  Report  would  be  published  the  next  day,  the  Minister  °£  Health 
of  the  time  made  the  following  statement  of  the  Governments  attitude. 

“ I should  like  to  add  that  this  Government  accept  the  recommenda- 
tions in  principle.  The  task  of  evolving  from  it  {the  report]  the  best 
schemes  of  actual  remuneration— to  suit  all  cases— and  especially  the 
bearing  of  the  recommendations  on  remuneration  for  teaching  duties 
will  be  difficult  and  will  require  the  help  of  the  profession  in  discussion 
,T  nronose  to  bemn  this  quickly,  but  whatever  final  scheme  emerges  will 
beamed  to  operate  from  the  5th  July  even  if  discussions  carry  on 

past  that  date.” 

The  ReDOrt  of  the  Spens  Committee  on  the  remuneration  of  dentists  (see 
Ilso  pSagraph  153)  recommended  in  paragraph  23  that  dental  specialists 
with  trafnins  and  qualifications  comparable  with  medical  specialists  should 
^ siS  remunerated.  This  recommendation  was  adopted  by  the  Govern- 
ment. 

Original  Salaries  in  the  Terms  and  Conditions  of  Service 

99  The  Terms  and  Conditions  of  Service  accepted 'by  the  professions  after 
negotiations,  provided  for  salaries  from  5th  July,  1948  (the  date  of  inception 
of  “the  National  Health  Service)  which  were  about  20  per  cent,  above  salaries 
fnnre  war  terms  recommended  by  the  Committee,  taking  account  of  the 
value  rf  the  contribution  to  be  made  by  the  Exchequer  to  superannuation 
(see  paragraph  81  below).  No  addition  was  made  to  the  actual  amounts 
£9  500  £1  500  and  £500)  recommended  for  distinction  awards  but  awards 
became  superannuable  earnings  and  the  holders  accordingly  had  the  benefit  of 
the  Exchequer  superannuation  contribution  on  the  awards  payments  as  well 
r S basic  salaries  The  Terms  and  Conditions  incorporated  a salary 
house  Officers  (a  grade  on  which  the  Committee  had  not  made  a recom- 

machinery  te  etototo-to.  <*  WTgtSaMggS&Tg  to  the 

= t saw 

Government  ^ ^ mlde  in  the  terms  and  corrfitiona  of  service 

without  discussion  in  the  appropriate  part  of  the  Whitley 
machinery 'when  established,  and  this  will  be  established  as  soon 
as  possible. 

2.  Remuneration  is  a subject  which  is  suitable  for  arbitration. 

3 Save  in  exceptional  circumstances,  and  after  the  conciliation 
machinery  of  Whitley  has  been  exhausted,  issues  of  remuneration 
remaining  in  dispute  will  g0>  either  to  arbitration  or  for  enquiry 

and  report  by  a Committee.”* __ 

^Supplement  to  the  British  Medical  Journal,  23rd  July,  1949,  p.  53. 
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31.  In  1950,  a Medical  Whitley  Council  was  established  as  one  of  the 
Whitley  Councils  for  the  Health  Services  (Great  Britain).  A copy  of  the 
Council’s  constitution  is  appended  (Appendix  C).  It  will  be  seen  that  it  makes 
provision  for  the  appointment  of  a committee  (Committee  B)  to  deal  with 
the  remuneration  and  conditions  of  service  of  medical  .practitioners  employed 
by  Regional  Hospital  Boards,  Boards  of  Governors  of  Teaching  Hospitals, 
Hospital  Management  Committees  or  Boards  of  Management.  Committee  B 
was  duly  appointed  in  1950.  The  Management  Side  consists  of  representatives 
of  the  Regional  Hospital  Boards,  Boards  of  Governors  and  Hospital 
Management  Committees,  who  together  constitute  a majority,  and  repre- 
sentatives of  the  Ministry  of  Health  and  the  Department  of  Health 
for  Scotland.  The  Associations  of  Local  Authorities  are  free  to  send  two 
observers  to  meetings  of  the  Management  Side  and  of  the  full  Committee. 

32.  The  constitution  of  the  Medical  Whitley  Council  provides  that  where 
a difference  between  the  two  .Sides  of  the  Council  or  a Committee  cannot  be 
resolved  either  Side  may  seek  arbitration  in  accordance  with  an  arbitration 
agreement  to  be  determined  by  the  General  Whitley  Council  for  the  Health 
Services  (Great  Britain).  Such  an  arbitration  agreement  has  not  yet  been 
concluded.  There  is,  however,  provision  for  dealing  with  disputes  within  the 
National  Health  Service  on  the  same  lines  as  disputes  in  other  fields.  Under 
Section  13  of  the  National  Health  Service  Amendment  Act,  1949,  any  differ- 
ence or  dispute  arising  with  respect  to  the  remuneration  or  conditions  of 
service  of  persons  working  in  the  National  Health  Service  is  within  the  scope 
of  the  Conciliation  Act,  1896,  and  the  Industrial  Courts  Act,  1919.  When  a 
dispute  occurs  the  services  of  the  Ministry  of  Labour  are  available  and  the 
two  parties  may  agree  to  the  dispute  being  referred  to  the  Industrial  Court 
or,  if  preferred,  to  some  other  form  of  arbitration  such  as  a single  arbitrator. 
Neither  party  is,  however,  free  to  resort  to  arbitration  without  the  consent 
of  the  other.  -Several  disputes  have  been  referred  to  arbitration. 

There  is  no  Whitley  Council  for  the  dental  grades.  The  British  Dental 
Association  have  hitherto  preferred  that  discussion  and  negotiations  on  matters 
affecting  the  remuneration  and  other  terms  and  conditions  of  service  of  those 
grades  should  take  place  direct  between  them  .and  the  Health  Departments, 
but  recently  the  Associations  have  suggested  that  the  dental  grades  in  the 
Hospital  Service  should  be  brought  within  the  scope  of  Committee  B of 
the  Medical  Whitley  Council. 

Later  Changes  in  Salaries 

33.  Following  the  adjudication  by  Mr.  Justice  Danckwerts  on  the  size 
of  the  Central  Pool  for  general  practitioners  (see  paragraphs  123-126)  the 
Staff  Side  of  Committee  B submitted  to  the  Management  Side  a claim  for 
increased  rates  of  pay  for  hospital  medical  staff.  After  long  negotiations— 
an  account  of  which  by  the  Chairman  of  the  Staff  Side  appeared  in  the 
British  Medical  Journal  for  10th  April,  1954  (reproduced  in  Appendix  D)— 
agreement  was  reached  for  increases  in  pay  from  1st  April,  1954.  The 
rates  of  pay  which  were  brought  into  effect  then  are  shown  in  Appendix  B. 

34.  Later  a difference  arose  on  Committee  B on  a claim  presented  by 
the  Staff  Side  for  a further  increase  for  senior  hospital  medical  officers. 
With  the  consent  of  the  Management  Side  the  difference  was  referred  to 
arbitration  by  the  Industrial  Court.  The  Court  awarded  an  increase  of  £75 
a year  from  26th  April,  1956.  The  cases  presented  toy  the  two  Sides  are 
summarised  in  the  Court’s  award*  By  agreement  between  the  British  Dental 
Association  and  the  Health  Departments  this  increase  was  given  also  to 
Senior  Hospital  Dental  Officers. 

* Industrial  Court  (2606):  National  Health  Service. 
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Current  Salary  Rates  . 

« ln  tHe  course  of  a statement  made  m the  House  of  Commons  on 
12th  March  ‘ 1957,  on  the  appointment  of  the  Royal  Commission.  the  Prune 

Mmtster  stated. _ xplilined  ^ the  appointment  of  the  Commission 

,c  1 nh!t  preclude  an  interim  adjustment  m advance  of  and  without 
prefudice  to  its  recommendations.  The  Government  have  already  decided 
toTake  such  an  .adjustment  without  delay  m the  remuneration  of  junior 
hospital  staff  both  medical  and  dental,  up  to  and  including  the  grade 
Hospital  Sl  ’ -I,  f whosc  remuneration  will  be  increased  by 

10  per  cent  from  1st  April  next.  We  are  also  considering  what  should 
be  done  by  way  of  an  interim  adjustment  for  the  other  doctors  and 
dentists  covered  by  the  Commission’s  terms  of  reference.  I shall  make  a 
further  statement  on  this  matter  in  due  course.  _ , 

The  Prime  Minister  made  a further  statement  on  16th  April,  in  the 
course  of  which  he  announced  that  the  Government  had  now  decided,  as 
a similar  taterim  measure,  to  increase  the  basic  remuneration  of  senior 
hospha  medical  and  dental  staff  including  consultants  and  specialists  by 
5 per  cent  from  1st  May.  With  these  increases  the  current  salary  scales  for 
•whole-time  service  became:-— 

Consultant  (without  Distinction  £1.890  (at  age  30  or  less). 
a,,,,, .-hi  £2.U4/  1US.  tat  age  aij. 

■ AWJiaj-  £2.205  (at  age  32  or  over)*  x £131  5s. 

(8)  £3.255. 

f £1,548  15s.  (at  age  30  or  less). 
Senior  hospital  medical  officer  J £1.601  5fi-  (at,  “S' c 31) 

Senior  hospital  dental  officer  . ..  Uljg  Hs.Ut.  over) 


Senior  registrar 


Registrar  ...  

Junior  hospital  medical  officer 

Senior  house  officer  

House  officer 


£1,210  in  the  first  year. 

£1,320  in  the  second  year. 

£1.430  in  the  third  year. 

£1.540  in  the  fourth  and  any  sub- 
sequent years. 

£935  in  the  first  year. 

£1,061  10s.  in  the  second  and  any 
subsequent  years. 

£852  10s.  x £55  (6)  -£U82  10s. 

£819  10s. 

At  the  rate  of  £467  10s.;  £522  10s. ; 
or  £577  10s.  per  annum  for  each 
post  of  six  months’  duration. 


Part-time  Remuneration 

Consultants  ommittec  made  the  following  recommendation  about  the 

determination  of Sthe  remuneration  for  specialists  who  arc  engaged  part-time 
in  the  Hospital  Service:--  , . ,, 

“On  the  assumption  that  a specialist  in  whole-time  service  w 
undertake  a working  week  of  eleven  half  days  we  suggest  that  n_£ — . 

• mere  appointment  is  obtrimJafS  W & the  employing  authority 

hfghe?  salary  than  he  would  have  been  entitled  to  had  he  entered  the  sealc  at  age  32. 
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time  specialist  should  be  required  to  devote  to  the  Service  a specified 
number  of  half-days  per  week.  On  this  basis  we  recommend  that  where 
x represents  the  number  of  half-days  per  week  which  the  part-time 
specialist  is  required  to  work,  his  basic  remuneration  should  be  5 of 
the  basic  remuneration  of  whole-time  specialists  of  like  status,  plus  one- 
quarter  of  n or  one-quarter  of  ^ of  that  remuneration,  whichever 
be  least.” 

The  Committee  recommended  that  hospital  authorities  should  be  free  in 
special  circumstances  to  offer,  at  least  temporarily,  a higher  rate  of  remunera- 
tion for  part-time  appointments  than  would  be  produced  by  the  foregoing 
recommendation  (section  15  of  the  report).  6 s 

37.  In  explanation  of  the  recommended  “weighting”  the  Committee 
said : — 

In  our  view  the  responsibilities  and  commitments  of  a part-time 
appointment  cannot  be  measured  in  relation  to  those  of  a whole-time 
appointment  simply  by  comparing  the  total  working  hours  of 
the  part-time  officer  with  the  total  working  hours  of  his  whole- 
time colleague.  The  specialist  who  holds  a part-time  hospital  appointment 
has  a continuous  responsibility  for  the  patients  in  his  charge,  which  mus 
ex  end  beyond  the  limits  of  the  time  he  contracts  to  serve:  further? he 
will  be  expected  to  take  his  share  in  the  committee  work  of  the  hospital 
and  this  must  encroach  upon  time  which  would  otherwise  be  spent  im 
private  practice.  In  assessing  the  remuneration  which  shall  attach  to  nart- 
time  appointments  such  factors  must  be  taken  into  account.”  (section  15 
of  the  report).  - 

38.  Under  the  Terms  and  Conditions  of  Service  the  number  of  hours 
aSwi-0'  WhlC1  U par  “time  sPcclallst  should  be  paid  must  be  determined 

“ The  Board  shall  assess  in  terms  of  hours  per  week  what  is  the  average 

T reql!lrfd  by  an.  uvcfage  Pract'tioncr  to  perform  the  duties 
tc>  the  post.  In  assessing  the  average  amount  of  time  to  perform 
the  duties  attaching  to  the  post  the  Board  shall  take  into  account  out- 
patient clinics,  ward  rounds,  operating  sessions,  laboratory  work  and  so 
™™,it?rr  hospitals,  including  occasional  visits  to  outlying  hospitals  for 
consultation,  diagnosis  or  operative  work.  The  Board  shall  also  include 
h?.?  gl?f n’.  C-S-  its  Consultant  Adviser  to  the  Board  on  special  branches 
of  the  Service  or  by  way  of  pastoral  visits  ” to  outlying  hospitals ; and 
time  necessarily  required  in  travelling  between  home  or  private  consulting 
room  (whichever  is  the  nearer)  to  the  hospital  or  hospitals  served  (unless 
the  journey  is  one  which  the  consultant  would  undertake  irrespective  of 
his  work  for  the  Board).  There  shall  be  excluded  from  the  computation 
any  demcn  of  time  for  emergency  calls  by  consultants  to  patients  in 
the  beds  in  their  charge  (except  where  any  exceptionally  heavy  liability  to 

WOTkror  ro1CilfnCy  WOrrk  ?f  ,lhis's?rt  «. anticipated),  or  for  committee 
t£  i of  private  patients  in  pay  beds  or  as  out-patients, 

there  shall  also  be  excluded  time  required  for  domiciliary  visits  for  which 
special  fees  are  payable  ” 

Under  an  agreement  reached  with  the  profession  after  this  provision  of  the 
I™i"d  Conditions  was  originally  promulgated,  the  amount  of  travelling 
tune  that  may  be  counted  as  time  necessarily  required  in  travelling  between 
home  or  private  consulting  room  ...  to  the  hospital  or  hospitals  served  ” 
is  a maximum  of  half  an  hour  each  way  in  respect  of  journeys  to  and  from 
tne  practitioners  mam  hospital  unless  the  circumstances  of  the  individual 
warrant  exceptional  treatment. 
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and  Conditions  of  Service . 

“The  number  of  notional  ‘half-days’  shall  be  arrived  at -from  the 
ag°reoate  of  hours  so  assessed,  by  dividing  the  total  by  3J.  the  consultant 
be°ng°given  the  benefit  of  the  marginal  overlaps  as  follows. 

No.  of  notional  half-days  on 

No.  of  hours  weekly  which  salary  will  be  reckoned 

Up  to  3£  1 

Over  3J  and  up  to  and  including  7 ... 

Over  7 and  up  to  and  including  10J  ... 

Over  10|  and  up  to  and  including  14  ... 

Over  14  and  up  to  and  including  17-J 
Over  17Jt  and  up  to  and  including  21 
Over  21  and  up  to  and  including  24J 
Over  24|  and  up  to  and  including  28 
Over  28 


2 

3 

4 

5 

6 

7 

8 
9 


40  The  amount  of  remuneration  payable  for  work  under 
contracts  for  these  numbers  of  half-days  was  originally  determined  by  the 
toula  quoted  in  paragraph  36,  the  effect  of  which  was  to  weight  the  amount 
produced  by  a straight  division  of  the  whole-time  salary  into  elevenths.  The 
weighting  was  modified  as  part  of  the  agreement  reached  on  the  Medical 
Whitley  Council  'in  1954  on  new  salary  scales  to  operate  from  1st  April  of 
that  year  A comparison  of  the  two  weightings  is  made  m the  following 


Number  of 
notional 
half-days 
on  which 
part-time 
remunera- 
tion is 

reckoned 

(see  paras. 
38  and  39) 

(1) 

Original  Weighting 

Weighting  under  1954  Agreement 

Weighting 
expressed 
in  terms 
of 

notional 

half-days 

(2) 

Weighting 
expressed 
as  a 

percentage 
of  the 
notional 
half-days 
in  col.  (1) 
(3) 

Proportion 

of 

whole-time 

salary 

payable 

Per  cent. 
(4) 

Weighting 
expressed 
in  terms 
of 

notional 

half-days 

(5) 

Weighting 
expressed 
as  a 

percentage 
of  the 
notional 
half-days 
in  col.  (1) 
(6) 

Proportion 

of 

whole-time 

salary 

payable 

Per  cent. 
(7) 

1 

2 

3 

4 

5 

6 

7 

8 
9 

4 

i 

l 

li 

li 

l 

i 

i 

25 

25 

25 

25 

25 

21 

14 

9 

6 

11 

23 

34 

45 

57 

66 

73 

80 

86 

* 

i 

I 

i 

i 

i 

t 

! 

i 

25 

25 

25 

19 

15 

13 

11 

9 

6 

11 

23 

34 

43 

52 

61 

70 

80 

86 

It  will  be  seen  that  the  change  affected  consultants  doing  from  4 to  7 notional 
half-days.  Whereas  the  remuneration  payable  for  5 notional  i half-days  a week 
had  hitherto  been  6J  elevenths  (or  57  per  cent)  of  the  whole-time  salary,  under 

• Asa  notional  half-day  relates  to  a period  of  up  to  and  not  more  than  31  hours,  irrespective 
of  whX  tMs"  ?s  all  in  one  haff  of  a day  or  partly  in  one  day  and  partly  m another, 
it  is  to  be  distinguished  from  a session  as  used  in  paragraphs  16  and  1 / . 
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the  agreement  of  1954  it  became  5J  elevenths  (or  52  per  cent).  Consultants 
already  under  contract  had  the  protection  of  a “ no  detriment  ” provision  in 
respect  of  the  effects  of  the  agreement  as  a whole. 

41.  9 J elevenths  of  the  appropriate  whole-time  remuneration  (including 
the  value  of  any  distinction  award)  is  the  maximum  remuneration  a part-time 
consultant  may  be  paid,  apart  from  fees  for  exceptional  consultations,  domi- 
ciliary consultations  and  payments  made  in  respect  of  work  as  locum  tenens 
(see  paragraphs  64-71). 

42.  Appendix  E sets  out  the  amount  earned  by  consultants  doing  different 
numbers  of  half-days  when  they  are  at  the  minimum  point  of  the  main  salary 
scale  (£2,205  for  a whole-time  officer  aged  32  or  over)  and  also  when  they  are 
at  the  maximum  of  the  scale  £3,255  for  a whole-time  officer). 

Senior  Hospital  Medical  and  Dental  Officers 

43.  The  salaries  of  part-time  officers  are  calculated  in  exactly  the  same 
way  as  the  salaries  of  part-time  consultants.  Senior  hospital  medical  and  dental 
officers  are  not  eligible  for  distinction  awards. 

44.  The  salaries  of  part-time  officers  doing  different  numbers  of  notional 
half-days  at  the  minimum  of  the  scale  and  at  the  maximum  are  set  out  in  the 
Appendix  E. 

Registrar  and  House  Officer  Grades 

45.  The  salaries  of  part-time  officers  in  the  four  registrar  and  house  officer 
grades  (of  whom  there  is  not  a great  number)  are  calculated  without 
“ weighting  ” : that  is  to  say,  where  the  number  of  notional  half-days  (which 
is  calculated  on  the  basis  laid  down  for  consultants)  is  x,  the  proportion  of 
the  appropriate  whole-time  salary  to  be  paid  is 

Oilier  Grades  of  Medical  and  Dental  Staff 

46.  In  addition  to  the  grades  mentioned  above,  the  Terms  and  Conditions 
of  Service  make  provision  for : — 

(a)  medical  superintendents  and  deputy  medical  superintendents 

(b)  general  medical  practitioners  working  on  the  staff  of  general  practi- 
tioner hospitals  (cottage  hospitals)  other  than  maternity  hospitals 

(e)  general  medical  practitioners  employed  as  part-time  medical  officers 
at  convalescent  homes,  general  practitioner  maternity  hospitals,  or 
other  types  of  hospital  where  no  other  settled  rate  of  pay  is 
appropriate 

Id)  general  dental  practitioners  undertaking  general  dental  work  at 
hospitals. 

47.  Under  an  agreement  reached  on  Whitley  Committee  B following  an 
award  of  the  Industrial  Court*  in  an  arbitration  between  the  two  Sides  of  the 
Committee,  the  remuneration  of  a medical  superintendent  depends  in  England 
and  Wales  upon  whether  he  is  engaged  in  clinical  work  as  well  as  administra- 
tive work  and,  where  he  is,  upon  the  extent  and  grade  of  his  clinical  work. 
Where  a medical  superintendent  is  normally  engaged  for  32  hours  a week 
or  more  in  clinical  duties  he  is  paid  as  if  all  his  duties  were  clinical,  i.e„  if 
his  clinical  grading  is  as  a consultant  he  is  paid  as  a consultant  for  his 
administrative  as  well  as  his  clinical  work.  If,  on  the  other  hand,  he  is  engaged 
wholly  on  administrative  duties  he  is  paid  a salary  between  £1,500  a year 

* The  award,  which  is  published  (Industrial  Court  (2357)  National  Health  Service)  sum- 
marises the  cases  presented  by  the  two  Sides. 
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and,  £1  900  a year  according  to  the  size  of  his  hospital.  Where  a medical 
an  -iCXnt’Q  duties  are  not  wholly  administrative  and  his  clinical  duties 
much, as  32  hours  a week  he  is  paid  a “mixed” 
do  not  normauy  o " , rnlcnlated  elements  for  his  administrative  work 

IndrhisC°chSnwork.  The  detailed  rules  for  the  calculation  of  the  salary  of 
a medical  superintendent  who  spends  all  his  time  m administrative  work  or 
X has  an  appointment  with  mixed  duties  are  set  out  in  Appendix  F. 

48.  The  remuneration  of  a deputy  medical  superintendent  ot  a hospital  in 
England  and  Wales  is  determined  by  the  same  method  as  that  of  a medical 
funerintendent  except  that  any  administrative  element  m his  salami  is  calcu- 
lS  at  66!  per  cent,  of  the  rate  appropriate  to  a medical  superintendent. 

40  The  number  of  medical  superintendents  and  deputy  medical  superin- 
tendents to  Sand  and  Wales  at  31st  December,  1955,  was  as  under.  They 
were  moX  “mphryed  at  hospitals  for  diseases  of  the  chest  or  for  mental 
illness  or  mental  deficiency. 

Whole-time  Part-time 

Medical  Superintendents  ...  •••  77  (93)  18  (21) 

Deputies  53  <6t2)  . A ).3)  , 

The  figures  in  brackets  are  the  number  of  sessions  undertaken  by 
these  practitioners  which  are  remunerated  atthe  administrative  rate.  Under 
10  Medical  Superintendents  are  engaged  whole-time  on  administrative 
duties. 


UUilCS, 

50  Medical  Superintendents  of  general  hospitals  in  Scotland  are  whole- 
time administrative  officers.  Each  is  in  charge  of  the  medical  administration 
of  a hospital  or  group  of  hospitals,  the  number  of  hospitals  m the  latter  case 
ranging  from  2 to  19.  They  have  no  clinical  duties  assigned  to  them.  At 
31st  December,  1956,  there  were  27  Medical  Superintendents  and  9 Deputies. 

51.  The  salary  scales  of  Scottish  Medical  Superintendents  were  negotiated 
on  the  appropriate  Whitley  Council  and  consist  of  a series  of  seven  scales 
ranging  from  £1,500  to  £2,250  and  dating  from  24th  September,  1955.  The 
scales  are  graded  to  take  account  of  the  different  sizes  of  hospital  groups  and 
the  load  falling  upon  the  hospitals.  The  particular  scale  to  be  selected  for 
each  group  is  negotiated  through  the  Whitley  Council  machineiy.  As  in 
England  and  Wales  a Deputy  is  paid  two-thirds  of  the  scale  applicable  to 
the  Medical  Superintendent  under  whom  he  works. 


52  General  Medical  Practitioners  on  the  staff  of  general  practitioner 
hosnitaU  (cottage  hospitals)  other  than  maternity  hospitals.  Regional  Hospital 
Boards  have  been  asked  to  give  an  opportunity  to  .all  general  pracUtioners 
Dractising  in  an  area  served  by  a cottage  hospital  to  accept  appointment  t 
the  staff  of  the  hospital.  The  duties  include  attendance  as  general  practitioners 
on  their  own  patients  in  the  hospital ; sharing  with  the  other  membm  °f  th 
staff  in  attendance  on  the  patients  of  any  practitioners  not  on  the  stall , ana 
taking  the  appropriate  share  in  any  emergency  m-patient  or  out-pat  ^ 
work  In  so  far  as  general  practitioners  providing  general  medical  serviras 
give  hospital  care  within  the  scope  of  these  services  to  patients  on  their  own 
lists  on  on  those  of  partners,  their  remuneration  for  providing  general  medical 
services  will  already  cover  that  work.  But  in  order  to  providi e remuner ation 
for  their  hopsital  work  for  other  patients  the  'Management  Committees  ot 
these  general  practitioner  hospitals  have  created  staff  funds  which  are  shara 
between  the  general  practitioner  on  the  staff  on  such  bases  as  these  pr 
titioners  may  themselves  determine 


53.  Under  the  Terms  and  Conditions  of  Service  the  Hospital  Management 
Committee  of  such  a hospital  makes  a payment  to  the  staff  fund  of  a specitte 
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amount  per  annum  for  each  bed  (other  than  private  pay  beds  and  maternity 
beds)  occupied  on  the  average  in  the  hospital.  The  payment  was  originally 
£25  per  bed  per  annum.  As  an  interim  measure  it  was  increased  from  1st 
May,  1957  to  £26  5s.  Od.  per  bed. 


54.  General  Medical  practitioners  employed  as  part-time  medical  officers 
at  convalescent  homes,  general  practitioner  maternity  hospitals,  or  other  types 
of  hospital  where  no  other  rate  of  pay  is  appropriate.  Under  the  Terms  and 
Conditions  of  Service  the  rate  of  pay  for  general  practitioners  so  employed  in 
the  hospital  service  was  originally  £175  per  annum  per  notional  half-day  up 
to  a maximum  of  £1,575  per  annum  provided  that  where  the  number  of  liours 
per  week  to  which  services  are  required  is  two  or  less  (the  hours  being  calcu- 
lated according  to  the  formula  applicable  to  part-time  specialists)  the  pay  was 

1 hour  or  less  £50  per  annum 

Over  1 hour  but  not  more  than  2 ...  £100  per  annum 


These  figures  have  all  been  increased  by  live  per  cent  from  1st  May  1957 
as  an  interim  measure.  ’ 


55.  The  primary  object  of  the  employment  of  general  dental  surgeons  in 
the  Hospital  Service  is  to  provide  for  the  day  by  day  dental  care  of  patients 
in  long-stay  hospitals  The  salary  for  whole-time  employment  was  first  fixed 
by  the  Minister  in  July.  1952,  at  £900  x £30  (2)— £960  x £40  (6)--£l,200  x 
£50  (6)  £1.500,  practitioners  with  more  than  four  years  post-registration 
experience  could  be  given  a commencing  salary  between  £900  and  £1,000. 


56.  As  from  1st  July,  1955.  a revised  scale  of  £1,000  x £50  (14)— £1  700 
was  introduced  by  agreement  between  the  British  Dental  Association  and’ the 
Health  Departments.  Provision  was  also  made  so  that  a practitioner  with 
more  than  three  years’  post-registration  experience  might  be  given  a starting 
salary  of  £1,050,  one  with  four  years’  experience  a salary  of  £1,100  and  one 
with  five  or  more  years’  experience  a salary  of  £1,1 50. 

As  from  1st  May,  1957,  the  scale  has  been  increased  as  an  interim 
measure  by  5 per  cent,  to  £1,050  x £52  10s.  (14)— £1,785. 


, 57.  The  rate  of  pay  for  a part-time  general  dental  practitioner  was 
originally  £150  per  annum  for  one  notional  half-day  per  week  up  to  a maxi- 
mum of  £1,350  per  annum  (which  would  have  been  produced  by  nine  notional 
half-days  per  week).  This  maximum  was  reduced  to  £900  per  annum  when 
a rate  for  a whole-time  general  dental  surgeon  was  introduced  in  July,  1952. 
As  from  1st  May,  1957,  the  annual  rate  for  one  notional  half-day  per  week 
has  been  increased  as  an  interim  measure  by  5 per  cent  to  £157  10s.  Od.  and 
the  maximum  limit  for  earnings  from  a part-time  appointment  has  similarly 
been  raised  by  5 per  cent  to  £945. 


58.  The  number  of  general  dental  surgeons  employed  is : — 

Whole-time  appointments  Part-time  appointments* 

12  820 


Distinction  Awards 

59  As  already  mentioned,  the  Spcns  Committee  recommended  that 
special  awards  additional  to  die  ordinary  salary  should  lie  provided  for 
individual  specialists  whose  outstanding  distinction  merits  a higher  award, 
infection  13  of  their  report,  the  Committee  remarked : — 


It  remained  for  us  to  consider  in  what  way  a satisfactory  spread  of 
, incomes  could  be  obtained  in  the  higher  age  range,  and  what  should  be 

thk*r^e  t.l)an  onc  part-time  appointment  may  be  held  by  a general  dentiii  surgeonltn'd^ for 
£ 1 1-  n9mbur  “f  Part-time  appointments  does  not  correspond  with  the  number  of 
persons  holding  them;  this  number  is  not  known. 
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the  method  of  differentiation  between  specialists  to  achieve  this  spread 
of  incomes  and  to  ensure  that  in  the  lower  age  range  also  outstanding 
ability  should  be  rewarded  by  remuneration  in  excess  of  the  basic  incre- 
mental scale  we  have  already  envisaged  Although,  as  we  have  said  we 
are  not  directly  concerned  with  methods  of  payment  we  are  clear  that 
if  the  mofession  is  to  be  satisfied  and  recruitment  maintained  it  is 
essential  that  a method  of  differentiation  involving  the  selection  of  indivi- 
rhnk  for  exceptional  reward  in  respect  of  outstanding  professional 
ability  must  command  the  confidence  of  the  profession.  We  have  thought 
ft  right  therefore  to  indicate  the  kind  of  machinery  for  aoh.eving  dtfferen- 
tiation  which  appears  to  us  to  be  required. 


The  Committee  proceeded  to  recommend  that  a national  committee.  which 
would  be  predominantly  professional,  should  be  set  up  o select  specialists 
of  s aff  status  (i.e..  consultants)  for  awards  which  should  be  conferred  in 
recognition  of  special  contributions  to  medicine  in  the  held  of  research  or 
otWire  exceptional  ability  or  outstanding  professional  work  (other  than 
nrimhh^itivef  ” They  further  recommended  that  the  highest  award  should 
f' 72  500  £ annum  the  second  £1.500  per  annum  and  the  third  £500  per 
annum  that  all  specialists  of  staff  status  should  be  eligible,  and  that  of  these 
faddists  4 per  cent  should  have  the  highest  award.  10  per  cent  the  second 
award  and  20  per  cent  the  third. 


60  The  Committee’s  recommendations  were  accepted  and  the  Minister 
of  Health  and  the  Secretary  of  State  for  Scotland  appointed  a standing  com- 
mittee under  the  chairmanship  of  Lord  Moran  of  Manton  with  the  following 
terms  of  reference : 


“To  advise  the  Minister  of  Health  and  the  Secretary  of  State  for 
Scotland  which  specialists  engaged  in  the  National  Health  Sereice  shou  d 
receive  awards  for  professional  distinction,  having  regard  to  the  desir- 
ability that  4 per  cent  of  the  number  eligible  should  receive  the  highest 
award  (at  the  rate  of  £2.500  a year)  10  per  cent  the  second  award  (£1,500 
a year)  and  20  per  cent  the  third  award  (£500  a year) 


The  Committee  consists  of  13  other  members  of  the  medical 
appointed  on  the  nomination  of  the  Royal  Colleges,  the  Royal  Scottish  Co 
porations,  the  Universities  and  the  Medical  Research  Council  and  one  lay- 


porations,  - 
man  who  is  Vice-Chairman 


61  There  is  a sub-committee  of  Scottish  members,  some  of  whom  have 
been  co-opted  from  outside  the  main  committee,  to  advise  on  awards  in 
Scotland;  and  there  is  another  sub-committee,  most  of  whose  members 
belong  to  the  dental  profession,  to  advise  on  dental  consultants. 


62.  The  number  of  awards  current  at  3 1st  December,  1956,  was 


305  of  £2,500  a year. 
764  of  £1.500  a year. 
1,528  of  £500  a year. 


63.  A part-time  consultant  who  holds  a distinction  award  receive)  ft 
same  proportion  of  the  whole-time  value  of  the  award  as  fcJd 

whole-time  basic  salary.  Clinical  teachers  and  research  workers  who  hold 
honorary  consultant  appointments  in  the  Hospital  Service  are  eligible  fo ’em 
sideration  for  awards ; the  amount  payable  to  those  given  awards  is  deter 
mined  according  to  the  rules  set  out  in  Appendix  G. 
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Earnings  other  than  Salary 

Domiciliary  Fees 

64.  The  Spens  Committee  recommended  that  additional  remuneration 
should  be  paid  m respect  of  domiciliary  visits  because  ithe  need  for  such 
visits  would  not  be  uniformly  distributed  as  between  different  specialties  and 
because  of  the  very  considerable  additional  burden  which  they  would  place 
on  the  consultants  undertaking  them  (section  7 of  the  report). 

65.  The  Terms  and  Conditions  of  Service  provide  that  when  a part-time 
consultant  undertakes  a domiciliary  consultation*  he  becomes  entitled  to  a fee 
of  4 guineas  with  an  additional  fee  of : — 

(1)  2 guineas  where  any  operative  procedure  other  than  obstetric  is 

undertaken  or  where  he  uses  his  own  electrocardiograph  or  portable 
X-ray  apparatus.  y v 

(2)  4 guineas  for  an  obstetric  operation. 

The  amount  which  any  consultant  may  earn  in  a year  by  wav  of  these 
domiciliary  fees  is  subject  to  a maximum  of  800  guineas. 

66.  Where  a visit  involves  a journey  to  a place  20-40  miles  away  an 
additional  payment  of  one  guinea  is  made  over  and  above  the  normal 
travel  ing  and  subsistence  expenses.  If  the  journey  is  to  a place  more  than 
40  miles  away  an  extra  guinea  is  payable  for  every  20  miles  or  part  thereof. 

67.  Before  November,  1955,  a whole-time  consultant  was  not  entitled  to 
cx  ^ r a n,t7 ^ L1  n 1 0 ^ 1 domiciliary  consultations.  Under  an  agreement  reached 
on  Whitley  Committee  B he  has,  since  that  date,  been  entitled  to  the  same 
fees  as  a part-time  olhcer  for  any  domiciliary  consultations  in  excess  of  eight 
m a quarter,  subject  to  a maximum  of  800  guineas  in  a year.  By  agreement 
between  the  British  Dental  Association  and  the  Health  Departments  the  same 
arrangement  applies  to  whole-time  dental  consultants. 

68.  When  senior  hospital  medical  and  dental  officers  are  called  upon  to 
make  domiciliary  visits  they  are  eligible  for  domiciliary  fees  of  the  same 
amount  and  on  the  same  basis  as  consultants.  Senior  hospital  medical  and 
dental  officers  normally  undertake  domiciliary  consultations  only  where  there 
are  insufficient  consultants. 

69-  The  table  below  shows,  for  England  and  Wales,  the  numbers  of 
practitioners  undertaking  domiciliary  work  and  the  number  of  visits  made: 


Year 


1951  .. 

1952  .. 

1953  .. 

1954  .. 

1955  .. 


No.  of 
practitioners 
undertaking 
domiciliary 
work  at 
31st  December 


Cons. 


(2) 

4,916 

5,129 

5,457 

5,551 

5,489 

5,681 


SHMO. 


(3) 

771 

820 

726 

777 

802 

867 


No.  of  visits 
entailing  only 
consultations 


Cons.  SHMO, 


(4)  (5) 

145,855  15,093 


152,961 

166,600 

186,742 

202,330 

213,724 


12,730 

8,284 

7,858 

8,703 

9,842 


No.  of  visits 
entailing 
operative 
procedures 
and/or  use  of 
practitioner’s 
apparatus 


Cons. 


(6) 

7,442 

9,240 

11,212 

13,401 

15,774 

17,654 


SHMO, 


(7) 

673 

573 

458 

424 

472 

451 


Total  No.  of 
Visits 


Cons. 


(8) 

153,297 

165,201 

177,812 

200,143 

218,104 

231,378 


SHMO, 


(9) 

15,766 

13,303 

8,742 

8,282 

9,175 

10,293 


Visits  per 
practitioner 


Cons. 


(10) 

31 

32 

33 
36 

40 

41 


SHMO. 


(ID 

20 

16 

12 

11 

11 

12 


domiciliary  consultation  is  a visit  to  the  patient’s  home,  at  the  request  of  the  general 
practitioner  and  normally  m his  company,  to  advise  on  the  diagnosis  or  treatment  of  a patient 
SKi?^"  grounds  cannot  attend  hospital.  Visits  not  falling  within  this  definition 
™ ? v‘s,.t  madc  at  ‘'l0  ;nslance  of  a hospital  or  specialist  to  review  the  urgency  of  a 

nt  •?' , ss,°n.to  hospital  m to  continue  or  supervise  treatment  initiated  or  prescribed 
iP?al  or  Q)  a visit  made  by  a chest  physician  to  a patient  on  the  tuberculosis 

health auth5!  °heSt  C “"C:  and  (3)  “ visit  undertoken  as  part  of  work  done  for  a local 
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Exceptional  Consultations 

70.  Where  a consultant  is  called  in  (e.g.,  because  of  his  having  unusual 
experience  or  interest)  by  a hospital  board  with  whom  he  has  no  contract  he 
is  entitled  to  a fee  of  5 guineas  per  visit.  No  information  is  available  as  to 
the  incidence  of  these  consultations. 

Locum  Appointments 

71.  The  Terms' and  Conditions  of  Service  envisage  that  a locum  will  be 
employed  only  when  it  is  impossible  to  arrange  for  the  regular  practitioner’s 
work  to  be  adequately  performed  by  other  regular  members  of  the  staff: 
Part-time  officers  are  free  to  take  locum  posts.  The  current  locum  rates  of 
pay  are: — 

(а)  Consultant  filling  a consultant  post  (or  a senior  hospital  medical  or 

dental  officer  post) — £5  10s.  3d.  per  notional  half-day  if  engaged  on 
a part-time  basis ; or  £52  10s.  per  week  if  engaged  on  a whole-time 
basis. 

(б)  Locum  other  than  a consultant  filling  a consultant  or  senior  hospital 
medical  or  dental  officer  post — £3  17s.  3d.  per  notional  half-day  if 
engaged  on  a part-time  basis ; or  £34  14s.  6d.  per  week  if  engaged 
on  a whole-time  basis. 

(c)  Locum  for  part-time  medical  officer  at  convalescent  homes,  general 

practitioner  hospitals  or  other  types  of  hospital  where  no  other  rate 
is  appropriate — £3  17s.  3d.  per  notional  half-day. 

(d)  Practitioner  doing  locum  for  a senior  registrar — £26  8s.  per  week. 

(e)  Practitioner  doing  locum  for  a registrar  or  junior  hospital  medical 

officer — £19  5 s.  per  week. 

( f ) Practitioner  doing  locum  for  a senior  house  officer — £15  19s.  per 

week. 

( g ) Practitioner  doing  locum  for  a house  officer — £10  9s.  per  week. 

The  figures  at  (a)  to  (c)  include  a 5 per  cent  interim  increase 
from  1st  May,  1957  ; those  at  (d)  to  (g)  include  a 10  per  cent  increase 
as  from  1st  April,  1957. 

Other  Earnings 

72.  The  medical  and  dental  officer  who  is  employed  on  a part-time  contract 
is  free  to  engage  in  private  practice  for  the  rest  of  his  time.  He  may  do  this 
entirely  outside  the  Health  Service  ; and  he  may  be  allowed  to  undertake  the 
diagnosis  or  treatment  of  patients  by  private  arrangement  in  accommodation 
at  National  Health  Service  hospitals  designated  for  the  purpose  by  the 
Minister.  There  are  about  5,700  “pay-beds”  so  designated.  The  maximum 
fees  which  medical  or  dental  practitioners  may  charge  private  patients  in 
National  Health  Service  hospitals  are  prescribed  in  the  National  Health 
Service  (Pay-bed  Accommodation  in  Hospitals,  etc.)  Regulations,  1953 
(S.I.  1953  No.  420).  In  relation  to  the  services  of  a medical  or 
dental  practitioner  other  than  a consultant,  senior  hospital  medical  officer 
or  senior  hospital  dental  officer,  the  maximum  charge  for  a surgical  operation 
including  all  attendances  and  other  services  rendered  is  7 guineas  and  for  each 
consultation  or  day  of  attendance,  15s.  up  to  a maximum  of  20  guineas.  In 
relation  to  the  services  of  a consultant,  senior  hospital  medical  officer  or  senior 
hospital  dental  officer,  maximum  fees  are  prescribed  for  various  procedures, 
rising,  e.g.  for  a physician  to  a fee  of  40  guineas  for  a series  of  consultations 
and  attendances  and  for  a surgeon  to  a fee  of  50  guineas  for  a major  operation. 
It  is,  however,  provided  that  the  total  cost  to  a patient,  who  may  be  attended 
by  a number  of  doctors,  shall  not  normally  exceed  75  guineas,  or  with  the 
agreement  of  the  Board  or  Committee,  125  guineas  in  certain  circumstances 
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:SsnpfyaWeei iKny^daZr  beC^^  “d  tMf  may  reduce  *e 

particular  laid  down  *»  a 

of  the  paybeds  at  any  hospital— may  be  diarsed  nMMtifdf  15  m 
with  the  doctor.  The  whole-time  medical  praStionerT^??’  i?  agre™ent 
from  undertaking  private  practice  including  nr,  ♦ ae,r  jS  sPecifica%  precluded 
Part  IV  of  the  National  Health%e^ice1^tsn^^CwhfiUI?ra^  Pra?doe  'under 
officers  may,  however  receive  rnvmpnt  for  f ^ •W^°1e  *im.e  an^  part-time 
may  be  called  upon  to’  render  which  are  outsideiheTcope1 of^ho^l 
specialist  services  under  the  National  Health  Sewice  Act f f 1 *?d 

MS;?  ™ - « « - «.  t£s, as,  sas 

® “•  ""d"  «•  <»e 

ffi)  examinations  and  reports  for  prospective  emigrants- 

(m)  examinations  and  reports  on  candidates  for  training  as  teachers  • 

s^sur*  "**-  * ‘-3ft  - 

(v)  examinations  and  reports  in  connection  with  legal  actions- 

(vi)  me  second  certificate  of  the  rremati^n  5 • , , 

S2,7'”“ ,1"  i"*“d  l,d  b”  “fa  i«»pioi1b2?,ta  t 

• m « r&tfpS “”b“  °<  ^ «“  «* » — . 

(viii)  services  performed  by  members  of  hospital  medical  staffs  for 
Government  departments  as  members  of  medical  boards 

- 1X  PartriVPofC; ‘the0  AcftrViCeS  gLVen  ^ a hosPital  medical  officer  under 
Ms  “liTt”  to  miembers  of  the  hospital  staff  who  a™  on 

Amount  of  such  earnings 

for  nli  the  P-ctitioners 

visits  detailed  in  columns  (10)  and  (llfof  tL  tble  in “f /0ach 
have  attracted  the  payments  shown  below.  These  figures^aS' no  zlt  ^ d 
for  the  unknown  number  of  visits  made  without  - lament  bv  vf,7fCC 
practitioners  and  to  this  extent  the  figures  tend  to  t,.Pi “ by  wh°le-time 
Ud  some  of  the  visits  entailld^erSfand 

fi"  Payment  m excess  of  4 guineas  and  hence  tend^tot™ 

Fees  for  domiciliary  visits 
'"■actitioner  ( guineas ) 
S.H.M.O. 

80 
64 
48 
44 
44 
48 


“~>dations  on  the 


1950  ... 

Consultant 
124 

1951  ... 

128 

1952 

132 

1953 

144 

1954 

160 

■ 1955 

164 

• General  Conditions  of  Service 

Charges  for  Board  and  Lodging 
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the  Terms  and  Conditions  of  Service  provided  that  the  holders  of  house 
officer  posts  which  are  resident  posts  wonld  be  charged  at  the  rate  of  tllK) 
per  annum  for  their  board  and  lodging.  Under  the  agreement  for  pay  increases 
from  1st  April,  1954,  this  charge  was  raised  to  £125  as  from  the  same  date  and 
it  remains  at  this  rate.  Even  with  the  increase  the  charge  is  far  below  the 
economic  cost  of  the  services  provided. 

75  Residence  at  the  hospital  is  not  generally  required  of  officers  above 
the  senior  house  officer  grade  though  some  registrars  and  a few  senior 
registrars  may  have  to  live  in.  Where  such  officers  were  resident,  the  Terns 
and  Conditions  provided  until  1956  that  the  charge  for  board  and  lodging 
should  be  fixed  by  the  responsible  hospital  authority  equal  to  the  value of  the 
services  provided  Under  an  agreement  reached  on  Committee  B of  ^ 
Medical  Whitley  Council,  this  provision  was  then  replaced  with  effect  from 
1st  August,  1956,  by  another  providing  for  the  charge  to  be  made  at  a 
standard  rate  according  to  grade.  The  scale  is : 

Senior  house  officer 
Junior  hospital  medical  officer 


Registrar  ... 

Senior  registrar 

Senior  hospital  medical  officer 
Consultant 


£150  per  annum 
£170  per  annum 
£170  per  annum 
£200  per  annum 
£350  per  annum 
£400  per  annum 


It  is  understood  that  the  agreement  was  based  on  the  principle  that  *c  two 
senior  grades  should  pay  a charge  approximating  to  the  cost  of  services 
provided  in  general  and  that  in  the  case  tf  the  q her  grades  the  charge 
should  be  lower  on  the  grounds  that  the  officers  will  not  generally  hav 
choice  whethamr  not  to  Teside  at  the  hospital  and  that  the  resident  is  liable 
to  be  called  upon  at  any  time  of  the  day  or  night. 

The  same  arrangements  have  been  applied  to  residentdeffialstaSunder 
agreement  between  the  British  Dental  Association  and  the  Health  Depart 
ments. 

Expenses  ... 

76.  The  Spens  Committee  expressed  the  following  views  on  this  subject . 

“ Throughout  our  proceedings  we  have  assumed  that  specialists  engage 
either  whole-time  or  part-time  in  a publicly  orgamsed  *Tre~bW 
paid  any  sums  which  represent  expenses  necessarily  and  reasonably 
incurred"  in  the  course  of  their  work,  and  that  these  sums  wffi  be 
addition  to  the  salaries  recommended.  The  Evidence  Committee  ha 
brought  to  our  notice  a number  of  items  of  expense  which  must  be  met 
if  the  specialist  is  to  perform  his  duties  efficiently.  These  include  car 
expenses ; expenses  of  travel  apart  from  the  use  of  a car ; the  cost  ot 
renewal  of  instruments  and  other  equipment;  the  cost  of  books  and 
journals,  preparation  of  scientific  papers,  and  snbscnptions  to  profes- 
sional societies;  printing,  stationery,  postage  and  telephone  costs  , 
expenses  of  attendance  at  national  and  international  professional  meet- 
ings ; and  the  expenses  of  visiting  hospitals  and  clinics  at  home  and 
abroad  and  entertaining  visiting  colleagues. 

The  expenses  might  be  refunded  after  they  have  been  incurred,  or 
alternatively  an  appropriate  allowance  for  expenses  might  be  attached  to 
the  various  posts  held  by  specialists  and  consultants.  If  the  latter  course 
were  adopted  it  wonld  have  to  be  realised  that  certain  expenses  would 
arise  which  had  not  been  foreseen  when  the  allowance  was  fixed,  e.g., 
attendance  at  an  international  conference,  and  additional  provision  would 
have  to  be  made  in  such  cases. 
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It  is  presumed  that  the  Inland  Revenue  authorities  would  be  pre- 
pared to  consider  favourably  as  legitimate  allowances  for  Income  Tax 
purposes  any  items  of  expense  which  had  been  approved  by  a public 
hospital  authority.”  (Section  16  of  the  Report). 

77.  The  Terms  and  Conditions  of  Service  provide  that  travelling,  sub- 
sistence and  certain  other  expenses  shall  be  paid  to  meet  actual  disbursements. 
The  detailed  rules  governing  the  rates  and  conditions  of  payment  are  mostly 
embodied  now  in  agreements  reached  on  the  General  Whitley  Council  for  the 
Health  Services  (which  deals  with  matters  of  this  sort  which  are  common 
to  all  staff  employed  in  the  Hospital  Services)  and  adopted  by  Committee  B 
of  the  Medical  Whitley  Council.  They  are  summarised  in  Appendix  H. 

Leave 

78.  'In  making  their  report  the  Spens  Committee  assumed  that  in  a 
publicly  organised  service  the  specialist  would  be  entitled  to  certain  definite 
holidays,  and  would  not  be  financially  liable  for  providing  a deputy  . 
The  Committee  added  that  in  their  view  extended  leave,  apart  from  normal 
holidays,  would,  in  the  interests  of  the  service,  be  necessary  on  occasion 
for  study  or  research  (Section  16  of  the  report).  The  Terms  and  Conditions 
of  Service  make  provision  for  paid  annual  leave,  for  sick  leave  and  for 
study  leave.  The  provisions  on  these  matters  are  summarised  in  Appendix  I. 

Age  of  Retirement 

79.  On  this  subject,  the  Spens  Committee  adopted  the  view  that  there 
should  be  a uniform  retiring  age  of  65  for  all  specialists  regardless  of  the 
branch  of  medicine  in  which  they  practised  (Section  7 of  the  report). 

80.  Under  the  Terms  and  Conditions  the  regular  contract  of  a medical 
or  dental  officer  comes  to  an  end  when  he  reaches  age  65.  His  employing 
authority  has  discretion,  however : 

(a)  to  offer  him  a modified  contract  (e.g.  for  a less  amount  of  service)  ; 

or 

(b)  to  extend  his  original  contract,  where  such  a course  is  in  their  view 
desirable  in  the  interests  of  the  service, 

for  a period  of  up  to  one  year  and  to  renew  this  arrangement  from  time 
to  time  thereafter  until  he  reaches  age  70.  A consultant  or  a senior  hospital 
medical  and  dental  officer  who  has  been  filling  a post  graded  as  a consultant 
post,  may,  on  retiring,  be  given  an  honorary  contract  which  will  permit  of  his 
being  called  in  and  paid  for  exceptional  consultations  and  will  enable  him 
to  treat  his  private  patients  in  pay-beds  (see  para.  72). 

Superannuation 

81.  In  making  their  recommendations  the  Spens  Committee  assumed  that 
as  in  private  practice  in  the  past  specialists  would  have  themselves  to  provide 
for  insurance  against  death  and  old  age.  They  recognised  that  if  their 
assumption  was  not  correct  adjustment  would  be  necessary  (Section  16  of 
the  report).  In  fact  hospital  medical  staff  are  within  the  Health  Service 
Superannuation  Scheme  (to  which  fuller  reference  is  made  in  Part  V of  this 
memorandum)  the  cost  of  the  benefits  of  which  is  met  partly  by  contributions 
by  the  employed  persons  and  partly  by  the  Exchequer,  through  payments 
made  by  the  employing  authorities.  In  the  case  of  medical  and  dental 
practitioners  the  value  of  the  contributions  made  by  the  employing  authori- 
ties is  8 per  cent,  of  remuneration  (see  paragraph  182  below).  Accordingly, 
for  a true  comparison  with  the  rates  of  pay  recommended  by  the  Committee 
8 per  cent,  needs  to  be  added  to  the  rates  of  pay  which  have  operated  under 
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, , „ . rtv.imnlp  the  value  of  the  remuneration 

the  .National  Health  Servie  . ‘ (ePmpi0yer’s)  contribution  to  superan- 

including  the  value  of  the  E 1 P ^ Scrvice  for  a consultant  as 


Basic  salary 

Value  of  Exchequer 
contribution  to 

superannuation 


Spens  Committee's 

recommendation 


Total  Value 


£ 

1,500-2,500 


Assumed  practitioner 
would  have  to  make 
own  provision  for  in- 
surance. 


National  Health  Service  Pay  and 
Superannuation  Contribution 


5th  July, 
1948 


1st  April, 
1954 


1,500-2,500 


£ i £ 
1,700-2,750  2,100  3,100 


136  220 


168-248 


1st  May, 
1957 


2,205-3,255 


176-260 


1,836  2,970  2,268  3,348 


2,381-3,515 


Spens  Committee’s 
recommendation 

5th  July, 
1048 

1st  April, 
1954 

1st  May, 
1957 

Basic  salary  4 dis- 
tinction award 

£ 

5,000 

£ 

5,250 

£ 

5,300 

£ 

5,455 

Value  of  Exchequer 
superannuation  con- 
tribution   

Assumed  practitioner  would 
have  to  make  own  provision 
for  insurance. 

420 

424 

436 

Total  Value 

5,000 

5,670 

5,724 

j 5,891 

Any  other  earnings  from  work  done  under  the  Nati i onal _Hta  th  Sc m, 
e.g.,  ‘by  way  of  fees  for  domiciliary  consultations  and  except  or ' “mmltt 
tons  are  also  superannuate  and  attract  an  Exchequer  contribution  of 
value  of  8 per  cent,  to  the  superannuation  of  the  individual. 

The  Question  of  Whole-time  or  Part-time  Empt.oyment 
Tn  Section  12  of  the  National  Health  Service  (Amendment)  Act 
1949^  there  is  a statutory  prohibition  of  the  introduction  of  a. 

all  specialists  shall  be  employed  whole-time.  Ihc  fact  that  pari 
employment  only  would  be  desired  and  would  be  appropriate  >n  sonw  ■ x 
has  been  recognised  from  the  inception  of  the  Service.  In  a circular  sen 
to  hospital  authorities  in  1948,  it  was  stated: 

“Boards  must  clearly  have  regard  first  to  the  needs  of  the  service 
but  they  should  also  take  into  account  as  far  as  possible  the  circum 
stances  yaod  preference  of  the  person  concerned.  It  may.  for  cxampK 
be  found  that  a practitioner  who  at  present  devotes  part  of  his  tune 
to  other  medical  work  wishes  to  practise  exclusively  as  a specie  s - 
whether  whole  time  or  part-time  in  the  service ; or  that  a whole-time 
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officer  wishes  in  future  to  give  part-time  to  the  service  and  to  engage 
in  private  practice.  These  opportunities  should  as  far  as  possible  be 


given. 


83.  following  discussions  more  recently  between  the  Ministry  of  Health 
and  the  Department  of  Health  lor  Scotland  and  the  Joint  Consultants  Com- 
mittees the  following  statement  was  published  in  the  British  Medical  Journal 
and  the  Lancet  on  7th  May,  1955 : - ~ 


Consultants  and  Specialists 
Option  for  wlwlc-tinw  or  part-time  service 

Hie  Joint  Consultants  Committees  have  had  recent  discussions  with 
the  Ministry  of  Health  and  the  Department  of  Health  for  Scotland  about 
whole-time  and  maximum  part-time  service  for  consultants  in  the  National 
Health  Service,  and  the  following  is  an  agreed  statement  of  the 
position : ■— 

It  is  recognised  that  some  consultants,  while  prepared  to  devote  sub- 
stantially the  whole  of  their  time  to  hospital  work  and  to  give  it  priority 
on  all  occasions,  would  prefer  a maximum  part-time  to  a whole-time 
contract.  Ever  since  1948  it  has  been  the  Ministry’s  view  that,  subject 
always  to  the  needs  of  the  hospital  service,  employing  boards  should,  in 
this  matter,  take  into  account  the  circumstances  and  preferences  of  the 
consultants  concerned.  While  there  has  been  no  previous  statement  on 
this  point  as  regards  Scotland,  the  practice  in  that  country  has  been 
similar. 

Where  a new  appointment  is  being  made  this  means  that,  except  where 
the  Board  decides  that  the  needs  of  the  hospital  service  (considered  in 
conjunction  with  those  of  the  local  health  services,  where  the  consultant 
is  to  undertake  duties  on  behalf  of  a local  authority)  demand  a whole- 
time appointment,  the  competition  should  be  thrown  open  to  all  appli- 
cants who  are  prepared  to  give  substantially  the  whole  of  their  time 
to  the  post,  whether  they  prefer  u whole-time  or  a maximum  part-time 
contract.  In  such  a case  the  successful  candidate  should  not  he  asked 
to  state  his  preference  until  after  he  has  been  selected  for  appointment. 

Similarly,  if  a consultant  who  is  already  employed  in  a whole-time 
post  wishes  to  transfer  to  a maximum  part-time  contract,  or  vicc-vcrsa, 
the  Board  should,  before  reaching  a decision,  take  his  circumstances  and 
preferences  into  account,  again  subject  to  the  overriding  needs  of  the 
hospital  service. 

This  statement  does  not,  of  course,  deal  with  the  many  cases  where 
the  services  of  a consultant  arc  needed  in  the  aggregate  for  only  a limited 
volume  of  work,  and  where  therefore  a part-time  appointment  would 
in  all  cases  be  appropriate, 

84.  I he  Committee  on  the  Cost  of  the  National  Health  Service  considered 
that  under  existing  conditions  there  was  a valid  case  for  the  retention  of 
part-time  consultant  appointments  in  addition  to  whole-time  appointments 
but  that  the  financial  arrangements  should  not  be  such  as  to  induce  a con- 
sultant to  seek  a part-time  rather  than  a whole-time  appointment.  The  Com- 
mittee's comments  on  this  subject  arc  reproduced  in  Appendix  J. 


Hast'iTAi.  SitRvict;  Carkkrs 

85.  As  already  explained,  all  new  medical  practitioners  have  now  to 
start  their  professional  life  in  the  Hospital  Service.  A large  proportion,  of 
course,  leave  sooner  or  later  after  attaining  full  registration  to  make  their 
careers  in  other  branches  of  the  profession  mostly  in  general  practice.  The 
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practitioner  who  decides  to  stay  in  the  Hospital  Service  will  generally  need 
to  obtain  a higher  qualification,  such  as  the  M.R.C.P.  for  a physician,  the 
PROS,  for  a surgeon,  the  M.R.C.O.G.  for  an  obstetrician  and  gynaecologist 
and  the  D.P.M.  tor  a psychiatrist,  if  he  is  to  stand  the  best  chance  of  making 
a satisfactory  career  and  attaining  specialist  status.  1.  he  appropriate  qualifica- 
tion is  usually  secured  when  the  practitioner  is  in  the  basic  registrar  grade 
but  it  is  sometimes  obtained  before  he  has  reached  that  grade. 

86  In  so  far  as  it  is  possible  to  generalise — and  there  arc  many  variations 
in  the  pattern  of  careers— doctors  usually  follow  one  or  other  of  two  parallel 
lines  of  advancement  in  the  hospital  service.  One— the  commoner  leads 
through  the  registrar  grades  to  consultant  status,  the  other  leads  by  a route 
which  may  include  the  junior  hospital  medical  officer-grade  or  the  registrar 
■grades  to  senior  hospital  medical  officer.  The  two  lines  are  not,  however, 
completely  distinct  as  a good  many  new  senior  hospital  medical  officers 
are  recruited  from  the  senior  registrar  grade  instead  of  from  the  registrar 
grade  • and  some  recruitment  to  the  consultant  grade  takes  place  from  senior 
hospital  medical  officers.  The  position  in  the  case  of  dentists  is  much  the 
same  except  that  there  is  no  dental  counterpart  to  the  senior  house  officer 
junior  hospital  medical  officer — senior  hospital  medical  officer  sequence. 

87.  The  possibility  of  progress  to  the  consultant  grade  being  made  through 
the  senior  hospital  medical  officer  grade  is  likely  to  diminish  in  most 
specialties;  for  under  an  agreement  between  the  Ministry  of  Health  and  the 
profession  (which  is  reproduced  in  Appendix  K)  new  appointments  to  the 
grade  of  senior  hospital  medical  officer  may  bp  made  only  in  certain  special- 
ties  and  for  posts  carrying  limited  responsibilities.  (Although  this  agreement 
does  not  formally  apply  to  Scotland,  practice  there  is  similar.) 

88.  Most  medical  students  now  qualify  between  23  and  25  years  of  age.* 
Something  like  one-quarter  to  a third  of  those  who  are  due  to  complete  their 
course  this  year  will  be  25  or  more  on  qualification,  figures  for  a senes  of 
years  of  the  ages  at  which  students  with  a liability  to  National  Service  were 
due  to  complete  their  courses  of  study  are  given  in  Appendix  L.  Allowing 
for  a short  gap  between  qualification  and  the  first  house  officer  appointment 
and  a gap  between  first  and  second  pre-registration  posts,  most  doctors  will 
be  about  26  on  completing  their  pre-registration  year. 

89  Leaving  aside  the  complication  represented  by  National  Service  (which 
many  male  doctors  undertake  as  soon  as  the  pre-registration  year  has  been 
done  and  they  have  secured  full  registration),  on  completing  his  pre-registra- 
tion year  the  doctor  will  be  ready  for  a third  house  officer  post  or  a post  as 
senior  house  officer,  which  will  normally  be  held  for  one  year.  If  he  stays 
in  the  hospital  service  his  next  step  will  be  to  an  appointment  as  a registrar 
or  a junior  hospital  medical  officer.  For  a doctor  who  qualifies  at  24  years 
of  age  and  holds  only  one  post  in  each  of  the  various  training  grades,  pro- 
gress to  an  appointment  as  a senior  hospital  medical  officer  or  consultant 
will  follow  one  of  the  patterns  shown  in  the  statement  on  the  facing  page. 

90.  As  already  mentioned,  however,  many  practitioners  in  fact  hold  more 
than  one  post  in  the  time-limited  grades.  Moreover,  some  practitioners  are 
holding  appointments  in  the  senior  registrar  grade  for  more  than  four  years 
(though  conversely  some  are  spending  less  than  four  years  in  the  grade  before 
obtaining  higher  appointments). 

91  The  ages  of  the  practitioners  who  secured  the  higher  appointments 
made  in  England  and  Wales  in  the  years  1954  to  1956  were  as  shown  in  the 
table  on  page  28.  

* In  the  case  of  dental  student’s 'quaUfiiation  is  usually  obtained  between  22  and  24  years 


of  age. 
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Ages  of  Practitioners  Securing  Higher  Appointments 


j 

Medicine 

Dentistry 

j 

Senior  hospital 

Consultants 

Senior  hospital 

Age  on 

j 

medical  officers 

dental  officers 

appoint-  1 

ment 

No.  of 

No.  of 

No.  of 

appointments 

appointments 

appointments 

appointments 

made  in : 

made  in 

made  m 

ir 

ade  in: 

. 1 

1953/ 

1954/ 

1955/ 

1953/ 

1954/ 

1955/ 

1954 

1955 i 1956 

1954 

1955 

1956 

1954 

1955 

1956 

1954 

1955 

1956 

27/28 

3 

3 

1 

1 

28/29 

1 

5 

6 

2 

1 

29/30 

2 

; i 

10 

7 

2 

2 

30/31 

4 

9 7. 

11 

17 

10 

1 

1 

31/32  ... 

12 

7 ! T 

16 

13 

15 

1 

1 

1 

32/33 

18 

15  ' 7 

15 

17 

16 

1 

1 

33/34 

23 

22  l 20 

14 

15 

13 

3 

1 

2 

34/35  ... 

28 

26  i 32 

13 

17 

20 

1 

1 

35/36 

72 

34  ! 32 

15 

14 

15 

1 

3 

36/37 

31 

32  ; 21 

9 

10 

9 

1 

2 

1 

37/38 

20 

26 ; 20 

17 

11 

11 

1 

1 

2 

1 

38/39  ... 

23 

35  | 11 

12 

13 

11 

1 

2 

39/40  ... 

18 

15  i 13 

8 

8 

8 

1 

1 

1 

40/41 

13 

13  ‘ 7 

9 

10 

9 

1 

1 

1 

1 

41/42  ... 

7 

12  13 

9 

6 

12 

2 

1 

2 

2 

1 

42/43 

5 

14  ! 10 

4 

7 

2 

1 

43/44 

6 

5 I 7 

5 

8 

2 

1 

44/45 

4 

4 1 4 

1 

4 

2 

45/46 

0 

5 | 4 

3 

4 

5 

46/47  . ... 

1 

j 4 

4 

6 

4 

1 

1 

47/48 

1 

2 1 3 

6 

1 

2 

48/49 

3 

7 • 2 

1 

2 

1 

49/50 

i 

2 : 4 

2 

3 

1 

1 

50/51 

6 

1 1 

4 

1 

2 

1 

51/52 

1 

1 

2 

1 

52/53 

5 

i ! l 

2 

1 

4 

1 

53/54  ... 

1 

3 

1 

3 

1 

54/55 

i 9 

1 

5 

1 

55/56  ... 

1 

T 

1 3 

5 

2 

1 

56/57 

1 : 1 

1 

57/58  or 

i " 

j- 

over 

2 

,22 

! 4 

1 

10 

1 

Totals  ... 

i 260 

278  1 226 

i 208 

i 

213 

202 

8 

4 

10 

17 

13 

14 

Consultant  figures  relate  to  calendar  year;  Senior  Hospital  Medical  Officer  figures  to 
years  ending  30th  June. 


92.  Career  prospects  depend  upon  how  many  posts  are  going  to  be 
available  and  how  keen  the  competition  for  them  is  likely  to  be.  Fairly  detailed 
information  on  the  foreseeable  aspects  of  these  matters  is  available  and  is  set 
out  in  the  following  paragraphs. 

93.  The  number  of  posts  that  will  be  available  depends  mainly  upon  ( a ) loss 
through  retirements  and  deaths  (6)  expansion.  The  latter  factor  in  relation  to 
doctors  comes  within  the  terms  of  reference  of  the  Committee  which  is  sitting 
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under  the  chairmanship  of  the  Rt.  Hon.  Henry  Willink  to  which  reference  has 
already  been  made.  The  position  in  relation  to  the  dental  profession  in  general 
is  dealt  with  in  the  report  of  the  McNair  Committee  to  which  reference  has 
also  already  been  made. 


94.  'With  regard  to  factor  (a),  the  age  distribution  of  the  practitioners  in 
the  two  senior  grades  in  medicine  and  dentistry  in  England  and  Wales 
at  30th  June,  1956,  was  as  follows : — 


Medicine 

Dentistry 

Age* 

Group 

Consultants 

S.H.M.Os. 

Consultants 

S.H.D.Os. 

Number 

Per  cent. 

Number 

Per  cent. 

Number 

Per  cent. 

Number 

Per  cent.; 

Under  35 

140 

2-2 

180 

7-8 

2 

0-8 

.15 

6-6 

35-39  

977 

15-2 

383 

16-6 

15 

60 

27 

11-8 

40-44 

1,553 

24-1 

459 

19-9 

55 

21-9 

42 

18-3 

45-49  

1,259 

19-5 

379 

16-4 

51 

20-3 

36 

15-7 

50-54  

1,058 

16-4 

327 

14-2 

44 

17-5 

44 

19-2 

55-59  

921 

14-3 

368 

16-0 

31 

12-4 

40 

17-5 

60-64  ... 

453 

7-0 

175 

7-6 

39 

15-5 

24 

10-5 

65  or  over 

83 

1-3 

34 

1*5 

14 

5-6 

1 

0-4 

Totals 

6,444 

100 

2,305 

too 

251 

100 

229 

100 

. . 7 p.....  VJ11  i ceil U- 

nient  are  not  included  ; but  practitioners  who  hold  honorary  appointments  in  association 
with  a teaching  appointment  or  a research  appointment  are  included.  Practitioners  practising 
m more  than  one  speciality  are  counted  once  only. 

* The  age  grouping  of  each  individual  was  based  on  the  year  of  birth  and  not  on  actual 
date  ol  birth. 


95.  The  age  distribution  of  consultants  in  some  of  the  individual  medical 
specialties  differs  appreciably  from  that  for  all  specialties.  The  number  of 
sessions  worked  by  a part-time  practitioner  may  also  be  a factor,  since  where 
the  number  is  small  these  sessions  may  be  secured,  on  the  practitioner’s 
retirement,  by  another  part-time  practitioner  and  a new  appointment  to  the 
grade  may  not  toe  made.  Thus  competition  for  a vacant  post  may  come 
from  within  the  grade  itself  as  well  as  from  a lower  grade.  Appendix  'M  shows 
the  age  distribution  of  these  senior  grades  by  specialty  and  the  number  of 
sessions  worked  by  those  in  each  of  the  age  groups. 

96.  The  degree  of  competition  for  consultant  posts  depends  principally 
upon  the  number  of  practitioners  in  the  recognised  training  grade  for  con- 
sultant posts,  i.e.,  the  senior  registrar  grade.  In  1951,  the  number  of  posts 
in  this  grade  was  brought  under  the  direct  control  of  the  two  central  Health 
Departments  because  it  had  grown  to  a figure  greatly  in  excess  of  foreseeable 
vacancies  in  the  consultant  grade.  A certain  number  of  posts  in  the  various 
specialties  was  approved  for  the  teaching  and  non-teaching  hospitals  in  each 
Region.  Since  this  happened  the  number  of  senior  registrars  has  fallen — as 
will  be  seen  from  Appendix  A — and  at  30th  June,  1956,  it  was  as  follows:  — 


Holders  of  1st  year  posts 

Medicine 

Dentistry 

328 

7 

Holders  of  2nd  year  posts 

291 

8 

Holders  of  3rd  year  posts 

209 

6 

Holders  of  4th  year  posts 

153 

7 

Others  ...  ...  

314 

Total  1,295 

22 

50 

29 
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The  total  number  of  approved  training  posts  at  the  same  date  was  1,229. 
The  distribution  of  these  posts  between  the  various  specialties  and  the  actual 
number  of  senior  registrars  employed  in  each  speciality,  is  shown  in 
Appendix  N.  (Sheets  1 and  2.) 

97.  Notwithstanding  the  fall  in  numbers  since  the  early  years  of  the 
National  Health  Service,  the  senior  registrars  employed  still  exceed  the 
approved  number  of  training  posts.  Some  excess  over  -the  number  of  fore- 
seeable vacancies  is  necessary  if  the  service  is  to  be  assured  that  the  candidates 
for  the  higher  appointments  will  normally  have  spent  the  proper  term  in 
training  and  that  there  will  be  real  competition  for  the  vacancies : there  will 
always  be  the  exceptionally  gifted  people  who  will  be  ready  for  consultant 
posts  in  less  than  the  normal  time,  but  it  is  not  to  be  expected  that  these 
will  be  common.  Moreover,  the  excess  shown  by  the  figures  is  not  altogether 
a real  one.  It  includes  a substantial  number  of  university  teachers  and  of 
research  workers  with  honorary  hospital  appointments  as  senior  registrars ; 
an  appreciable  number  of  practitioners  who  are  holding  part-time  appoint- 
ments in  the  grade  and  who  in  most  cases  are  holding  part-time  appointments 
in  a higher  grade  at  the  same  time ; and  some  practitioners  who  by  virtue 
of  being  in  permanent  appointments  of  similar  status  before  the  inception  of 
the  National  Health  Service  in  July,  1948,  have  been  given  appointments  in 
the  senior  registrar  grade  without  the  normal  limit  of  tenure.  Taking  due 
account  of  those  factors,  however,  there  is  an  excess  in  some  specialties  of 
senior  registrars  who  have  long  completed  their  four  years  of  training  and 
have  been  seeking  a higher  appointment  but  have  so  far  failed  to  obtain  one. 
Appendix  0 shows  for  the  senior  registrars  in  England  and  Wales  who  were 
jn  this  position  at  the  end  of  June,  1956,  the  years  m which  they  qualified. 
The  appointments  of  the  senior  registrars  in  this  position  are  at  present  being 
continued  on  a year  by  year  basis  so  that  they  may  have  more  time  to 
compete  for  higher  appointments.  In  order  to  avoid  building  up  a bigger 
surplus  again  hospital  authorities  have  been  asked,  however,  not  to  make 
new  appointments  exceptwhen  an  existing  appointment  becomes  vacant.  Conse- 
quently those  senior  registrars  who  are  looking  for  higher  appointments  are 
to  some  extent  blocking  posts  which  are  intended  for  training  and  thus 
limiting  the  intake  of  new  trainees.  The  real  excess  is  most  marked  in 
the  specialties  in  which  in  pursuance  of  the  agreement  referred  to  in  para- 
graph 87  above  the  only  permanent  appointments  now  being  made  above  the 
senior  registrar  grade  are  in  'the  grade  of  consultant. 

98.  In  the  discussions  which  are  proceeding  between  the  Health  Depart- 
ments and  the  Joint  Consultants  Committee  on  the  junior  medical  staffing 
structure  in  the  hospital  service  consideration  is  being  given  to  the  problem 
presented  by  the  excess  of  fully  trained  senior  registrars. 

Regional  Hospital  Boards’  Headquarters’  Staee 

99.  Regional  Hospital  Boards’  administrative  medical  staff  consists  of  the 


following:  — 


England 

& Wales  Scotland 


Senior  Administrative  Medical  Officers 
Deputy  Senior  Administrative  Medical 


14 


5 


Officers  

Assistant  Senior  Medical  Officers 
Medical  Officers  


14 

23 


5 

6 


Regional  Psychiatrists 


8 


(in  some  cases  these  officers  are  part-time) 


Total 


59 


17 
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100.  The  need  for  the  appointment  of  some  administrative  medical  staff 
arose  before  the  Spens  Report  on  Consultants  and  Specialists  had  been  made 
and  before  the  Whitley  Councils  for  the  Health  Services  were  set  up  and 
initially  the  rates  of  pay  were  laid  down  by  the  Minister  of  Health  and  the 
Secretary  of  State  for  Scotland.  The  British  Medical  Association  were  told  at 
the  time  that  the  salaries  were  provisional  and  would  be  reviewed  in  the 
light  of  the  Spens  Report  when  received  and  other  relevant  salaries. 

101.  In  1950,  the  Staff  Side  of  Committee  B of  the  Medical  Whitley 
Council  brought  forward  a claim  for  higher  salaries.  Negotiations  broke  down 
and  the  difference  was  referred  to  the  Industrial  Court.  The  salaries  awarded 
by  the  Court*  were  subsequently  embodied  in  an  agreement  on  Committee  B 
which  also  included  revised  salaries  for  Assistant  Senior  Medical  Officers 
and  Medical  Officers,  grades  which  were  not  brought  into  the  proceedings 
before  the  Court.  A revision  of  the  salaries  of  all  grades  was  agreed  upon 
Committee  B in  1955. 

Appendix  P gives  the  original  salaries,  the  salaries  agreed  following  the 
Industrial  Court’s  award  and  the  salaries  agreed  in  1955  which  are  still 
current. 


PART  III:  GENERAL  MEDICAL  SERVICES 

Introductory 

102.  Section  33  of  the  National  Health  Service  Act,  1946,  and  Section  34 
of  the  National  Health  Service  (Scotland)  Act,  1947,  place  a duty  upon 
Executive  Councils  to  make  arrangements  with  medical  practitioners  for  the 
provision  of  personal  medical  services  for  all  persons  in  their  areas  who  wish 
to  take  advantage  of  the  arrangements,  which  the  Acts  call  “ general  medical 
services  ”.  Power  is  also  given  to  the  Minister  and  the  Secretary  of  State  for 
Scotland  by  regulations  to  make  provisions  for  defining  the  personal  medical 
services  to  be  provided  and  for  securing  that  the  arrangements  are  such  that 
all  persons  availing  themselves  of  the  services  receive  adequate  personal  care 
and  attendance.  The  regulations  made  under  this  power  are  incorporated  in 
the  National  Health  Service  (General  Medical  and  Pharmaceutical  Services) 
Regulations,  1954  as  amended,  and  the  National  Health  Service  (General 
Medical  and  Pharmaceutical  Services)  (Scotland)  Regulations  1955  as 
Amended.  The  persons  for  whose  treatment  responsibility  rests  upon  a 
practitioner  with  whom  an  Executive  Council  has  made  arrangements  the 
range  of  service  to  be  provided  and  the  duties  of  such  a practitioner  are 

Terms  of  Service  for  Medical  Practitioners  which  form  Part  I 
of  the  Fust  Schedule^  to  these  Regulations.  A detailed  description  of  the 
scope  of  General  Medical  Services  and  of  the  arrangements  relating  to  them 
is  given  in  the  Handbooks  for  General  Medical  Practitioners  published  by 
the  Ministry  of  Health  and  the  Department  of  Health  for  Scotland. 

103.  By  the  Terms  of  Service  the  practitioner  is  responsible  for  the 
treatment  of  all  persons  whom  he  has  accepted  for  inclusion  on  his  medical 
list,  and  certain  other  classes  of  persons  referred  to  in  paragraph  3 of  the 
Terms  of  Service.  He  is  required  to  render  all  proper  and  necessary  treatment 
within  the  range  of  service  defined  in  paragraph  6 of  the  Terms  of  Service. 
Maternity  medical  services  are  the  subject  of  a separate  arrangement  with  the 
patient. 

- * Court’s  award,  which  summaries  the  cases  present  by  the  two  Sides  of  Committee  B 

is  published  (The  Industrial  Court  (2322)  National  Health  Service). 
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104  The  duties  of  the  practitioner  are  set  out  in  paragraph  7 of  the 
Terms  of  Service,  and  include  attending  during  surgery  hours,  providing 
sMsery  and  waiting  room  accommodation,  visiting  and  treating  patients, 
fifing  certain  specified  medical  certificates,  prescribing  (and  in  certain  cases 
supplying)  drugs  and  appliances,  referring  the  patient  to  the  hospital  and. 
specialist  services  or  the  local  authority  services  where  necessary,  and  keeping 
records. 

ini  Generally  speaking,  the  practitioner  is  not  allowed  to  receive  fees 
from  patent  taking  advaSkg^  of  the  General  Medical  Services  except  for 
S of  service  not  covered  by  the  Terms  of  Service,  e.g.,  the  issue  of  certain 
medical  certificates.  He  is  at  liberty,  if  he  wishes,  to  undertake  other  work, 
SSg  treatment  of  private  patients,  and  entering  into  such  other  employ- 
ment or  contracts  as  factory  doctor,  medical  referee  to  an  Insurance  Company, 
dvU  an “S petitioner  under  the  Admiralty,  War  Office  or  Air  Ministry, 
or  member  of  the  staff  of  a hospital,  clinic,  or  nursing  home.  The  practitioner 
° mins  responsible  for  the  expenses  incurred  m connection  with  his  practice. 

106  In  return  for  providing  these  General  Medical  Services,  the  practi- 
tioner is  entitled  to  the  payments  referred  to  in  Part  II  (Remuneration  of 
Practitioner)  of  the  Fkst  Schedule  to  the  Regulations  of  1954  and  1955. 

107.  Most  of  these  payments  are  found  from  a Central  Pool  for  the  whole 
of  Great  Britain.  Further  reference  to  the  Central  Pool  is  made  in  paragraphs 
115,  123-126,  and  130-135. 

Method  of  entry  into  general  practice  as  a principal 

108.  A doctor  may  enter  general  practice  as  a principal  in  one  of  three 

(a)  He  may  apply  to  succeed  to  a vacancy  in  a single-handed  practice 
’ resulting  from  death  or  retirement.  About  one-sixth  of  new  prin- 
cipals enter  practice  this  way.  Except  where  the  practice  is  very 
small  or  in  a remote  and  unattractive  district,  competition  for 
vacancies  of  this  kind  is  severe.  In  1955  the  average  number  of 
applicants  for  a vacant  practice  was  44  : only  one  vacancy  attracted 
fewer  than  ten  applications,  while  for  five  there  were  over  100 
and  for  two  there  were  150.  There  is  a continuing  preference  among 
applicants  for  the  South  of  England  in  spite  of  easier  entry  into 
practice  in  the  industrial  areas  of  the  North  In  Scotland  the 
competition  for  vacancies  appears  to  be  slightly  less  acute  than 
in  England  and  Wales ; in  a sample  of  20  vacancies  m 1955  the 
average  number  of  applicants  was  34. 

(b)  He  may  apply,  through  the  Executive  Council  to  the  Medical  Prac- 

tices Committee,*  to  start  a new  practice  of  his  own,  and  his 
application  will  be  allowed  unless  the  Medical  Practices  Committee 
are  satisfied  that  the  number  of  doctors  in  the  area  concerned  is 
already  adequate.  About  one-sixth  of  new  principals  enter  practice 
this  way.  There  are  two  Medical  Practices  Committees-— one  for 
England  and  Wales  and  one  for  Scotland. 

(c)  Where  a vacancy  occurs  or  is  about  to  occur  in  an  established  partner- 

ship through  retirement  or  death,  or  a single-handed  doctor  wishes 
to  create  a partnership,  an  “ assistant  with  a view  ” is  normally 
engaged  and  after  a trial  period  he  will,  if  suitable,  be  taken  into 
partnership  This  is  now  the  method  of  choice  for  the  young  doctor 
and  about  two  thirds  of  new  principals  enter  practice  this  way. 

* The  functions  of  the  Medical  Practices  Committee  are  set  out  in  paragraph  24  of  the 
“Handbook  for  General  Medical  Practitioners  issued  by  the i Ministry  of  Efcalth . and 
paragraph  A. 28  of  the  corresponding  hand  book  issued  by  the  Department  of  Health  for 
Scotland. 
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The  number  and  proportion  of  National  Health  Service  general 
practitioners  in  partnership  have  increased  steadily  since  1953, 
when  changes  favouring  partnerships  were  made  in  the  method 
of  distributing  the  Central  Pool  (see  paragraph  127). 

109.  Doctors  entering  general  practice  are  thus  able  to  practise . where 
they  choose,  subject  only  to  the  restriction  applied  by  the  Medical  Practices 
Committee  in  adequately  doctored  areas — and  even  this  is  not  applied  where 
a vacancy  in  an  existing  partnership  is  being  filled.  The  areas  into  which  the 
Medical  Practices  Committee  (England  and  Wales)  at  present  restricts  the 
entry  of  further  doctors  cover  a patient-population  of  not  much  more 
than  two  million  (July,  1956).  The  Scottish  Committee  does  not  maintain 
a list  of  restricted  areas  but  deals  with  each  application  on  its  particular 
circumstances  ; in  only  one  or  two  areas  are  applications  consistently  refused. 

110.  It  is  no  longer  necessary — indeed  it  is  illegal  in  the  National  Health 
Service — for  a doctor  to  purchase  a practice.  He  may  have  to  buy  the 
practice  premises  from  his  predecessor,  but  in  such  a case  he  can  ask  the 
Medical  Practices  Committee  to  certify  that  the  transaction  involves  no  sale 
of  goodwill.  A general  practitioner  has  almost  complete  security  of  tenure. 
Once  he  has  been  admitted  to  the  medical  list,  he  is  at  liberty  to  remain  on 
it  until  his  retirement,  for  which  there  is  no  age  limit.  His  name  can  be 
removed  from  the  list  contrary  to  his  will  only  if  he  has  never  provided  or 
has  ceased  to  provide  services,  or  if  a case  has  been  successfully  made 
to  the  Tribunal,  under  Section  42  of  the  Act  of  1946  or  Section  43  of  the 
1947  Act,  that  his  continued  inclusion  in  the  list  “ will  be  prejudicial  to  the 
efficiency  of  the  services  in  question  ”.  It  is  only  very  rare  and  serious  cases 
which  come  before  the  Tribunal  and  if  this  body  does  decide  on  removal  from 
the  list,  the  practitioner  has  a further  right  of  appeal  to  the  Minister  or 
Secretary  of  State  though  there  is  no  appeal  against  a Tribunal  decision 
in  his  favour. 

Numbers  of  Doctors  providing  General  Medical  Services 

111.  The  number  of  doctors  providing  General  Medical  Services  in 
mid-1956  was  22,551.  It  has  increased  year  by  year  from  the  inception  of 
the  National  Health  Service  and  its  growth  has  been  proportionately  greater 
than  the  growth  in  the  total  population.  The  comparisons  between  1952  and 
1956  are  as  follows:  — 

1.7.52  1.7.56 

Practitioners  practising  as  Principals  (other 
than  those  with  limited  lists  or  liabilities — 

see  next  item) 19,645  21,703 

Practitioners  practising  as  Principals  with 
limited  lists,  i.e.,  with  lists  confined  to  hos- 
pital staffs  or  to  pupils  and  staff  resident  in 
schools,  or  who  have  been  relieved  of  certain 
responsibilities,  e.g.,  the  liability  to  have 
persons  assigned  to  them  or  to  undertake 
emergency  night  calls  to  persons  not  on  their 


' lists  872  783 

Practitioners  practising  as  Principals,  but  pro- 
viding Maternity  Medical  Services  only  ...  71  65 


Total  20,588  22,551 


Percentage  Increase  1956  over  1952  9-6 

Population  (in  1,000’s) 49,003  49,784 

Percentage  Increase  1956  over  1952  1-5 
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112  Information  about  the  number  of  doctors  providing  General  Medical 
Services  at  1st  July  in  each  of  the  last  five  years  is  given  in  more  detail 
in  Appendix  Q. 

Size  of  lists  of  principals  in  different  age-groups 

113.  General  practitioners  are  classified  according  to  age-group  and  size 
of  list  in  Appendix  R attached. 


Payments  made  to  Doctors  in  connection  with  the  provision  of  General 
Medical  Services 

114  The  total  sums  paid  to  general  medical  practitioners  in  connection 
with  the  provision  of  General  Medical  Services  in  each  of  the  last  five 


1951/52 

1952/53 

1953/54 

1954/55 

1955/56 

England  and  Wales  

Scotland 

£ million 
41-622 
5-219 

£ million 
74-012* 
8-989* 

£ million 
50*945 
6-319 

£ million 
51*762 
6*432 

£ million 
54*074 
6*715 

Totals  

46-841 

83-001 

57-264 

58-194 

60-789 

These  figures  do  not  rnctuae  rne  value  or  me  t-uuL.iiu.uuuu  iu  me 

National  Health  Service  Superannuation  Scheme  which  in  1955-56  amounted 
to  £2-971  million  Moreover  they  do  not  include  the  payments  for  sight- 
testing  under  the  Supplementary  Ophthalmic  Services  (see  paragraphs  142-144) 
made°to  general  practitioners  providing  general  medical  services ; in  1955-56 
these  payments  amounted  to  £94,000. 

115.  The  components  of  the  total  sums  paid  in  1955-56  were:  — 

: England  and  Wales  Scotland 
£ million 


(a)  Capitation  payments  

(/>)  Loadings  

(c)  Payments  in  respect  of  temporary 

residents  

id)  Payments  for  emergency  treatments 

(e)  Payments  for  administration  of 

anaesthetics  

(f)  Initial  practice  allowances 

(g)  Hardship  payments  to  elderly  doctors 

and  to  doctors  with  small  lists 

(h)  Supplementary  annual  payments  ...i 

(i)  Payments  from  the  Mileage  Fund  ... 

(j)  Group  practice  loans  (less  repay- 

ments)   

(fc)  Special  inducement  payments  ..„ 
© Payments  for  -maternity  medical 
services  

(m)  Grants  for  training  assistants 

(n)  Central  Pool  balances  (in  respect  of 

1952-53  and  1953-54)  

* Includes  Danckwerts  arrears  1948/49  to  1951/53. 


36-693 

4-226 

8-610 

1-103 

0-770 

0-104 

0-0021 

,0-008 

0003  J 

0-075 

0-008 

0-003 

0-001 

0-096 

0-008 

1-551 

0-447 

0-141 

0-015 

0-013 

0 030 

2-555 

0-384 

0-33H 

0-103 

1-324 

0-156 
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England  and  Wales 

Scotland 

(o)  Supply  and  dispensing  of  drugs  and 

£ million 

appliances  (including  payments  by 
patients)  

1-738 

0-114 

O)  Contributions  under  Regulation  46 

(3)  (m)  of  the  Superannuation1 
Regulations,  1950,  and  Regulations 
76  of  the  Superannuation  Regula- 
tions, 1955 

0169 

0-008 

Total 

54-074 

6-7151 

Payments  (a)  to  (j)  inclusive  and  (n)  are  made  out  of  the  Central  Pool, 
below ^ ' ^x^ana^ons  purposes  of  the  above  payments  are  given 

(a)  A capitation  payment  of  17s.  (17s.  6d.  from  1st  May.  1957)  is  paid 

m respect  of  each  patient  on  a practitioner’s  list  up  to  the  permitted 
maxima  (see  paragraph  127). 

(b)  An  additional  “loading”  payment  of  10s.  (11s.  6d.  from  1st  May. 

1957)  is  made  for  each  listed  patient  in  excess  of  500  up  to  1 500 
(see  paragraph  127). 

(c)  Payments  of  17s.  are  paid  in  respect  of  treatment  given  to  persons 

not  on  the  practitioner’s  list  but  temporarily  resident  in  the  locality. 
For  patients  treated  in  convalescent  homes  and  in  other  similar 
mstitutions  where  the  practitioner’s  patients  may  be  collected  together 
the  payment  is  8s.  6d. 

(d)  If  a practitioner  provides  emergency  treatment  for  a patient  not  on 
his  list  or  the  list  of  a partner  he  can  seek  payment  as  set  out  below. 
(In  most  areas  the  doctors  have  agreed  amongst  themselves  not  to 
claim  these  fees.) 

Emergency  consultation  8s  6d 

Minor  surgical  operation 15S[  od. 

Administration  of  general  anaesthetic 35s!  0d! 

(e)  Where  a practitioner  has  to  provide  the  services  of  a second  practi- 

tioner to  give  a general  anaesthetic  the  first  practitioner  can  claim 
a fee  of  15s.  or  35s.  according  to  the  type  of  anaesthetic. 

(/)  Initial  practice  allowances  are  paid,  under  certain  conditions,  to 
assist  doctors  who  are  setting  up  new  single-handed  practices  in 
areas  designated  by  the  Medical  Practices  Committee  as  needing 
more  doctors.  In  such  areas  an  allowance  is  sometimes  given  to  a 
doctor  filling  a vacancy  in  a small  single-handed  practice  the  con- 
tinuance of  which  is  considered  necessary  by  the  Committee.  Allow- 
ances are  paid  for  a maximum  of  three  years  and  are  set  out  below. 
As  part  of  the  interim  settlement  mentioned  in  paragraph  129  these 
allowances  are  to  be  increased  by  25  per  cent  but  details  have  still 
to  be  worked  out. 

First  year  — £600. 

Second  year— the  amount  required  to  raise  the  practice  income 
to  a gross  total  of  £1,000  subject  to  a maximum  of 
£450. 

Third  year  —the  amount  required  to  raise  the  practice  income  to 
a gross  total  of  £1,100  subject  to  a maximum  of 
£200. 
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(»)  Hardship  payments  up  to  £350  per  annum  are  made  in  cases  of 
hardship,  chiefly  amongst  elderly  doctors,  where  hardship  arose  in 
consequence  of  the  introduction  of  a new  method  of  remuneration 
in  1953  (see  paragraph  127).  Generally  hardship  payments  have  been 
superseded  by  Supplementary  Annual  Payments  (q.v.).  It  has  been 
agreed,  as  part  of  the  interim  settlement  mentioned  m paragraph  129, 
that  hardship  payments  should  be  increased  by  25  per  cent. 

(h)  Supplementary  annual  payments  (up  to  £350  per  annum  are  made  to 
certain  doctors  on  account  of  age  and  the  small  sizes  of  their  prac- 

. t;ces  This  scheme  of  payments  supersedes  the  hardship  payments 
schemes  but  hardship  payments  are  continued  to  a few  doctors  to 
whom  they  are  more  advantageous.  It  has  been  agreed,  as  part  of 
the  interim  settlement  mentioned  in  paragraph  129,  that  supplemen- 
tary annual  payments  should  be  increased  by  20  per  cent. 

(i)  Mileage  is  paid  to  doctors  treating  persons  in  rural  areas  entailing 

iourneys  more  than  two  miles  from  the  doctors’  residences  or  where 
travelling  presents  exceptional  difficulty.  The  system  of  mileage 
payments  is  under  review. 

if)  Group  practice  loans  (free  of  interest)  are  intended  to  stimulate  the 
formation  of  group  practices  and  are  given  for  the  erection  of  new 
premises,  the  acquisition  of  existing  buildings  and  their  conversion 
into  surgeries. 

(k)  Inducement  payments  are  made  to  doctors  in  areas  sparsely  popu- 
lated or  otherwise  unattractive  and  which  yield  by  way  of  ordinary 
remuneration  too  little  to  ensure  the  maintenance  of  a satisfactory 
medical  service.  These  payments  are  under  review. 

(0  Doctors  providing  maternity  services  for  patients  on  their  lists  are 
entitled  to  certain  payments  for  maternity  services  (see  paragraphs 
136-138). 

(jti)  Grants  are  made  to  a limited  number  of  doctors  for  the  training  of 
assistants.  The  grants  are  £150  per  annum  plus  an  allowance  for 
the  salary  and  boarding  expenses  of  the  trainee,  not  exceeding  £775 
per  annum  (£850  from  1st  May,  1957)  plus  a car  allowance  of  not 
more  than  £150  per  annum  if  an  additional  car  is  necessary.  (An 
increase  in  the  car  allowance  is  under  consideration.) 

(n)  After  the  payments  from  the  Central  Pool  'have  been  made  any  balance 

remaining  in  the  Pool  at  the  end  of  the  financial  year  is  distributed 
to  doctors  proportionately  to  their  earnings  by  way  of  capitation  fees 
and  loadings  (see  paragraph  133). 

(o)  (i)  For  drugs  and  dressings  (other  than  any  specially  expensive 
items  which  are  set  out  in  a list  known  as  the  Special  List)  which 
may  be  required  for  immediate  administration  or  use  before  a supply 
can  be  otherwise  obtained,  doctors  receive  a payment  of  2s.  6d.  per 
annum  per  100  patients  other  than  dispensing  patients  (see  (ii) 
below)  Separate  payment  on  priced  costs  may  be  claimed  for  items 
on  the  Special  List  for  drugs  supplied  and  administered  personally 
and  for  certain  types  of  pessary  supplied. 

In  Scotland,  in  place  of  this  capitation  payment,  there  is  a system 
whereby  a stock  of  drugs  and  dressings  required  for  immediate 
administration  or  use  may  be  ordered  from  the  chemist  by  the  doctor 
on  a N.H.S.  form.  The  chemist  supplies  the  doctor  free  of  charge  and 
is  paid  by  the  Executive  Council. 
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(ii)  2,708  general  practitioners  dispense  for  some  or  all  of  their 
patients.  This  arrangements  applies  only  in  rural  areas  where  the 
patient  would  have  serious  difficulty  in  reaching  a chemist  or  lives 
more  than  one  mile  from  the  nearest  chemist  and  where  either  the 
doctor  agrees  to  dispense  or  the  Executive  Council  directs  that  he 
shall  do  so.  2,191  of  these  doctors  are  paid  a capitation  fee  of  9s.  9d. 
per  dispensing  patient  per  annum  plus  the  priced  cost  of  any  Special 
List  preparations.  They  may  also  claim  the  priced  cost  of  other 
expensive  preparations  and  of  preparations  irrespective  of  price 
shown  to  be  needed  by  any  one  patient  over  a period  of  three  months 
or  more.  The  remaining  517  doctors  are  paid  the  priced  cost  of  each 
prescription  given.  The  doctors  concerned  may  choose  the  basis 
on  which  they  are  paid.  Dispensing  doctors  are  required  to  collect 
the  patients’  charges  of  one  shilling  per  prescription  (10s.  or  5s.  if 
elastic  hosiery  is  supplied)  and  to  remit  the  charges  collected  to 
the  Executive  Council. 

'Where,  under  (i)  or  (ii)  the  items  supplied  are  priced  individually 
the  basis  of  payment  is  that  used  for  chemists  for  the  prescriptions 
they  dispense,  i.e.,  the  net  ingredient  cost  of  the  item  as  laid  down 
in  the  Drug  Tariff  prepared  under  Regulation  27  of  the  National 
Health  Service  (General  Medical  and  Pharmaceutical  Services) 
Regulations,  1954 ; plus  25  per  cent  of  this  sum  as  an  overhead 
on-cost  plus  a dispensing  fee  (the  average  fee  is  about  Is.  2£d.) 
plus  a container  allowance  of  l'55d. 

The  total  number  of  dispensing  doctors  in  Scotland  is  173 : of 
these  140  are  paid  for  dispensing  on  a capitation  fee  basis,  and  33 
on  the  drug  tariff  basis.  The  Scottish  average  dispensing  fee  is  Is.  8d. 
The  Scottish  container  allowance  is  at  present  2d.  per  prescription. 

(p)  When  a practitioner  had  elected,  at  the  inception  of  the  National 
Health  Service,  to  remain  outside  the  National  Health  Service 
Superannuation  Scheme  and  to  continue  to  hold  a contract  ox  policy 
of  insurance  with  a Life  Assurance  Company,  the  Minister  pays  to 
that  practitioner  a contribution  towards  the  maintenance  of  the 
contract  or  policy  an  amount  equal  to  8 per  cent  of  his  net  remunera- 
tion (i.e.,  from  payments  reduced  by  an  agreed  formula  to  cover 
practice  expenses). 

Remuneration 

The  Spens  Committee 

117.  In  1945,  a Committee — the  first  of  the  three  Spens  Committees— was 
appointed  to  consider  “ What  ought  to  be  the  range  of  total  professional 
income  of  a registered  medical  practitioner  in  any  publicly  organised  service 
of  general  medical  practice ; to  consider  this  with  due  regard  to  what  have 
been  the  normal  financial  expectations  of  general  medical  practice  in  the  past, 
and  to  the  desirability  of  maintaining  in  the  future  the  proper  social  and 
economic  status  of  general  medical  practice  and  its  power  to  attract  a suitable 
type  of  recruit  to  the  profession 

118.  The  evidence  placed  before  the  Committee  on  behalf  of  the  profession 

included  information  about  general  medical  practitioners’  incomes  in  1936- 
1938.  Commenting  on  an  analysis  of  incomes  in  urban  areas  in  those  years 
after  deducting  professional  expenses  allowed  for  purposes  of  income  tax, 
the  Committee  said  in  their  report : — * 

* Report  of  the  Inter-departmental  Committee  on  Remuneration  of  General  Practitioners 
(Cmd.  6810). 
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“Having  regard  to  length  of  training,  to  the  arduousness  of  the  I 
general  practitioner’s  life  compared  with  that  in  other  professions,  to 
the  greater  danger  to  health,  to  the  skill  and  other  qualities  required 
and  to  the  degree  of  individual  responsibility,  we  are  unanimous  in 
holding  that  the  percentages  of  low  incomes  are  too  high.  Having 
regard  to  the  same  facts,  we  are  clear  also  that  the  proportion  of 
practitioners  able  to  reach  a net  income  of  £1,300  or  over  is  too  low. 

We  consider  that  unless  conditions  are  substantially  improved  in  both 
these  respects,  and  on  the  basis  of  a pre-war  value  of  money,  the  social 
and  economic  status  and  the  recruitment  of  general  medical  practice 
would  not,  in  the  long  run,  be  maintained.  We  believe  that  .this  would 
be  so  even’ apart  from  proposals  for  a publicly  organised  general  medical  ! 
service.  There  is,  however,  one  particular  factor  involved  in  comprehen- 
sive proposals  for  such  a service  which  is  calculated  to  have  very  grave 
repercussions  on  recruitment  to  general  practice  unless  the  financial 
expectations  in  that  field  of  practice  are  improved.  In  the  past,  many  I 
young  doctors  have  been  deterred  from  becoming  specialists  by  the 
considerable  risks  and  by  the  practical  certainty  of  a number  of  lean 
years  if  they  attempted  to  do  so.  In  a comprehensive  public  service  it  is 
inevitable  and  right  that  the  risks  and  lean  years  will  present  a less 
formidable  deterrent.  A much  increased  menace  to  the  recruitment  of 
general  practitioners  in  the  future  will  lie,  in  our  judgment,  in  the 
competition  of  other  branches  of  medicine  .than  general  practice.  We, 
and  not  least  our  lay  members,  consider  that  it  would  be  disastrous  to  the 
profession  and  to  the  public  if  general  practice  were  recruited  only  from 
the  less  able  young  doctors.  We  consider,  however,  that  unless  the  finan- 
cial expectations  in  general  practice  are  substantially  improved  the  great 
majority  of  the  abler  men  will  seek  to  become  specialists,  in  view  of  the 
fact  that  as  specialists  they  have  an  equal  outlet  for  their  interests  in 
medicine,  can  more  easily  keep  close  contact  with  hospitals  and  with 
medical  progress  and  will  have  a less  arduous  life. 

There  is  a further  factor  to  which  we  attach  considerable  importance. 
The  help,  support  and  comfort,  which  a doctor  can  give  to  his  patients 
must,  in  our  judgment,  be  serionsly  affected  'if  a doctor  is  himself 
seriously  worried.  We  have  no  doubt  that  low  incomes  have,  in  fact, 
been  a source  of  grave  worry  to  many  general  practitioners  and  must 
have  prejudiced  their  efficiency.”  (Paragraph  8.) 

119.  The  Committee  summarised  their  recommendations  as  follows : — 

“ (1)  A scheme  should  be  devised  which  will  ensure  that  between  40 
and  50  years  of  age  approximately  50  per  cent  of  general  practitioners 
receive  net  incomes  of  £1,300  or  over,  and  which  will  also  secure,  so  far 
as  practicable,  that  between  40  and  50  years  of  age  approximately  three- 
quarters  receive  net  incomes  over  £1,000,  that  approximately  one-quarter 
receive  net  incomes  over  £1,600,  that  slightly  less  than  10  per  cent  receive 
net  incomes  over  £2,000  and  that,  in  a small  proportion  of  cases,  it  is 
possible  to  obtain  net  incomes  of  at  least  £2,500.  By  net  income  we  mean 
gross  income  less  such  professional  expenses  as  are  allowed  by  the  Inland 
Revenue  for  Income  Tax  purposes.  Here  also,  as  in  the  body  of  the 
report,  we  are  expressing  our  recommendations  in  terms  of  the  1939 
value  of  money. 

Note  (i).— The  above  proposal  is  approximately  equivalent  _ to  the 
augmentation  of  net  incomes  in  1939  by  £200  in  the  case  of  incomes 
between  £400  and  £1,200  and,  in  the  case  of  incomes  over  £1,200  by 
£200  at  £1,200,  diminishing  progressively  to  nothing  at  £2,000. 
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Note  (ii). — We  say  nothing  about  reducing  the  high  percentage  of 
incomes  below  £700  since  this  would  follow  automatically  from  the 
operation  of  these  recommendations. 

(2)  Before  40  and  after  50.  practitioners  should  be  remunerated  at  the 
rate  applicable  between  40  and  50  to  the  burden  and  responsibilities  of 
practice  which  they  are  in  fact  carrying. 

(3)  In  securing  the  above  results,  a method  of  differentiation  of  income 
should  be  chosen  which  will  command  so  far  as  possible  the  confidence 
of  the  profession. 

(4)  The  difference  which  has  existed  between  the  incomes  of  rural  and 
urban  practitioners  should  be  reduced,  the  Highlands  and  Islands  Scheme 
should  be  applied  to  other  sparsely  populated  areas  and  the  remuneration 
under  that  scheme  should  be  increased. 

(5)  Additional  remuneration  should  be  given  in  areas  which  prove  so 
unattractive  as  not  to  draw  an  adequate  supply  of  practitioners. 

(6)  An  adjustment  in  the  method  of  payment  in  so  far  as  this  depends 
on  capitation  should  be  made  in  the  case  of  practices  involving  an 
altogether  abnormal  number  of  aged  persons  and  chronic  invalids. 

(7)  On  completion  of  resident  hospital  appointments  a recently 
qualified  practitioner  should  secure  an  initial  net  income  of  not  less  than 
£500  per  annum,  as  an  assistant  to  a doctor  in  general  practice.” 

With  regard  to  the  statement  that  recommendations  were  being  expressed  in 
terms  of  the  1939  value  of  money,  the  Committee  stated  in  the  body  of  the 
Report  (paragraph  6) : — 

“ At  an  early  stage  in  our  deliberations  we  reached  the  conclusion  that 
we  were  not  qualified  as  a Committee  to  form  an  opinion  on  what 
adjustment  of  immediately  pre-war  incomes  was  necessary  to  produce 
corresponding  incomes  today,  and  that  the  best  course  for  us  to  pursue 
was  to  consider  what  incomes  would  have  been  satisfactory,  for  the 
purposes  with  which  we  are  concerned,  in  terms  of  the  1939  value  of 
money.  Throughout  this  report,  our  recommendations  are,  therefore, 
those  which  it  appears  to  us  would  have  been  necessary  for  the  purposes 
of  our  remit  had  we  been  reporting  in  1939.  We  leave  to  others  the 
problems  of  the  necessary  adjustment  to  present  conditions,  but  we  would 
observe  in  this  connection  that  such  adjustment  should  have  direct  regard 
not  only  to  estimates  of  the  change  in  the  value  of  money  but  to  the 
increases  which  have  in  fact  taken  place  since  1939  in  incomes  in  other 
professions.  In  our  judgment,  it  is  only  if  corresponding  changes  are 
made  in  the  incomes  of  general  practitioners  that  the  recruitment  and 
status  of  their  profession  will  be  maintained  as  against  these  professions.” 
120.  The  report  was  received  at  a time  when  the  remuneration  for  the 
provision  of  medical  benefit  under  the  old  National  Health  Insurance  Scheme 
was  under  discussion  and  the  Minister’s  attitude  to  the  report  was  expressed 
as  follows  in  a letter  addressed  to  the  British  Medical  Association  in  July, 
1946:  — 

“ The  principal  factor  in  any  consideration  of  this  question  [i.e., 
remuneration  under  the  National  Health  Insurance  Scheme]  and  of  the 
question  of  remuneration  in  the  future  Health  Service  is  the  report  of 
the  Spens  Committee  on  the  Remuneration  of  General  Practitioners. 
The  Minister  desires  to  make  his  attitude  to  that  report  quite  clear.  He 
fully  accepts  the  substance  of  the  recommendations  of  the  Committee 
in  their  majority  report  upon  the  general  scope  and  range  of  remuneration 
which  general  practitioners  should  enjoy  in  a public  service.  The  actual 
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terms  of  remuneration  cannot,  however,  be  calculated  from  the  recom- 
mendations by  a simple  process  of  arithmetic ; the  calculation  involves 
consideration  of  a number  of  factors  (e.g.,  the  effect  of  a superannuation 
scheme  and  the  percentage  of  betterment  to  be  applied  to  pre-war  figures) 
which  are  matters  for  discussion.” 

121.  The  Committee’s  recommendations  represented  an  augmentation  of 
net  remuneration  in  pre-war  values.  In  the  discussions  between  the  Ministry 
and  the  profession  following  the  submission  of  the  report,  the  statistical 
advisers  to  the  two  parties  agreed  that  to  give  effect  to  the  recommendations 
the  average  net  remuneration  of  general  medical  practitioners  would  need  to 
be  increased  by  £173  per  annum— also  in  pre-war  money  values. 

122.  The  advisers  further  agreed  that  17,900  general  medical  practitioners 
were  concerned,  and  that  the  following  figures  should  be  accepted  as  the  basis 
of  calculating  remuneration  in  the  National  Health  Service : — 


Total  pre-war  gross  incomes  £28T4  million 

Total  pre-war  practice  expenses £1T35  „ 

Total  pre-war  net  income £16-79  „ 

Spens  addition  (£17,900  x £173) £3-10 

Total  pre-war  net  incomes  (including  Spens 
addition)  ...  £19'89 


The  Danckwerts  Adjudication  on  the  Size  of  the  Central  Pool 

123.  Negotiations  on  the  level  of  remuneration  to  be  provided  in  the 
National  Health  Service  were  conducted  directly  between  the  Health  Depart- 
ments and  the  General  Medical  Services  Committee  of  the  British  Medical 
Association.  Though  when  the  Medical  Whitley  Council  was  established 
provision  was  made  for  there  to  be  a Committee  (Committee  A)  of  the  Council 
to  deal  with  the  remuneration  of  Medical  practitioners  providing  general 
medical  services— see  paragraph  4 of  Appendix  C — by  agreement  negotiations 
have  continued  to  be  carried  on  between  the  Departments  and  the  General 
Medical  Services  Committee  and  Committee  A of  the  Whitley  Council  has 
never  functioned. 

124.  Differences  arose  between  the  Department  and  the  Committee  over 
the  adjustment  of  the  Spens  recommendations  “ to  present  conditions  ” and  on 
the  question  whether  the  Central  Pool  should  be  increased  in  accordance  with 
the  growing  number  of  practitioners  providing  General  Medical  Services. 
Eventually  it  was  agreed  that  the  differences  should  be  referred  to  adjudication. 
Both  parties  agreed  in  advance  to  accept  the  award  of  the  adjudicator,  subject 
to  the  overriding  authority  of  Parliament  and  to  a satisfactory  scheme  of 
distribution  of  the  Central  Pool  being  worked  out.  The  adjudicator’s  terms  of 
reference  were  agreed  as  follows : — 

“ To  determine  the  size  of  the  Central  Pool,  after  taking  account  of 
remuneration  from  all  other  sources  received  by  general  practitioners, 
in  order  to  give  effect  to  the  recommendations  of  the  Spens  Committee, 
having  regard  to  the  change  in  the  value  of  money  which  has  taken  place 
since  1939,  to  the  increases  which  have  taken  place  in  the  income  in 
other  professions  and  to  all  other  relevant  factors.” 

At  the  same  time  that  the  terras  of  reference  were  agreed,  agreement  was 
reached  by  the  parties  on  the  following  other  matters : — 

(1)  A Working  Party  composed  of  representatives  of  the  General  Medical 
Services  Committee  of  the  British  Medical  Association  and  officers 
of  the  Ministry  of  Health  would  be  set  up  with  the  following  terms 
of  reference:  — 
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“To  secure  an  equitable  distribution. of  the  Central  Pool  based 
upon  the  recommendations  of  the  Spens  Committee,  the  object 
being  to  enable  the  best  possible  medical  service  to  be  available 
to  the  public,  and  to  safeguard  the  standard  of  medical  service 
by  discouraging  unduly  large  lists ; at  the  same  time  to  bring 
about  a relative  improvement  in  the  position  of  those  practitioners 
least  favourably  placed  under  the  present  plan  of  distribution, 
to  make  it  easier  for  new  doctors  to  enter  practice  and  to  stimulate 
group  practice,” 

(2)  Although  every  effort  would  be  made  to  reach  agreement  within  the 

Working  Party,  arbitration  on  any  fundamental  points  of  disagree- 
ment was  not  ruled  out.  Any  new  proposals  on  a scheme  of  distri- 
bution would  be  referred  by  the  profession’s  representatives  to  a 
Conference  of  representatives  of  Local  Medical  Committees  before 
any  final  decisions  were  given, 

(3)  The  adjudicator’s  award  would  be  made  known  without  waiting  for 

the  Working  Party’s  report. 

(4)  Following  an  award  on  the  basis  of  data  available  at  the  time, 
practice  expenses  might  thereafter  be  the  subject  of  regular 
periodical  review  so  that  the  allowance  in  respect  of  them  might 
be  adjusted  in  either  direction,  as  might  be  found  appropriate. 

(5)  The  adjudicator’s  terms  of  reference  did  not  prevent  him,  if  he 

thought  fit,  from  expressing  an  opinion  on  the  effect  which  a 
variation  in  the  number  of  doctors  in  the  Service  would  have  on 
the  Central  Pool. 

Mr.  Justice  Danckwerts  agreed  to  act  as  adjudicator  and  the  hearing  took 
place  in  March,  1952. 

125.  The  adjudicator’s  award,  which  was  given  in  the  same  month,  was  as 
follows:  — 

“ My  determination  is  that  the  size  of  the  Central  Pool  for  the  year 
ending  on  the  31st  March,  1951,  should  be  £51-252  millions.  As  was 
agreed  at  the  hearing,  an  adjustment  to  this  figure  will  have  to  be  made 
in  respect  of  Exchequer  superannuation  contributions.  In  order  that  this 
determination  may  be  applied  to  other  years,  I add  the  following 
explanations. — 

(1)  I have  applied  a betterment  factor  of  100  per  cent  to  the  figure 

of  £19-89  millions  for  1939.  In  my  view,  the  corresponding  factor 
in  1948  would  be  85  per  cent. 

(2)  The  figure  which  I have  reached  has  been  adjusted  by  reference  to 

the  number  of  doctors  in  the  National  Health  Service  and  not  the 
population.  There  was  no  evidence  before  me  that  an  unnecessarily 
large  number  of  doctors  is  likely  to  enter  the  Service  within  the 
next  few  years  but  if  the  number  of  doctors  in  the  Service  became 
unreasonably  large  this  point  would  require  reconsideration. 

(3)  I have  excluded  interest  on  compensation  moneys  from  considera- 

tion. 

(4)  I have  excluded  from  the  credits  which  had  to  be  deducted  in 

determining  the  size  of  die  Central  Pool  the  amount  of  the  Induce- 
ment Fund  in  respect  of  unattractive  areas. 

(5)  I have  taken  a percentage  of  38-7  per  cent  for  expenses.  But  I 

have  not  accepted  entirely  the  figures  to  which  this  percentage 
should  be  applied.” 
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For  the  further  assistance  of  the  parties  in  applying  the  award  to  years  other 
than  1950-51,  the  adjudicator  authorised  them  to  be  provided  with  the  follow- 
ing additional  information : — 

(1)  The  Adjudicator  used  the  number  19227  in  adjusting  the  figure 
reached  by  reference  to  the  number  of  doctors. 

(2)  The  adjudicator  adopted  the  figures  below  set  out  as  representing 
the  1950-51  payments  from  the  sources  indicated : — 

(i)  £lT00m.  Part  II  payments  (i.e.  payments  by  hospital 

authorities). 

(ii)  -400m.  Part  III  payments  (i.e.  payments  by  local 

authorities). 

(iii)  -700m.  Payments  from  other  Government  Departments. 

(iv)  2 000m.  Receipts  from  private  practice. 

126.  The  Central  Pool  for  1948-49  and  1949-50  was  calculated  on  the 
basis  of  a betterment  factor  of  85  per  cent  and  the  Pool  for  1950-51  and 
subsequent  years  has  been  based  on  a betterment  factor  of  100  per  cent. 

The  Working  Party  on  Distribution 

127.  The  Working  Party  on  the  Distribution  of  Remuneration  among 
General  Practitioners  reported  in  June,  1952,*  and  its  recommendations 
were  accepted  by  both  the  Government  and  the  profession.  Broadly  the 
changes  introduced  in  the  next  financial  year  to  implement  its  recommenda- 
tions for  the  distribution  of  the  Central  Pool  provided : — 

(а)  for  a reduction  in  the  maximum  number  of  patients  which  doctors 

are  permitted  to  accept  on  their  lists  for  General  Medical  Services. 
The  present  limits  are : — 

3.500  for  a single-handed  practitioner  (instead  of  4,000) 

4.500  for  a member  of  a partnership,  provided  the  average  for 
the  partnership  is  not  above  3,500  (instead  of  5,000  and  4 000 
respectively) 

2,000  in  respect  of  the  employment  of  a permanent  assistant 
(instead  of  2,400) 

An  additional  “tolerance”  of  100  may  be  allowed  in  respect  of 
each  principal  and  50  in  respect  of  an  assistant. 

(б)  for  special  allowances  to  be  paid  to  doctors  setting  up  a single-handed 
practice  for  the  first  time  in  areas  most  in  need  of  more  doctors.  (See 
116(f)); 

(c)  for  payment  of  a basic  capitation  fee  of  17s.  per  patient,  with  a 
loading  of  10s.  for  every  patient  between  501  and  1,500  on  a doctor’s 
list.  Partnerships  are  allowed  to  share  patients  in  the  practice  so  as 
to  secure  the  greatest  benefit  from  the  payments  for  loading. 

The  2nd  report  of  the  Working  Party  in  April,  1954,  recommended  payments 
to  provide  additional  remuneration  in  the  form  of  Supplementary  Annual 
Payments  to  doctors  adversely  affected  by  the  new  arrangements  (see  para- 
graph 116  ( h )). 

The  Level  of  Net  Remuneration  under  the  Danckwerts  Award 

128.  The  Spens  recommendations  on  remuneration  related  to  total  net 
remuneration  from  all  sources  including  private  practice,  not  only  to  net 

. * Report  of  the  Working  Party  of  Representatives  of  the  General  Medical  Services  Com- 
mittee  of  the  British  Medical  Association  and  the  Health  Departments  (H.M.  Stationery 
Office,  1952). 
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remuneration  for  providing  General  Medical  Services.  As  noted  in  paragraph 
122,  it  was  common  ground  in  the  abortive  negotiations  which  preceded  the 
adjudication  that  with  the  Spens  addition  of  f 173  per  head  the  total  pre-war 
net  earnings  of  17,900  doctors  would  have  amounted  to  £19  89  millions 
per  annum.  This  would  have  been  an  average  of  £1,111  net  per  doctor  per 
annum.  For  1950-51,  the  adjudicator  applied  a betterment  factor  of  100 
per  cent  to  the  figure  of  £19-89  millions.  Consequently  the  average  net  figure 
per  doctor  became  £2,222  per  annum.  This  figure  included  the  value  of  the 
.Exchequer  contribution  to  the  National  Health  Service  Superannuation 
Scheme. 

The  Interim  Increase  of  1957 

129.  The  arrangements  for  the  remuneration  of  general  practitioners 
providing  general  medical  services  continued  to  be  designed  to  produce  on 
average  a net  professional  income  of  £2,222  per  annum  (including  the  value 
of  the  Exchequer  superannuation  contribution)  until  1st  May,  1957,  when  in 
pursuance  of  the  Government’s  decision  to  give  an  interim  increase  of  5 per 
cent  the  figure  of  £2,222  became  £2,333.  It  has  been  agreed  to  distribute  the 
additional  sum  in  the  form  of  increased  capitation  fees  and  loadings,  initial 
practice  allowances,  hardship  and  supplementary  annual  payments  and  grants, 
for  trainee  general  practitioners  (see  paragraphs  116  (a),  (b),  if),  (°),  ( h ) and 
(m)). 

Calculation  of  the  Aggregate  Amount  of  the  Remuneration  of  General 
Medical  Practitioners 

130.  Payments  to  general  practitioners  providing  unrestricted  general 
medical  services  are  mostly  derived  from  the  Central  Pool  for  Great  Britain.. 
Since  the  Danckwerts  adjudication  in  1951,  the  size  of  the  Pool  has  been 
calculated  annually  at  such  an  amount  as  will  ensure  that  the  earnings  of 
practitioners  from  the  Pool  and  from  all  other  professional  employments — 
e.g.,  from  other  services  under  Part  TV  of  the  National  Health  Service  Act  (e.g„ 
Maternity  Medical  Services,  sight-testing  and  provisions  of  drugs)  and  from 
work  for  hospitals,  local  authorities  and  Government  Departments  and  from 
private  patients— together  with  the  Exchequer  contributions  to  the  National 
Health  Service  Superannuation  Scheme  will,  on  average,  amount  to  £2,222 
per  annum  (£2,333  since  1st  May,  1957)  after  payment  of  the  estimated  total 
expenses  entailed  in  running  their  practices  (including  payments  made  by 
practitioners  to  any  locums  they  may  employ). 

131.  It  follows  that  under  the  present  arrangements  the  size  of  the  Central 
Pool  depends  upon:  — 

(1)  the  number  of  doctors  in  Great  Britain  providing  unrestricted  medical 
services ; 

(2)  the  level  of  those  doctors’  practice  expenses  ; 

(3)  their  professional  earnings  for  other  work. 

All  these  factors  change  and  an  annual  recalculation  is  made  of  the  amount 
to  be  provided  by  the  Exchequer.  It  has  been  made  in  the  following  manner : 

A.  The  sum  of  £2,222  has  been  multiplied  by  the  average  of  the  number 
of  doctors  in  unrestricted  services  on  1st  July  and  1st  January  of  the 
financial  year.  By  agreement  with  the  profession  certain  doctors, 
who  were  not  actually  in  the  service  on  the  relevant  dates  are 
included  in  the  count.  On  the  other  hand,  doctors  who  have  had  no 
patients  on  their  lists  for  a year  or  who  provide  only  restricted 
services  or  maternity  medical  services  are  excluded.  The  resultant 
figure  has  been  the  sum  required  to  give  to  practitioners,  on  average 
the  total  net  remuneration  due  under  the  adjudicator’s  award.  ’ 
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B.  An  estimate  of  the  aggregate  practice  expenses  of  those  practitioners 

in  the  year  in  question  has  been  made,  sometimes  with  the  assistance 
of  information  provided  by  the  Board  of  Inland  Revenue  (in  a 
completely  anonymous  form). 

C.  The  sum  of  the  amounts  in  A and  B above  is  the  aggregate  gross 

amount  that  the  practitioners  as  a body  need  to  earn  from  all  sources 
(including  the  value  of  the  Exchequer  superannuation  contribution) 
so  that  the  average  net  earnings  (i.e.,  earnings  after  payment  of 
practice  expenses)  are  £2,222  per  practitioner. 

D To  determine  the  amount  of  the  Central  Pool  the  aggregate  gross 
earnings  as  so  calculated  have  been  abated  by  the  amount  of  the 
practitioners’  earnings  of  the  following  kinds : — 

■'  (i)  payments  for  providing  drugs,  maternity  medical  services  and 

sight-testing  under  the  Supplementary  Ophthalmic  Services, 
etc. ; 

(ii)  payments  for  work  in  the  Hospital  and  Specialist  Services ; 

(iii)  payments  for  work  done  for  Government  Departments  and 
local  authorities ; 


(iv)  earnings  from  private  practice. 

Information  about  the  actual  amounts  earned  under  (i),  (ii)  and  (iii)  by  the 
practitioners  has  been  collected  from  the  various  services  concerned.  There 
is  no  information  of  actual  earnings  from  private  practice  and  each  year  so 
far  the  parties  have  conventionally  and  provisionally  continued  to  use  the 
fimire  of  £2 m used  by  the  adjudicator.  Subtraction  of  the  total  of  items 
fitfivl  together  with  the  amount  of  the  Exchequer  contribution  to  super- 
amuation,  from  the  aggregate  gross  earnings  (C  above)  has  given  the  amount 
which  had  to  be  paid  to  the  practitioners  as  a body  m respect  of  their  services 
in  providing  general  medical  services  so  that  their  net  earmngs  from  all 
sources  would  on  average  be  £2,222  per  practitioner. 

In  arriving  at  the  total  of  the  Pool  an  adjustment  is  made  in  respect  of 
doctors  with  limited  lists.* 


132  The  final  calculation  cannot  be  made  until  some  time  after  the  close 
of  the  financial  year  concerned  for,  as  explained  above,  it  is  dependent  on 
the  collection  of ' information  about  actual  earnings  of  various  kinds  and 
expense  levels  in  that  particular  year.  Pending  the  final  calculation  each 
doctor  is  paid  (in  accordance  with  the  report  of  the  Working  Party  on  the 
Distribution  of  Remuneration  among  General  Practitioners)  a capitation  fee  of 
17s  (17s  6d  from  1st  May,  1957)  per  annum  for  every  patient  on  his  list 
and  a loading  of  10s.  (11s.  6d.  from  1st  May,  1957)  per  annum  for  every 
patient  within  the  range  of  501  to  1,500  on  his  list.  As  mentioned  in  para- 
graph 115  certain  other  payments  are  made  from  the  Central  Pool.  The  total 
payments  due  to  the  doctors  are  normally  made  quarterly. 

133.  The  Working  Party  envisaged  that  any  further  payment  found  to  be 
due  to  the  doctors  when  the  Central  Pool  for  the  year  had  been  finally  calcu- 
lated would  be  distributed  as  a percentage  addition  to  the  payments  already 
made  to  each  doctor  by  way  of  capitation  fees  and  loadings  for  that  year 
(see  paragraph  27  of  the  Working  Party’s  Report).  So  far  there  has  always 

* Doctors  with  limited  lists  or  liabilities 

(i)  Those  with  limited  lists  receive  reduced  capitation  payments  with  no  loadings. 

{ii)  Those  with  limited  liabilities  are  paid  reduced  rates  for  both  capitation  and  loadings. 

For  the  calculation  of  the  Central  Pool  these  doctors  are  counted  as  unrestricted. 
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been  a balance  left  for  distribution  as  a percentage  addition  to  capitation 
fees  and  loadings. 

134.  For  1954-55,  the  latest  year  for  which  a final  calculation  has  been 
made,  the  calculation  was  as  follows : — ■ 

Number  of  doctors  in  Great  Britain  providing  general  medical 
services  (other  than  doctors  with  limited  lists)  21,133 

Calculation  £ 

1.  Total  Net  Income  of  21,133  doctors  at  £2,222  46,957,526 

2.  Practice  Expenses 23,549,227 


3.  Total  Gross  Income  70,506,753 


4.  Deduct: — 

£ 

Part  IV  income  (other  than  Pool  and  Induce- 
ment payments)  of  unrestricted  doctors  ...  5,106,351 

Other  Income  4,805,695 

Exchequer  Superannuation  Contributions  ...  3,183,128  13,095,174 


5.  Central  Pool  (unrestricted  doctors)  57,411,579 

6.  Central  Pool  (restricted  doctors)  81,749 


7.  Total  Central  Pool  (including  Exchequer  Super- 

annuation Contributions  on  the  balance — 

item  8)  57,493,328 

8.  Less  Exchequer  Superannuation  Contributions 

on  balance  238,386 


9.  Central  Pool  for  Great  Britain  for  1954/5  ...  57,254,942 


10.  Amount  already  distributed  (including  £100,000 
set  aside  for  Group  Practice  Loans  and  £6,700 

paid  to  the  Shipping  Federation)  52,998,050 


1 1 .  Amount  distributed  as  the  balance  of  the  Central 

Pool  4,256,892 


The  distribution  of  this  balance  took  place  in  December,  1956. 

135.  The  Central  Pool  for  1957-58  will,  under  existing  arrangements,  be 
calculated  so  as  to  produce  an  average  net  income  of  £2,222  from  1st  April, 
1957,  increased  to  £2,333  from  1st  May.  The  average  for  that  year  will 
therefore  be  about  £2,325. 

i Maternity  Medical  Services 

f 136.  These  Services  are  an  integral  part  of  General  Medical  Services, 

k They  consist  of  the  provision  of  ante-natal  care  throughout  pregnancy,  atten- 

, dance  at  the  confinement  if  the  doctor  thinks  it  necessary  or  if  he  is  called  in 

by  the  midwife  and  subsequent  post-natal  supervision  and  care  is  given. 
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137.  A woman  may  arrange  to  be  given  these  services  by : 

(а)  a practitioner  with  approved  obstetric  experience*  whose  name  is 

included  in  the  obstetric  part  of  the  Medical  List ; there  are  14,226 
such  practitioners  in  England  and  Wales ; 

(б)  her  own  doctor  if  she  wishes  whether  or  not  his  name  is  in  the 
obstetric  list. 

138.  A doctor  on  the  obstetric  list  who  has  had  responsibility  for  a patient 
throughout  the  pregnancy,  confinement  and  post-natal  period,  is  entitled  to  a 
fee  of  7 guineas.  Where  services  are  provided  during  part  only  of  the  period 
a lower  fee  is  payable.f  When,  in  England  and  Wales,  the  services  are 
provided  by  the  woman’s  own  doctor  and  he  is  not  on  the  obstetric  list  the 
fees  payable  are  five-sevenths  of  those  payable  to  a doctor  on  the  obstetric 
list. 


Assistants  and  Trainee  Assistants 

139.  The  salary  paid  to  an  assistant  is  entirely  a matter  between  him  and 
his  principal,  not  one  which  is  covered  in  any  way  by  regulation.  Appendix  S 
gives  details  of  an  analysis  of  the  salaries  offered  to  assistants  in  advertisements 
in  the  British  Medical  Journal.  The  results  of  this  analysis  were  as  follows: 


1952/53 

1954/55 

1955/56 

1956/57 

Average  salary  including  car  allowance 
Number  of  advertisements 

£ 

1,020 

210 

£ 

1,046 

210 

£ 

1,041 

160 

£ 

1,055 

195 

Because  of  the  effect  of  rare  low  and  high  salaries  on  the  average  calculated 
above,  it  may  be  useful  to  quote  the  median  salary  in  each  year  which  was  as 
follows:  — 


1952/53 

1954/55 

1955/56 

1956/57 

Median  salary  including  car  allowance 

£ 

1,000 

£ 

1,000 

£ 

1,000 

£ 

1,050 

140.  Under  the  special  scheme  under  which  selected  general  practitioners 
receive  grants  for  the  training  of  assistants,  the  salary  paid  to  the  trainee, 
including  the  value  of  board  and  lodging,  is  normally  £775  (£850  from  1st 
May,  1957)  per  annum  plus  £150  car  allowance  (total  £925  per  annum; 
£1,000  per  annum  from  1st  May). 

Average  age  at  which  an  assistant  becomes  a principal 

141.  Appendix  T shows  the  number  of  assistants  in  each  group  who 
became  principals  in  the  years  ending  1st  July,  1955,  and  1956,  and  the 
percentage  that  figure  represents  of  the  total.  It  will  be  seen  that  over  80  per 
cent  of  assistants  who  became  principals  do  so  before  reaching  the  age  of  36, 
and  it  would  seem  that  the  average  age  is  in  the  early  30s. 


Supplementary  Ophthalmic  Services 

142.  Under  these  services  persons  are  able  to  have  their  sight  tested  by 
ophthalmic  medical  practitioners  or  ophthalmic  opticians  and,  if  glasses  are 

(*)  In  Scotland  there  is  no  limitation  of  maternity  medical  services  to  practitioners  with 
approved  obstetric  experience. 

hi  (t)  Particulars  may  be  found  in  paragraph  241  of  the  Handbook  for  General  Medical 
Practitioners  or  paragraph  F.65  of  the  Scottish  handbook. 
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prescribed  for  them,  to  obtain  these  glasses  from  ophthalmic  or  dispensing 
opticians.  Ophthalmic  medical  practitioners  taking  part  in  these  Services  must 
possess  prescribed  qualifications.  Under  Regulation  4 of  the  National  Health 
Service  (Supplementary  Ophthalmic  Services)  Regulations,  1956,  the  prac- 
titioners with  the  prescribed  qualifications  are  those  who  either : — 

(a)  have  held  an  appointment  in  the  Hospital  and  Specialist  Services 
with  the  status  of  consultant  ophthalmologist  or  have  held  for  two 
years  an  appointment  of  equivalent  status  as  an  ophthalmic  surgeon 
or  an  assistant  ophthalmic  surgeon  at  an  ophthalmic  hospital  or  at 
a hospital  with  a special  ophthalmic  department  approved  by  the 
Ophthalmic  Qualification  Committee ; or 
(ft)  have  obtained  a recognised  diploma  or  higher  qualification  in 
ophthalmology  and  have  held  for  two  years  (six  months  of  which 
must  normally  have  been  spent  in  a resident  post)  an  appointment 
in  an  ophthalmic  hospital  or  ophthalmic  department  of  a hospital 
which  has  been  approved  by  the  Ophthalmic  Qualification 
Committee ; 

and  have  satisfied  the  Minister,  acting  on  the  advice  of  the  Ophthalmic 
Qualification  Committee,  that  they  have  adequate  experience. 


143.  The  number  of  ophthalmic  medical  practitioners  at  31st  December, 
1956  was  about  980  (including  73  in  Scotland).  So  far  as  is  known,  none 
work  whole-time  in  the  Supplementary  Ophthalmic  Services  and  as  a rule 
this  work  is  subsidiary  to  part-time  employment  in  the  Hospital  Service  or 
work  in  general  practice.  Of  the  total  of  about  5,400,000  sight  tests  made 
under  the  supplementary  services  in  1956  about  20  per  cent  (8  per  cent  in 
Scotland)  were  made  by  ophthalmic  medical  practitioners.  Most  of  the  sight 
tests  made  by  these  practitioners  were  made  by  practitioners  who  also  held 
part-time  appointments  in  the  Hospital  Service. 


144.  The  practitioners  are  paid  a fee  per  sight  test  made.  This  fee  which 
represents  gross  remuneration  for  the  service  has  been  as  follows:  — 

5th  July,  1948  £1  11s.  6d.  per  sight  test. 

1st  April,  1949  ...  £1  5s.  Od.  per  sight  test. 

14th  February,  1951  ...  £1  0s  Od.  per  sight  test. 

1st  July,  1957  £1  0s.  8d.  per  sight  test. 

The  latter  increase  was  given  as  an  interim  adjustment  pending  and  without 
prejudice  to  the  Royal  Commission’s  recommendations. 

The  work  of  ophthalmic  medical  practitioners  in  the  Supplementary 
Ophthalmic  Services  is  not  superannuable  and  this  fact  has  been  taken  into 
account  in  settling  the  fees. 


Questions  of  remuneration  are  discussed  directly  between  the  Health 
Departments  and  the  Ophthalmic  Group  Committee  of  the  British  Medical 
Association.  Under  the  plan  for  a Medical  Whitley  Council — see  Appendix  C — 
these  questions  would  have  been  within  the  province  of  Committee  A of  the 
Council,  but  as  already  explained,  this  Committee  has  never  functioned. 


PART  IV— GENERAL  DENTAL  SERVICES 

Introductory 

145.  Section  40  of  the  National  Health  Service  Act,  1946,  and  Section  39 
of  the  National  Health  Service  (Scotland)  Act,  1947,  place  a duty  upon 
Executive  Councils  to  make  arrangements  with  dental  practitioners  for  the 
provision  of  dental  treatment  and  appliances.  By  Regulation  2 (1)  of  the 
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National  Health  Service  (General  Dental  Services)  Regulations,  1954,  and 
Regulation  2 (1)  of  the  National  Health  Service  (General  Dental  Services) 
(Scotland)  Regulations,  1955,  dental  treatment  provided  under  the  general 
dental  services  is  defined  as  all  proper  and  necessary  treatment  which  a dental 
practitioner  usually  undertakes  for  a patient,  including  examination  and 
advice,  the  obtaining  of  radiographs,  scaling,  treatment  of  the  gums,  fillings, 
extractions,  crowning,  and  the  provision  of  artificial  dentures  and  their  repair. 
A detailed  description  of  the  arrangements  for  the  provision  of  general  dental 
services  is  given  in  the  Handbook  for  General  Dental  Practitioners  published 
by  the  Ministry  of  Health, 

146.  Any  registered  dentist  may  take  part  in  the  general  dental  services. 
To  do  so  he  applies  to  the  Executive  Council  of  the  area  in  which  he  practices 
to  have  his  name  placed  on  the  Council’s  dental  list,  A dentist  is  not  restricted 
to  accepting  only  patients  who  live  in  the  area  of  the  Executive  Council 
on  whose  dental  list  his  name  appears ; he  may  accept  patients  from  any 
area.  He  may  also  carry  on  private  practice. 

147  In  applying  for  admission  to  a dental  list  a dentist  undertakes  to 
abide  by  the  Terms  of  Service  for  practitioners  providing  general  dental 
services.  These  are  set  out  in  Part  1 of  the  First  Schedule  to  the  Regulations 
of  1954.  Among  the  obligations  which  the  dentist  accepts  under  them  are:— 

(a)  to  employ  a proper  degree  of  skill  and  attention  this  does  not  mean 

a specialist  or  unusual  degree  of  skill  and  care  but  the  ordinary 
reasonable  skill  and  care  which  a dentist  would  be  expected  to 
exercise  in  treating  his  patients  : 

(b)  to  provide  and  complete  satisfactorily  all  the  treatment  necessary  to 
secure  dental  fitness  which  the  patient  is  willing  to  have  except  in 
cases  where  the  patient  is  accepted  for  emergency  treatment  only ; 

(c)  to  provide  proper  and  sullicient  surgery  and  waiting  room 

accommodation ; 

(cl)  to  be  responsible  for  providing  the  services  of  a medical  or  dental 
practitioner  when  necessary  for  the  administration  of  anaesthetic  in 
connection  with  any  operation  undertaken  by  him  : 

(<;)  to  keep  records  in  the  manner  prescribed  in  the  Regulations  ; 

(/)  in  respect  of  any  dental  technician  employed  by  him,  to  pay  rates 
of  wages  and  observe  hours  and  conditions  of  work  not  less  favour- 
able than  those  approved  for  the  time  being  by  the  National  Joint 
Council  for  the  Craft  of  Dental  Technicians. 

148.  It  has  always  been  envisaged  that  general  dental  .services,  except 
where  provided  at  health  centres,  would  he  provided  by  practitioners  in 
independent  practice.  Section  11  of  the  National  Health  Service  (Amendment) 
Act,  1949,  provides  that  remuneration  shall  not  consist  wholly  or  mainly  of  a 
fixed  salary  except  in  special  circumstances,  or  at  a health  centre. 

149.  Remuneration  is  by  way  of  a fee  per  item  of  work  except  in  the 
case  of  the  dentists  employed  at  health  centres  who  are  employed  and  paid 
on  a salary  basis.  The  current  scale  of  fees  which  came  into  operation  on 
1st  April,  1957,  is  embodied  in  the  National  Health  Service  (General  Dental 
Services)  Amendment  Regulations,  1957.  ami  the  National  Health  Service 
(General  Dental  Services)  (Scotland)  Amendment  Regulations.  1957.  As  an 
interim  measure  pending  the  Commission's  report  payments  made  under  this 
scale  have  been  increased  by  2-6  per  cent  since  1st  May,  1957  (see 
paragraph  170). 
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Number  oi  practitioners 

150.  The  number  of  practitioners  (principals)  on  Executive  Council  lists 
on  1st  January  each  year  since  1949  has  been : — 


Year 


1st  January,  1949 

1951 

1952 

1953 

1954 

1955 

1956 

1957 


England  and 
Wales 

Scotland 

8,570* 

1,090 

8,800* 

1,105 

9,000* 

1,139 

8,850 

1,154 

8,736 

1,121 

8,519 

1,089 

8,486 

1,081 

8,531 

1,073 

8,579 

1,074 

Total 


9,660 

9,905 

10,139 

10,004 

9,857 

9,608 

9,567 

9,604 

9,653 


* These  figures  are  estimates  based  on  actual  figures  for  the  1st  July  in  the  respective  years. 


Volume  of  work  done 


151.  The  total  number  of  courses  of  treatment  (including  emergency  treat- 
ment) completed  each  year  from  1950  has  been  as  follows : — __ 


Year 

Number  of  Treatments 

England  and 
Wales 

Scotland 

Total 

9,586,000 

1,261,000 

10,847,000 

9,965,000 

1,253,000 

1 1,218,000 

9,000,000 

1,086,000 

10,086,000 

8,375,000 

1,049,000 

9,424,000 

9,336,000 

1,125,000 

10,461,000 

9,924,000 

1,201,000 

11,125,000 

1956  

10,740,000 

1,269,000 

12,009,000 

Payments  made  to  Dentists  for  General  Dental  Services 

152.  The  total  sum  earned  by  dental  practitioners  by  way  of  fees  for 
general  dental  services  in  each  of  the  last  five  financial  years  for  which 
information  is  available  has  been : — 


Year 

England  and 
Wales 

Scotland 

Total 

£ million 

£ million 

£ million 

1951/52  

1952/53  

1953/54  

1954/55  

1955/56  

32-017 

26-592 

3-974 

2-909 

35-991 

29-501 

26 '944 
29-377 

2- 993 

3- 254 

29-937 

32-631 

34-925 

3-810 

38-735 

These  sums  include  the  charges  paid  by  patients.  They  do  not  take  account 
of  the  value  of  the  Exchequer  contribution  to  the  National  Health  Service 
Superannuation  Scheme. 
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Level  of  Remuneration 

153.  In  1946,  a Spens  Committee  was  appointed  by  the  Minister  of  Health 
and  the  Secretary  of  State  for  Scotland  to  consider : — 

“ what  ought  to  be  the  range  of  total  professional  income  of  a regis- 
tered  dental  practitioner  in  any  publicly  organised  service  of  general 
dental  practice ; to  consider  this  with  due  regard  to  what  have  been 
the  normal  financial  expectations  of  general  dental  practice  in  the  past 
and  to  the  desirability  of  maintaining  in  the  future  the  proper  social' 
and  economic  status  of  general  dental  practice  and  its  power  to  attract 
a suitable  type  of  recruit  to  the  profession.” 

154.  The  Committee  had  before  them  information  about  the  gross  and 
net  incomes  in  the  years  1936-1938  for  practices  in  towns — they  noted  that 
the  number  of  exclusively  rural  practices  was  negligible — and  they  found 
“ that  very  few  dentists  make  large  incomes,  that  most  dentists  are  making 
net  incomes  of  less  than  enough  to  meet  minimum  middle-class  expenditure, 
and  that  a quarter  of  the  profession  of  necessity  live  below  this  standard 
(paragraphs  9-12  of  the  report). 

The  Committee  continued:  — 

“ The  evidence  which  we  received  emphasised  two  further  and  highly 
relevant  facts.  In  the  first  place,  the  evidence  both  of  the  dental  organisa- 
tions and  of  individual  practitioners  leaves  us  in  no  doubt  that  the 
practice  of  dentistry  is  exceptionally  arduous,  involving  as  it  does  the 
performance  by  a dentist  of  intricate  manual  work  at  the  chairside. 
Witnesses  repeatedly  emphasised  that  the  great  bulk  of  a dentist’s  working 
time  “ ...  is  spent  in  his  surgery  . . . and  the  greater  part  of  it  in 
actual  operative  work  in  the  mouth,  which  is  difficult  of  access 
for  the  most  part  upon  the  conscious  and  apprehensive  patient  ” ; and  we 
were  impressed  by  the  unanimity  of  their  evidence  ns  to  the  resulting 
strain  on  the  practitioner.  We  are  convinced  that  this  imposes  a very 
real  limit  upon  the  number  of  hours  that  a dentist  can  be  expected  to 
work  at  the  chairside  without  loss  of  efficiency.  After  exhaustive  enquiry 
we  reached  the  conclusion  that  33  hours  a week  by  the  chairside  for 
46  weeks  in  a year,  or  say  1,500  chairside  hours  a year,  together  with 
the  hours  necessarily  spent  outside  the  surgery,  represent  full  but  not 
excessive  employment  and  that,  generally  speaking,  employment  in 
excess  of  these  hours  tends  to  impair  efficiency. 

In  the  second  place,  recruitment  to  the  dental  profession  over  a long 
period  has  been  far  from  satisfactory.  The  number  of  names  on  the 
Dentists  Register  today  is  only  about  one  thousand  more  than  it  was 
twenty  years  ago;  the  number  of  students  who  qualified  in  1946  was 
over  one  hundred  less  than  the  number  in  1927 ; and.  even  so,  a certain 
number  of  these  students  were  studying  dentistry  only  because  they  had 
been  unable  to  secure  vacancies  as  medical  students.  At  the  moment,  the 
dental  schools  have  as  many  students  as  they  can  accommodate,  but 
this  merely  reflects  the  general  abnormal  position  in  which  educational 
institutions  throughout  the  country  find  themselves  today.  Unless  the 
dental  profession  is  made  more  attractive,  there  can  be  no  guarantee  that 
when,  the  present  abnormal  situation  has  passed,  the  dental  schools  will 
remain  full  or  that  the  hope  of  the  Interdepartmental  Committee  on 
Dentistry  that  there  will  be  a substantial  increase  in  the  student  entry  into 
these  schools  will  be  realised  ”,  (Paragraphs  13  and  14  of  the  Report.) 

155.  In  the  Committee’s  judgment  the  rates  of  remuneration  shown  by  the 
figures  for  1936-1938  were  inadequate  when  regarded  in  the  light  either  of 
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, arue  0f  the  services  rendered  by  dental  practitioners  to  the  community,  or 
f die  importance  of  maintaining  and  improving  recruitment  to  the  pro- 
fession (paragraph  15  of  the  Report). 

156  The  Committee  proceeded  to  recommend  an  improvement  in  the 
10,0  rates  of  net  remuneration  “ assuming  a supply  of  dentists  sufficient  in 
Nation  to  the  demand  for  their  services  (even  if  not  the  need  for  these 
cervices')  to  secure  a spread  of  incomes  comparable  to  that  in  1938  But  as 
^commendations  based  on  the  1938  distribution  of  incomes  might  have  little 
nt  no  relevance  to  the  actual  circumstances  of  the  future  they  decided  to 
males  a recommendation  as  to  the  remuneration  of  an  experienced  single- 
handed  dentist  working  efficiently  and  making  full  use  of  all  appropriate 
assistance,  fully  employed  but  not  working  longer  hours  than  33  a week  by 
the  chairside  for  46  weeks  in  a year,  or  say  1 .500  chairside  hours  a year 
toeether  with  the  hours  necessarily  spent  outside  the  surgery.  Their  recom- 
mendation was  that  until  there  were  sufficient  dentists  to  secure  a spread  of 
incomes  comparable  to  that  of  1938  such  a dentist  should  receive  a net  annual 
income  of  £1.600  a year  (paragraphs  16-18  of  the  Report). 


157.  As  with  the  other  Spens  Committees  the  recommendations  ^ on 
remuneration  were  expressed  in  terms  of  the  1939  value  of  money.  The 
Committee  commented  in  their  report  that  they  decided  that  in  view  of  their 
constitution  they  were  not  qualified  to  form  an  opinion  on  the  adjustment 
of  pre-war  incomes  that  would  be  required  to  produce  corresponding  incomes 
at  the  time  they  were  reporting  (May.  1 948)  and  they  endorsed  the  view  of  the 
Spens  Committee  on  the  Remuneration  of  General  (Medical)  Practitioners 
quoted  in  paragraph  119  above  that  the  adjustment  to  conditions  at  the  time 
of  the  Report  should  have  direct  regard  to  the  change  in  the  value  of  money 
and  to  the  increases  which  had  taken  place  since  1 939  in  incomes  in  other 
professions  (paragraph  7 of  the  Report). 

158.  The  other  recommendations  made  on  the  remuneration  of  general 
dental  practitioners  were:  - 


(1)  If  remuneration  is  determined  by  payments  in  respect  of  particular 

dental  operations,  these  payments  should  be  so  balanced  that  over 
any  considerable  period  remuneration  should  not  be  affected  by  the 
proportion  of  time  spent  upon  dental  operations  of  various  types 
(paragraph  19  of  the  Report). 

(2)  Additional  remuneration  could  be  earned ; 

(a)  by  experienced  practitioners  under  partnership  agreements 
with  junior  partners  or  by  the  employment  of  salaried 
assistants  (paragraph  21) 


</>)  by  practitioners  able  to  work  more  than  1,500  chairside  hours 
a year  without  loss  of  efficiency  as  the  Committee  believed 
some  dentists,  especially  among  those  below  middle  age  would 
be  able  to  do  (paragraph  22) 


(c)  by  practitioners  with  skill  and  experience  in  particular  direc- 
tions acting  for  part  of  their  time  in  a consultant  or  specialist 
capacity  at  a higher  rate  of  remuneration  than  they  would 
obtain  in  general  practice  (paragraph  24). 

(3)  Special  provision  should  be  made  to  secure  adequate  remuneration 

for  dental  practitioners  serving  sparsely  populated  areas,  particularly 
those  having  to  work  from  two  or  more  surgeries  a considerable 
distance  apart  (paragraph  26). 

(4)  Additional  payments  should  be  made  to  induce  dental  practitioners 
to  practise  in  especially  unattractive  areas  (paragraph  26). 
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159.  In  a general  comment  the  Committee  made  a comparison  bet 
their  recommendations  and  those  of  the  corresponding  committee  o W«in 
remuneration  of  general  medical  practitioners.  The  Committee  first  refer  a 
to  the  fact  that  the  committee  for  general  medical  practitioners  had  found  th 
the  lower  range  of  income  in  1938  was  too  low  and  recommended  an  increa 
and  the  Dental  Committee  expressed  the  view  that  the  deficit  in  the  cas  i 
dental  practice  was  even  bigger  and  recommended  that  bigger  adjustme  t 
were  required  (paragraph  28  of  the  report).  In  connection  with  their  ream 
mendation  for  a net  annual  income  of  £1,600  for  a single-handed  practitin 
the  Committee  commented ; — ner 


“ In  our  judgment,  based  on  a large  volume  of  evidence  the  wort 
involved  in  earning  this  net  annual  income  of  £1,600  represents  full  bnt 
not  abnormally  heavy  work.  After  consideration,  we  took  the  correspond 
ing  figure  for  a general  medical  practitioner  as  £1,800.  Our  reasons  were 
that  since  the  earlier  committee  recommended  that  approximately  25  n* 
cent  of  general  medical  practitioners  should  receive  net  incomes  over 
£1,600  and  thought  it  necessary  to  make  special  recommendations  in 
order  to  secure  a proportion  of  net  incomes  in  excess  of  £2  000  that 
committee  appeared  to  contemplate  that  single-handed  practitioners 
would,  earn  as  much  as  £2,000  only  exceptionally,  and  therefore  ore 
sumably  by  unusually  heavy  work.  In  consequence,  a figure  halfw™ 
between  £1,600  and  £2,000  should  represent  with  reasonable  accuracy 
such  a standard  of  full  but  not  unusually  heavy  work  as  wc  had  in  mind 
It  appeared  to  us  legitimate,  therefore,  to  compare  an  income  of  £1  600 
m the  case  of  dental  practitioners  with  an  income  of  £1,800  in  the  case 
of  general  medical  practitioners. 


We  believe  it  to  be  impossible  to  assess  in  terms  of  income  the  relative 
advantages  and  disadvantages  of  the  two  professions,  their  relative 
services  to  the  community  or  their  relative  responsibilities.  These  factors 
must  weigh  rather  in  the  minds  of  individuals  in  their  choice  of  profession 
There  is  however,  a particular  factor,  capable  of  assessment.  Bv  no 
means  all  the  work  a dentist  has  to  do  is  at  the  chairside  and  33  hours 
a week  at  the  chairside  means  :in  general  some  42  working  hours  a week 
It  appears  probable,  however,  that  a general  medical  practitioner  would 
have  to  work,  say  from  50  to  55  hours  a week  to  earn  his  £1 .800  a vear 
or  its  present  equivalent,  and,  since  the  bulk  of  his  work  would  involve 
less  intensive  strain  than  a dentist’s  chairside  work,  we  believe  that  he 
could  do  so  with  no  greater  difficulty.  On  the  other  hand,  his  actual 
leisure  is  very  substantially  less,  and  he  can  neither  work  fixed  hours  nor 
keep  clear  his  week-ends  to  anything  like  the  extent  which  in  general  is 
possible  for  a dental  practitioner.  These  facts  appear  to  us  to  justify  the 
difference  between  the  two  figures  for  net  incomes.  In  the  above  discussion 
as  throughout  our  report,  incomes  are  expressed  in  terms  of  1 939  values.” 


Developments  since  the  Spens  Report 

wvJni?  In  the  Commons  on  27th  May,  1948,  the  Minister  of 

Health  announced  that  the  recommendations  of  the  Spens  Committee  were 
m PnaclPIe  an<J  lt?at  discussions  were  about  to  take  place  with  the 
ZmSS°nrl/'nneir  detailed  application.  The  Government  raised  the  Spens 
f„£!,’600  Mcar  “P1  for  a single-handed  practitioner  making  full 
+npprnp™t?  afis(anee  and  working  efficiently  for  1,500  hours 
a year  at  the  chairside,  together  with  the  hours  necessarily  spent  outside 
the  surgery,  by  20  per  cent,  to  £1,920  net.  including  file  vulSe  of  the 
Exchequer  superannuation  contribution,  or  £1,778  excluding  the  value  of 
this  contribution,  toy  way  of  adjustment  to  current  conditions.  Practice 
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expenses  were  taken  on  the  available  evidence  to  be  52  per  cent,  of  the 
.gross  earnings  including  the  Exchequer  Superannuation  contribution.  On  this 
basis  £3,858  gross  had  to  be  earned  by  way  of  fees  to  give  £1,778  net. 
A scale  "of  fees  was  worked  out  between  the  Health  Departments  and  the 
•profession  which  was  intended  to  produce  that  level  of  gross  remuneration 
on  average  for  dentists  working  single-handed  and  fulfilling  the  conditions 
of  work  specified  by  the  Spens  Committee. 

161.  Negotiations  on  this  matter  took  place  directly  between  the  Health 
Departments  and  the  dental  organisations.  Though  proposals  were  con- 
sidered for  the  establishment  of  a Dental  Whitley  Council  which  would  cover 
general  dental  practitioners  as  well  as  hospital  dental  staff  and  local  authority 
dental  officers,  the  dental  organisations  were  unwilling  to  join  in  a Whitley 
Council  for  general  practitioners  and  hospital  dentists  and  the  function  of  the 
Whitley  Council  that  was  established  was  restricted  to  local  authority 
dentists. 

162.  The  assumptions  on  timings  and  the  distribution  of  work  which 
underlay  the  1948  scale  of  fees  were  largely  falsified  'by  the  abnormal  demand 
which  the  new  service  had  to  meet  and  in  some  cases  the  earnings  were 
so  high  that  measures  had  to  be  taken  to  control  them.  These  measures  may 
be  summarised  as  follows 

(1)  February,  1949.  'Where  a dentist’s  average  monthly  earnings  (gross) 

for  work  in  the  general  dental  services  exceeded  £400,  he  was  paid 
50  per  cent,  only  of  earnings  in  excess  of  £400. 

(2)  1st  June,  1949.  A new  lower  scale  of  fees  was  substituted  for  the 

1948  scale  and  the  ceiling  “ cut  ” described  at  (1)  was  ended.  This 
scale  represented  an  overall  reduction  of  about  17  per  cent. 

(3)  1st  May,  1950.  The  fees  in  the  1949  scale  were  reduced  by  10  per 
cent. 


163.  Meanwhile  a Working  Party  had  been  set  up  to  investigate  timings 
of  various  dental  operations  and  had  reported  in  August,  1949.  The  Working 
Party  found  clear  evidence  that  the  majority  of  the  dentists  were  working 
more  than  the  Spens  standard  of  33  hours  of  chairside  time  per  week  (see 
paragraph  63  (3)  of  the  Working  'Party’s  report*.)  The  10  per  cent,  reduction 
was  intended  as  an  emergency  measure  pending  a review  and  possible 
revision  of  the  scale  of  fees  in  the  light  of  the  Working  Party’s  findings  and 
after  discussion  with  representatives  of  the  profession.  In  May,  1951,  however, 
charges  for  dentures  were  introduced  and  just  over  twelve  months  later — 
in  June,  1 952— charges  for  other  dental  treatment.  The  decline  in  demand 
(which  proved  to  be  temporary)  following  these  measures  led  to  a claim 
by  the  profession  for  the  cancellation  of  the  10  per  cent,  reduction  in  the 
1949  scale  of  fees.  Though  information  was  available  of  gross  earnings 
for  work  in  the  general  dental  services,  information  was  lacking  on  the 
actual  amount  of  practice  expenses  and  of  earnings  from  other  public 
sources  and  from  private  practice.  Tn  the  absence  of  comprehensive  informa- 
tion on  dental  remuneration  the  'Ministers  felt  unable  to  entertain  the  claim, 
and  after  discussion  it  was  agreed  that  the  Health  Departments  and  the 
British  Dental  Association  should  collaborate  in  an  enquiry  to  obtain  full 
facts  about  general  dental  practitioners’  earnings  and  expenses  in  1952 
(in  years  of  account  ended  between  31st  December,  1952  and  4th  April, 
1953,  to  be  exact).  Discussions  were  also  started  with  the  Association  on 


Gencrs 


Renort  of  the  Working  Party  on  Chairside  Times  taken  in  carrying  out  fitment  by. 
:ral  Dental  Practitioners  in  England,  Wales  and  Scotland  (H.M.  Stationery  Office,  1949). 
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we  l®V1Si^n  °f  tile  I949  scale  of  fees  in  the  light  of  the  findings  nf  tb 
Working  Party  on  Timings.  n*=s  of  the 


164.  When  the  results  of  the  enquiry  into  earnings  and  exnencpc 
available,  the  British  Dental  Association  renewed  the  claim  that  the^n 
PS  cerJf-  reduction  in  the  1949  scale  should  be  cancelled ; and  in  Febrna^0 
1955  the  Association  lodged  a further  claim  that  practitioners  engS 
full-time  in  the  National  Health  Service  should  have  an  average 
net  income  of  £2,200.  average  annual 


165.  In  reply  to  the  Association’s  claims,  the  Minister  of  Health  and 
Secretary  of  State  for  Scotland  proposed  in  March,  1955,  that  the  reafse^f 
ment  of  dental  remuneration  and  the  recasting  of  the  scale  of  fees  sh™,i!i 
be  dealth  with  together,  and  that,  as  a full  settlement  of  dental  remunerate 
at  that  time  the  revised  scale  should  be  worked  out  with  the  aim  of  rur? 
ducing  a scale  which,  for  the  same  volume  of  work,  would  give  dentistsPtlJ 
net  incomes  they  would  have  received  in  1952-53  had  the  10  ~r  cenf 

“d“  lon  n<*  ‘hen  ,been  ,in  £orce.  For  a larger  volume  of  work^the  nit 
income  would  be  proportionately  greater,  and  vice  versa.  net 

166.  The  Ministers  offered,  if  the  Association  accepted  these  proposals 
?®ftle®ent  °f  djntal  remuneration  at  that  time,  to  cover  the  interim 

period  while  the  revised  scale  was  being  worked  out  by  cancelling  the  10 
per  cent,  reduction  m the  1949  scale.  tn  10 


167.  The  Ministers’  offer  was  accepted  and  the  10  per  cent  reduction 
was  accordingly  cancelled  from  1st  May,  1955.  1 ' ot  0 


168.  In  introducing  in  the  House  of  Commons  on  12th  July,  1955  th» 

^stl™ate  t0  cover  the  additional  cost  entailed  m 1955-56 
the  Minister  of  Health  gave  this  indication  of  the  effect  of  the  agreement -~ 

“ th®  arranee™ent>  average  dentists  will  receive,  including 
the  Exchequer  superannuation  contribution,  about  £2,000  net  That 
compares  with  the  general  practitioner’s  average  net  income  of  rather 
more  than  £2,200.  But  it  is  calculated  that  single-handed  dentists  working 
without  assistants,  in  the  class  with  which  the  scale  is  particularly  con- 
£?ann’  th®  35-54  years  old-age  groups,  will  receive  rather  more  than 
£-,400  net,  so  I think  that  the  relativity  between  dentists  and  doctors 

werfmte”™ haS  been  kept  wel1  in  mind  as  these  arrangements 


169.  The  discussions  with  the  profession  on  the  revised  scale  of 
to  replace  the  1949  scale  were  concluded  early  in  1957,  and  as  already  noted 
5?®  scalf,  ca™e  lnt0  operation  on  1st  April  last.  In  connection  with  ffiese 

t peS  of  eth?%1?Tnnt  A°mary  W that  thc  expenses  rafio  fo 
ine  period  of  the  1952-53  enquiry  would  have  been  48-15  per  cent  if  the 

10  per  cent,  reduction  in  fees  had  not  then  been  operating 


Interim  Increase  of  1957 

*5  fftS  £■£ 


Average  gross  earnings  for  General  Dental  Services 
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the  average  gross  earnings  per  dentist  (principal)  lias  been  (to  the  nearest 
£100):  — 


Year 

England  and 
Wales 

Scotland 

Great  Britain 

£ 

£ 

£ 

1949/50  

1950/51  

1951/52  

1952/53  ...  

1953/54  

1954/55  

1955/56  

4,800 

4,900 

4,800 

4,300 

4,400 

4,300 

3,600 

3,400 

3,600 

3,000 

2,600 

3,000 

3,200 

2,700 

3, 100 

3,500 

3,000 

3,400 

4,100 

3,600 

4,000 

(10  per  cent,  re- 
duction in  1949 
scale  of  fees  can- 
celled from  1st 
May,  1955) 

1956/57  

4,500 



3,900 

4,400 

These  figures  du  not  include  the  value  of  the  Exchequer  Superannuation 
contribution  which  amounts  to  8 per  cent  of  net  earnings,  which  for  this 
purpose  are  taken  to  be  48  per  cent  of  gross  earnings.  (Thus  in  the  case  of 
gross  earnings  of  £4,400  it  is  £169).  The  figures  also  do  not  include  earnings 
from  hospital  work  (paragraph  57)  or  from  part-time  service  with  local 
authorities  or  other  bodies  or  from  private  practice. 

Dentists  at  Health  Centres 

172.  Where  General  Dental  Services  are  provided  from  a Health  Centre, 
the  dentists  engaged  in  the  work  are  paid  by  the  Executive  Council  on  a 
salaried  or  sessional  basis  and  not  by  way  of  a fee  per  item  of  work.  The 
past  and  present  rates  of  pay  are  shown  below:  — 


Grade 

5th  July, 
1948 

, . . , 

1 5th  August, 
1953 

1st  May.  1957 

Remarks 

Grade  1 ... 

£1,400  x £50 
£2,000 

£1,500  x £50- 
£2,000 

£1,575  x£52  10s. 
£2, 1(H) 

— 

Grade  11 ... 

£WX)  ■ 

£1,200  X £50 

£I,260x£52  IDs. 

From  15th  August,  1953,  an 

£1,495  ^£5 
£1,500 

£1,500 

-£1.575 

employing  authority  had 
discretion  to  credit  a practi- 

Grade  ill ... 

£f>50  .<£25 

£800  X £50- 

£840  X £52  10s.- 

tioner  with  up  to  three 

£900 

£1,150 

£1,207  10s. 

annual  increments  on 
appointment  in  Grade  III 
or  on  direct  appointment 
in  Grade  II, 

Sessional 
Rate x: 
Grade  I ... 

Grade  11  1 

£4  4s.  Od. 

£4  4s.  Od. 

£4  8s.  Od. 

Sessions  of  3 hours — If  regu- 
larly employed  for  6 or 
more  sessions  per  week, 

£3  3s.  Od. 

£3  3s.  Od. 

£3  6s.  Od. 

paid  pro-rata  to  whole-time 

Grade  HI  J 

scale. 

178.  There  are  11  whole-time  dentists  employed  at  Health  Centres.  Of 
these  7 are  in  Grade  I.  4 in  Grade  11  and  none  in  Grade  III.* 

* These  figures  include  one  Grade  1 1 dentist  in  Seolland. 
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174.  The  dentist  often  starts  in  general  practice  as  an  assistant  On 

starting  he  may  expect  to  earn  up  to  about  £1,500  a year  which  may  be  made 
up  of  a basic  salary  and  a percentage  of  the  value  of  the  treatment  he  completes 
Unlike  assistants  to  general  medical  practitioners  the  assistant  dentists  are 
included  in  the  Executive  Councils’  lists  and  are  regarded  as  having  similar 
responsibilities  as  principals.  ' 

175.  Appendix  U shows  the  ages  of  assistant  dental  practitioners  Who 
became  principals  in  1956.  The  average  age  for  the  change  of  status  shown 
by  the  Table  (except  for  the  eleven  whose  age  is  not  known)  was  31  years 
If  those  who  changed  status  after  the  age  of  40  and  who  are  possibly  not 
following  a normal  career  pattern  are  excluded,  the  average  age  for  the 
change  becomes  29  years. 

Method  of  entry  into  general  dental  practice  as  a principal 

176.  To  become  a principal  in  general  dental  practice  the  dentist  may : ~ 

(1)  take  a partnership  in  an  existing  practice  ; 

(2)  purchase  an  existing  single-handed  practice  ; or 

(3)  establish  a new  practice  for  himself. 

There  are  no  restrictions  on  the  areas  in  which  he  may  practise. 

177.  In  view  of  the  general  shortage  of  dentists,  there  is  little  difficulty 
today  in  establishing  a new  practice,  provided  the  practitioner  can  raise 
sufficient  capital  to  meet  the  cost  of  acquiring  accommodation  and  equipment 
(which  may  amount  to  a considerable  sum),  and  to  meet  expenses  during  the 
first  few  months  until  the  regular  flow  of  income  begins.  In  these  circunp 
stances  the  goodwill  of  an  existing  practice  tends  to  be  of  less  value  than 
in  the  past. 


PART  Y— SUPERANNUATION 


Introductory 

178.  This  Part  sets  out  the  salient  feature  of  the  National  Health  Service 
Superannuation  Scheme  as  it  applies  to  doctors  and  dentists.  It  is  divided  into 
five  sections : — 

Section  A.  General  Provisions  of  the  Scheme. 

Section  B.  Hospital  Doctors  and  Dentists. 

Section  C.  General  Medical  Practitioners. 

Section  D.  General  Dental  Practitioners. 

Section  E.  Part-time  Specialists. 

A booklet  which  is  issued  without  charge  to  every  new  entrant  into  the 
Scheme  gives  a fuller  account.* 

179.  The  legal  basis  of  the  Scheme  is  the  National  Health  Service  (Super- 
annuation) Regulations,  1955,  made  under  Section  67  of  the  National  Health 
Service  Act,  1946,  and  approved  by  an  Affirmative  Resolution  of  both  Houses 
of  Parliament.  These  regulations  are  applicable  to  England  and  Wales. 

180.  Everything  said  in  this  Part  applies  also  to  Scotland  but  the  Scheme 

for  Scotland  is  contained  in  the  National  Health  Service  (Superannuation) 
(Scotland)  Regulations,  1955,  made  under  Section  66  of  the  National  Health 
Service  (Scotland)  Act,  1947.  “ 


, ge5th  Seryice  Superannuation  Scheme  (England  and  Wales).  An  explanation 

Gotland  y Statlanery  office,  195«)-  There  » a corresponding  memoranda  for 
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A.  General  Provisions  of  the  Scheme 


181  The  Scheme  is  compulsory  and  applies  to  all  whole-time  employees  ; 
all  general  medical  and  dental  practitioners  and  part-time  specialists  m the 
National  Health  Service ; some  part-time  employees  and  some  assistants  of 
general  medical  and  dental  practitioners. 


Contributions  and  Service 

182.  The  “ employee  ” contribution  is  at  the  rate  of  6 per  cent  of  remunera- 
tion, the  employing  authority  paying  8 per  cent.  Contributions  are  payable 
and  service  is  reckonable  up  to  age  70,  except 

(i)  in  the  case  of  general  practitioners,  who  normally  contribute  to  65, 

but  may  carry  on  to  70  ; 

(ii)  “ mental  health  officers  ’’—paragraph  191— who  cease  to  contribute 

at  65. 


The  maximum  number  of  years  reckonable  in  any  case  is  45. 

183  General  practitioners’  and  part-time  specialists’  contributions  are 
reduced  on  account  of  the  National  Insurance  retirement  pension  by  about  £6 
per  annum.  The  contributions  of  other  contributors  are  reduced  by  half  this 
amount. 


Benefits 

184.  These  comprise:  — 

(a)  Age  retirement  pension — payable  on  retirement  not  earlier  than  age 

60  after  at  least  ten  years’  service. 

(b)  Incapacity  pension-payable  on  retirement  through  permanent 
incapacity  after  ten  years’  service. 

Age  and  retirement  pensions  are,  in  general,  reduced  as  from  the  age  when 
the  National  Insurance  retirement  pension  would  _ become  payable,  by 
£1  14s.  Od.  per  annum  for  each  year  of  service,  subject  to  a maximum  of 
£67  15s.  Od.  _ 

(c)  Lump  sum  retiring  allowance — payable  on  retirement  not  earlier 

than  age  60  after  five  years’  service,  or  on  retirement  on  permanent 
incapacity  after  ten  years’  service. 

<d)  Short  service  gratuity— & lump  sum  payable  on  retirement  on  perma- 
1 ' nent  incapacity  after  five  years’  service  and  before  the  completion 
of  ten  years,  i.e.  before  any  title  to  pension  is  acquired. 

(e)  Injury  allowance— an  annual  amount  payable  on  retirement  at  any 
time  through  incapacity  arising  from: 

(i)  injury  sustained  in  the  actual  discharge  of  duty  and  specifically 

attributable  to  the  nature  of  the  duty  ; or 

(ii)  disease  contracted  in  the  performance  of  duty. 

The  amount  of  the  injury  allowance  is  in  all  cases  at  the  discretion 
of  the  Minister,  subject  to  a maximum  of  2/3rds  of  average 
remuneration. 

(ft  Death  gratuity — payable  after  five  years’  service  where  death  occurs 
in  service  or  after  retirement  on  age,  incapacity  or  injury. 

■<g)  Widow’s  pension — payable  to  the  widow  of  a participant  in  the 
W Scheme  who  dies  after  ten  years’  service,  or  of  a pensioner.  It  is  in 
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all  cases  equal  to  l,'3rd  of  the  husband’s  pension,  or  of  the  pend 
he  would  have  been  entitled  to  had  he  retired  on  incapacity 
day  before  his  death.  y l0e 

Note:  In  no  case  is  the  total  amount  of  benefits  payable  less  than  t-j, 
amount  of  the  “employee”  contributions,  with  interest  added  at  the  ratp  f 
2 \ per  cent  per  annum.  le  01 

(h)  Allocation — part  of  a pension  may  be  allocated  to  provide  a pensin 
for  a dependant  or  to  add  to  a widow’s  pension  on  the  death  of  +v,n 
pensioner.  tne 

Service 

185.  Service  reckonable  in  certain  other  superannuation  schemes  fe  v 
under  the  Local  'Government  Superannuation  Act,  1937,  a local  Act  scheme 
Teachers’  Scheme,  Superannuation  Acts  (Civil  Service)  can  be  aggremteh 
with  superannuable  service  in  the  'Health  Service  Scheme  provideti  there  is 
not  a break  of  twelve  months  between  the  employments. 

Transfer  to  other  employment  and  preservation  of  superannuation  rights 

186.  There  are  interchange  arrangements  for  the  carrying  of  superannuable 
service  to  employment  subject  to  the  schemes  referred  to  in  paragraph  184 
and  to  a number  of  other  schemes,  provided  there  is  not  a break  of  twPh,» 

mnnfhc  t-wcive 


Preservation  of  rights  while  on  National  Service  or  on  taking  a short  servioe 
commission 

187. — («)  Participants  in  the  Scheme  going  on  national  service  mav  Dav 

contributions  if  they  wish  that  service  to  count.  In  any  case  thev 
must  go  back  to  superannuable  employment  in  the  Health 
Service  Scheme,  or  one  of  the  schemes  referred  to  above  within 
six  months  of  the  end  of  their  national  service  to  preserve 
their  superannuation  rights. 

(/;)  Doctors  and  dentists 

(i)  taking  short  service  commissions  in  H.M.  Forces  for  rot 
. exceeding  eight  years ; or 

(ii)  becoming  engaged  by  the  War  Office  as  civilian  medical 
specialists  for  not  exceeding  two  years  may  pay  employee 
and  employer  contributions  (generally  deducted  in  bulk  at 
the  end  of  their  commission,  from  their  service  gratuity) 
and  must  return  to  superannuable  employment  within  twelve 
months  of  the  end  of  such  service.  If  they  do  not  return 
they  lose  their  accrued  superannuation  rights. 

B.  Hospital  Doctors  and  Di-ntists 

188.  The  Scheme  is  applied  to  doctors  and  dentists  employed  full-time  in 
he  hospital  service,  to  part-time  registrars  and  to  other  part-time  te 
tinrvT15  S 7110  are  a so  111  general  practice  in  the  same  wav  as  for  all  other 
hi  ^ employees  except  that  in  the  ease  of  those  also  in' general  pnmtice 
the  part-time  hospital  post  is  treated  for  benefit  purposes  as  though  it  were 
general  practitioner  service  (see  paragraphs  1 98  and  2f>4). 

Remuneration 

™„Tvi  toe  3 3SS '“’■  “ mmm  the 
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Benefits 

190, — (a)  Age  retirement  pension 

This  is  calculated  on  the  basis  o£  1 / 80th  of  average  remuneration 
over  the  last  three  years  of  Service  for  each  year  of  contributing 
service  up  to  a maximum  of  45. 

{/;)  Incapacity  pension 

The  basis  of  calculation  is  the  same  as  that  for  the  age  retirement 
pension  but  subject  to  a minimum  based  on  twenty  years’  service, 
or  the  number  of  years  service  which  could  have  been  completed 
before  attaining  the  age  of  65,  whichever  is  the  less. 

(c)  Lump  sum  retiring  allowance 

This  is  equal  to  3/80ths  of  average  remuneration  for  each  year 
of  contributing  service  up  to  45  years,  except  that  in  the  case  of  a 
married  man  whose  wife  may  become  entitled  to  a widow’s  pension 
the  basis  is  1 /80th. 

(d)  Short  Service  Gratuity 

This  is  equal  to  average  remuneration  over  the  last  three  years  of 
service. 

( e ) Death  Gratuity 

This  is  equal  to  the  greatest  of 

(i)  3/80t-hs  of  average  remuneration  for  each  year  of  con- 
tributing service  ; or 

(ii)  the  officer’s  contributions,  with  interest ; or 

(iiil  the  amount  of  average  remuneration  over  the  last  three 
years  of  service ; 

Except  that  where  a widow’s  pension  is  payable  under  the  Scheme  the  death 
gratuity  is  1 / 80th  of  average  remuneration  for  each  year  of  contributing 
service.  In  all  cases  payments  already  made  by  way  of  pension,  etc.,  are 
deducted  from  the  death  gratuity. 

Mental  Health  Officers 

191.  A doctor  who  devotes  substantially  the  whole  of  his  time  to  the 
treatment  of  mental  patients  or  defectives  in  a hospital  or  institution  is 
classified  as  a mental  health  officer  and  may  retire  at  age  55  if  he  has  then 
completed  twenty  years’  service  as  such.  After  twenty  years  contributing 
service  as  a mental  health  officer  each  further  year  of  contributing  service 
as  a mental  health  officer  over  twenty  counts  as  two  for  calculating  pension, 
retiring  allowance  or  death  gratuity.  Contributions  cease  to  be  payable  and 
service  ceases  to  be  rcckonuble  at  age  65. 


C.  General  Medical  Practitioners 

Remuneration 

Principal  Practitioners 

192.  The  superannuable  remuneration  of  a principal  practitioner  on  which 
contributions  are  payable  comprises  all  payments  made  by  the  Executive 
Council  to  him  in  respect  of  general  medical  services  and  pharmaceutical 
services  provided  by  him  plus  the  statutory  charges  payable  to  the  practitioner 
by  the  patient  for  drugs  and  appliances  less  a sum  on  account  of  practice 
expenses,  and  less  the  approved  remuneration  of  any  assistant  employed  by 
him. 
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193.  Practice  expenses  of  a general  medical  practitioner  are  calculated 
ows: — ■ : 

(i)  The  whole  of  any  allowance  made  to  him  for  an  additional  car  for  i 

an  assistant  who  is  being  trained  in  general  practice. 

(ii)  50  per  cent  of  all  payments  to  him  in  respect  of  pharmaceutical 
services  and  of  all  mileage  payments. 

(iii)  30  per  cent  of  all  other  payments  to  him  for  general  medical  services  ! 
except  those  for  supervising  the  training  of  an  assistant. 


194.  Where  two  or  more  medical  practitioners  are  in  partnership  the  ’ 
total  superannuable  remuneration  of  the  partnership  calculated  as  above  is 
allocated  to  the  individual  members  in  equal  shares,  unless  they  ask  to  have 
it  allocated  on  the  basis  of  their  shares  in  the  partnership  profits,  which  is  a 
common  arrangement.  This  provision  has  been  made  at  the  request  of  the 
British  Medical  Association. 


Assistant  Practitioners 

195  An  assistant  to  a medical  practitioner  is  not  superannuable  unless 
he  is  wholly  or  mainly  employed,  i.e.  over  50  per  cent  of  his  time,  in  assisting 
his  employer  in  the  actual  discharge  of  his  duties  as  a practitioner  on  the  list 
of  an  Executive  Council.  Further,  the  assistant  is  only  superannuable  when 
the  principal  is  required  to  obtain  the  Executive  Council’s  consent  to  the 
employment,  i.e.  where  the  assistant  is  employed  for  three  months  or  longer. 

196;  The  superannuable  remuneration  is  the  amount  approved  by  the 
Executive  Council  on  behalf  of  the  Minister  as  representing  the  proportion 
of  the  salary  and  emoluments  paid  to  the  assistant  by  the  principal  practitioner 
which  is  attributable  to  the  treatment  and  care  of  National  Health  Service 
patients. 


197.  The  age  up  to  which  a practitioner,  both  principal  and  assistant  is 
required  to  contribute  is  normally  65,  but  before  reaching  that  age  the  doctor 
can  apply  for  an  extension  up  to  age  70.  The  practitioner  may,  of  course 
subject  to  being  retained  on  an  Executive  Council’s  list,  continue  in  practice’ 
after  reaching  this  age. 

Benefits 

198.  Age  Pensions 

(a)  instead  of  this  being  based  on  80ths  of  average  remuneration  during 
the  last  three  years  of  service  it  is,  in  the  case  of  a principal  and  an 
assistant  medical  practitioner,  calculated  on  the  basis  of  11  per  cent 
of  the  total  superannuable  remuneration  received  by  him  during  the 
last  45  years  reckonable  service  under  the  Scheme,  or  the  whole 
period  of  the  service  if  that  is  less  than  45  years. 


(b)  Incapacity  Pension 


(c) 


The  pension  is  1^  per  cent  of  the  practitioner’s  total  superannuable 
remuneration  but  as  in  the  case  of  hospital  doctors,  there  is  a 
minimum  based  on  the  remuneration  which  could  have  been  earned 
m twenty  years  or  the  number  of  years  of  service  which  could  have 
been  completed  before  attaining  the  age  of  65,  whichever  is  the  less 


Retiring  Allowance 

This  is i 4J  per  cent  of  the  total  superannuable  remuneration,  except 
that  m the  case  of  a married  man  whose  wife  may  become  entitled 
to  a widow’s  pension  it  is  1 J per  cent  of  the  amount. 
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(d)  Death  Gratuity 

This  is  equal  to  the  greatest  of : — 

(i)  4\  per  cent  of  total  remuneration,  or 

(ii)  the  doctor’s  contributions  with  interest,  or 

(iii)  the  amount  of  the  average  remuneration  over  the  last  three 
years  of  service. 

Except  that  where  a widow’s  pension  is  payable  the  death  gratuity 
is  li  per  cent  of  total  remuneration.  In  all  cases  payments  already 
made  by  way  of  pensions,  etc.,  are  deducted. 

199.  The  basis  of  calculating  the  benefits  of  practitioners  was  agreed 
following  representations  made  by  the  British  Medical  Association  Negotiating 
Committee  who  contended  that  as  the  practitioner’s  remuneration  reaches  its 
maximum  between  the  ages  of  35  and  50  the  fractional  basis  on  average 
remuneration  over  the  last  three  years  of  service  adopted  for  hospital  doctors 
would  be  unfair.  It  was  calculated  actuarially  that  1£  per  cent  of  total 
remuneration  would  be  the  equivalent  of  the  fractional  basis. 

D.  General  Dental  Practitioners 

Remuneration 

Principal  Dental  Practitioners 

200.  Remuneration  means  all  payments  made  by  the  Executive  Council 
to  the  practitioner  in  respect  of  general  dental  services  provided  by  him  plus 
the  statutory  charges  for  those  services  which  are  payable  by  the  patient  to  the 
dentist,  less  a sum  on  account  of  practice  expenses  equivalent  to  52  per  cent 
of  all  the  aforesaid  payments  and  less  the  approved  remuneration  of  any 
assistant  practitioner  employed  by  him. 

201.  The  principal’s  superannuable  remuneration  is  subject  to  a maximum 
of  £3,500  per  annum. 

202.  Dental  practitioners  in  partnership  may  ask  to  have  the  total  super- 
annuable remuneration  of  the  partnership,  calculated  as  above,  allocated 
between  them  on  the  basis  of  their  shares  in  the  partnership  profits.  If  they 
do  not  apply  for  this  to  be  done,  each  partner’s  remuneration  is  calculated 
on  his  individual  remuneration  as  defined  above. 

Assistant  Dental  Practitioners 

203.  Their  remuneration  for  superannuation  purposes  is  approved  in  the 
same  way  as  that  of  assistant  medical  practitioners. 

Note : The  stipulation  applicable  to  assistant  medical  practitioners  that 
the  assistant  is  only  superannuable  if  the  principal  is  required  to  obtain  the 
consent  of  the  Executive  Council  to  the  employment  does  not  apply  to  an 
assistant  to  a dental  practitioner. 

Benefits 

204.  The  basis  of  calculation  is  the  same  as  for  medical  practitioners 
except  that  for  the  purpose  of  calculating  the  amount  of  a short  service 
gratuity  or  death  gratuity  the  average  remuneration  of  a dental  practitioner 
is  calculated  over  the  whole  period  of  his  service  as  such  instead  of  over  the 
last  three  years.  This  special  method  of  calculation  for  the  dental  practitioner 
■was  agreed  at  the  request  of  the  British  Dental  Association  as  being  fairer  to 
the  dental  practitioners  (whose  remuneration,  like  that  of  the  medical  prac- 
titioner, tends  to  decrease  towards  the  end  of  his  career). 
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E.  Part-time  Specialists 

205.  This  section  applies  to  persons  rendering  part-time  specialist  services 
pursuant  to  Section  3 of  the  National  Health  Service  Act,  1946,  to  a Regional 
Hospital  Board  or  Board  of  Governors  of  a teaching  hospital. 

Remuneration 

206.  This  comprises  sessional  fees  for  such  services  and  fees  for  domiciliary 
and  exceptional  consultations.  A distinction  award  is  also  superannuable. 

Benefits 

207.  These  are  calculated  on  the  same  basis  as  those  for  general  medical 
practitioners  but  see  next  paragraph. 

208.  A part-time  specialist  spending  not  less  than  nine  notional  half-days 
a week  in  that  capacity  may,  however,  apply  to  the  Minister  to  direct  that 
the  alternative  method,  i.e.,  80ths  of  average  remuneration  over  the  last  three 
years  of  service,  be  used  to  calculate  benefits  earned  in  such  service. 


PART  VI— OTHER  CONNECTED  OCCUPATIONS 


209.  The  first  paragraph  of  the  Royal  Commission’s  terms  of  reference 
mentions  “ connected  occupations  ”.  In  a statement  published  on  12th  April, 
1957,  the  Royal  Commission  indicated  that  they  took  this  phrase  to  refer' 
inter  alia,  to  hospital  administrators,  nurses  and  medical  auxiliaries. 


210.  For  certain  classes  in  the  above-mentioned  groups  of  staff 
Appendix  V contains  tables  showing  the  past  and  current  salary  scales 
together  with  the  principal  items  in  their  conditions  of  service ; the  classes 
concerned  are: — 


Administrative  and  clerical  staff  employed  by 
hospital  authorities,  hospitals  and  Executive 

Councils  Appendix  V Section  1 


Architects  and  Engineers  employed  by 

Regional  Hospital  Boards „ n 2 

Hospital  nursing  staff „ „ 3. 

Medical  Laboratory  Technicians  „ 4 

Dental  Technicians  o 5 

Physiotherapists,  Almoners,  Radiographers  ...  „ „ 6 

Hospital  Pharmacists 7 

Hospital  Opticians  g. 

Hospital  Biochemists  and  Physicists „ 9. 


The  total  number  of  classes  in  the  group  of  staff  iu  paragraph  209  is  very 
large  (e.g.,  there  are  no  fewer  than  about  .160  salary  scales  for  hospital 
nurses)  and  information  has  not  been  given  for  everyone  of  them  firstly 
because  of  the  sheer  volume  of  that  information  and,  secondly,  because  it  is 
probable  that  information  about  some  of  the  classes  (e.g..  Dark  Room 
Technicians)  would  be  of  little  relevance  to  the  task  of  the  Royal  Commission. 
The  classes  which  have  been  selected  for  inclusion  in  the  Appendix  are 
representative  of  a wide  range  of  employment  and  salaries,  but  ffthe  Royal 
^provided.  reqUlrS  mfonnatlon  aibout  specific  classes  not  included  this  can 
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211.  There  is  one  important  element  of  pay  which  is  not  given  in 
Appendix  V because  it  is  common  to  all  the  classes  covered  and  is,  therefore, 
more  conveniently  set  out  here.  This  is  “ London  Weighting  ” which  is  paid 
to  non-resident  staff  whose  place  of  employment  is  within  the  Metropolitan 
Police  Area.  The  amounts  payable  are  as  follows : — 

Under  age  21  £10  p.a. 

Age  21  to  25  £20  p.a. 

f £30  p.a.  on  salaries  up  to  £800 

Over  age  25  -j  £40  p.a.  on  salaries  £801-£1,000 

If  £50  p.a.  on  salaries  over  £1,000 
London  weighting  is  not  paid  to  doctors  or  dentists. 

212.  The  groups  of  staff  in  paragraph  209  enjoy  the  benefits  of  a sick-pay 
scheme  similar  to  that  applicable  to  hospital  medical  and  dental  staff  set  out 
in  Appendix  I. 
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APPENDIX  A 


Sheet  1— MEDICAL 


Estimated  Numbers  of  Medical  Staff,  by  grades,  from  1951  to  1955  ( Great  Britain) 


Grade 

1951 

1952 

1953 

1954 

1955 

Increase  or 
Decrease 
1951-1955 

Num- 

bers 

Per- 

centage 

Consultants  

Senior  Hospital  Medical  Officers 

Senior  Registrars  

Registrars  

Junior  Hospital  Medical  Officers 
Senior  House  Officers 
House  Officers  

6,356 

2,420 

1,547 

1,856 

623 

1,458 

3,384 

6,752 

2,492 

1,296 

2,111 

599 

1,657 

3,339 

6,945 

2,528 

1,195 

2,259 

636 

1,830 

3,100 

7,073 

2,586 

1,253 

2,446 

652 

1,940 

3,190 

7,244 

2,637 

1,262 

2,620 

764 

2,032 

3,203 

888 

217 

-285 

764 

141 

574 

-181 

14-0 
9-0 
-18-4 
41-2 
22-6 
39-4 
- 5*4 

Total  

17,644 

18,246 

18,493 

19,140 

19,762 

2,118 

12-0 

Notes: 

1.  The  figures,  other  than  those  for  the  consultant  grade  (for  which  nominal  rolls  have 

been  maintained  from  1949),  are  estimates  in  so  far  as  there  are  part-time  appointments 
as  well  as  whole-time  appointments  in  the  various  grades.  The  factor  may  be  a 
significant  one  in  relation  to  the  figures  for  senior  hospital  medical  officers  in  1951-1952 
(which  in  the  case  of  this  particular  grade  must  be  treated  with  reserve)  but  not  later 
In  the  lower  grades  there  are  relatively  few  part-time  staff. 

2.  The  figures  for  consultants  which  include  some  employed  by  the  Board  of  Control  and 

the  Public  Health  Laboratory  Service,  are  those  used  by  the  Advisory  Committee  on 
Merit  Awards  and  exclude  consultants  ineligible  for  awards.  Those  excluded  are 
mainly  consultants  aged  70  or  more  holding  honorary  appointments  and  are  relatively 
few  and  the  amount  of  time  for  which  they  work  in  the  Hospital  Service  is  likely  to 
be  much  below  the  average. 

3.  There  is  a small  amount  of  duplication  between  the  figures  for  Consultants  and  those 

for  (a)  Senior  Hospital  Medical  Officers  and  (b)  Senior  Registrars  owing  to  the  fact 
that  some  persons  hold  posts  both  as  part-time  Consultants  and  part-time  Senior 
Hospital  Medical  Officers  or  Senior  Registrars.  These  cases,  however  are  not 
numerous;  e.g.,  in  England  and  Wales  at  June,  1956,  they  numbered:— 

(а)  Part-time  consultants  also  holding  part-time  S.H.M.O.  posts  81 

(б)  Part-time  consultants  also  holding  part-time  Senior  Registrar  posts  ...  42 

4.  The  figures  for  House  Officers  include  also  dental  House  Officers. 
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APPENDIX  A 


Sheet  2 — -DENTAL 


Estimated  Numbers  of  Dental  Staff  by  grades,  from  1951-1955  ( Great  Britain) 


Grade 

1951 

1952 

1953 

1954 

1955 

Increase  or 
Decrease 
1951-1955 

Num- 

bers 

Per- 

centage 

Consultants  

Senior  Hospital  Dental  Officers 

Senior  Registrars  

Registrars  

Senior  House  Officers 

House  Officers  (Note  3) 

261 

228 

36 

43 

11 

273 

257 

34 

50 

14 

282 

257 

34 

51 

19 

279 

260 

39 

53 

16 

282 

263 

45 

59 

20 

21 

35 

9 

16 

9 

8-1 

15-4 

25-0 

37-2 

81-8 

Total  

579 

628 

643 

647 

669 

90 

15-5 

Notes: 

1.  The  figures,  other  than  those  for  the  consultant  grade  (for  which  nominal  rolls  have 

been  maintained  from  1949)  are  estimates  in  so  far  as  there  are  part-time  appointments 
as  well  as  whole-time  appointments  in  the  various  grades.  The  factor  may  be  a 
significant  one  in  relation  to  the  figures  for  S.H.D.O.  in  1951-1952  (which  in  the  case 
of  this  particular  grade  must  be  treated  with  reserve)  but  not  later.  In  the  lower 
grades  there  are  relatively  few  part-time  staff. 

2.  The  figures  for  consultants  are  those  used  by  the  Advisory  Committee  on  Merit  Awards 

and  exclude  consultants  ineligible  for  awards.  Those  excluded  are  mainly  over  70 
and  are  few  in  number. 

3.  The  figures  for  dentists  are  included  in  the  figures  for  doctors  in  Sheet  1. 
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APPENDIX  C 


WHITLEY  COUNCILS  FOR  THE  HEALTH  SERVICES  (GREAT  BR|'|  A 

MEDICAL  WHITLEY  COUNCIL  ^ 


1.  Title 


Constitution 


The  Council  shall  be  known  as  the  Medical  Whitley  Council  of  tile  -o,,,  . 
Councils  for the  HeaJth_Services_ (Great  Britain)".  The  short  title  of  the  rvL!!.le?f 


shall  be  the  “ Medical  Whitley  Council  ”. 


Council 


2.  Area 

The  sphere  of  operation  of  the  Council  shall  he  England.  Wales  and  Scotland 

3.  Functions  of  the  Council 

The  functions  of  the  Council  shall  be:  — 

(i)  To  secure  the  greatest  possible  measure  of  co-operation  between 

Authorities  responsible  for  the  Nation’s  health  and  medical  practicY.  t“® 
engaged  in  the  health  services,  with  a view  to  increased  ellieienos^ 
those  services  and  the  well  being  of  those  engaged  in  them.  y ln 

(ii)  To  provide  machinery  for  the  consideration  of  the  remuneration  n j 

conditions  of  service  of  medical  practitioners  within  the  •mikit8  * 
Section  66  of  the  National  Health  Service  Act.  1646,  or  Section  ««  °? 
the  National  Health  Service  (Scotland)  Act,  1947.  n 65  of 

(iii)  To  provide  machinery  for  the  consideration  of  the  remuneration  t 
medical  practitioners  with  whom  an  Executive  Council  nnv 
arrangements  for  the  provision  or  general  medical  services  inclnrti 
maternity  medical  services,  under  Section  33  of  the  National 

Spi-x/W  1 CM  A «...  t.i  u...  vr..,:  , r,  ‘ UM,‘U  Wealth 


Service  Act,  1946,  or'SectionM  of  the" National  HeaUh  Selvi^TsowuS^ 
Act,  1947,  or  for  the  provision  ol  supplementary  ophthalmic  serving 

rtf  f-lar.  \Tnt<n.nn1  I t..,.  I<1.  j . . . L ' ■T'-Go 


under  Section  41  of  the  National  Health  Service  Act,  1946,  or  Section 
42  of  the  National  Health  Service  (Scotland)  Act,  1947.  ection 

(iv)  To  provide  machinery  for  the  consideration  of  the  remuneration  of 
medical  practitioners  with  whom  Regional  Hospital  Boards  Board, 
Governors  of  Teaching  Hospitals,  Hospital  Management  CommSeeT 
Boards  of  Management,  or  local  health  authorities  may  make  arrange’ 
ments  for  the  provision  of  particular  services  under  the  National  Health 
Service  Act,  1946,  or  the  National  Health  Service  (Scotland)  Act  1947 

(v)  To  provide  machinery  also  for  the  consideration  of  the  remuneration 

and  conditions  of  service  of  medical  practitioners  employed  by  m3 
he  remuneration  of  medical  practitioners  in  contract  with.  local  authori 
ties  outside  the  National  Health  Service.  non 


4.  Machinery 

« shall  a Council  composed  as  prescribed  in  < lause  5 below. 

(u)  The  Council  may  appoint  such  Committees  as  mav  he  considered 
necessary  and  shall  appoint  three  Committees,  namely:'  considered 

A-  ^!?ich  shal1  dcai  with  the  remuneration  of  medical 
practitioners.  providing  general  medical  services,  including  maternity 
medical  services,  under  .Section  33  of  the  National  Health  Service  Ac? 
1946,  or  Section  34  of  the  National  Health  Service  (Scotland)  Act’ 
mLorprovidrng^pp  ementary  ophthalmic  services  under  Section  41 
of  the  National  Health  Service  Act,  1946,  or  Sect  n 4?  of  the 
National  Health  Service  (Scotland)  Act,  1947. 

of  Service  ^of  medics!'  shul!vUil1  wilh  Ihc  reimmcralion  and  conditions 

RmtomdHosi li  fRlnPrriTrCIl!pl<,yKl  hy’  in  '■•ontraet  with 
Regional  Hospital  Boards,  Boards  ol  Governors  ofTcuchimt  Hospitals 

Hospital  Management  Committees  or  Hoards  of  ManaglcnL1 

otW^^d^^Vdettl  WiUl  l!1C  rcnHlnt'i utum  and  conditions 

of  medfcal  , nracHH^iei  T bv,  and  the  remuneration 

Ol  medical  practitionci s in  contracl  with  local  authorities. 
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(iii)  Any  Committee  of  the  Council  may  appoint  such  su'b-committees  as 
k may  be  considered  necessary.  The  Management  and  Staff  Sides  of  such 


sub-committees  may  include  representatives  of  organisations  not  repre- 
sented on  the  Committee. 


■Hospitals  in 


5.  Membership 

(i)  The  Council  shall  consist  of  40  members,  of  whom  19  shall  be  appointed 

to  represent  the  Management,  and  21  to  represent  the  Staff. 

(ii)  The  19  representatives  of  the  Management  shall  be  appointed  as 
follows : -— 

Ministry  of  Health  

Department  of  Health  for  Scotland 
Regional  Hospital  Boards — 

England  and  Wales  

Scotland  

Boards  of  Governors  of  Teaching 

England  and  Wales  

County  Councils  Association  ... 

Association  of  Municipal  Corporations  1 

London  County  Council  1 

Scottish  Local  Authority  Associations  1 

Association  of  Hospital  Management  Committees  ...  2 

(iii)  The  2!  representatives  of  the  Stall  shall  be  appointed  as  follows:  — 

The  Joint  Committee  of  the  Royal  Colleges,  Iho  Royal 
Scottish  Corporations,  and  the  Central  Consultants 

and  Specialist  Committee  7 

The  General  Medical  Services  Committee  7 

The  Public  Health  Committee  of  the  British  Medical 

Association  7 

6.  ReprcsenHuUm  tin  Main  Cnmmillves 

The  representatives  of  the  Management  and  Stall'  Sides  on  the  three  Com- 
mittees A,  B and  C shall  be  appointed  as  follows:  — 

Comniitlee  A (icncrnl  Medical  Services 
Management  representatives : 

Ministry  of  Health  ...  6 

Department  of  Health  lor  Scotland 

Local  Authority  Associations  

Stall  Representatives : 

The  General  Medical  Services  Committee 


I (observer) 


Total  ... 


18 


Committee  It  Ilaspital  will  Specialist  Services 
Management  representatives : 

Ministry  of  Health  ...  ...  • 

Department  of  Health  for  Scotland  

Regional  Hospital  Boards 

England  and  Wales  

Scotland  . •••  ''1 

Boards  of  Governors  of  'leaching  Hospitals  tn  England 

and  Wales  

Association  of  Hospital  Management  Committees  ... 

Local  Authority  Associations  

Stall  representatives : 

The  Joint  Committee  of  the  Royal  C olleges,  the  Royal 
Scottish  C orporations,  and  the  Central  Consultants 
and  Specialists  Committee  


2 (observers) 


19 


Total  36 
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Committee  C — Public  Health  Services 
Management  representatives : 

County  Councils  Association  

Association  of  Municipal  Corporations 

Urban  District  Councils  Association 

Rural  District  Councils  Association  

London  County  Council 

Association  of  County  Councils  in  Scotland 
Counties  of  Cities  Association  (Scotland) 

Convention  of  Royal  Burghs  (Scotland) 

Ministry  of  Health  

Department  of  Health  for  Scotland  

Staff  representatives : 

The  Public  Health  Committee  of  the  British  Medical 
Association  

Total 


5 

5 


1 

2 

1 

1 


1 (observer) 
1 (observer) 


13 

32 


7.  Retirement  of  Members 


(1)  Representatives  shall  retire  from  the  Council  or  from  Committee,  a 
B ,lX  ? 0ll  cfaslns  10  1,0  makers  °f  or  to  hold  office  under 
authority,  body,  organisation  or  department  by  which  they  We 


(ti)  The  members  of  the  Council  and  of  Committees  A,  B and  C sh-ill  „*• 
on  the  thirty-first  day  of  July  of  each  year  and shal  be  eligible  ' fo* 
re-appointment  Casual  vacancies  shall  be  filled  by  the  original  “an^T 

iufrentdM:°h  8,18,1  8pp°in‘  “ 


8.  Additional  Members 


(i)  The  Council  may  appoint  on  any  of  its  Committees  other  it,., r~, 
mittees  A,  B or  C,  additional  members  bein7rcprc«ntati7es  if  o«aS' 
stations  having  a special  interest  in  a particular  matter,  or  persons8  not 

CounciremberS  01  th£  C0U'1Cil-  “ «he  WoS  of  the 


00 


serve  only  in  a consultative  ipadty0™  ' C °'0ptcd  memhcrs  sha11 


9.  Chairman 


first^meiSn^held^t^TlTt^^ly^a  chdrmaV W>inl  ^nuaily,  at  the 
shall  be  appointed  altonateiv  from  thl.rnSn  and  v,«-ch“>rman.  The  chairman 
chairman  if  a ^ rewesentadw  ^ “imttScm,ent  iuld  ■'*>«'  Sides.  If  the 

representativeof  the  Staff,  and  vricehvcrsa.n‘lgemcnt’  the  Vlcc'chillrmil“  shall  be  a 


10.  Secretaries  and  other  Officers 


such  other  OffiLrsdasCtfe™ormcif ’or  Comm'tf1’8'1  app“I?t.J°int  Sct're4aries  and 
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11.  Quorum 

(i)  A quorum  o£  the  Council  and  of  Committees  A,  B and  C shall  consist 

of  not  less  than  one  third  of  the  members  entitled  to  be  present  on 
each  side.  In  the  absence  of  a quorum  the  chairman  shall  vacate  the 
chair,  and  the  business  remaining  to  be  considered  shall  be  the  first 
business  to  be  discussed  at  the  next  meeting,  being  either  an  ordinary 
meeting  or  a special  meeting  convened  under  Clause  13. 

(ii)  The  quorum  of  any  other  Committee  of  the  Council  shall,  subject  to 
any  directions  given  by  the  Council,  bo  determined  by  the  Committee. 

(iii)  The  proceedings  of  the  Council  or  a Committee  of  the  Council  shall 
not  be  invalidated  by  any  vacancy  in  their  number  or  by  any  defect  in 
(he  appointment  of  any  member. 

12.  Deputies 

Where  a member  of  the  Council  or  a Committee  of  the  Council  is  unable  to 
attend  any  meeting,  the  body  responsible  for  his  appointment  may  send  a deputy. 

A deputy  shall  have  the  right  to  speak  and  to  vote  as  if  he  were  a substantive 
member. 

13.  Meetings 

Meetings  of  the  Council  and  of  Committees  A,  B and  C shall  be  held  as 
often  as  required.  The  chairman  of  the  Council  or  of  Committees  A,  B or  C may, 
and  upon  a requisition  from  one  third  of  either  side  shall,  call  a special  meeting 
of  the  Council  or  Committee.  The  requisition  and  also  the  notice  summoning  the 
meeting  shall  state  the  nature  of  the  business  proposed  to  be  transacted,  and  a 
requisitioned  meeting  shall  take  place  within  21  days  after  the  receipt  of  the 
requisition  by  the  chairman.  No  business  shall  be  transacted  at  any  special 
meeting  other  than  that  specified  in  the  notice  summoning  the  meeting. 

If  a special  meeting  is  called  and  the  business  cannot  be  transacted  owing  to 
the  absence  of  a quorum,  the  chairman  may  convene  another  special  meeting. 

14.  Decisions 

(i)  Decisions  of  the  Council  and  of  Committees  of  the  Council  shall  be 

reached  by  the  concurrence  of  both  sides.  The  decisions  of  Committees 
A,  B anti  C shall  not  require  the  approval  of  the  Council.  The  decisions 
of  any  other  Committee  shall  require  the  approval  of  the  Council  unless 
power  to  decide  has  been  formally  delegated  to  that  Committee  by  the 
Council. 

(ii)  The  decisions  of  the  Council  and  of  Committees  A,  B and  C shall  be 
transmitted  to  the  Minister  of  Health,  the  Secretary  of  State  for  Scot- 
land, and  the  local  authorities  concerned. 

15.  Arbitration 

Every  ellort  shall  he  made  to  accommodate  differences  of  opinion  between 
the  two  sides  of  the  Council  or  of  Committees  A,  B and  C,  as  the  case  may  be, 
in  order  to  reach  an  agreed  decision.  Where  it  is  impossible  to  accomplish  this, 
it  shall  be  open  to  the  Management  or  the  Staff  organisations  concerned  to  seek 
arbitration  in  accordance  with  the  terms  of  an  arbitration  agreement  to  be  deter- 
mined by  the  General  Council. 

16.  Finance 

The  cost  of  any  activity  undertaken  by  the  Council  or  by  a Committee  of  the 
Council  shall  he  divided  equally  between  the  Management  and  Staff  Sides,  unless 
otherwise  determined  by  the  Council  or,  in  the  case  of  Committees  A,  B and 
C,  by  the  Committee. 

17.  Minutes 

Minutes  agreed  by  the  Joint  Secretaries  shall  be  made  for  each  Council  or 
Committee  meeting.  The  minutes  of  meetings  of  the  Council  and  the  decisions 
of  Committees  A,  B and  C shall  be  circulated  to  each  member  of  the  Council, 
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to  the  Secretaries  of  each  other  functional  Council,  and  to  every  member  of  the 
General  Council.  The  minutes  of  each  committee  meeting  shall  be  circulated  to 
each  member  of  the  Committee  and  to  each  member  of  the  Council. 

18.  Amendment  of  Constitution 

The  Constitution  of  the  Council  may  be  varied  at  any  meeting  of  the  Council 
provided  that  notice  of  the  terms  of  the  proposed  amendment  has  been  circulated 
to  each  member  of  the  Council  at  least  28  days  before  the  meeting,  and  subject 
to  the  consent  of  the  General  Council  in  regard  to  any  amendment  modifying 
the  provisions  of  the  Main  Constitution  of  the  Whitley  Councils  for  the  Health 
Services  (Great  Britain). 

19.  Interpretation 

Nothing  in  this  constitution  shall  be  interpreted  as  over-riding  any  provisions 
which  may  be  adopted  in  the  Main  Constitution  of  the  Whitley  Councils  for 
the  Health  services  (Great  Britain). 

(This  constitution  was  adopted  at  a meeting  of  the  Medical  Whitley  Council 
held  on  26th  January,  1950.)  u 


APPENDIX  D 

Extract  from  the  Supplement  to  the  British  Medical  Journal  of 
Saturday,  10th  April,  1954 

REMUNERATION  OF  HOSPITAL  'MEDICAL  STAFF 
Statement  by  Sir  Russell  Brain,  Chairman  of  Staff  Side  of  Committee  “ B ” 
of  the  Medical  Whitley  Council 

New  Increases  Agreed 

Committee  “ B ” of  the  Medical  Whitley  Council  has  reached  agreement  on 
increases  in  the  rates  of  pay  of  hospital  medical  staff  which  have  been  in  operation 
since  1948. 

The  agreement,  which  has  effect  from  1st  April,  includes  the  following 
provisions : — 

(i)  The  basic  scale  for  consultants  is  to  be  £2,100,  rising  by  annual  increments 

of  £125  to  £3,100.  This  new  scale  gives  an  increase  over  the  1948  scale 
of  £400  at  the  minimum  and  of  £350  at  the  maximum. 

(ii)  The  new  basic  scale  applies  to  consultants  with  C distinction  awards 
who  therefore  obtain  the  same  increase  as  consultants  without  distinction 
awards. 

(iii)  The  increases  for  consultants  with  B and  A distinction  awards  are 
however,  limited  to  £150  and  £50  respectively. 

(iv)  The  basic  scale  for  senior  hospital  medical  officers  is  to  be  £1  500 

aim,ual  “cements  of  £50  to  £1,950,  an  increase  of  £200  over 
the  1948  scale. 

(v)  Senior  registrars  will  receive  £1,100,  £1,200,  £1,300,  or  £1,400,  according 
to  their  year  of  service,  an  increase  of  £100  over  the  1948  rates  ■ 

(vi)  Registrars  will  receive  £850  or  £965,  according  to  their  year  of  service 
an  increase  of  £75  over  the  1948  rates. 

(vii)  Junior  hospital  medical  officers  will  receive  a scale  of  £775  rising  hv 
“air1  increment  of  £50  to  f1’075'  an  Crease  of  £75  over ’their  1948 

(viii)194S!™laryUSe  °ffiCerS  Wil1  receive  f745,  an  increase  of  f7*  over  their 

(ix)  House  officers  are  to  receive  an  annual  rate  of  £425  for  the  first  £475 
i°r  *c  second,  and  £525  for  the  third  and  subsequent  posts,  an  increase 
of  £75  over  the  1948  rates,  but  the  annual  charge  made  to  them  for 
residence  is  to  be  mcreased  by  £25. 
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(x)  A maximum  of  three-quarters  of  a session  is  to  be  placed  on  the 
weighting  that  part-time  consultants  and  senior  hospital  medical  officers 
are  allowed  when  their  salaries  are  calculated.  This  replaces  the  present 
maximum  weighting  of  one  and  one-quarter  sessions. 

(xi)  There  is  a protection  against  any  individual  losing  pay  on  the  coming 
into  operation  of  the  new  agreement. 

The  details  of  the  new  arrangements  are  being  worked  out  by  the  two  sides 
■of  Committee  “B”,  and  the  full  agreement  will  be  transmitted  to  the  Minister 
■of  Health  and  the  Secretary  of  State  for  Scotland  as  soon  as  it  is  ready. 

These  increases  are  the  final  outcome  of  lengthy  negotiations,  and  should  be 
judged  in  the  light  of  the  following  background  and  history  of  events. 

History 

Before  the  introduction  of  the  National  Health  Service  it  was  agreed  that 
the  range  of  remuneration  for  both  general  practitioners  and  consultants  in  that 
Service  should  be  determined  by  two  interdepartmental  committees,  both  under 
■the  chairmanship  of  Sir  Will  Spens.  The  Minister  of  Health  and  Secretary  of 
State  for  Scotland  on  the  one  hand,  and  the  profession  on  the  other,  agreed 
to  accept  the  recommendations  of  these  committees,  which  became  in  effect 
the  basis  on  which  professional  income  in  the  National  Health  Service  was  fixed. 

The  recommendations  of  the  Spens  Committees  were  framed  in  terms  of  the 
1939  value  of  money,  and  both  committees  explicitly  stated  that  they  left  it 
to  others  to  make  the  necessary  adjustment  to  present-day  values,  such  adjustment 
to  have  regard  not  only  to  changes  in  the  value  of  money,  but  to  increases  in 
income  which  had  in  fact  taken  place  in  other  professions  since  1939  ”.  The 
Consultant  Spens  Committee  went  further  and  stated  that  the  adjustment  should 
have  regard  to  changes  in  income  in  other  branches  of  the  medical  profession. 

The  Consultant  Spens  Report  was  not  published  until  May,  1948,  and  when 
the  National  Health  Service  was  introduced,  in  July  of  that  year  hospital  staff 
entered  the  new  Service  on  interim  terms,  relying  on  the  assurance  that  the 
Minister  had  accepted  the  findings  of  the  Spens  Committee  and  would  incorporate 
then  in  the  new  terms  of  service. 

Subsequently  the  Government  submitted  the  draft  terms  of  service  for 
hospital  staff,  which,  although  following  the  recommendations  of  the  Consultant 
Spens  Committee,  applied  to  them  the  same  betterment  factor  as  was  given 
to  general  practitioners  (20  per  cent).  Th'is  betterment  factor  of  20  per  cent  was 
not  accepted  by  the  profession  as  being  an  adequate  or  realistic  adjustment  of 
the  1939  figures  to  post-war  conditions,  and  as  early  as  January,  1949,  a 
deputation  from  the  Joint  Consultants  Committee  and  the  General  Medical 
■Services  Committee  made  joint  representations  to  the  Ministry  on  the  subject. 
The  Ministry’s  attitude  at  that  time  was  wholly  influenced  by  the  White  Paper 
on  National  Expenditure,  and  it  declined  to  make  any  upward  adjustment  to 
the  betterment  factor. 

In  July,  1949,  following  discussions  on  the  terms  and  conditions  of  service 
for  hospital  medical  staff,  the  Joint  Committee  received  certain  assurances  from 
the  Ministry,  among  which  were  the  following:  — 

1 . That  no.  changes  would  be  made  in  the  terms  and  conditions  of  service 

without  discussions  in  the  appropriate  part  of  the  Whitley  machinery  ; ■ 

2.  That  remuneration  was  regarded  as  a subject  suitable  for  arbitration  ; and 

‘3.  That  save  in  exceptional  circumstances,  and  after  the  conciliation 

machinery  of  Whitley  had  been  exhausted,  issues  of  remuneration 
remaining  in  dispute  would  go  either  to  arbitration  or  for  inquiry  and 
report  by  a committee. 

Thereupon  the  Joint  Committee  advised  hospital  staff  to  accept  permanent 
contracts  on  the  basis  of  the  terms  and  conditions  of  service  then  offered. 

Meariwhile  there  was  growing  unrest  amongst  general  practitioners  about  the 
■inadequacy  of  the  capitation  fee,  and  after  prolonged  negotiations  the  Ministry 
in  October,  1951,  agreed  to  refer  the  question  of  the  size  of  the  Central  Pool 
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to  arbitration,  on  the  understanding  that  whatever  the  result  of  the  arbitration 
might  be  no  additional  moneys  would  be  paid  unless  agreement  was  reached 
upon  a redistribution  of  the  Central  Pool.  reached 

„ danckwerts  was  appointed  adjudicator,  and  his  award  was 

published  in  March,  1952.  11  was 

A Claim  Submitted 

In  June,  1952— shortly  before  Parliament  approved  the  necessary  Supnlemen 
toy  Estimate  to  implement  the  Danckwerts  award— the  Staff  Side  notified  the 
Management  Side  of  Committee  “B”  of  its  intention  to  submit  a claim  for 
increased  betterment  for  hospital  medical  staff  in  the  light  of  the  Danckwerts 

At  the  outset  of  negotiations,  and  before  detailed  discussion  had  begun  the 
rh^ceUo  °lf * th  ~a£E,  Slde  ^as  directed  to  .the  following  statement  ^y’  the 
Chancellor  of  the  Exchequer  in  the  House  of  Commons  on  2nd  July,  1952  ■ 

“I  want  to  make  it  clear  that  the  terms  of  reference  of  Mr.  Justice  Danckwerts' 
award  were  confined  solely  to  the  question  of  the  remuneration  of  general  practi- 
tioners in  the  National  Health  Service  and  his  award  has  no  wider  application 
In  accepting  the  results  of  the  adjudication,  which  was  of  an  exceptional  nature 
l,L?SV??,mcnt£aJenby  nT°  Ta-ns  ad°Pted  tie  that  similar  adjustments  in' 
other  fields  should  follow.  In  their  view  there  is  no  justification  for  any  assumn 
tion  that  the  appropriate  standard  of  remuneration  for  the  professional  classes  is 

shnnM°L  ffc?  “ J939-  They  consider  that  remuneration 

should  be  determined  in  the  light  of  all  relevant  circumstances.” 

Thef,Staff  Side  was  left  in  no  uncertainty  as  to  the  Government’s  policy  in 
the  matter,  and  the  attitude  of  the  Management  Side.  It  was  quite  clear  tlto  £ 
no  circumstances  could  a claim  .be  considered  for  hospital  staff  based  on  the 

toTrbteation<Wflrd’  C°UW  be  any  aSre6ment  t0  submit  any  such  claim 
Legal  Advice  Sought 

F rl™!S  *51 Staff  ,Slde  decided  to  take  legal  advice  and  consulted  Mr. 
F.  Grant,  Q.C.,  who  had  presented  the  general  practitioners’  claim  at  the 
Danckwerts  adjudication.  Amongst  other  things  Mr.  Grant  was  asked  whether 
there  were  arguments  to  support  a legal  claim  that  the  Minister’s  promise  to 
™?'e“ent  *e,  recommendations  of  the  Spens  Committee  was  implicit  in  the 
consultants  had  accepted  with  hospital  boards.  After  studySg  all 
ffie  available  files  records  of  past  meetings  with  the  Ministry,  and  other  relevant 
documents,  Mr.  Grant  reached  the  conclusion  that  the  Staff  Side  had  no  claim, 
which  was  enforceable  at  law.  He  did  not  think  that  it  could  he  argued  that 
RnmF,ntd6rtaklng  b.y  Muustry  to  implement  the  terms  of  Consultant  Spots 
Report  was  a part  of  the  contract  on  which  consultants  entered  the  Service  But 
contract  lt,cou.ld  b®  f argued  the  Minister  could  claim  .that  the  terms  of  the 
contract  also  included  an  agreement  between  the  Minister  and  the  consultants’ 
iqpraentatiTOs  that  a dispute  about  outstanding  matters  concerning  the  terms  and 
Semce  Sh0Uld  be  referred  either  to  ”bitrati0“  or  to  a commitiee 

.*?  Jiew.°i  the  Government’s  known  attitude  towards  arbitration,  Mr  Grant 
pointed  out  that  if  negotiations  broke  down  in  Whitley  the  Minister’ couid  fulfil 
by  referring  all  aspects  of  consultant  remuneration^  to  a SS 
1&T«  ?SultS  of  to  mq'Uity  could  not  be  foreseen,  hut  one S 
was  that  .the  findmgs  could  in  effect  replace  the  Spens  Report  as  the  basis  8nf 
consultant  remuneration  for  the  future.  p as  tne  oasis  of 

Basis  of  Claim 

During  the  course  of  negotiations  it  became  clear  that  while  there  was  rm 
question  of  departing  from  the  Chancellor’s  statement  on  the  annlicati™ 
Danckwerts  award,  there  seemed  to  be  a realisation  that  the  Sw  t,.£  the 
general  practitioner  and  consultant  remuneration  had  been  disturbed  .that  this, 
factor  alone  might  have  an  adverse  effect  on  the  future  recruitment  of  hosptol 
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staff  and  that  a claim  based  on  such  considerations  might  well  form  a basis  for 
discussion  and  possibly  agreement.  Thus  the  Staff  Side  was  faced  with  two  alter- 
natives : either,  despite  the  Chancellor’s  statement,  to  press  its  claim  for  a strict 
application  of  the  Danckiwerts  betterment,  or  to  examine  the  increases  which 
general  practitioners  had  in  fact  received  as  a result  of  the  Danckwerts  award, 
and  to  see  how  far  these  had  disturbed  the  balance  of  remuneration. 

After  very  careful  consideration  the  Staff  Side  reached  the  conclusion  that  it 
had  very  little  choice  in  the  matter.  The  Government,  it  was  clear,  had  no 
intention  of  departing  from  the  Chancellor’s  statement  and  the  profession  in  spite 
of  continuous  pressure  has  still  been  denied  the  right  of  unilateral  arbitration. 
Again,  because  of  the  different  methods  of  remuneration  in  general  practice  and 
consultant  practice,  a straightforward  application  of  the  Danckwerts  “ betterment  ” 
of  100  per  cent  to  the  “ Spens  salaries  ” would  have  meant  that  a consultant  aged 
32  would  start  at  £3,000  per  annum  and  rise  automatically  to  £5,000.  Again,  a 
consultant  holding  an  A merit  award  would  receive  £10,000.  Apart  from  the  fact 
that  a claim  of  this  magnitude  would  have  been  totally  unacceptable  to  the 
Management  Side  .the  effect  would  be  again  to  upset  the  balance  of  remuneration 
between  the  two  .branches  of  the  profession. 

There  were  also  the  inescapable  facts  that  the  Government  acceptance  of 
■the  Danckiwerts  award  had  been  conditional  upon  an  agreed  redistribution  of 
general  practitioner  income,  and  that  the  effect  of  the  award,  coupled  with  the 
redistribution  scheme,  had  not  been  to  increase  the  remuneration  of  individual 
general  practitioners  by  100  per  cent.  For  all  these  reasons  the  Staff  Side 
considered  that  the  only  practicable  course  was  to  examine  .the  effects  of  the 
Danckwerts  award  in  the  general  practitioner  field  and  to  relate  them  to  the 
position  of  hospital  staffs. 

It  accordingly  looked  at  the  percentage  increases  of  remuneration  received  by 
general  practitioners  with  varying  sized  lists,  in  order  to  compare  them— so  far  as 
it  was  possible  to  do  so— with  hospital  staff  at  different  levels  on  the  salary 
scales.  Of  necessity  the  comparison  could  not  be  precise  because  of  the  funda- 
mental differences  in  the  two  methods  of  remuneration. 

In  the  general  practitioner  field  the  effect  of  Danckwerts  had  been  that  the 
most  financially  successful  general  practitioners,  with  the  largest  lists,  gained 
virtually  no  increase  of  income  ; again,  at  the  other  end  of  the  scale  practitioners 
with  very  small  lists  received  only  a small  percentage  increase.  Practitioners  with 
medium-sized  lists,  on  the  other  hand,  received  the  greatest  benefit  from  the  award. 

It  proved  far  from  easy  to  translate  the  comparison  into  salary  increases  for 
hospital  staff.  The  Staff  Side  felt,  however,  that,  as  in  the  case  of  general  practi- 
tioners, if  recruitment  to  the  hospital  service  was  not  to  be  affected  the  major 
benefit’  must  be  applied  to  the  basic  consultant  grade  in  which  the  majority  of 
hospital  staff  would  make  their  permanent  career  rather  than  to  the  highest 
.grades  in  which,  in  any  case,  taxation  would  largely  nullify  the  effect  of  any 
increase,  or  to  the  lower  grades  in  which  most  practitioners  would  not  expect  to 
have  their  permanent  career. 

Whole-time  Consultants 

The  Staff  Side  had  for  some  time  been  pressing  the  Management  Side  to 
review  the  position  of  whole-time  consultants  in  the  light  of  the  recommendation 
of  the  Spens  Committee  that,  in  addition  to  their  salary,  consultants  should 
receive  allowances  to  cover  the  expenses  reasonably  incurred  by  them  in  connexion 
with  their  duties  (e.g.,  car,  telephone,  membership  of  learned  societies,  and  pur- 
chase of  necessary  textbooks).  Few  of  these  expenses  had  been  met  under  the 
terms  and  conditions  of  service,  and  none  of  them  adequately,  and  it  was  the 
intention  of  the  Staff  Side  that  in  the  claim  for  increased  remuneration  the 
opportunity  should  be  taken  of  meeting  .the  just  grievances  of  the  whole-time 
consultant, 

The  solution  proposed  to  the  Staff  Side  for  meeting  the  whole-time  consultant’s 
difficulties  iwas  that  as  part-time  consultants  and  S.H.M.O.s  were  enjoying 
disproportionate  advantages  in  the  calculation  of  their  salaries  the  weighting  of 
sessions  should  be  entirely  abandoned,  all  future  part-time  consultants  and 
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S.H.M.O.s  and  existing  part-time  men  on  promotion  to  a higher  scale  beina  nairl 
unweighted  elevenths  of  the  full-time  scale.  S P 

Apart  from  the  fact  that  a proposal  of  this  nature  would  not  result  in  any 
addition  to  the  whole-time  scale,  but  merely  a relative  advantage  at  the  expense 
of  his  part-time  colleagues,  the  Staff  Side  felt  that  it  would  involve  an  abandon- 
ment of  one  of  the  vital  principles  of  the  Spens  Report  to  which  it  could  in  no 
circumstances  agree.  After  a very  long  discussion,  the  Staff  Side  agreed  that  a 
case  had  been  made  for  modifying  the  Spens  weighting  which  at  5 and  6 sessions 
rises  to  1J  elevenths,  and  that  a ceiling  of  t eleventh  for  weighting  should  in 
future  be  applied.  Existing  hospital  officers  would,  however,  be  fully  protected 
against  any  loss  of  salary. 

Pressure  will  continue  to  be  exerted  on  the  Management  Side  to  improve  the 
allowances  for  whole-time  consultants. 


The  Spens  Report 

The  Staff  Side  is  satisfied  that  the  settlement  it  has  achieved  does  in  fact 
restore  the  balance  between  consultant  and  general-practitioner  remuneration 
which  was  upset  by  the  Danckwerts  award.  The  differential  increases  now  to  be 
enjoyed  by  members  of  hospital  staff  are  a result  of  a new  system  of  distribution 
and  are  no  more  a departure  from  the  Consultant  Spens  Report  than  were  the 
differential  increases  enjoyed  by  general  practitioners  as  a result  of  their  new. 
distribution  scheme  a departure  from  .the  General  Practitioner  Spens  Report.  In  the 
face  of  strong  pressure  to  have  it  abolished  the  principle  of  weighting  for  part- 
time  consultants  has  been  retained.  The  small  modification  agreed  is  but  a part 
of  .the  general  redistribution  of  incomes. 

The  Staff  Side  is  therefore  satisfied  that  the  agreement  it  has  made  with  the 
Management  Side  in  no  way  weakens  the  Spens  Report  as  the  basis  of  consultant 
remuneration.  In  its  view  Spens  remains  the  yardstick  of  consultant  remuneration 
and  either  Side  of  Committee  “ B ” is  free  to  seek  future  adjustments  in  any 
grade,  if  experience  shows  that  the  present  settlement  is  working  unfairly. 


Consultation  with  the  Profession 

The  Staff  Side  confidently  hopes  that  hospital  staffs  will  regard  these  increases 
as  satisfactory.  Consultants  and  other  members  of  hospital  staffs  are  however 
entitled  to  know  why  it  was  not  found  possible  to  consult  them  upon  the  outcome 
of  the  negotiations  before  agreement  was  reached.  This  is  a difficulty  which  must 
always  be  faced  when  major  issues  are  at  stake.  It  is  implicit  in  the  Whitlev 
machinery  that  representatives  of  both  Sides  have  authority  to  negotiate  and 
eventually  to  reach  agreement.  Failure  to  reach  a settlement  in  Whitley  without 
reference  to  the  profession  would  undoubtedly  have  led  to  the  appointment  of  a 
committee  of  inquiry  into  the  question  of  hospital  staff  remuneration  in  all  its 
aspects.  This  would  have  delayed  a settlement  for  a very  long  time  and  would 
not  necessarily  have  led  to  a final  agreement  better  .than  the  one  now  reached. 
Moreover,  the  Staff  Side  was  told  that,  as  an  inquiry  would  probably  follow  anv 
breakdown  in  negotiations,  it  was  impossible  for  the  proposed  .terms  of  a settle- 
ment .to  be  made  public,  because,  if  they  were  rejected,  the  position  of  one  or 
other  party  to  the  inquiry  would  be  severely  prejudiced. 

Full  consultation  with  .the  profession  even  had  it  been  possible  would  therefore 
have  meant  interminable  delays  and  possibly  a hardening  of  the  Government’s 
views.  Again  the  Staff  Side  was  informed  that  one  of  the  bodies  represented 
upon  it,  the  Central  Consultants  and  Specialists  Committee  of  the  British  Medical 
Association,  had  m July,  1953,  passed  the  following  resoluton : 

That  the  Central  Consultants  and  Specialists  Committee  expresses  its 
appreciation  of  the  efforts  of  the  Staff  Side  of  Committee  “ B ”,  and  of  the 
Central  Committee  s representatives  on  the  Staff  Side,  in  the  matter  of  the 
remuneration  of  hospital  medical  staffs,  and  gives  such  representatives 
lull  authority  to  agree,  should  they  think  fit,  to  such  terms  as  the  Staff 
Side  can  obtain ; provided  always  that  the  principles  embodied  in  the  Report 
ot  the  Consultant  Spens  Committee  are  maintained,  and  that  the  Committee’s 
representatives  will  act  without  further  reference  to  this  Committee  onlv  in 
case  of  necessity.  ■ 
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The  Staff  Side,  being  satisfied  that  its  negotiations  had  safeguarded  Spens 
lid  knowing  that  it  could  not  refer  the  terms  of  the  settlement  -to  its  constituent 
bodies  none  the  less  feels  confident  that  the  profession  will  agree  that  it  -took 
the  right  course  in  reaching  agreement  on  the  new  increases.  It  realises  that 
hospital  staffs  will  be  disappointed  to  find  the  increases  in  remuneration  are  not 
retrospective,  but  the  Staff  Side  was  convinced  that  insistence  on  retrospective 
application  would  have  -led  -to  a complete  breakdown  in  negotiations. 

The  Staff  Side’s  task  over  the  past  18  months  has  been  far  from  easy.  It  has 
had  to  press  its  claim  during  a period  of  national  retrenchment  and  in  the 
face  of  the  Government’s  declared  policy  on  the  implications  of  the  Danckwer-ts 
award.  Only  experience  can  show  how  far  the  increases  obtained  will  improve 
recruitment  in  the  hospital  field,  but  in  all  the  circumstances  -the  Staff  Side  is 
satisfied  that  hospital  staffs  will  welcome  them  as  a reasonable  adjustment  to  the 
position  as  it  exists  today. 
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APPENDIX  F 

MEDICAL  SUPERINTENDENTS  IN  ENGLAND  AND  WALES 


1.  Medical  Superintendents  graded  as  Consultants  or  Senior  Hospital  Medical 
Officers  who  are  normally  engaged  for  at  least  32  hours  per  week  in  clinical  work 
are  remunerated  as  if  the  whole  of  their  duties  were  clinical. 


2.  The  salaries  of  whole-time  Medical  Superintendents  engaged  wholly  in 
administrative  duties  are  related  to  the  pointing  system  in  (i)  below  in  the  manner 
indicated  in  (ii)  below. 


(i)  Pointing  System 

(a)  For  each  separate  hospital,  etc.,  with  30  or 

more  beds  

(b)  For  each  separate  hospital,  etc.,  with  beds  but 

with  less  than  30  beds  

(c)  For  each  local  authority  institution  contain- 

ing sick  beds  for  the  care  of  those  patients 
the  Hospital  Management  Committee  is 

responsible  

The  maximum  number  of  points  to  be 
awarded  under  (a),  (b)  and  (c)  together  is 
20  points. 

(d)  For  each  100  beds  (or  part  of  100  exceed- 

ing 50)  in  institutions  for  the  chronic  sick, 
convalescent  homes,  tuberculosis  sanatoria, 
isolation  hospitals  (including  smallpox), 
mental  hospitals  and  mental  deficiency 
institutions,  except  institutions  or  hospitals 
also  containing  accommodation  used  by  a 
local  authority  for  the  purposes  of  the 
National  Assistance  Act  (for  which  see 
( f)  below)  ...  

(e)  For  each  100  beds  (or  part  of  100  exceeding 

50)  in  other  hospitals  (general,  special,  or 
maternity  except  institutions  or  hospitals  also 
containing  accommodation  used  by  a local 
authority  for  the  purposes  of  the  National 
Assistance  Act  (for  which  see  (f)  below)) 

(/)  (i)  Where  part  of  the  accommodation  in  a 
hospital  vested  in  the  Minister  is  used 
by  a local  authority  for  the  purposes 
of  the  National  Assistance  Act — 

For  each  100  sick  beds  (or  part  of 
100  exceeding  50)  


For  each  100  non-sick  beds  (or  part 
of  100  exceeding  50)  

(ii)  Where  a Hospital  Management  Committee 

is  responsible  for  the  maintenance, 
general  servicing  and  lay  administration 
of  a special  school  for  children  attached 
to  a hospital  not  vested  in  the  Minister — 
For  each  100  school  beds  (or  part 
of  100  exceeding  50)  

(iii)  Where  a Hospital  Management  Committee 

is  responsible  for  the  care  of  patients 
in  sick  beds  in  an  institution  which 
belongs  to  a local  authority — 

For  each  100  sick  beds  (or  part  of 

100  exceeding  50)  

For  non-sick  beds  


1 point. 
i point. 


i point. 


2 points. 


3 points. 


2 or  3 points  according 
to  the  type  of  beds 
as  in  (d)  or  (e)  above. 

1 point. 


1 point. 


1 point. 

No  points. 
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(g)  For  each  100  beds  (or  part  of  100  exceeding 
50)  in  reception  centres  (formerly  casual 
wards)  attached  to  a hospital  and  adminis- 
tered by  the  officers  of  the  Hospital  Manage- 
ment Committee  on  behalf  of  the  National 

Assistance  Board  ) point. 

.W  For  each  100  cots  (or  part  of  100  exceeding 
50)  in  maternity  hospitals  or  maternity 

wards  of  general  hospitals  1 point. 

Beds  are  counted  according  to  the  system  current  in  the  period'  concerned 
for  counting  beds  to  determine  the  remuneration  of  Secretaries  of  Hospital 
Management  Committees.  F ' 


(ii)  i Salaries 


saiary  Scaie 

Not  exceeding  10 £1,500  x £50— £1,700 

exceeding  10  but  not  exceeding  20  £1,600  x £50— £1  800 

Exceeding  20  £1,700  x £50— £1^00 

Where  the  total  number  of  beds  in  the  hospital  or  hospitals  for  which 
the  Medical  Superintendent  is  responsible  is  not  more  than  100  he 
receives  a flat  rate  salary  of  £1,350'. 


3.  A wholetime-Medical  Superintendent  whose  duties  are  partly  clinical  and 
partly  administrative  and  who  is  not  covered  by  paragraph  2 above  is  remunerated 
on  the  following  basis : — 

Where  x is  the  number  of  hours  occupied  per  week  in  clinical  duties  he 
receives  • 


-Wi  o£  the  sa,ary  he  would  receive  (under  paragraphs  1-4  of  the  Terms  and 
Conditions  of  Service)  if  his  duties  were  wholly  clinical  plus 

38ja,X  o£  the  salary  he  would  receive  (under  paragraph  3 above)  if  his 
duties  were  wholly  administrative. 


APPENDIX  G 

RULES  FOR  PAYMENT  OF  DISTINCTION  AWARDS  TO  CLINICAL 
TEACHERS 

1.  (a)  Holders  of  whole-time  clinical  posts  in  medical  or  dental  schools  or 
with  the  Medical  Research  Council,  and 
(b)  Teachers  (including  part-time  clinical  professors  or  heads  of  university 
clinical  departments)  who  devote  a large  portion  of  their  time  to 
university  work, 

with  honorary  hospital  appointments  with  the  aporopriate  hospital  in  the  grade 
of  consultant  are  eligible  for  distinction  awards  and  when  given  one  payment  is 
made  on  the  following  basis:  — 

(a)  Whole-time  clinical  teachers  and  research  workers  (excluding  any  who 
are  exceptionally  permitted  to  engage  in  private  practice  and  to  retain 
the  fees  therefrom  or  to  receive  a consolidated  sum  in  return  for  handing 
these  fees  to  their  employer) : — 

If  their  clinical  work  occupies 
on  an  average  the  following 
number  of  hours  per  week 

21  or  more  

17+  or  more  but  less  than  21 


They  should  receive  the  following 
proportion  of  any  distinction 
award  made  to  them 


14  or  more  but  less  than  17+ 

10+  or  more  but  less  than  14 
7 or  more  but  less  than  10+ 

3+  or  more  but  less  than  7"  ... 
an  assessable  amount  of  clinical 
work,  but  less  than  3+  hours 
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The  full  amount 
4/ 5ths 
13/20ths  ■; 


7 / 20ths 


3/30ths 
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(6)  Part-time  clinical  teachers  (and  whole-time  clinical  teachers  who  are 
exceptionally  permitted  to  engage  in  private  practice  and  to,  retain, 
fees  therefrom  or  to  receive  a consolidated  sum  in  return  for  handing 
these  fees  to  their  employer):  — 

These  are  paid  fractions  of  any  awards  made  to  them  on  the  same 
basis  as  part-time  clinicians,  according  to  the  amount  of  time 
spent  on  clinical  work,  subject  to  a maximum  payment  of  9H  It 
of  the  full  amount  of  the  award.  (See  paragraph  41  of  the 
memorandum). 

APPENDIX  H 

OUTLINE  OF  THE  PROVISIONS  COVERING  PAYMENT 
OF  EXPENSES  TO  HOSPITAL  MEDICAL  AND  DENTAL  STAFF 

1 . Travelling  Expenses  and  Mileage  Allowances 

(When  an  officer  travels  by  public  transport  the  actual  cost  of  his  journey  is 
reimbursed ; when  he  uses  his  own  car  he  receives  a mileage  allowance.) 

The  rules  governing  the  payment  of  travelling  expenses  and  mileage  allowances 
for  part-time  and  whole-time  medical  staff  are  different ; whole-time  medical  staff 
are  not  usually  paid  expenses  for  home  to  hospital  journeys  whereas  part-time 
officers  are. 

(a)  Part-Time  Officers 

Travelling  expenses  or  mileage  allowances  are  paid  for  journeys  between 
home  or  consulting  room  (whichever  is  nearer)  and  any  hospital^  provided 
that  no  expenses  are  paid  for  any  journey  or  part  of  a journey  which  would 
have  been  made  by  the  officer  irrespective  of  his  employment  in  the 
Hospital  Service.  Payment  for  journeys  to  and  from  the  hospital  at  which 
the  doctor’s  main  duties  lie  is  limted  to  10  miles  each  way  unless  circum- 
stances warrant  exceptional  treatment. 

(ib)  Whole-Time  Officers 

(i)  Travelling  expenses  are  reimbursed  for  journeys  between  hospitals 

and  for  other  official  journeys  up  to  an  amount  not  exceeding  the 
cost  of  travelling  between  the  main  hospital  and  the  place  visited. 

(ii)  Mileage  allowances  are  not  normally  payable  for  journeys  between 
the  hospital  at  which  the  doctor’s  main  duties  lie  and  his  home.  If, 
however,  the  doctor  has  to  have  his  car  with  him  in  order  to  carry 
oat  his  duties  he  can,  under  certain  circumstances,  claim  a mileage 
allowance  (abated  by  2d.  a mile  if  he  is  not  a season  ticket  holder) 
for  his  journeys  to  and  from  his  main  hospital  subject  to  a maximum 
of  10  miles  each  way.  A mileage  allowance  is  paid  for  journeys 
direct  to  a subsidiary  hospital  subject  to  a maximum  of  what  would 
have  been  payable  had  the  journey  been  via  the  main  hospital.  These 
arrangements  are  the  same  as  those  applying  to  other  hospital  staff. 

Class  of  Travel 

Medical  staff  down  to  and  including  registrars  are  entitled  to  first  class 
travel,  and  senior  house  officers  and  house  officers  to  second  class  travel. 

Rates  of  Mileage  Allowances 

The  rates  are  the  same  as  for  all  other  hospital  staff.  They  are  as  follows:  — 

For  cars  up  to  and  including  10  h.p. 

7fd.  per  mile  for  the  first  2,000  miles  per  year. 

6d.  per  mile  for  2,001-7,000  miles  per  year. 

4Jd.  per  mile  thereafter. 

Cars  over  10  h.p. 

9Jd.  per  mile  for  the  first  2,000  miles  per  y.ear. 

7|d.  per  mile  for  2,001-7,000  miles  per  year. 

S^d.  per  mile  thereafter. 
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These  rates  do  not  apply  if  an  officer  uses  his  own  car  in  circumstances  where 
travel  hy  public  service  would  be  appropriate.  For  such  journeys  a mileage 
allowance  at  the  rate  of  2d.  per  mile  is  paid  irrespective  of  the  type  of  vehicle  * 

2.  Subsistence  Allowances 

Medical  officers  are  entitled  to  subsistence  allowances  when  absent  on  official 
business  for  more  than  five  hours  from  their  normal  place  of  work.  The  rates  of 

payment  are  the  same  as  those  for  other  hospital  staff  ; they  are : — 

For  officers  in  receipt  of  a salary  of  £925  per  annum  or  more : — 

Absences  for  more  than  5 hours — 5s.  Od. 

Absences  for  more  than  8 hours — 1 Is.  3d. 

Overnight  absences — 45s.  per  night  for  the  first  7 nights  at  one  place  and 
36s.  per  night  for  the  next  21  nights  there. 

Officers  in  receipt  of  a salary  of  less  than  £925  per  annum : — 

Absences  for  more  than  5 hours — 4s.  Od. 

Absences  for  more  than  8 hours — 9 s.  Od. 

Overnight  absences — 36s.  per  night  for  the  first  7 nights  at  one  place  and 
29s.  per  night  for  the  next  21  nights  there. 

If  the  absence  is  at  another  hospital,  these  allowances  may  be  modified  or 
none  be  payable  according  to  the  circumstances. 

The  higher  rate  is  paid  after  10  hours’  absence  to  those  officers,  including 
doctors,  who  work  regularly  away  from  their  headquarters. 

3.  Postage  and  Telephones 

Any  expenditure  necessarily  incurred  by  an  officer  on  postage  and  telephone 
calls  in  connection  with  his  duties  in  the  hospital  service  is  reimbursed. 

It  is  assumed  that  normally  a doctor  will  have  a telephone,  but  if  he  does  not 
and  it  is  essential  for  the  efficiency  of  the  hospital  service  that  he  should  be  on 
call  outside  the  normal  hours  of  duty  and  the  telephone  is  the  only  practical 
method  of  communicating  with  him,  the  cost  of  installation  and  the  rental  of  a 
telephone  at  his  home  may  be  paid  if  his  salary  does  not  exceed  £925  per  annum. 
This  arrangement  applies  to  other  staff  besides  doctors. 

Alternatively,  in  the  same  circumstances,  if  the  officer’s  residence  or  quarters 
are  near  to  the  hospital  the  installation  and  rental  of  an  extension  telephone 
from  the  hospital  switchboard  can  be  borne  by  the  Board.  There  is  no  salary 
limit  to  this  arrangement  which  also  applies  to  everyone  in  the  hospital  service. 

4.  Expenses  incurred  in  attending  interviews  for  appointment 

Any  doctor  already  in  any  'branch  of  the  Health  Service  who  applies  for 
another  post  in  the  Service  is  entitled  to  receive  travelling  and  subsistence 
allowances  appropriate  to  his  existing  salary  in  respect  of  expenses  incurred  in 
attending  for  an  interview  in  connection  with  his  application  unless  he  refuses 
to  accept  the  appointment  as  advertised. 

5.  Dentists 

The  foregoing  provisions  also  apply  to  hospital  dental  staff. 


APPENDIX  I 


OUTLINE  OF  THE  PROVISIONS  RELATING  TO  ANNUAL  SICK 
STUDY  AND  SPECIAL  LEAVE  OF  HOSPITAL  MEDICAL  AND  ’ 
DENTAL  STAFF 


1.  Annual  Leave 


(a)  All  hospital  medical  and  dental  staff  with  the  exception  of  house  officers 
and  locums  are  entitled  to  annual  leave  at  the  rate  of  either  four  or  six 
per  year  dePendinS  “POD  their  annual  salary.  Those  receiving 
£1,050  or  more  per  annum  are  entitled  to  six  weeks’  leave  while  those 
earning  less  are  entitled  to  four  weeks.  The  leave  allowance  of  part-time 
officers  is  based  not  on  their  actual  salaries  but  on  the  whole-time 
equivalent. 
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( b ) House  officers  are  entitled  to  two  weeks’  leave  in  respect  of  each  six 
months’  appointment  held. 

(c)  Locum  tenens.  Practitioners  acting  as  locums  in  the  grades  of  Senior 

Registrar  and  above  are  entitled  to  three  weeks’  leave  per  six  calendar 
months  of  continuous  locum  service  and  practitioners  acting  as  locums 
in  other  grades  are  entitled  to  two  weeks  per  six  calendar  months.  No 
leave  can  be  taken  unless  the  practitioner  has  completed  at  least  six 
months’  continuous  locum  service  for  one  or  more  Boards. 

(d)  In  addition  to  their  annual  leave  officers  are  allowed  statutory  and  other 
national  holidays  (or  days  in  lieu). 

2.  Sick  Leave 

Officers  absent  from  their  duty  owing  to  illness  are  entitled  to  receive  an 
allowance  in  accordance  with  the  following  scale : — 

During  the  first  year  of  service : 

One  month’s  full  pay  and  (after  completing  four  months’  service)  two 
months’  half  pay. 

During  the  second  year  of  service : 

Two  months’  full  pay  and  two  months’  half  pay. 

During  the  third  year  of  service : 

Three  months’  full  pay  and  three  months’  half  pay. 

During  the  fourth  to  sixth  years  of  service : 

Four  months’  full  pay  and  four  months’  half  pay. 

During  the  seventh  to  tenth  years  of  service : 

Five  months’  full  pay  and  five  months’  half  pay. 

After  completing  ten  years  of  service : 

Six  months’  full  pay  and  six  months’  half  pay. 

Boards  have  discretion  to  extend  the  application  of  the  scale  of  allowances  in 
exceptional  cases. 

3.  Study  leave  may  be  granted  for  the  purpose  of  study,  research,  teaching, 
examining,  taking  examinations,  visiting  clinics  or  attending  meetings  or  con- 
ferences of  a wholly  scientific  or  clinical  character.  During  study  leave  an  officer 
must  not  undertake  remunerative  work  without  the  permission  of  the  authority 
granting  such  leave. 

Boards  may  grant  up  to  thirteen  weeks’  leave  with  or  without  pay  subject 
where  leave  with  pay  is  granted,  to  half  the  period  in  excess  of  three  weeks  being 
counted  against  the  officer’s  annual  leave  allowance.  For  this  purpose  an  officer 
may  be  allowed  to  carry  forward  annual  leave  not  exceeding  three  weeks  from  the 
preceding  leave  year.  Expenses  may  also  be  paid  at  the  Board’s  discretion  for 
periods  of  up  to  thirteen  weeks. 

For  periods  exceeding  thirteen  weeks  Boards  may  allow  leave  without  pay 
and  expenses  but  if  leave  with  pay  either  with  or  without  expenses,  is  to  be 
granted  the  Board  must  obtain  the  Ministry’s  permission. 

No  expenses  may  be  paid  however  where  the  leave  is  for  the  purpose  of 
sitting  for  an  examination. 

Only  one  period  of  paid  study  leave  is  normally  granted  to  any  officer  in  one 
leave  year. 

4.  Compassionate  leave  with  pay  of  up  to  three  days  in  normal  circumstances 
and  up  to  six  days  in  cases  of  special  hardship  may  be  granted  at  the  discretion 
of  employing  authorities  in  cases  of  urgent  domestic  distress. 

5.  Special  leave  with  or  without  pay  may  be  granted  by  employing  authorities 
to  medical  staff  as  with  other  hospital  staff.  Examples  of  circumstances  in  which 
such  leave  may  be  granted,  are  when  an  officer  is  attending  Whitley  Council 
meetings  or  taking  part  in  local  government  activities  or  attending  for  interview 
for  another  appointment. 

6 Maternity  Leave.  Married  women  doctors  and  dentists  who  are  normally  entitled 
to  sick  leave  are  also  entitled  like  other  hospital  staff  to  maternity  leave  when 
they  have  completed  twelve  months’  continuous  service,  provided  they  intend  to 
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continue  in  the  service  of  the  employing  authority  for  at  least  three  months  after 
taking  maternity  leave.  Officers  who  do  not  qualify  for  maternity  leave  may  be 
granted  leave  without  pay  for  the  confinement  and  leave  without  pay  may  also  be 
allowed  in  excess  of  the  specified  period  for  officers  entitled  to  normal  maternity 
leave.  ’ 

The  normal  entitlement  of  maternity  leave  is  eighteen  weeks.  The  first  four 
weeks  of  absence  is  on  full  pay  subject  to  the  deduction  of  maternity  allowance 
and  any  dependant’s  allowance  payable  under  the  maternity  benefit  scheme  and 
for  the  remaining  fourteen  weeks  on  half  pay  so  long  as  the  total  of  half  pay  and 
maternity  and  other  weekly  allowances  does  not  exceed  full  pay. 


APPENDIX  J 

Extract  from  the  Report  of  the  Committee  of  Enquiry  into  the  Cost  of 
the  National  Health  Service 

WHOLE-TIME  AND  PART-TIME  CONSULTANT  APPOINTMENTS 
398.  A good  deal  of  criticism  has  been  voiced — both  in  the  evidence  to  this 
Committee  and  elsewhere — about  the  disparity  between  the  financial  inducements 
offered  under  the  present  terms  and  conditions  of  service  for  part-time  consultant 
appointments  in  the  hospital  service,  as  compared  with  the  basic  whole-time 
rates.  In  particular,  we  have  been  told  that  the  scales  are  weighted  in  favqur  of 
the  part-time  consultant  by 

(a)  the  inclusion  of  travelling  time  (up  to  a maximum  of  \ hour  each  way 
to  and  from  his  main  hospital)  in  the  paid  sessions  of  the  part-timer ; 

(b)  the  payment  of  his  travelling  expenses  to  and  from  home  (up  to  a 
maximum  of  ten  miles  each  way) ; 

(c)  the  payment  for  domiciliary  visits,  at  the  rate  of  4 guineas  per  visit,  up 

to  a maximum  of  800  guineas  per  year.  No  extra  payment  is  made  to 
the  whole-time  consultant  for  any  domiciliary  visits  he  may  make  ;(U 
and  we  understand  that  general  practitioners  rarely  call  upon  whole- 
time  consultants  for  this  class  of  work  ; 

(d)  the  adjustments  made  in  favour  of  the  part-time  consultant,  when  com- 
puting the  number  of  notional  half-days  on  which  his  salary  is  reckoned 
We  understand  that  the  Regional  Board  first  assesses  in  terms  of  hours 
per  week  what  is  the  average  amount  of  time  required  by  an  average 
practitioner  to  perform  the  duties  attaching  to  the  part-time  post.  The 
total  number  of  hours  per  week  is  then  converted  into  notional  “half 
days  ” per  week  by  dividing  them  by  3|.  If  the  resulting  figure  is  frac- 
tional the  consultant  is  allowed  the  next  highest  whole  number  of  half 
days  as  follows : — 


Number  of  hours  worked  per  week 

Number  of  notional 
“ half  days  ” on  which 
salary  is  reckoned 

Up  to  3£ 

Over  3£  and  up  to  and  including  7 

2 

i „ 

„ „ „ 10;  

3 

» 10i  >, 

- „ „ 14  

4 

„ 14  „ 

„ „ m 

5 

„ 17*  „ 

21  

6 

21  „ 

„ „ 244  

7 

„ 244  „ 

8 

„ 28  ... 

9 

( e ) The  weighting  made  in  favour  of  the  part-time  consultant  appointment 
as  compared  with  the  whole-time  basic  rate,  in  calculating  the  salary  to 
be  paid  for  the  number  of  notional  half  days  worked. 


(’)  We  understand,  however,  that  arrangements  have  recently  been  made  whereby  whole- 
(s™H°MSU(55fl07)ay’  SUbjeCt  t0  C6rtain  conditions’  be  Paid  for  domiciliary  consultations 
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The  table  below  shows  the  proportion  of  the  whole-time  salary  payable  in  rela- 
tion to  the  number  of  notional  half  days  worked. 


Number  of  notional  half  days 

Proportion  of  Salary 
(Expressed  as  elevenths  of 
the  whole-time  basic  rate) 

1 

ii 

2 

2i 

3 

H 

4 

44 

5 

54 

6 

64 

7 

74 

8 

84 

9 

94 

It  will  be  noted  that  the  “ weighting  ” in  favour  of  the  part-time  appointment  varies 
from  i to  f (expressed  in  elevenths  of  the  whole-time  basic  rate)  according  to  the  number  of 
notional  half  days  worked.  We  understand  that  the  weighting  is  intended  to  cover  time 
spent  on  emergency  calls  and  committee  work. 

399.  In  addition  to  these  benefits,  the  part-time  consultant  is  of  course  able 
to  continue  with  his  private  practice  outside  the  National  Health  Service  and 
also,  we  understand,  enjoys  certain  advantages  in  the  assessment  of  his  income 
tax  liabilities.  Admittedly,  these  privileges  are  not  connected  directly  with  the 
consultant’s  terms  and  conditions  of  service,  but  we  mention  them  because  they 
must  clearly  form  part  of  the  financial  inducement  which  leads  individual  con- 
sultants to  decide  whether  to  accept  the  whole-time  or  part-time  appointment. 

400.  We  have 'heard  differing  views  about  the  consequences  of  these  unequal 
rewards,  and  about  their  practical  effect.  Some  have  gone  so  far  as  to  recom- 
mend that  the  part-time  appointments  should  be  abolished  altogether,!1)  and 
whole-time  appointments  substituted  throughout  the  whole  hospital  service.  These 
witnesses  have  suggested  that  the  part-time  consultant  must  inevitably  have  a 
divided  loyalty  between  his  private  practice  and  his  hospital  duties.  The  whole- 
time consultant,  on  the  other  hand,  has  no  temptation  to  disregard  his  hospital 
duties,  and  his  services  cost  the  Exchequer  less  per  contractual  session  than  those 
of  the  part-time  consultant.  Moreover,  if  all  part-time  consultants  were  to  be 
replaced  by  whole-tirqe  staff,  fewer  deputies  would  be  required  in  the  service 
and  the  demand  for  junior  staff  would  decrease  accordingly.  Finally  a universal 
whole-time  consultant  service  would  prevent  any  differences  of  opinion — which 
have  arisen  in  the  past  between  the  profession  and  the  Regional  Hospital  Boards 
-whether  a particular  appointment  should  be  whole-time  or  part-time. 

401.  The  majority  of  our  witnesses,  however,  have  favoured  the  retention  of 
the  part-time  consultant  service  and  the  following  are  some  of  the  reasons  which 
have  been  put  forward  in  support  of  their  case  : — 

(i)  So  long  as  private  practice  and  hospital  pay  beds  continue,  provision 

must  be  made  for  part-time  consultant  appointments  in  the  hospital 
service. 

(ii)  The  services  of  many  eminent  consultants  could  only  he  obtained  through 
a part-time  contract. 

(iii)  One  of  the  most  beneficial  results  of  the  National  Health  Service  has 
been  the  spread  of  the  consultant  services  to  the  remoter  areas  of  the 
country.  This  improvement  has  been  due,  iu  some  degree,  to  the  provi- 
sion of  consultant  services  on  a part-time  as  well  as  a whole-time  basis. 

m This  would  require  an  amendment  to  Section  12  of  the  National  Health  Service  (Amend- 
ment) Act  1949,  which  added  the  following  proviso  to  Section  66  of  the  1946  Act  and 
Section  65’  of  the  1947  Act— “ Provided  that  regulations  made  under  this  Section  shall  not 
contain  any  requirement  that  all  specialists  employed  for  the  purpose  of  hospital  and  specialist 
services  shall  be  employed  whole-time.” 
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(iv)  Emergency  medical  and  surgical  cover  in  hospitals  can  often  be  provided 
more  cheaply  and  effectively  by  two  part-time  consultants  than  by  one 
whole-time  consultant. 

(v)  Private  practice  (including  not  only  the  treatment  of  private  patients 
but  also  private  work  on  behalf  of  the  Courts,  Insurance  Companies’ 
etc.)  gives  the  consultant  a wider  outlook  in  his  work  and  prevents  his 
becoming  too  remote  from  the  world  outside  the  hospital. 

(vi)  The  majority  of  part-time  consultants  work  longer  hours  than  they  have 
contracted  to  do.  This  is  particularly  true  of  the  part-time  consultant 
who  has  contracted  to  do  the  maximum  number  of  sessions  allowed 
under  a part-time  contract  (i.e.  9 notional  half  days).  We  gather  that 
it  is  the  custom  of  many  Boards  now  to  allow  the  consultant  himself 
to  decide,  in  appropriate  cases,  whether  to  accept  a whole-time  or  part- 
time  contract,  although  the  duties  will  in  either  event  be  those  of  a 
whole-time  appointment.  One  Board  told  us  that  they  estimated  that 
their  part-time  consultants  generally  were  putting  in  10  per  cent  more 
hours  than  they  had  undertaken  to  do  in  their  contract.  (Other  wit- 
nesses, however,  have  added  that  some  whole-time  consultants  also  do 
more  than  their  contractual  sessions  ; and  that  the  amount  of  work 
done  by  a consultant,  whether  whole-time  or  part-time,  depends  more 
on  the  personalities  involved  than  on  the  type  of  the  contract  made.) 

DISTRIBUTION  OF  PART-TIME  AND  WHOLE-TIME  CONSULTANTS 
402.  Table  42  shows  the  sessional  distribution  of  part-time  consultants  in 
England  and  Wales  at  30th  lune,  1955,  and  in  Scotland  at  31st  December 
1954 : — 

Table  42 


Sessional  Distribution  of  Part-time  Consultants  in  England  and  Wales  and  Scotland 


Percentage  of  part-time  consultants  who 

No.  of  Sessions 

do  the  No.  of  sessions  in  the  first  column 

(half-days) 

worked 

England  and  Wales 

Scotland 

9 

58-12 

27-2 

8 ... 

11-58 

34-5 

7 

7-74 

23-4 

6 

5-89 

7-6 

5 

4-49 

2-0 

4 

3-74 

2-5 

3 

3-44 

1-5 

2 

3-13 

0-8 

1 

1-87 

0-5 

England  and  Wales  Scotland 

Average  No.  of  sessions  worked  by 

part-time  consultants  ...  7-65  7-6 


It  will  be  observed  that  the  average  number  of  weekly  sessions  worked  by 
part-time  consultants  is  high,  and  that  in  England  and  Wales  the  “maximum 
part-timers"  constitute  the  great  majority  of  part-time  consultant  appointments 
(58-12  per  cent).  It  is  interesting  to  note  that  there  is  also  a stronger  tradition 
of  whole-time  consultant  service  in  Scotland  than  in  England  and  Wales.  At 
31st  December,  1954,  45  per  cent  of  the  consultants  practising  in  the  National 
Health  Service  in  Scotland  held  whole-time  contracts,  whereas  the  comparable 
figure  for  England  and  Wales  at  30th  lune,  1955,  was  32-09  per  cent. 

Our  Own  View 

403.  After  carefully  considering  the  many  suggestions  and  views  which  have 
been  received  on  this  subject,  we  have  concluded  that,  in  the  interests  of  the 
hospital  service,  there  is  a valid  case  under  existing  conditions  for  the  retention 
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of  part-time  consultant  appointments  in  addition  to  whole-time  appointments. 
We  consider  it  very  desirable,  however,  that  Regional  Boards  should  be  tree 
to  appoint  whole-time  consultants  in  cases  where  it  is  deemed  to  be  necessary 
in  the  interests  of  the  service.  We  trust  that  joint  consultation  between  Regional 
Boards  and  the  medical  consultative  committees  (to  which  we  have  referred 
in  para.  227  of  our  Report)  will  lead  to  agreement  between  the  Boards  and  the 
medical  profession,  and  will  prevent  the  emergence  of  differences  of  opinion 
over  the  conditions  of  appointment  such  as  have  been  known  to  occur  in  the  past. 

404.  We  are  also  of  opinion  that  it  is  undesirable  that  the  financial  arrange- 
ments relating  to  the  consultant  service  should  be  such  as  to  provide  a financial 
inducement  to  a consultant  to  apply  for  a part-time  rather  than  a whole-time 

appointment. 

APPENDIX  K 


NATIONAL  HEALTH  SERVICE 


Specialties  and  capacities  in  which  Senior  Hospital  Medical  Officers* 

MAY  BE  EMPLOYED 

1 The  extent  to  which  the  medical  establishments  of  hospitals  should  include 
senior  hospital  medical  officer  posts  has  been  discussed  with  the  profession  and 
the  following  paragraphs  embody  the  agreement  which  has  been  reached  in  the 
fields  in  which  such  posts  are  appropriate. 


Future  Appointments  to  established  consultant  posts 

1.  Consultant  posts  in  the  medical  establishments  of  hospitals  should  not  he 
filled  by  senior  hospital  medical  officers  except  where,  after  advertisement,  no 
candidate  applies  who  is  regarded  as  of  consultant  status  by  the  appropriate 
Advisory  Appointments  Committee,  but  the  post  cannot  be  left  vacant  if  the 
essential  needs  of  the  service  are  to  be  met. 

In  these  exceptional  circumstances,  a Board  should  not  offer  the  vacant 
appointment  to  one  of  the  applicants  as  a senior  hospital  medical  officer  post,  but 
should  take  the  following  steps  :• — 

(a)  consider  whether  by  a re-arrangement  of  the  duties  of  the  appointment 

the  field  of  applicants  of  consultant  status  could  be  extended ; 

(b)  if  this  course  is  not  practicable  or  fails  to  attract  candidates,  of  consultant 

status,  the  vacancy  may  be  re-advertised  as  a senior  hospital  medical 
officer  post. 


Appointment  of  part-time  general  practitioner  to  senior  hospital  medical  officer 
posts 

3 Boards  should  not  overlook  the  possibility  that  in  some  specialties  general 
practitioners  may  be  qualified  for  part-time  appointments  on  the  senior  hospital 
medical  officer  scale— for  instance  as  Assistant  Anaesthetists,  Assistant  Geria- 
tricians, Assistant  Paediatricians  or  as  medical  officers  in  charge  of  small  infectious 
diseases  hospitals. 


Revision  of  establishments:  effect  on  existing  officers 

4 Boards  should  now  proceed  to  revise  their  establishments,  making  proper 
provision  for  senior  hospital  medical  officer  posts  in  accordance  with  the  prin- 
ciples set  out  below.  Any  such  revision  should  not,  however  be  allowed  to  effect 
the  personal  status  of  the  officers  at  present  holding  a post  the  status  of  which  is 
changed  as  a result  of  the  revision.  This  means  that  practitioners  personally 
graded  as  senior  hospital  medical  officers  who  are  holding  consultant  posts 
or  those  personally  graded  as  consultants  holding  posts  which  become  senior 

. n should  be  made  clear  that,  although  the  term  “ senior  hospital  medical  officer  ” is  used 
here  and  elsewhere  as  a convenient  phrase  for  identifying  and  describing  a particular  grade 
and  salary  scale  there  is  every  advantage  (provided  the  grade  is  made  clear)  m describing 
the  posts  concerned  in  terms  of  the  specialty  involved,  e.g.  Assistant  Anaesthetist,  Assistant 
Paediatrician,  etc. 
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hospital  medical  officer  posts  should  retain  their  present  personal  status.  When 
such  a post  becomes  vacant,  however,  it  should  be  advertised  with  its  revised 
status,  and  a new  appointment  made  in  accordance  with  the  grading  of  the  post. 

5.  ( a ) Specialties  in  which  establishments  should  not  provide  for  senior 
hospital  medical  officer  posts,  except  in  the  circumstances  set  out  below 
( such  specialties  being  marked *) 

♦Anaesthetics. 

General  Medicine. 

General  Surgery  (including  urology,  proctology,  * orthopaedics  and 
♦ophthalmology). 

Obstetrics  and  Gynaecology  (practised  together). 

Cardiology. 

Dermatology. 

Otolaryngology. 

Neurology. 

Neurosurgery. 

*Paediatrics. 

♦Pathology. 

♦Psychiatry  and  Mental  Deficiency. 

Plastic  Surgery. 

♦Radiology. 

Thoracic  Surgery. 

(b)  Specialties  in  which  establishments  may  provide  for  senior  hospital 
medical  officer  posts 

These  specialties  are  set  out  in  alphabetical  order,  specifying  in  each 
case  the  type  or  types  of  appointment  for  which  senior  hospital  medical 
officer  posts  are  appropriate. 

Blood  Transfusion 

Posts  below  that  of  Director  of  Regional  Blood  Transfusion  Service. 
Diseases  of  the  Chest 

Posts  in  a restricted  part  of  this,  field — e.g.  limited  to  routine  tuber- 
culosis dispensary  work  only ; posts  as  medical  officers  of  sanatoria 
either  in  charge  of  small  units  or  below  the  rank  of  superintendent  in 
charge  ; and  posts  as  assistant  to  a consultant  in  charge. 

Geriatrics 

Posts  below  the  rank  of  head  of  a large  department ; and  other  posts 
where  the  scope  for  investigation  and  active  treatment  of  the  clinical 
responsibility  is  insufficient  to  justify  consultant  status. 

Infectious  Diseases 

Medical  Superintendents  of  small  hospitals  ; at  other  hospitals  posts 
below  that  rank. 


Obstetrics  (practised  alone) 

(1)  Posts  at  ante-natal  and  post-natal  clinics. 

(2)  Posts  in  maternity  departments,  which  are  under  the  general  super- 
vision of  a consultant. 

O phthalmology 

Posts  primarily  concerned  With  non-operative  work  (e.g.  refraction). 
Orthopaedics 

Posts  primarily  concerned  with  non-operative  work. 

Paediatrics 

Posts  at  welfare  centres  and  other  posts  primarily  concerned  with 
child  welfare. 

88 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


Physical  Medicine 

Post  of  officer  in  charge  of  a small  clinic ; in  large  departments  posts 
other  than  head  of  the  department. 

Psychiatry  and  Mental  Deficiency 

(1)  Posts  of  medical  superintendent  of  small  institutions ; at  larger 

mental  institutions  some  posts  below  that  rank. 

(2)  Posts  primarily  concerned  with  limited  fields  of  psychiatry. 


Venereal  Disease 

As  for  Physical  Medicine. 

(c)  Specialties  in  which  establishments  may  provide  for  assistantships 
to  consultants  remunerated  on  the  S.H.M.O.  scale 


Anaesthetics 

Hospital  establishments  should  include  an  adequate  complement  ot 
widely  experienced  anaesthetists  of  consultant  status  (vide  paragraphs  79 
to  81  of  the  pamphlet  “Development  of  Consultant  Services  ). 

In  addition  to  this  complement  of  consultants  and  to  trainees,  there 
will  often  be  a need  in  some  hospitals  for  Assistant  Anaesthetists 
remunerated  on  the  senior  hospital  medical  officer  scale. 


Pathology  . 

The  staff  of  a pathological  department  should  consist  of  consultants 
and  trainees  as  appropriate,  with  a limited  field  for  the  appointment  of 
Assistant  Pathologists  remunerated  on  the  senior  hospital  medical  officer 

The  complement  of  consultants  must  depend  on  the  size  of  the  depart- 
ment but  any  event,  where  there  are  separate  sections  each  in  he 

charge  of  a pathologist  under  the  general  control  of  the  head  of  the 
dersartment  fog.  morbid  anatomy,  biochemistry,  haematology,  bacterio- 
logy, blood  transfusion)  each  should  be  of  consultant  status. 

Radiology  and  Radiotherapy 

The  establishment  of  radiodiagnostic  or  radiotherapeutic  departments 
should  “elude  at  least  one  practitioner  of  consultant  status  with  trainees 
as  appropriate.  Where  the  complement  of  consultants  and  trainees  is 
not  Sent  to  deal  with  the  work  of  the  department  it  may  be  neces- 
sary to  appoint  Assistant  Radiologists  of  narrower  training  and  with 
more  limited  responsibility  than  the  consultant,  remunerated  on  the 
senior  hospital  medical  officer  scale. 


Specialties  not  mentioned  above  . 

6 Boards  should  not  establish  any  consultant  or  S.H.M.O.  post  in  a specialty 
not  mentioned  above  without  the  approval  of  the  Ministry. 
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APPENDIX  L 


NUMBERS,  BY  AGE  GROUPS,  OF  MALE  MEDICAL  AND  DENTAL  STUDENT? 
IN  MEDICAL  OR  DENTAL  SCHOOLS  IN  GREAT  BRITAIN  LIABLE 
RECRUITMENT  UNDER  THE  NATIONAL  SERVICE  ACTS,  WHO  WERS 
EXPECTED  TO  QUALIFY  IN  EACH  OF  THE  YEARS  1954,  1955  AND  1956. 

(Figures  supplied  from  estimates  made  by  Ministry  of  Labour  and  National 
Service  in  November  1953,  1954  and  1955,  respectively) 


Medical 
Due  to  qualify 


AGE 

1954 

1955 

21 

— 



22 

10 

9 

23 

231 

219 

24 

341 

415 

25 

110 

153 

26 

15  ' 

28 

27 

6 

5 

28 

— 

1 

713 

830 

Dental 

Due  to  qualify 

1956 

1954 

1955 

1956 

— 

1 

3 

2 

16 

26 

26 

23 

237 

72 

90 

91 

423 

60 

77 

85 

249 

8 

30 

52 

49 

3 

4 

7 

10 

— 

— 

— 

2 

— 

— 

2 

— 

— 

— 

— 

986 

170 

230 

262 
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APPENDIX  N -continued 


SENIOR  REGISTRARS  IN  SCOTLAND  ON  30th  JUNE,  1956 


Sheet  2 


Specialties 

No.  of 
ap- 
proved 

In  training  posts 

1st 

1 

3rd 

4th 

Total 

•Other 

Grand 

Total 

training 

posts 

year 

year 

year 

year 

General  Medicine 

24 

7 

24 

17 



Diseases  of  the  Chest ... 

8 

1 

41 

Mental  Health 

15 

1 

9 

Neurology 

— 

15 

Paediatrics 

6 

3 

— 

■ — 

Radiology 

11 

3 

1 

11 

5 

3 

9 

Radiotherapy  ... 

5 

2 

— 

n 

Physical  Medicine 

— 

5 

Pathology 

13 

1 

2 

3 

13 

— 

— 

Infectious  Diseases  .. 

1 

27 

Dermatology  ... 

2 

1 

2 

Venereology  ... 

4 

6 

Ophthalmology 

12 

6 

3 

12 

28 

— 

— 

General  Surgery 

28 

9 

10 

12 

Anaesthetics  . . . 

11 

38 

Neuro-Surgery 

2 

1 

12 

Plastic  Surgery 

1 

— 

2 

Thoracic  Surgery 

4 

I 

2 

Orthopaedic  Surgery  ... 
Dentistry 

10 

3 

3 

1 

3 

2 

2 

10 

3 

2 

4 

12 

Ear,  Nose  and  Throat 

I 

4 

Surgery  

Obstetrics  and  Gynae- 

8 

3 

4 

- 

1 

8 

— 

8 

oology  

10 

4 

3 

2 

1 

10 

9 

19 

Totals  . . . 

174 

54 

56 

40 

24 

174 

*64  ' 

238 
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Obstetrics  and  Gynaecology 


APPENDIX  P 


HEADQUARTERS  MEDICAL  STAFF  OF  REGIONAL  HOSPITAL  BOARDS 
Salary  Scales 


Grade  and  Region 


Senior  Administrative  Medical 
Officers 

Four  Metropolitan  Regions, 
Birmingham,  Liverpool, 
Manchester,  Sheffield  and 
Western  Region  of  Scotland 
(Sheffield  was  in  the  next 
Group  until  1st  February, 
1953) 

Bristol,  Leeds,  Newcastle, 
Wales  and  South  Eastern 
Region  of  Scotland 
East  Anglia  and  Oxford  . . . 


Scales  up  to 
30th  September, 
1950 


£2,500 


Eastern  and  North  Eastern 
Regions  of  Scotland 
Northern  Region  of  Scotland 


Deputy  Senior  Administrative 
Medical  Officers 
Four  Metropolitan  Regions, 
Birmingham,  Liverpool, 
Manchester,  Sheffield,  and 
Western  Region  of  Scotland 
(Sheffield  was  in  the  next 
Group  until  1st  February, 
1953) 

Bristol,  Leeds,  Newcastle, 
Wales  and  South  Eastern 
Region  of  Scotland 
East  Anglia  and  Oxford  ... 


Assistant  Senior  Medical  Officers * 
AH  Regions  except  those  1 
mentioned  below 


Eastern,  North  Eastern  and 
Northern  Regions  of  Scot- 
land 


Medical  Officers*  (at  age  33  or 
over) 

(i)  All  Regions  


(ii)  If  in  exceptional  circum- 
stances, these  officers  are 
appointed  below  the  age 
of  33,  their  salaries  shall 
be  as  follows: — 

at  age  32  

at  age  31  

at  age  30  

at  age  29  or  less 


" (Note:  Officers  in  these  grades 
employed  in  the  Metropolitan 
Police  Area  shall  receive  a 
London  weighting  allowance  of 
y of 


£2,250 


£2,000 


£1,850 

£1,750 


£1,550  X £50  - 
£1,750 

where  the  em- 
ployment of  a 
deputy  is  specific- 
ally authorised  by 
the  Minister  or 
the  Secretary  of 
State,  plus  a 
weighting  of  £50 
for  officers  em- 
ployed in  the 
Metropol  itan 
Area 


£1,450  X £50 
£1,650 


£1,100  x £30  (5) 
x£50  (4)-£l  ,450 


Scales  operative 
from  1st 
October,  1950 
(Industrial  Court 
Award) 


£2,500  x £150- 
£3,250 


£2,250  x £150 
£3,000 


£2,000  x £150 
£2,750 

£1,850  X £125  - 
£2,475 

£1,750  x £100- 
£2,250 


£1,650  x £100  - 
£2,150 


£1,600  x £100- 
£2,100 


£1,550  x £100 
£2,050 


£1,500  x £75  X 
£100  - £1,900 


Southampton  Library  Digitisatior 


£1,500  x 
£1,800 


£75  - 


£1,250  x £50  • 
£1,500 


Current  scales 
operative  from 
1st  April,  1955 


£2,900  x £140  - 
£3,600 


£2,650  x £140  - 
£3,350 


£2,400  x £140  - 
£3,100 

£2,250  x £115  - 
£2,825 

£2,150  x £90  - 
£2,600 


£1,900  x £100  - 
£2,400 


£1,850  x £100  - 
£2,350 


£1,800  x £100- 
£2,300 


£1,680  x £80  (4) 
x £100  (1)  - 
£2,100 

£1,680  x £80  - 

£2,000 


£1,415  x £50  (4) 
x£65(l)-£l,680 


£1,375 
£1,335 
£1,295 
£1 ,275 


APPENDIX  P — continued 


Grade  and  Region 

Scales  up  to 
30th  September, 
1950 

Scales  operative 
from  1st 
October,  1950 
(Industrial  Court 
Award) 

Current  scales 
operative  from 
1st  April,  1955 

Regional  Psychiatrists 

Four  Metropolitan  Regions, 
Birmingham,  Liverpool  and 
Manchester  Regions 

£2,000 

£2,000  x £125  - 
£2,625 

£2,400  x £115  — 
£2,975 

Bristol,  Leeds,  Newcastle, 
Sheffield  and  Welsh  Regions 

£1,900 

£1,900  x £125- 
£2,525 

£2,300  x £115  — 
£2,875 

East  Anglia  and  Oxford 
Regions 

£1,800 

£1,800  x £125  - 
£2,425 

£2,200  x £115  — 
£2,775 

These  scales  relate  to  officers  engaged  wholly  on  administrative  duties  as  Regional 
Psychiatrists.  Where  a whole-time  officer  is  appointed  on  the  basis  that  he  will  devote  part 
of  bis  time  to  administrative  work  as  a Regional  Psychiatrist  and  the  remainder  of  his  time  to 
clinical  work  as  a member  of  the  clinical  staff  of  a hospital,  his  total  remuneration  shall  be 
the  aggregate  of  the  respective  unweighted  proportions  of  the  above-mentioned  salary  (for 
the  administrative  work)  and  of  the  whole-time  clinical  salary  appropriate  to  his  professional 
status  as  a clinician  (for  the  clinical  work). 
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APPENDIX  Q 


Sheet  1 


Number  of  Doctors  Providing  General  Medical  Services 
(England  and  Wales ) 


1st 

July, 

1952 

1st 

July, 

1953 

1st 

July, 

1954 

1st 

July, 

1955 

1st 

July, 

1956 

I.  Single-handed  practitioners  

Members  of  partnerships  of — 

2 doctors  

3 doctors  

4 doctors  

5 doctors  

6 or  more  doctors  

7,459 

5,732 

2,577 

960 

315 

161 

7,147 

6,146 

2,898 

1,168 

410 

241 

6,899 

6,414 

3,129 

1,308 

445 

287 

6,715 

6,628 

3,246 

1,440 

465 

289 

6,568 

6,728 

3,465 

1,528 

460 

333 

Section  I — Total  

17,204 

18,010 

18,482 

18,783 

19,082 

II.  Members  of  mixed  partnerships 

Practitioners  residing  in  the  “ fringe  ” 
area  with  Scotland  

15 

8 

8 

11 

13 

25 

26 

25 

25 

25 

Members  of  partnerships  providing 
general  medical  services  where  one  or 
more  partners  provide  maternity 
medical  services  only  

10 

6 

4 

5 

13 

Members  of  partnerships  providing 
unrestricted  services  where  one  or 
more  partners  have  limited  lists 

14 

9 

9 

8 

12 

Section  II — Total  

64 

49 

46 

49 

63 

III.  Single-handed  practitioners: — 

(a)  providing  restricted  services  at 
hospitals,  etc 

764 

732 

723 

707 

697 

( b ) other  reasons  

46 

33 

34 

25 

25 

Members  of  partnerships: — 

(a)  providing  restricted  services  at 
hospitals,  etc 

16 

12 

11 

11 

11 

(b)  other  reasons  

2 

3 

4 

3 

3 

Section  III — Total  

828 

780 

772 

753 

743 

Sections  I,  II  and  III — Grand  Total 

18,096 

18,839 

19,300 

19,585 

19,888 

IV.  Principals  providing  maternity  medical 
services  only  

68 

69 

65 

57 

63 

Sections  I,  II,  III  and  IV — Grand  Total  ... 

18,164 

18,908 

19,365 

19,642 

19,951 

Assistants 

“ Permanent  ” assistants 

1,689 

1,596 

1,504 

1,515 

1,546 

Trainee  assistants 

369 

297 

296 

504 

368 

Total  Assistants  

2,058 

1,893 

1,800 

1,819 

1,914 
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APPENDIX  Q— continued 


Sheet  2 


NUMBER  OF  DOCTORS  PROVIDING  GENERAL  MEDICAL  SERVICES 
0 Scotland ) 


1st 

July, 

1952 

1st 

July, 

1953 

1st 

July, 

1954 

1st 

July, 

1955 

1st 

July, 

1956 

Principals 

I Single-handed  practitioners  

Members  of  partnerships  of— 

2 doctors  

3 doctors  ...  

4 doctors  

5 doctors  

6 or  more  doctors  

1,085 

857 

293 

88 

25 

6 

1,038 

921 

349 

92 

30 

12 

1,003 

920 

379 

132 

30 

18 

971 

912 

430 

148 

30 

24 

935 

951 

456 

148 

35 

24 

Section  I — Total  

2,354 

2,442 

2,482 

2,515 

2,549 

II.  Principals  also  acting  as  assistants 

23 

17 

16 

9 

9 

III.  Principals  providing  restricted  general 
medical  services  

44 

44 

44 

42 

40 

Sections  I,  II  and  III— Grand  Total 

2,421 

2,503 

2,542 

2,566 

2,598 

IV.  Principals  providing  maternity  medical 
services  only  ... 

3 

2 

2 

2 

2 

Sections  I,  II,  III  and  IV— Grand  Total  ... 

2,424 

2,505 

2,544 

2,568 

2,600 

Assistants 

Assistants  (other  than  those  who  are  also 

principals  and  trainee  assistants) 

Trainee  Assistants  ... 

274 

99 

275 

96 

257 

88 

258 

103 

249 

87 

Total  Assistants  

373 

371 

345 

361 

336 

Note: 


shown  elsewhere  in  the  table. 


APPENDIX  R 

general  medical  to  age 


AGE 

Number  of  Patients 

Total 

Under  1,501 

1,501-2,500 

2,501-3,600 

3,601  and 
over 

35  and  under 

3fr45  

46-55  

56-65  

66  and  over 

2,133 

1,303 

764 

734 

566 

England  an 
886 
1,546 
1,339 
1,072 
375 

d Wales 
582 
1,807 
1,709 
1,046 
241 

200 

927 

1,153 

618 

81 

3,801 

5,583 

4,965 

3,470 

1,263 

All  ages  

| 783 

Scotland 

| 1,207  | 489  | 105 

2,584 
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APPENDIX  S 


ANALYSIS  OF  SALARIES  (INCLUDING  CAR  ALLOWANCES)  OFFERED  TO 
ASSISTANTS:  BRITISH  MEDICAL  JOURNAL 


1952-53 

1954-55 

1955-56 

1956-57 

Salary  offered 

Per  cent  of  total 

number  of  cases 

£ 

700 

0-5 

2-5 

750 

3-3 





800 

1*9 

1-0 



0-5 

850 

3-8 

0-5 



1-0 

900 

2-9 

10-0 

4-4 

4-6 

950 

3-8 

5-7 

3-1 

3-6 

1,000 

46-2 

40-9 

50-6 

39-5 

1,050 

9-5 

5-2 

6-9 

12-3 

1,100 

15-7 

15-2 

11-9 

15-4 

1,150 

4-8 

10-5 

6-9 

11-8 

1,200 

5-7 

5-7 

11-9 

9-8 

1,250 

1-9 

1-9 

1-2 

1,300 

— 

1-0 

0-6 

1-5 

1,350 

— 

1-9 



1,400 

— 

0-5 

— 

— 

Total  

100-0 

100-0 

100-0 

100-0 

Number  of  cases 
included 

210 

210 

160 

195 

APPENDIX  T 

GENERAL  MEDICAL  PRACTITIONERS’  ASSISTANTS  BECOMING  PRINCIPALS 
(ENGLAND  AND  WALES) 


Age 

Year  ending  1st  July,  1955 

Year  ending  1st  July,  1956 

No. 

Per  cent  of 
total 

No. 

Per  cent  of 
total 

30  and  under  ... 

208 

39-9 

178 

37-3 

31-35  

215 

41-3 

205 

43-0 

36-40  

57 

10-9 

62 

13-0 

41-45  

24 

4-6 

21 

4-4 

46-50  

7 

1-3 

4 

0-8 

51-55  

4 

0-8 

5 

1-1 

56-60  

6 

1-2 

1 

0-2 

61-65  

— 

0 

1 

0-2 

Totals 

521 

100-0% 

477 

100-0% 
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.APPENDIX  U 


AGES  OF  DENTAL  PRACTITIONERS  WHO  BECAME  PRINCIPALS  IN  1956 
(ENGLAND  AND  WALES) 


Age 

Number  of  Dentists 

Age 

Number  of  Dentists 

22  

5 

47  

1 

23  

10 

48  

— 

24  

3 

49  

— 

25  

13 

50  

1 

26  

13 

51  

— 

27  

27 

52  

— 

28  

34 

53  

1 

29  

18 

54  

2 

30  

20 

55  

— 

31  

13 

56  

1 

32  

9 

57  

1 

33  

13 

58  

1 

34  

5 

59  

— 

35  

4 

60  

— 

36  

3 

61  

— 

37  

5 

62  

1 

38  

4 

63  

1 

39  

3 

64  

1 

40  

— 

65  

1 

41  

— 

66  

1 

42  

1 

67  

— 

43  

2 

68  

— 

44  

— 

69  

1 

45  

1 

Not  known 

11 

46  

l 

Total  

232 

30366 
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DENTAL  TECHNICIANS  (Note  1) 
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MEDICAL  AUXILIARIES  (Note  1) 


Per- 

centage 

increase 

8-1 

7- 9 

8- 1 

10-7 

11*2 

2-6 

26-0 
(Note  6) 
or 
10-3 

10*6 

10*4 

Scales 
(at  dates 
shown) 

^ON  ff 

o vo  oo  cn 

<n  vn 

O 1 | | 

'7  O i/i  in 

— »— 

no  X X X 

*n  Os  hn 

VO  o CN 

. VO  (S  VO 

>n  tj- 

1.7.55  (Note  4) 
700x25-850 

515  x 20-675 
435x20-535 

5.11.56 

675x274-8124 
x 374-850 
or 

585x25-710 
X 40-750 

470x15-545 
x 25-570 

420x15-465 
X 20-485 

Per- 

centage 

increase 

3-9 
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5-7 
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4- 9 

5- 5 

<N  'O  in 

«n  in  vo 

Scales 
(at  dates 
shown) 
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Per- 
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APPENDIX  V — continued  Section  7 

HOSPITAL  PHARMACISTS 
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HOSPITAL  OPTICIANS 
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APPENDIX  V — ( continued ) 
BIOCHEMISTS  AND  PHYSICISTS 


Section  9 


GRADE 

1 st  January, 
1951  (Note  1) 

1st  January,  1953 

1st  April,  1955 

£ 

Scale 

£ 

Per  cent 
increase 

Scale 

£ 

Per  cent 
increase 

Basic 

375  x 25-475 
550x30-730 

410x25-510 
585x30-765 
(Note  2) 

6-3 

475x25-575 
650  X 30-740* 
35-845 
(Note  2) 

12-3 

Senior 

800x40-1,080 

835x40-1,035 
x 25-1 ,060  x 
20-1,080 

1-9 

910  x 40-1,230 

11-7 

Principal  ... 

1,125x50-1,375 

1,125x50-1,375 

Nil 

1,280x50-1,530 

324 

Top 

1,425x75-1,725 
(Note  4) 

1,425  x 75-1,725 
(Note  4) 

Nil 

1,600x75-1,900 
(Note  4) 

31-1 

Notes: 


1.  No  information  is  available  about  salaries  paid  before  the  war.  Little  information  is 

ftot  ahautbg  nnt^nf  m vfoLe  I9-5i'  ^50 .information  was  collected  which  suggested 

Stag  about9£700  f ° blocllemists  and  Phy»asts  earned  less  than  £1,000,  the  average 

2.  New  entrants  may  be  appointed  above  the  minimum  of  the  basic  scale  if  they  have  had 

appropriate  post-graduate  study  or  experience.  y 

wV°i°k  aCCOlmt  -OJlly  ?f  charses  in  economic  circumstances 
class  The  - b d als?  ™ a revlT  of  the  duties  and  responsibilities  of  the 

class.  The  percentage  increases  shown  are  calculated  on  the  means  of  successive  scales. 

4\TIinSfhtre?'™'mlII?fiCaIxj:  -A  hieber  sca,e  can  be  paid  for  a Particular  top  gTade  post 
if,  in  the  opinion  of  the  Minister  or  Secretary  of  State,  the  duties  of  that  postjustiiy  it. 

5'TOtkra  °fdU,y'  SUCh  aS  “e  necessary  for  the  P™Per  efficient  performance  of  the 


6 salaried  of^tljoo^or  nmre.  aCC°rding  *°  grade’  °n  Salal'ies  leSS  than  £1>100'  6 weeks  ™ 

1.  Qualifications.  Biochemists  and  Physicists  must  he  science  graduates  of  British 
Universities  or,  for  Biochemists  only.  Associates  of  the  Royal  Institute  of  Chemistry. 
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CONTENTS 
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Introduction 

The  Royal  Commission's  publications  of  oral  and  written  evidence 
Alphabetical  list  of  witnesses 

Index  to  evidence  


2 

3 

7 


8 


INTRODUCTION 


The  index  covers  all  evidence  published  by  the  Royal  Commission 

(i)  the  Minutes  of  oral  evidence  published  in  daily  parts,  incorporating  the 
written  memoranda  previously  submitted  by  the  witnesses  who  attended; 

(ii)  supplementary  written  memoranda  submitled  by  some  witnesses 
following  oral  hearings  and  published  in  the  Appendix  to  the  Minutes 
of  Evidence; 

(iii)  a factual  memorandum  prepared  by  the  Ministry  of  Health  and  the 
Department  of  Health  for  Scotland  and  published  as  “ Written  Evidence 
— Volume  1 ”; 

(iv)  certain  written  memoranda  of  selected  representative  organisations 
who  were  not  asked  to  give  oral  evidence,  published  as  “ Written 
Evidence— Volume  2 
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THE  ROYAL  COMMISSION’S  PUBLICATIONS  OF  ORAL  AND 
WRITTEN  EVIDENCE 


Minutes  of  Evidence 
Day 

HD 

Socialist  Medical  Association 

Dr.  D.  Stark  Murray 
Dr.  H.  Joules 
Dr.  D.  Kerr 

1(2) 

Whole-Time  Consultants’  Association  . . 

Dr.  C.  Allan  Birch 
Dr.  A.  A.  Cunningham 
Dr.  L.  T.  Hilliard 
Dr.  R.  M.  Mayon-White 

2 

Joint  Consultants'  Committee  (also  21st 
Day) 

Sir  Russell  Brain 
Mr.  T.  Holmes  Sellors 
Dr.  J.  D.  S.  Cameron 
Dr.  T.  Rowland  Hill 

3 

Medical  Practitioners’  Union 

Dr.  B.  Cardew 
Dr.  A.  Elliott 
Dr.  H.  C.  Faulkner 
Dr.  P.  Hopkins 
Dr.  H.  Walden 

4 

The  Lord  Moran  of  Manton 

5 16 

British  Medical  Association  (also  23rd  Day) 
* 6th  day  only. 

Dr.  S.  Wand 
Dr.  A.  B.  Davies 
Mr.  T.  Holmes  Sellors 
Dr.  A.  Macrae 
Dr.  D.  P.  Stevenson 
Professor  R.  G.  D.  Allen 
Mr.  S.  B.  R.  Cooke 
Mr.  N.  Leigh  Taylor 
"Dr.  L.  S.  Potter 

7 

Royal  College  of  Physicians  of  .London  . . 

Dr.  Robert  Platt 
Sir  Russell  Brain 
Sir  Harold  Boldero 

8 

General  Dental  Practitioners  Association 

Dr.  K.  Malik 
Mr.  F.  Barlow 
Mr.  R.  C.  Brenan 
Mr.  D.  Daker 
Mrs.  J.  D.  Thorburn 
Mr.  B.  Deakin 
Mr.  I.  Harder 

9 

General  Practice  Reform  Association 

Dr.  A.  C.  J.  Saudck 
Dr.  H.  P.  Hilditch 
Dr.  L.  Russell 
Dr.  J.  J.  Segall 

10 

Royal  Faculty  of  Physicians  and  Surgeons 
of  Glasgow 

Professor  S.  Alstead. 
Dr.  J.  H.  Wright 
Mr.  R.  B.  Wright 

11(1) 

Royal  College  of  Surgeons  of  Edinburgh  . . 

Professor  J.  Bruce 
Professor  N.  M,  Dott 
Mr.  J.  J.  Mason  Brown 

11(2) 

Royal  College  of  Physicians  of  Edinburgh 

Dr.  A.  Rae  Gilchrist 
Dr.  J.  K.  Slater 
Dr.  W.  1.  Card 

3 
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Day 

12/13  British  Dental  Association 


14/15  H.M.  Treasury 

Ministry  of  Health  . . 


Department  of  Health  for  Scotland 

Central  Statistical  Office 

Royal  College  of  Surgeons  of  England  . . 


Royal  College  of  Obstetricians  and 
Gynaecologists 


18(1)  Society  of  Medical  Officers  of  Health 


Society  of  Medical  Officers  of  Health 
(Scottish  Branch) 

18(2)  Association  of  County  Medical  Officers  of 
Health  of  England  and  Wales 


19(1)  Medical  Research  Council 

19(2)  Committee  of  Vice-Chancellors  and 

Principals  ot  the  Universities  of  the 
United  Kingdom 


20(1)  Scottish  Association  of  Medical  Adminis- 
trators 


20(2)  Medical  Superintendents’  Society. . 


4 


Mr.  L.  E.  Balding 
Mr.  R.  G.  Swiss 


Mr.  C.  W.  F.  Thomas 
Mr.  J.  P.  Cocker 
Mr.  T.  Hindle 
Mr.  H.  Parker  Buchanan 
Mr.  H.  D.  Barry 
Mr.  G.  W.  Marshall 
Professor  R.  G.  D.  Allen 
Mr.  R.  C.  Simmonds 
Mr.  H.  J.  Pricker 


Sir  Thomas  Padmore 
Mr.  A.  J.  D.  Winnifrith 
Sir  John  Hawton 
Dame  Enid  Russell-Smith 
Mr.  D.  A.  V.  Allen 
Mr.  J.  Anderson 
Mr.  N.  W.  Graham 
Mr.  J.  L.  Nicholson 


Sir  James  Paterson  Ross 
Sir  Harry  Platt 
Mr.  H.  Edwards 
Sir  Wilfred  Fish 
Sir  William  Kelsey  Fry 
Professor  R.  V.  Bradlaw 
Professor  A.  M.  Clayc 
Mr.  T.  L.  T.  Lewis 
Mr.  H.  J.  Malkin 
Mr.  J.  M.  Peel 


Dr.  H.  D.  Chalke 
Dr.  E.  Hughes 
Dr.  J.  B.  Tilley 
Sir  Sclwyn  Seiwyn-CJarke 
Dr.  1.  C,  Monro 


Dr.  A.  Elliott 
Dr.  J.  S.  Cookson 
Dr.  C.  D.  L.  Lycett 
Dr.  G.  Ramage 

Sir  Harold  Himsworth 

Sir  Philip  Morris 
Dr.  R.  S.  Aitken 
Mr.  J.  S.  Fulton 
Dr.  T.  M.  Knox 
Dr.  D.  W.  Logan 
Sir  Folliott  Sundford 

Dr.  S.  G.  M.  Francis 
Dr.  O.  Bain  bridge 
Dr.  F.  D.  Beddard 
Dr.  W.  Mackie 
Dr.  I>.  W.  Petrie 

Dr.  G.  McCoull 
Dr.  M.  J.  Brookes 
Dr.  V.  Cotton-Cornwall 
Dr.  A.  Skene 
Mr.  J.  M.  Milloy 
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Day 

21 


22(1) 


22(2) 


23 


Joint  Consultants’  Committee  (also  2nd 
Day) 


Scottish  Medical  Practices  Committee  . . 


Scottish  Association  of  Executive  Councils 


British  Medical  Association  (also  5th  and 
6th  Days) 


Mr.  T.  Holmes  Sellors 
Sir  Harold  Boldero 
Dr.  J.  D.  S.  Cameron  , 
Dr.  T.  Rowland  Hill 
Mr.  J.  P.  Cocker 
Dr.  D.  P.  Stevenson 

Dr.  J.  T.  Baldwin 
Mr.  A.  I.  Millar 
Mr.  J.  McCallum 
Mr.  A.  B.  Fairweather 

Dr.  J.  M.  Gill 
Colonel  R.  S.  Weir 
Mr.  T.  Hunter 
Mr.  A.  R.  Howie 

Dr.  S.  Wand 

Mr.  H.  H.  Langston 

Mr.  J.  R.  Nicholson-Lailey 

Dr.  G.  Waring  Robinson 

Dr.  T.  L.  Reeves 

Mr.  R.  Brearley 

Dr.  H.  Watson 

Dr.  I.  Rannie 

Mr.  O.  Gayer  Morgan 

Dr.  A.  B.  Davies 

Dr.  J.  B.  Tilley 

Dr.  H.  D.  Chalke 

Mr.  S.  B.  R.  Cooke 

Dr.  D.  P.  Stevenson 
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Appendix  to  the  Minutes  of  Evidence 

Supplementary  memoranda  submitted  by : 
Whole-Time  Consultants’  Association 
Medical  Practitioners’  Union 
British  Medical  Association 
Royal  College  of  Physicians  of  London 
General  Practice  Reform  Association 
British  Dental  Association 
Medical  Superintendents'  Society 


Pages 

1 

6 

39 

54 

66 

70 

76 


Written  Evidence 
Volume  1 

Factual  Memorandum  submitted  by : 

Ministry  of  Health  and  Department  of  Health  for  Scotland 


Volume  2 

Memoranda  submitted  by: 

Association  of  Dental  Hospitals  of  Groat  Britain  and  Northern  Ireland 

Association  of  Industrial  Medical  Officers 

Conference  of  Non-Clinical  Medically-Qualified  Professors 

Local  Authority  Associations  

County  Councils  Association 
Association  of  Municipal  Corporations 
Urban  District  Councils  Association 
Rural  District  Councils  Association 
London  County  Council 
Association  of  County  Councils  in  Scotland 
Scottish  Counties  of  Cities  Association 
Convention  of  Royal  Burghs 

Dental  Education  Advisory  Council  of  the  Dental  Schools  of  Great  Britain 
and  Ireland 

Executive  Councils'  Association  (England) 

Fellowship  for  Freedom  in  Medicine  . . 

London  Executive  Council 
Medical  Officers  of  Schools  Association 
Medical  Practices  Committee 
Royal  Medico-Psychological  Association 
University  Grants  Committee 


4 

6 

13 

18 


95 

103 

112 

120 

124 

128 

138 

143 
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ALPHABETICAL  LIST  OF  WITNESSES 


Association  of  County  Councils  in  Scotland 
Association  of  County  Medical  Officers  of  Health  of 

England  and  Wales 

Association  of  Dental  Hospitals  of  Great  Britain  and 
Northern  Ireland 

Association  of  Industrial  Medical  Officers 
Association  of  Municipal  Corporations 

British  Dental  Association  

British  Medical  Association 

Central  Statistical  Office  

Committee  of  Vice-Chancellors  and  Principals  of  the 
Universities  of  the  United  Kingdom 
Conference  of  Non-Clinicai  Medically-Qualified 
Professors 

Convention  of  Royal  Burghs 

County  Councils  Association 

Dental  Education  Advisory  Council  of  the  Dental 
Schools  of  Great  Britain  and  Ireland 

Department  of  Health  for  Scotland 

Executive  Councils’  Association  (England) 

Fellowship  for  Freedom  in  Medicine 
General  Dental  Practitioners  Association 
General  Practice  Reform  Association 

H.M.  Treasury 

Joint  Consultants'  Committee 

London  County  Council  

London  Executive  Council  

Medical  Officers  of  Schools  Association 

Medical  Practices  Committee 

Medical  Practitioners’  Union 

Medical  Research  Council  

Medical  Superintendents'  Society  

Ministry  of  Health  

Royal  College  of  Obstetricians  and  Gynaecologists  . . 
Royal  College  of  Physicians  of  Edinburgh  .. 

Royal  College  of  Physicians  of  London 

Royal  College  of  Surgeons  of  Edinburgh 

Royal  College  of  Surgeons  of  England 

Royal  Faculty  of  Physicians  and  Surgeons  of  Glasgow 

Royal  Medico-Psychological  Association 

Rural  District  Councils  Association 

Scottish  Association  of  Executive  Councils  . . 
Scottish  Association  of  Medical  Administrators 
Scottish  Counties  of  Cities  Association 
Scottish  Medical  Practices  Committee 

Socialist  Medical  Association 

Society  of  Medical  Officers  of  Health 

Society  of  Medical  Officers  of  Health  (Scottish  Branch) 

The  Lord  Moran  of  Manton 

University  Grants  Committee 

Urban  District  Councils  Association 

Whole-Time  Consultants’  Association 


Vol.  2,  page  18 

Day  18(2) 

Vol.  2,  page  4 

Vol.  2,  page  6 

Vol.  2,  page  18 

Days  12/13;  App.  page  70 

Days  5/6,  23 ; App.  page  39 

Days  14/15 

Day  19(2) 

Vol.  2,  page  13 
Vol.  2,  page  18 
Vol.  2,  page  18 

Vol.  2,  page  95 
Days  14/15;  Vol.  1 
Vol.  2,  page  103 
Vol.  2,  page  112 
Day  8 

Day  9;  App.  page  66 
Days  14/15 
Days  2,  21 
Vol.  2,  page  18 
Vol.  2,  page  120 
Vol.  2,  page  124 
Vol.  2,  page  128 
Day  3 ; App.  page  6 
Day  19(1) 

Day  20(2);  App.  page  76 
Days  14/15;  Vol.  1 
Day  17 
Day  11(2) 

Day  7;  App.  page  54 
Day  11(1) 

Day  16 
Day  10 

Vol.  2,  page  138 
Vol.  2,  page  18 
Day  22(2) 

Day  20(1) 

Vol.  2,  page  18 
Day  22(1) 

Day  1(1) 

Day  18(1) 

Day  18(1) 

Day  4 

Vol.  2,  page  143 
Vol.  2,  page  18 
Day  1(2);  App.  page  1 
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INDEX  TO  EVIDENCE 


Notes. — 1. 


The  following  abbreviations  are  used  in  order  to  identify  the  Royal 
Commission’s  publications  in  which  the  references  are  to  be  found- 


Figures  in  bold  print,  e.g.  12/13 

App 

Vol.  X 

Vol.  2 


Minutes  of  Evidence. 

Appendix  to  Minutes  of  Evidence. 

Written  Evidence,  Volume  1 
(Factual  Memorandum). 

Written  Evidence,  Volume  2. 


2.  All  references  in  the  Index  to  members  of  the  medical  and  dental 
professions,  unless  otherwise  indicated,  are  to  those  doctors  and  dentists 
who  are  practising  in  the  National  Health  Service. 


Accounts  and  personal  budgets 


10. 

Pages  469-71 : 

23. 

Pages  1252-54: 

App. 

Pages  62;  63-65. 

Assistant 

GENERAL  DENTAL  !>RA<  T 

TIONERS 

Numbei 

14/15. 

Page  728;  Q.3945-52: 

Vol.  2. 

Pages  100;  107. 

Salaries 

8. 

Page  371; 

12/13. 

Page  613: 

X4/15. 

Page  728;  Q.3945-52: 

Vol.  1. 

Page  56: 

Vol.  2. 

Pages  100;  107. 

Superannuation 
Vol.  X.  Page  61. 


Terms  and  conditions  of  employment 
14/15.  Pages  722  ; 728: 

Vol.  X.  Page  56: 

Vol.  2.  Pages  100;  107. 

Assistant  general  medical  practi- 
tioners AND  LOCUMS 
(See  also  General  MEDICAL  PRACTI- 
TIONERS— Trainees). 

Numbers 

9.  Pages  399;  430;  Q.2I89  96; 

2217-19;  2245-52: 

22(2).  Q. 5334-41 ; 

App.  Pages  39;  41: 

Vol.  2.  Pages  130-31. 

Proposals  for: 
abolition  of  post 
1(1).  Page  6;  Q.97: 

9.  Page  401; 

22(1).  Q. 5263-64. 

salarv  minima 

9.  Pages 40 1;  429-430;  Q.2197: 

11(1).  Q.2799 : 


Assistant  general  medical  practi- 
tioners and  locums — contel. 
salary  minima  ctmtii. 

14/15.  Page  728;  Q.393I;  3940-41- 
22(2).  Page  1183: 

23.  Pages  1284-85: 

App.  Page  66. 

terms  ami  conditions  of  employment 
3.  Pages  116-117;  0.858-872; 
876;  879  -886: 

9.  Pages 401;  403;  429;  0.2197: 
14/15.  Page  728;  0.3935-44: 

22(2).  Page  1183;  0.5333: 

23.  Pages  1284-85 : 

App.  Page  66;  68: 

Vol.  2.  Pages  130-31. 

wattes  councils 


9. 

Pages  401-  403;  429 

432;  Q.2197  201: 

App. 

Page  66. 

Salaries 

3. 

Page  105: 

5/6. 

Q.1212  42;  1548-58: 

9. 

Pages  401;  418;  t 

Q .2195-216: 

H(l). 

Q. 2791-805: 

14/15. 

0.3931: 

22(1). 

Q.5259  62: 

22(2). 

Q.5342  44;  5347-49: 

23. 

Pages  1284  85: 

App. 

Pages  40  42;  66-67: 

Vol.  1. 

Page  46 : 

Vol.  2. 

Pages  122;  130. 

Superannuation 
Vol.  1.  Pages  56  59;  60. 

Terms  and  conditions  of  employment 
1(1).  0.98  105: 

3.  Page  116;  Q.873-89: 

9.  Pages  399  401 ; 403 ; 410-14; 
418;  422  23;  431;  Q.2195- 
235;  2245-52;  2396-413: 
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Assistant  general  medical  practi- 
tioners and  LOCUMS — contd. 

Terms  and  conditions  of  employment 
— contd. 

14/15.  Pages  720;  722;  727; 

Q. 3931-34;  3942-43: 

21.  Page  1087: 

22(1).  Pages  1158;  1159-60; 

Q. 5254-58;  5262-67: 

22(2).  Q. 5335-41 : 

23.  Pages  1283-85: 

App.  Pages  42;  66-68: 

Vol.  1.  Page  46: 

Vol.  2.  Pages  104;  106-07;  122-23; 
130-31. 

Career  comparisons  (see  also  Remunera- 
tion) N.ll.S.  dentists  with: 

Armed  Forces  dental  officers 
Vol.  2.  Page  59. 

Civil  Service  dental  officers 
Vol.  2.  Page  60. 

Dental  profession  overseas 
12/13.  Page  591;  Q.3070-76. 

Local  authority  dental  officers 
12/13.  Pages  595;  619-21;  Q.3115; 

3282;  3286: 

14/15.  Page  745: 

Vol.  2.  Pages  45-51;  55  60;  91-94. 

" Other  professions  ” 

14/15.  Pages  717-19;  765-67;  770; 
774-82. 

Research  establishment  dentists 
Vol.  2.  Page  102. 

University  teachers 
Vol.  2.  Pages  100-02. 

Career  comparisons  (see  also  Remunera- 
tion) N.ll.S.  doctors  with: 

Civil  Service  medical  officers 
14/15.  Pages  780-82. 

“ Connected  occupations  " 

20(1).  Pages  1037-38;  1043. 
Industrial  medical  officers 
Vol.  2.  Pages  6-9. 

Local  authority  medical  officers 
18(1).  Pages  941;  942;  943;  947- 
49;  950-51;  Q.4442-503; 

4531-34;  4537-60: 

18(2).  Pages  967-69  ; 971-72; 

Q .4564-80  ; 4590-99: 

23.  Pages  1264-67;  Q.5500-03: 
Vol.  2.  Pages  32-39;  71-85. 

“ Other  professions  ” 

11(1).  Page  499;  Q.2670-90: 


Career  comparisons  (see  also  Remunera- 
tion) N.H.S.  doctors  with — contd. 

“ Other  professions” — contd. 

14/15.  Pages  717-19;  765-67;  770; 
774-82: 

23.  Pages  1288-89;  Q.5442-49; 
5452;  5454-55. 

Private  school  medical  officers 
Vol.  2.  Pages  125-26;  128. 

Research  establishment  doctors 
19(1).  Pages  985-86;  988-90;  994; 
Q .4604 -24;  4647-54;  4664- 
67: 

23.  Page  1271 ; Q.5504-06.  ' 
University  teachers 

7.  Q.1648;  1655-58: 

11(1).  Q.2848-50: 

19(1).  Page  994: 

19(2).  Pages  1009-10;  1012-13; 

Q.4706-09;  4712-19;  4741; 
4770;  4783-84;  4790-801: 

23.  Pages  1270-71;  Q.5504-5506: 
Vol.  2.  Pages  13-15;  148-49. 

Cost  of  living  indices 
5/6.  Page  223: 

8.  Page  371: 

12/13.  Pages  623;  630;  634: 

14/15.  Pages  752-54;  Q.3623-37; 

3669-70 : 

App.  Page  3 1 . 

Dentistry  (see  also  Risks  involved  in 
practice  of  dentistry) 

Auxiliaries 

8.  Pages  366;  367;  Q.1955; 

2075-88: 

12/13.  Q. 3404-06. 

Development  of  new  techniques 
12/13.  Q.3120-25;  3128-34: 

Vol.  2.  Page  100. 

Public  attitude  towards 
12/13.  Pages  583-84;  587;  591; 

599;  613;  Q.3069-76; 
3322-32;  3254-55: 

App.  Page  72 : 

Vol.  2.  Pages  110-11. 

Relationship  to  general  health 
12/13.  Pages  584-85;  591;  Q.3038: 

14/15.  Page  700. 

Scope 

12/13.  Page  584. 

Executive  councils 
22(2).  Page  1181: 

Vol.  2.  Pages  103-04. 
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General  dental  practitioners  (/see  also 
Remuneration) 

Capital  expenditure 

8.  Pages  367;  371: 

12/13.  Pages  594;  610;  Q.3374-78; 

3385;  3390-99: 

14/15.  Page  722: 

22(2).  Page  1186: 

Vol.  2.  Page  106. 

Entry  to  general  dental  practice 
Vol.  1.  Pages  48;  56: 

Vol.  2.  Pages  107;  122. 

Retirement 
1(1).  Page  6. 

Terms  of  service 
Vol.  1.  Page  48. 

Work,  hours  of 

8.  Pages  367;  370;  Q.2099 

2103: 

12/13.  Pages  591;  595;  600  01; 
611-12;  623-24;  633; 

Q. 3101-13;  3115-42; 

3176-82;  Q.3454-61: 

14/15.  Pages  722  ; 729;  Q.3730-36; 

3961-65;  4040  43: 

App.  Pages  71-73: 

Vol.  2.  Pages  108;  110. 

Work,  volume  of 

12/13.  Pages 584;  592;  605;  611-12; 
633;  Q.3I15;  3143-46; 
3152-64;  3252-54;  3282; 
3306-09;  Q.3400-01;  3403: 
14/15.  Pages  702;  705;  Q.3710-12; 

3721-25;  3750-54: 

22(2).  Page  1186: 

App.  Pages  71-74: 

Vol.  2.  Pages  108;  110;  122. 

General  dental  services 
Cost 

12/13.  Pages  607;  608;  613; 

Q.3254;  3263  73;  3337. 
Dental  Estimates  Board 
8.  Pages  365-66;  Q.2019-43: 

12/13.  Q. 3319-21 : 

14/15.  Page  701. 

Disputes  and  complaints 
8.  Pages  365-66;  367;  0.2027- 

74;  2172-81: 

12/13.  Q.3319: 

14/15.  Q.4050. 

Proposals  for: 

operation  of  services  from  health 
centres 

1(1).  Page  7. 

restriction  of  services  to  priority 
classes 

12/13.  Q.3307-09. 


General  dental  services — contd. 
Timings  of  dental  operations 
12/13.  Pages  604  ; 614;  0.3147-49- 

§3 14-18. 24&_51 ! 3™;  ^ 
14/15.  Page  729;  Q.3961-65. 


(see 


General  medical  practitioners 
also  Remuneration) 

Capital  expenditure 
3.  Page  114;  Q.829-33: 

5/6.  Q.1359: 

14/15.  Page  721;  727;  0.3920-30- 
22(2).  Page  1181: 

App.  Page  36: 

Vol.  1.  Pages  34;  36. 

Entry  to  general  medical  practice 
1(1).  Q.96;  103: 

3.  Pages  116;  118-19;  0.707 

709-10;  873-74;  883-91: 
5/6.  Page  227;  Q.1355-69; 

1545  58;  1561-69;  1581-87 

9.  Pages  396;  399;  405;  406 

409-14;  Q.22I7-35- 
2245-52;  2414-17- 

10.  Q.2498  99;  2521  22; 

2534  41 : 

11(1).  Q.2784-89: 

11(2).  Pages  536;  548-49: 

14/15.  Pages  720;  722;  Q.3852-58 

21.  Page  1087: 

22(1).  Pages  1157-58;  1161;  1163 
Q.5231  53;  5263-67;  5271: 
22(2).  Pages  1181;  1182;  1184 

0.5.307  26  ; 5335-41; 
5.345-46;  5395-400: 

23.  Pages  1283  84: 

App.  Pages  4.3  -45 ; 47-48: 

Vol.  1.  Pages  32;  46: 

Vol.  2.  Pages  104-07;  111;  120-24 
129-32;  134-37. 

Exchange  of  practices 
3.  Page  119;  0-892: 

5/6.  Page  240;  Q.1570-71; 
157478; 

20.  Page  1060: 

22. (1)  Page  1159;  0.5212-13: 

App.  Page  44: 

Vol.  2.  Page  106. 

Goodwill  of  practice 
3.  Pages  115;  118;  Q.846-53: 
5/6.  Page  240: 

9.  Pages  411;  426: 

22(1).  0.5274-77; 

22(2).  Page  1182;  Q.5314-20: 

App.  Page  45 ; 

Vol.  1.  Page  33: 

Vol.  2.  Pages  106;  117-18;  129. 
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General  medical  practitioners  (see 
also  Remuneration) — contd. 

Lists  of  patients 
averages 
3.  Q.668 : 

S/6.  Q.1490: 

9.  Page  396: 

14/15.  Pages  701-02;  729; 

Q. 380 1-04;  3953-61: 

22(1).  Page  1163;  Q.5284-87 : 

22(2).  Pages  1183-84;  Q.5312; 

5379-83: 

App.  Page  44: 

Vol.  2.  Pages  123;  131;  133;  135-36. 

competition  to  secure  patients 
3.  Q. 711-14: 

9.  Pages  395-97;  432-33; 

Q. 2274-76;  2279-89; 
2311-88: 

22(2).  Q. 5369-76. 

large  lists,  disadvantages  of 
5/6  0.1294;  1299: 

9.  Pages  395-96;  432-34; 

Q.2329;  2348-49;  2380-85: 
14/15.  Page  725: 

22(1).  Page  1162;  Q.5286: 

22(2).  Q. 5378-79: 

23.  Q.5529: 

App.  Page  69: 

Vol.  2.  Page  109. 

limited  lists 

Vol.  1.  Pages  33;  43-44: 

Vol.  2.  Page  126. 

maxima  permitted 
3.  Page  111: 

9.  Pages  395  -96: 

22(1).  Pages  1158;  1160;  1162-63; 
Q.5284-87: 

22(2).  Page  1183;  Q.5529: 

App.  Page  68 : 

Vol.  1.  Page  42: 

Vol.  2.  Pages  104;  108-09;  123; 

131;  133-34. 

proposals  for  reductions  in  permitted 
maxima 

1(1).  Pages  6-7: 

3.  Page  111;  Q.665-85: 

5/6.  Q.1294;  1298-99;  1490-91: 

9.  Pages  396;  398;  425-29; 

Q. 2324-95 : 

22(1).  Pages  1162-63;  Q.5284-87: 
22(2).  Pages  1183-  84;  Q.5333; 

5378-83;  5430-36: 

23.  Q. 5528-29. 

App.  Pages  36;  37;  42;  44;  45-46; 
69-70: 

Vol.  2.  Pages  108-09;  133-34. 


General  medical  practitioners  (see 
also  Remuneration) — contd. 

Lists  of  patients — contd. 
small  lists,  problems  of 
3.  Page  112;  Q.663-64: 

9.  Pages  396;  397;  409; 

416-17;  418: 

14/15.  Pages  728-29: 

22(2).  Pages  1183-84;  Q.5404: 

23.  Page  1285. 

Partnerships  and  group  practice 
advantages  and  disadvantages 
3.  Q. 673-75;  727-28: 

9.  Pages  406-07  ; 421: 

10.  Q.2509-1 1 : 

14/15.  Pages  726-27;  Q.3909-30: 
22(2).  Q. 5320-26: 

App.  Pages  47-48. 
agreements  between  partners 
3.  Page  115: 

9.  Pages  41 1-14;  421; 

Q.2396-2413: 

14/15.  Page  720: 

22(1).  Page  1157;  1159;  1160; 

1161-1162;  1164-66; 

Q. 5268-77 ; 

App.  Pages  36;  48: 

Vol.  2.  Pages  129;  132-33;  137-38. 
proposals  for  agreements  to  conform  to 
central  criteria 

3.  Page  115;  Q.854-57: 

9.  Page  398;  426;  Q.2301-10: 
22(1).  Page  1160: 

22(2).  Q. 5327-32; 

App.  Page  37 : 

Vol.  2.  Page  131. 

Retirement 
1(1).  Page  6. 

Terms  of  service 
14/15.  Page  727: 

Vol.  1.  Pages  31-32. 

Trainee  practitioners 
9.  Pages  399;  417-18;  431: 

10.  Q.2535: 

22(1).  Q. 5225-36: 

22(2).  Q.5353 : 

App.  Page  40. 

Trainer  practitioners 
22(1).  Q. 5218-27: 

22(2).  Pages  1182-83;  Q.5350-59; 

5386-87: 

Vol.  2.  Pages  104-05. 

Transfer  to  or  from  hospital  service  and 
general  practice  or  other  work, 
difficulty  of 

(see  Hospital  dental  and  medical 
staff  structure — All  grades) 
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General  medical  practitioners  (see 
also  Remuneration) — contd. 

Work,  hours  of 
3.  Page  110;  Q.727-28: 

5/6.  Pages  235-36 : 

7.  Page  324: 

9.  Page  424: 

11(2).  Pages  551-52: 

14/15.  Pages  701-02  ; 718;  722; 
Q.3749: 

17.  Pages  909-10;  Q.4269-71 : 

23.  Pages  1288-89: 

Vol.  2.  Pages  33-39;  109-10. 

Work,  volume  of 

3.  Pages  106;  109;  Q.686-87; 

729-38;  819-20: 

5/6.  Page  239;  Q.1294-302: 

7.  Q.  1645-46;  1667-83: 

9.  Pages  395;  416-18;  432-34; 

Q.2380-88: 

10.  Q.2523: 

11(1).  Q.2830-31: 

11(2).  Pages  551-52: 

14/15.  Pages  701-02;  725;  Q.3749: 
22(2).  Page  1184;  Q.5388-91: 

23.  Pages  1288-89;  Q.5522; 

5526: 

Vol.  2.  Pages  33-39;  108-10;  113- 
116;  124;  127. 

General  medical  services 
Medical  Practices  Committees 
5/6.  Q. 1565-66;  1582-86: 

22(1).  Pages  1157-59;  Q.5196-98; 
5199-200: 

Vol.  2.  Pages  128-38. 

Proposal  to  operate  services  from  health 
centres 

1(1).  Pages  5-7: 

3.  Page  107;  Q.704-09: 

9.  Page  434-35;  Q.2296. 

Health  centre  dentists  (see  also 
Remuneration) 

12/13.  Page  616: 

Vol.  1.  Page  55. 

Hospital  dental  and  medical  staff 
structure  (see  also  Remuneration) 
All  grades 
definitions 
2.  Page  60 : 

5/6.  Pages  230-34: 

11(1).  Page  503;  Q.2825: 

11(2).  Page  537;  Q.2933-34: 

14/15.  Q.3680-82: 

16.  Q. 4194-96;  4202-03: 

21.  Pages  1082-85;  Q.5033: 

■ App.  Page  60: 

Vol.  1.  Pages  2-3;  7. 


Hospital  dental  and  medical  staff 
structure  (see  also  Remuneration) 
— contd. 

All  grades — contd. 
hours  of  work 
1(1).  Pages  4;  5: 

9.  Pages  405  ; 423: 

10.  Page  471: 

21.  Q. 5052-64. 

leave 

Vol.  1.  Pages  23 ; 82-84. 


proposals  for  alterations  in  names  of 
grades 

9.  Page  429;  Q.2236-37- 
11(2).  Page  547;  552-53; 

Q.2951-54;  Page  575: 

16.  Page  872. 


retirement 
1(1).  Page  4: 

11(2).  Q.3002  05: 

16.  Q.4197: 

21.  Page  1087;  Q.5130;  5133-41  • 

Vol.  1.  Pago  23. 


staff  establishments 
21.  Q.  5190-94: 

23.  Pages  1231;  1245: 

App.  Pages  9-10;  16-23;  27-  32- 

Vol.  2.  Page  141 . 


transfer  to  or  from  hospital  service 
and  general  practice  or  other 
work,  difficulty  of 
2.  Q. 332-36: 

7.  Page  325;  Q. 1740-41; 
1746-52;  1786-87;  1807: 

9.  Pages  405-06;  408;  Q.2235: 

10.  Page  472;  Q.2496-97;  2502; 
2505-20;  2537-41: 

11(1).  Pages  503;  504-05;  508-09- 
Q.2784-89: 

11(2).  Pages  536;  548;  Q.2919-29- 
14/15.  Page  713;  Q.3676-79;  3852; 
3864-68: 


16. 


17. 

20(2). 

21. 

22(1). 

22(2). 

23. 


App. 


Vol.  2. 


Page  872;  Q.4203-16; 
4219-30: 

Page  912;  Q.4361;  4379-84: 
Page  1060: 

Pages  1084;  1090; 

Q. 5047-48: 

Page  1163;  Q.5210-17: 

Page  1184: 

Pages  1240-41 : 

Pages  12;  57;  60-61: 

Pages  111-12;  118;  123-24; 
134-35;  137. 
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Hospital  dental  and  medical  staff 

structure  (.nr  also  Remuneration) 

— con'd. 

Clinical  assistants 
proposals  for  increase  in  numbers 
11(2).  Q.2972  73;  Pages  574-75: 

17.  Page  912;  0.4390-91: 

21.  Page  1090: 

22(1).  0-5215-16: 

22(2).  0.1 184-85: 

App.  Pages  18;  21;  29;  35;  61: 
Vol.  2.  Pages  111  12;  117;  124. 

Consultants 

appointments,  distribution  and 
numbers 


1(1). 

0-56;  90  95: 

1(2). 

0.262  64: 

2. 

0.343-56  ; 363  -67;  376: 

4. 

0.897916;  1104-09: 

7. 

Page  325;  0-1701  16; 
1788  802: 

10. 

0.2606;  2658  62: 

11(1). 

0-2812  13;  284849: 

11(2). 

0-2945  47: 

12/13. 

Page  618: 

14/15. 

Pages  703;  705;  712;  714: 
0.3683  -700  ; 3748;  3814-19: 

16. 

0.4062  71;  4095  107;  4217; 
4241  54: 

17. 

Pages  909  10;  914  15; 
0.4435  37: 

21. 

O.H33  -34: 

23. 

Pages  1232;  1242;  Q.5493: 

App. 

Pages  8;  10;  17;  30. 

duties 

and  responsibilities 

1(2). 

Pages  29  30: 

2. 

Page  61: 

11(1). 

Pages  510  11;  514: 

11(2). 

0.2934  44;  2955  63: 

14/15. 

Pages  702  05;  715;  720; 
0.3685  700: 

17. 

Pages  909  10;  913; 
0.4269  71;  4337  44; 

4348  52;  4419  22: 

21. 

Pages  1094;  1098;  Q.5064; 
5118  23;  5192  94: 

23. 

Pages  1233  34: 

App. 

Pages  9 It);  29  -30. 

proposals  for: 

increase  in  number  of  posts 
1(2).  0.262  64: 

2.  Q.344  56:  365-67;  376: 

7.  0-1687  90;  1701-16: 

10.  0-26)01  05;  2612-20: 

11(1).  Pages  506  07;  511;  513  -14; 
516;  0.2809  32: 

11(2).  Page  547;  Q.2932;  2945  47; 
Page  574: 


Hospital  dental  and  medical  staff 
structure  (see  also  Remuneration) 
— contd. 

Consultants — contd. 
proposals  for : 

increase  in  number  of  posts — contd. 
12/13.  Page  618: 

14/15.  Q. 3689-93: 


16. 

Q. 4246-54;  4266: 

17. 

Page  916;  Q.4375-77: 

20(2). 

Q.4987-88: 

21. 

Pages  1089;  1109;  1110: 

23. 

Pages  1244-45;  1287-88: 

App. 

Pages  11;  23;  27;  28;  30: 

Vol.  2. 

Page  139. 

JK'IV 

additional  grade 

Kl). 

Pages  3-4;  Q.266-78: 

1(2). 

Pages  32-33;  Q.260-65: 

2. 

Q.342;  391-97: 

4. 

Q.  1089-103: 

5/6. 

Page  232: 

7. 

Q.1700;  1757: 

9. 

Page  429;  Q.2236: 

10. 

Pages  467-68;  472; 

Q. 2596-627 ; 2644-46: 

11(2). 

Pages  547;  552-53; 

0.2859-62;  2866-69: 

Pages  573;  575: 

14/15. 

Pages  710-14;  715-16; 

Q. 3680-700;  3762-65: 

17. 

Q.4360-62: 

23. 

Pages  1231-32: 

App. 

Pages  20;  21-23;  28-29;  34: 

Vol.  2. 

Page  141. 

General 

dental  surgeons 

appointments,  distribution  and 
numbers 


12/13.  Page  619;  Q.3426-31. 

General  medical  practitioners  on  staff 
of  cottage  hospitals 
appointments,  distribution  and 
numbers 

App.  Pages  7;  8-9;  21: 

Vol.  1.  Pages  15-16. 

House  officer  grades 
appointments,  distribution  and 
numbers 
9.  Page  405: 

10.  Q.2648 : 

11(1).  Pages  502;  504; 

11(2).  Q.2910-14: 

14/15.  0.3846-51;  3859-60: 

16.  0-4217: 

17.  Pages  915;  916: 

21.  Pages  1085;  1115: 

23.  Pages  1287-88: 

App.  Pages  12;  17-18;  32;  57: 

Vol.  2.  Pages  10-11. 
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Hospital  dental  and  medical  staff 
structure  ( see  also  Remuneration) 
— contd. 

House  officer  grades — contd. 
duties  and  responsibilities 
1(1).  Page  4: 

9.  Page  405 : 

11(1).  Pages  502;  507: 

21.  Page  1085: 

23.  Page  1240: 

App.  Pages  12;  33. 

Junior  hospital  medical  officers 
appointments,  distribution  and 
numbers 
5/6.  Page  533 : 

16.  Q.4217: 

21.  Page  1083: 

App.  Pages  8;  13;  17-18. 
duties  and  responsibilities 
App.  Pages  13;  33. 
proposals  for  abolition  of  posts 
5/6.  Page  233: 

App.  Pages  18;  28. 
prospects 
App.  Page  18: 

Vol.  1.  Pages  26-27: 

Vol.  2.  Page  140. 

Locum  appointments 
21.  Page  1106: 

Vol.  1.  Page  20. 

Medical  administrators  and  super- 
intendents 

appointments,  distribution  and 
numbers 

20(1).  Pages  1037;  1041;  1043; 

Q. 4836-37;  4841-43; 
4859-69: 

20(2).  Pages  1059;  1062-63; 
Q.4912-13;  4929-34; 
4951-57;  4972-78;  5026-29: 
App.  Page  7: 

Vol.  1.  Page  16. 
duties  and  responsibilities 
20(1).  Pages  1036;  1037-38;  1039; 
1040;  1041;  1043; 

Q.48 18-33;  4872;  4875; 
4887-91 : 

20(2).  Pages  1059;  1062;  Q.4913-28; 
4935-38;  4969-71;  4979-85; 
4995-5002;  5017-18; 

5022-25; 

Vol.  1.  Page  16: 

Vol.  2.  Page  138. 
proposals  for: 
career  structure 

20(1).  Page  1042;  Q.4865-69. 


Hospital  dental  and  medical  staff 
structure  (sec  also  Remuneration) 
— contd. 

Medical  administrators  and  super- 
intendents— contd. 
proposals  for: 
regrading 

20(2).  Pages  1062-63;  Q.5026-29. 
prospects 

20(1).  Q.4838-43;  4864-67. 
Overseas  graduates 
2.  Q. 386-90: 

11(1).  Page  509: 

11(2).  Q. 2964-67;  Page  573: 

14/15.  Pages  730-32: 

17.  Q.4391 : 

21.  Pages  1112-13;  1115;  1127- 
1128;  1130-31;  1132; 

Q. 5178-85;  5194: 

23.  Pages  1 245—46. 

Part-time  sessions 
allocation 

2.  Q.407 ; 429-30: 

7.  Q.  1727-28;  1730-39;  1745; 

1755-56: 

9.  Page  419: 

10.  Page  466; 

11(1).  Page  505;  Q.2834-38: 

11(2).  Q. 3020-21 : 

12/13.  Page  619: 

17.  Q. 4345  -58: 

21.  Page  1092;  Q.5071-72;  5074; 
5077-86: 

23.  Pages  1234;  1242: 

App.  Pages  14-15;  59: 

Vol.  2.  Page  5. 
proposals  for  reallocation 
9.  Page  430;  Q.2238-41; 

11(1).  Pages  505;  511;  Q.2834-39: 
11(2).  Page  544;  Q.3020-21 : 

16.  Pages  871;  876: 

17.  Page  911: 

21.  Pago  1092: 

App.  Page  59: 

Vol.  2.  Page  5. 

Registrar  grades 
appointments,  distribution  and 
numbers 

2.  Page  61;  Q.349-65;  376; 
380;  385-390: 

7.  Q.  1783-85;  1790-1806: 

9.  Page  408: 

10.  Q. 2547 -48;  2605-06; 

2647-54: 

11(1).  Pages  507;  512;  Q.2828-29: 
11(2).  Q. 2929 -32  ; 2964-71;  Pages 
573-74: 

14/15.  Pages  703-05;  712-13; 

Q. 3755-56;  3763-65; 

3846-51;  3859-63: 
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Hospital  dental  and  medical  staff 
structure  (see  also  Remuneration) 
— contd. 

Registrar  grades — contd. 
appointments,  distribution  and 
numbers — contd. 

16.  Q.4198-200;  4204;  4216-30: 

17.  Pages  911;  914-15;  919; 

Q. 4363-73;  4391-96: 

20(2).  Page  1060: 

21.  Pages  1084-85;  1088-89; 

1109-34;  Q. 5044-49; 
5178-94: 

23.  Pages  1231-32;  1240-43; 

1245-46;  1287;  Q.5456-63: 
App.  Pages  7;  8;  12-13;  17-18; 

19-20;  32;  57: 

Vol.  1.  Pages  29-30: 

Vol.  2.  Pages  102;  118-19. 
duties  and  responsibilities 
2.  Q. 344  -55;  362: 

7.  Page  325;  Q.  1758-64: 

9.  Pages  408-09  ; 419: 

11(1).  Pages  506-07;  512; 

Q. 2824-29 : 

11(2).  0.2934-44: 

14/15.  Pages  702-04: 

Q.41 94-96;  4216: 

0-4394: 

Pages  1083-84;  1131: 

Pages  1230;  1239;  1244; 
1246: 

Pages  10-11;  12-13;  27;  60. 
proposals  for: 

alterations  in  distribution  and 
numbers 
Pages  506-07: 

Q. 2910 -14;  2972-73;  Pages 
573-75: 

Pages  916-17;  918;  918A; 
0-4378 86: 

Pages  19-20;  28. 


16. 

17. 

21. 

23. 

App. 


11(1). 

11(2). 

17. 

App. 


part-time  appointments 

App. 

Vol.  1. 

10.  Q.2572  84: 

11(1).  Page  509;  Q.2807: 

duties 

5/6. 

7. 

9. 

11. 

11(2).  Pages  546-47;  Q.2922-29; 

2972-73;  Page  575: 

14/15.  Q. 3766-67. 

security  of  tenure 

12/13. 

17.  Q.4387-89 : 

App.  Pages  19;  21;  30;  32. 

14/15. 

prospects 

20(2). 

2.  Pago  60;  Q.324-90: 

4.  Q.1083  -1 109: 

21. 

5/6.  Pages  227-28;  233-34: 
7.  Page  325;  Q.1684-716; 

23. 

1728-30;  1741-44;  1772-807: 
9.  Pages  406;  408-09;  429: 

App. 

Hospital  dental  and  medical  staff 
structure  (see  also  Remuneration) 
— contd. 

Registrar  grades — contd. 
prospects — contd. 

10.  Page  467;  Q.2547-48; 
2597-627: 

11(1).  Pages  506-09;  512; 

Q. 2815-29;  2866-67: 

11(2).  Pages  545-46;  547; 

Q. 2929-32;  2936-50; 
2964-71;  Pages  573-75: 

12/13.  Page  618: 

14/15.  Pages  712-14;  720; 

Q. 3680-82;  3763-65; 
3771-72;  3865-68: 

16.  Pages  872;  875-76; 

Q. 4197-230;  4247: 

17.  Pages  911-12;  915-17; 
Q.4359-97: 

21.  Pages  1083;  1084;  1089; 
1101;  1110;  1133; 

Q. 5044-49;  5128-33: 

23.  Pages  1230;  1240-43; 

1245-46;  Q.5451-56;  5487; 
5498-99: 

App.  Pages  8;  11;  12-13;  19-20; 

28;  31-32;  57;  60: 

Vol.  1.  Pages  26-30: 

Vol.  2.  Pages  5;  6;  102;  118-19. 

Senior  hospital  dental  and  medical 
officers 

appointments,  distribution  and 
numbers 

5/6.  Pages  232-33 : 

14/15.  Pages  703-05;  710-11; 

Q. 3758-63 : 

17.  Pages  914-15: 

20(2).  Page  1061 : 

22.  Pages  1082-83: 

23.  Pages  1237-39;  1249; 

Q. 5489-93 : 

Pages  8;  13-14;  17;  22;  30: 


Page  232: 

Page  325: 

Pages  408;  419: 

Pages  544-45 ; 

Page  618: 

Pages  702-05;  711; 

Q. 3680-82;  3757-63: 
Q.4988-89: 

Pages  1082-83;  1092; 

Q. 5033-34: 

Pages  1237-38;  1249; 

Q. 5494-97 : 

Pages  10;  13-14;  17;  22; 
27;  34;  59. 
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Hospital  dental  and  medical  staff 
structure  ( see  also  Remuneration) 
— cant  cl. 

Senior  hospital  dental  and  medical 
officers — contd. 

proposals  for  abolition  of  posts 
11(1).  Page  506: 

20(2).  Page  1061;  Q.4986-88: 

21.  Page  1092: 

23.  Pages  1239;  1248-49: 

App.  Pages  20;  34. 

prospects 

2.  Pages  64-65 : 

5/6.  Pages  232-33: 

7.  Q. 1684-716: 

9.  Page  408 : 

11(2).  Pages  544-45: 

14/15.  Q. 3757-63: 

20(2).  Page  1061  : 

21.  Pages  1083;  1092: 

23.  Pages  1237-38;  1249; 

Q. 5487-96 : 

App.  Pages  11;  13-14;  22;  59: 

Vol.  1.  Page  26 : 

Vol.  2.  Page  140. 

Specialties 
appointments 
21.  Page  1088: 

Vol.  1.  Pages  87-89 : 

Vol.  2.  Pages  138;  139. 
relative  attractions 
2.  Q. 338-39;  351;  368-73: 

10.  Page  464;  Q.2542-50: 

11(1).  Page  504;  Q.2862-64: 

11(2).  Page  542: 

14/15.  Q. 3788-90: 

17.  Pages  909-10;  911; 

Q. 4317-18: 

20(2).  Page  1060: 

21.  Pages  1110-12;  1114; 

1115-24;  1127-30: 

App.  Page  57: 

Vol.  2.  Pages  140-43. 


Whole-time  and  part-time  service 
compared 

advantages  of  part-time  service 
1(2).  Pages  30-31;  Q.160-62: 

2.  Page  65;  Q.421;  424  ; 430- 

432-33;  448—49 : 

7.  Q.1894: 

10.  Pages  466-67;  Q.2551-62: 
11(1).  Page  504: 

11(2).  Page  543 : 

16.  Q.4170-73 : 

17.  Page  911;  Q.4331-33: 

20(2).  Q. 5029-30: 


Hospital  dental  and  medical  staff 
structure  (see  also  Remuneration) 
— contd. 

Whole-time  and  part-time  service 
compared — contd. 

advantages  of  part-time  service 
— contd. 


21.  Pages  1091-92;  1094-95- 

Q. 5050-51 ; 5070;  5084; 
5087-89;  5107-09;  5115- 
5124-25: 

23.  Pages  1233-34: 

Vol.  1.  Pages  84-87: 

Vol.  2.  Page  5. 

advantages  ot  whole-time  service 
1(1).  Q.55: 

Pages  30-31: 

Q.  1900-02: 

Page  407: 


1(2). 

7. 

9. 

10. 

11(1). 

11(2). 

20(2). 

21. 

23. 

App. 


Page  466 : 

Page  504: 

Page  543: 

Page  1060: 

Q.5070-117: 

Pages  1232-33: 

Page  58. 

division  of  work,  and  responsibility 
1(2).  Page  29;  Q.I38;  141-43- 

177: 

2.  Q.422;  438  46;  452-64: 

9.  Page  407: 

11(1).  Page  505: 

11(2).  Page  536: 

14/15.  Pages  712;  723-24; 

Q. 3876-78: 

21.  Pages  1098;  1134; 

Q.5062  64;  511823: 

23.  Pages  1233-34: 

App.  Page  59. 

hospital  service,  effect  of  part-time 
service  on  organisation  of 
1(1).  Q. 39-40: 

1(2).  Pages  29-30;  Q.  139-143; 
155-59;  162-64;  167-70: 
Q.424  ; 432-47: 

Q.  1890-93: 


2. 

7. 

14/15. 

16. 

17. 

20(2). 

21. 

Vol.  1. 


Q. 3774-75: 

Q.4188-93: 

Page  91 1;  Q.4330  ; 4347-55: 
Page  1060: 

Page  1134;  Q.5088-89: 

Pages  85-86. 
option  lor  part-time  or  whole-time 
service 

1(1).  Q. 52-55: 

1(2).  Page  30;  Q.  137- 43;  146-50; 
153-54;  170-76;  181: 

Page  65;  Q.4 18-23;  431-32; 
447-51: 

5/6.  Q.1573: 


2. 
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Hospital  dental  and  medical  staff 
structure  (see  also  Remuneration) 
contd. 

Whole-time  and  part-time  service 
compared — could. 

option  for  part-time  or  whole-time 
service — contd. 

7.  0-1739;  1896-99; 

10.  Pages  465-66;  Q.255I ; 

11(1).  Page  505;  Q.2698: 

14/15.  Q.3773: 

16.  Pages  869;  871;  Q.4188-93: 

20(2).  Page  1060: 

21.  Pages  1091;  1133-34; 

Q. 5078-86;  5112-13; 

5124  27A: 

23.  Pages  1232  -33;  Q.5464 -66: 

App.  Pages  4 6;  14: 

Vol.  1.  Page  25: 

Vol.  2.  Page  140. 

proposals  for : 

abolition  of  part-time  service 
1(1).  Pages  3-4;  Q.5-10;  15-17; 

24-30: 

5/6.  Q.  1396-97: 

20(2).  Page  1060: 

23.  Page  1232: 

Vol.  1.  Pages  85-87: 

Vol.  2.  Page  115. 

limitation  of  whole-time  appoint- 


ments 

7. 

Q.  1896-97: 

16. 

Page  871: 

21. 

Q.5 124-26: 

App. 

Page  34: 

Vol.  2. 

Page  141. 

Hospitai.  and  specialist  services 
Beds  at  disposal  of  general  practitioners 
Vol.  2.  Pages  111  12;  117. 

Buildings  and  equipment 
11(1).  Pages  515;  516;  Q.2700; 
2705-22. 

Facilities  for  dental  treatment 
16.  Page  876. 

Income  tax 

Differences  in  assessment  under 
Schedules  D and  E 
1(2).  Pages  31;  32;  33-36; 

Q.198  237: 

2.  Page  64;  0.515-19: 

4.  Q.1110  12: 

7.  Page  327;  Q.1894;  1900; 
1903;  1909: 

10.  Pages  466-67;  Q.2563  -66; 
2592  96; 

11(1).  Page  510;  Q.2686-89: 

(HI  1 26) 


Income  Tax — contd. 

Differences  in  assessment  under 
Schedules  D and  E — contd. 

11(2).  Pages  543;  550: 

14/15.  Q. 3777-78: 

16.  Pages  872;  876;  Q.4179-87: 

17.  Pages  911;  912;  Q.4319: 

App.  Pages  1-3;  14;  58-59;  61: 
Vol.  1.  Page  85: 

Vol.  2.  Pages  5;  126;  138. 

Necessary  professional  expenses 

9.  Page  415: 

21.  0.5096-97;  5101-05;  5117: 

Vol.  1.  Pages  22-23. 

National  Health  Insurance 
Dental  benefit 

12/13.  Pages  598-99;  Q.3325-30. 

National  Health  Service 
Administration 

9.  Pages  405-06;  433-35: 

10.  Page  464;  Q.2496-541: 

11(1).  Pages  501 ; 515;  Q.2701-04; 

2707-08: 

11(2).  Q.29 19-29: 

14/15.  Q. 3676-79: 

21.  Page  1087: 

App.  Page  12: 

Vol.  2.  Pages  116-17. 

Cost 

5/6.  Page  225: 

App.  Page  70. 

Proposals  for: 
contributions  by  patients 
Vol.  2.  Page  113. 
drugs  for  private  patients 
Vol.  2.  Page  1 19. 
state  subsidised/private  insurance 
Vol.  2.  Page  1 14. 

Negotiating  machinery  (see  also 
Review  machinery) 

Arbitration 
8.  Page  367: 

12/13.  Pages  624-25;  Q.3432-53: 
14/15.  Pages  745-46;  748-52;  787; 

Q. 4023-33 : 

20(2).  Page  1061: 

23.  Pages  1223-25;  1229: 

App.  Pages  27 ; 75 : 

Vol.  1.  Pages  11;  71;  73-75: 

Vol.  2.  Pages  108;  115;  119. 

Direct  negotiation 
3.  Q. 576-77 : 

5/6.  Q.  1 1 1 8-29 ; 1314-19: 

8.  Q.  1 945-54;  1956-59; 
2014-18: 
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Negotiating  machinery  (see  also 
Review  machinery) — contd. 

Direct  negotiation — contd. 

11(2).  Q.3014: 

12/13.  Q. 3296-97 ; 3418-20: 

14/15.  Pages  744-47;  Q.3500; 

3529-35;  3545;  4010-16: 

21.  Page  1100;  Q.5143-44; 

5153-54;  5160;  5180-82: 

23.  Pages  1220-22;  1224-26: 

App.  Page  25 : 

Vol.  1.  Page  40. 

Scottish  Advisory  Committee  of  the 
Whitley  Councils 
14/15.  Page  747. 

Whitley  Councils 


2. 

Pages  65-66 : 

7. 

Page  327;  Q.1911-14; 

1918; 

1921: 

9. 

Pages  398;  432: 

11(1). 

Page  514: 

12/13. 

Page  617;  Q.3418-20: 

14/15. 

Pages 744-47;  Q.3500; 

3529; 

4010-16: 

17. 

Page  913: 

20(1). 

Page  1041;  Q.4901-03: 

20(2). 

Page  1061;  Q.5019-20: 

21. 

Pages  1086;  1099-100; 

Q. 5034-39;  5143-54; 

5160-65;  5170-77: 

23. 

Pages  1220-27: 

App. 

Pages  23-27  ; 29: 

Vol.  1. 

Pages  10-11;  68-77. 

Ophthalmic  medical  practitioners 
23.  Pages  1272-76;  Q.5514-21: 
Vol.  1.  Pages  46-47. 

Patients 

Doctors’  relationship  with 
5/6.  Pages  235-36;  Q.151 1-13 : 
11(1).  Page  515: 

Vol.  2.  Page  116. 

Freedom  of  choice  of  doctor 
9.  Pages  424  ; 429;  Q. 2321-23: 
17.  Q. 4334-44: 

App.  Page  46. 

Private  dental  practice  (see  also 
Remuneration) 

12/13.  Pages  598-99;  613;  0.3375; 
3409-15. 

Private  medical  practice  (see  also 
Remuneration) 

Consultant  practice 
1(1).  Q. 33-35: 

1(2).  Pages  30-31;  Q.151-52: 


Private  medical  practice  (see  also 
Remuneration) — contd. 

Consultant  practice — contd. 

2.  Page  61;  Q. 524-29- 
5/6.  Q. 1571-72: 

10.  Pages  468-69: 

11(1).  Pages  504-05  ; 509;  512- 
Q. 2695-99: 

11(2).  Pages  544;  549-50; 

Q. 2975-80: 

16.  Page  872: 

17.  Page  912;  Q.4329-31: 

21.  Pages  1091-92;  1094-96- 

1135;  Q.5I18--23;  5134-38: 
23.  Page  1232;  Q.5464-66: 

App.  Pages  58-  59;  61: 

Vol.  1.  Pages  20-21 : 

Vol.  2.  Page  115. 

General  practice 
9.  Q. 2342-57;  2376-86: 

11(2).  Page  549: 

22(1).  Page  1162;  Q.5278-83: 

App.  Page  46: 

Vol.  1.  Pages  20  -21 : 

Vol.  2.  Pages  118:  133. 

Hospital  service  facilities 
11(1).  Page  505;  Q.2696-97  ; 2699- 
11(2).  Q.2980;  3017-19: 

17.  Page  91 1;  Q.4320-28: 

21.  Pages  1095;  1135. 

Recruitment.  Dentists 
Capacity  of  dental  schools 
8.  Page  366: 

12/13.  Pages  596-97;  Q.3096-98; 
3113: 

14/15.  Page  700;  0-3703-09; 

3950-52: 

Vol.  1.  Pages  1-2: 

Vol.  2.  Pages  4;  97;  99;  106;  110. 

Educational  requirements 
12/13.  Pages  588  -89: 

14/15.  Page  722. 

Effect  of  National  Health  Service 
12/13.  Pages  594;  596;  615; 

Q. 3171-72;  3300  02: 

14/15.  Page  701;  Q.3741. 

Entry  into  profession  of  dentists’  sons 
8.  Page  366;  Q.2089-97: 

12/13.  Page  587;  Q.3I14. 

McNair  Committee 
12/13.  Pages  593-94  ; 595-96; 

Q.  3077;  3113  44: 

14/15.  Page  700: 

App.  Page  72: 

Vol.  1.  Pages  1-2. 
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Recruitment.  Dentists— contd. 
Quality  of  recruits 
12/13.  Page  597: 

14/15.  Page  700;  Q.3709: 

22(2).  Page  1186: 

Vol.  2.  Pages  4;  97;  99. 

Quantity  of  recruits 
8.  Page  366: 

12/13.  Pages 592;  593;  596-97; 598- 
601;  Q. 3076-100  ; 3302; 
3334-37;  3389;  3403: 

14/15.  Page  700;  Q.3706-10; 

3716-20  ; 4044-47: 

22(2).  Pages  1185;  1186;  Q.5410: 
App.  Page  72: 

Vol.  1.  Pages  12: 

Vol.  2.  Pages  5;  50-51;  97-99;  106; 

110. 

Wastage  after  qualification 
12/13.  Page  597: 

14/15.  Pages  730-32;  Q.3966: 

Vol.  2.  Pages  4;  99. 

Wastage  during  training 
12/13.  Page  597: 

Vol.  2.  Page  99. 

Recrui  i went.  D<  ktohs 
Capacity  of  medical  schools 
10.  Page  463;  Q.2460  69: 

17.  Q.4280-88: 

19(2).  Q.4698 : 

23.  Pago  1288. 

Effect  of  National  Health  Service 
5/6.  Page  229;  Q.  1256-72; 
1279-86: 

7.  Pages  326;  328: 

10.  Q.2471  73: 

11(1).  Pages  499  500; 

11(2).  Page  535: 

16.  Q.4154: 

17.  <9.4291  308: 

19(2).  Q.4698: 

23.  Page  1288. 

Entry  into  profession  of  doctors’  sons 
7.  Page  326;  Q.181H  30: 

11(1).  Q.2749: 

16.  Page  871;  Q.4138  39; 

4143  44;  4150;  4154: 

17.  Page  910;  Q. 4272  308: 

19(2).  Q.4698;  4701. 

Quality  of  recruits 
2.  Page  59;  Q.302  13; 

5/6.  Q.  1261  67;  1284-85: 

7.  Q. 1808-12: 


Recruitment.  Doctors— contd. 
Quality  of  recruits — contd. 

10.  Q. 2438-45 ; 2448: 

11(1).  Pages  499  ; 500-01; 

Q. 2726-51 ; 2756-61: 
11(2).  Page  539: 

14/15.  Pages  700;  742: 

16.  Q.4140-55: 

17.  Page  910: 

19(2).  Q.4698-705: 

20(2).  Page  1059: 

22.  Page  1159;  Q.5201-03: 

23.  Pages  1287-88: 

App.  Page  54 : 

Vol.  2.  Pages  129-30. 


Quantity  of  recruits 

1(1). 

Q. 1 14—1 9 : 

4. 

Q.  1105-07: 

5/6. 

Q.  1268-78: 

7. 

Q.1811 : 

10. 

Pago  465;  Q.2434-43; 
2446-51;  2465-70: 

11(1). 

Pages  500-01;  Q.2726-47; 
2751-55: 

11(2). 

Pages  537-38: 

14/15. 

Pages  699-700;  742; 

16. 

Q.4140-55: 

17. 

Page  910;  Q.4283-85: 

19(2). 

Q.4698-701 : 

23. 

Pages  1287-88;  Q.5522-28 

App. 

Pages  44;  54;  70. 

Wastage  after  qualification 
9.  Pages  399;  406;  Q.2235: 
11(1).  Pages  501;  506: 

11(2).  Page  540: 

14/15.  Pages  721;  730-32;  Q.3966: 

16.  Q. 4 159-69: 

17.  Page  910: 

21.  Page  1090;  Q.5128-32: 

23.  Pages  1231-32;  1287-88: 
App.  Pages  55;  60. 

Wastage  during  training 
11(1).  Page  501;  Q.2726-41: 

11(2).  Pago  540: 

14/15.  Page  721: 

App.  Page  55. 

Wiliink  Committee 
5/6.  Q.  1268-71;  1295-96; 

1299-302; 

11(1).  Page  501: 

14/15.  Pages  699-700;  702: 

16.  Q.4156-59: 

19(2).  Q.4697 : 

23.  Pages  1287-88;  Q.5522-28: 
Vol.  1.  Pago  1. 
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Remuneration.  Dentists  and  doctors. 
General 

Adjustments  for  changes  in  cost  of 
living,  value  of  money,  etc. 

3.  Page  105: 

5/6.  Pages  216-19;  224-26;  245; 
246-248;  249;  Q.1140; 
1247-55;  1417-37;  1447-55; 
1466-83;  1492-1543; 

1589-93: 

7.  Pages  322-23;  325;  328; 

Q. 1613-15: 

8.  Page  369;  Q.21 50-57: 

11(1).  Pages 500;  511;  513;  515-16: 
11(2).  Pages  534-35;  Q.2876-79; 

2883-84: 

12/13.  Pages  596;  600;  603;  607; 
614;  622;  627-34; 

Q. 3 184-226;  3234;  3242-44: 
14/15.  Pages  696-98;  744;  752-54; 
3466-70;  3485-86; 

3492-507;  3518-52; 

3567-91;  3655-75;  3822-26; 
3980-86;  4017-22: 

16.  Q.4072-88;  4108-09; 

4122-29: 

21.  Pages  1096;  1097;  1098; 
1101: 

23.  Pages  1225-27;  1287: 

App.  Pages  31;  45-46: 

Vol.  1.  Pages  10;  39-42;  73-75. 
Claim  by  dentists  for  increased  re- 
muneration 
1(1).  Page  6: 

12/13.  Pages  605;  610;  616-17; 

618;  622-24;  626-630; 
633-34;  Q.3215-28: 

Vol.  1.  Pages  48 ; 54. 

Claim  by  doctors  for  increased  re- 
muneration 

5/6.  Pages  222-26;  240; 
Q.1416-46;  1473-81; 
1492-517;  1564;  1589-93: 

7.  Pages  322;  328;  Q.  1625-26: 

9.  Q. 23 64-65  ; 2391-95: 

14/15.  Pages  698-99;  752-54; 

Q.3536-52;  3987-88;  3993; 
4000-09: 

20.  Q.4876-78: 

211  Pages  1101-02: 

23.  Pages  1236-37;  1239; 

1247-49: 

App.  Pages  31-38: 

Vol.  1.  Pages  12;  43. 

Comparisons  with : 

Armed  Forces  dental  and  medical 
officers 

12/13.  Page  612; 

14/15.  Pages  736;  742;  744: 


Remuneration.  Dentists  and  doctors. 
General — amid. 

Comparisons  with : 

Armed  Forces  dental  and  medical 
officers — could. 

16.  Q.4062;  4073-88;  4114-17- 

23.  Pages  1264;  1272;  1289-90. 

Civil  Service  dental  and  medical 
officers 

5/6.  Q.1479: 

14/15.  Pages  699;  742;  744; 
780-82: 

16.  Q.4062;  4073-88;  4114-17- 

21.  Pages  1086-87: 

23.  Page  1290. 

community 

5/6.  Pages  216;  224-26; 

Q.  1423-29;  1447-54;  1466- 
1492-517: 

7.  Pages  322;  323;  328; 

Q.  1611—12;  1636-44; 
1928-32: 

9.  Page  424: 

11(1).  Pages  499  ; 513;  515; 

Q.2670  92: 

12/13.  Pages  607-08;  630  -32: 

14/15.  Pages  698;  699;  Q.3538-49: 
16.  Q.4 122-23: 

23.  Pages  1288-89: 

App.  Page  62. 

“connected  occupations” 

14/15.  Pages  698;  699;  736; 

Vol.  1.  Pages  62-  63. 
industrial  medical  officers 
21.  Pago  1087; 

Vol.  2.  Pages  9-12. 
local  authority  dental  and  medical 
officers 

12/13.  Pages  595;  612;  619;  624; 
14/15.  Pages  699;  742;  743;  744; 

745;  Q.3726  28: 

16.  0.4075  88;  4114-17: 

18(1).  Pages  941  42;  943  -46;  947; 
950-51;  0.4489-93;  4499; 
4504-32;  4535-38;  4551-62: 

18(2).  Pages  967 73;  Q.4570-99: 

21.  Pages  1086-87: 

23.  Pages  1222- 24;  1264  69; 

1276  -80;  1290;  Q.5500  03: 
App.  Pages  74-75: 

Vol.  2.  Pages  21-33;  39-45;  47-48; 

51-60. 

“ other  professions  ” 

3.  0-560-74: 

4.  0.1031-33: 

5/6.  Q.1247 55;  1417-29; 

1432  -33;  1455  81 : 

7.  Q. 1613-15: 
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Remuneration.  Dentists  and  doctors. 
General — contd. 


Remuneration.  Dentists  and  doctors. 
General — contd. 


Comparisons  with : 

“other  professions” — contd. 

8.  Q. 2094-106: 

10.  Q. 2470-73;  2478-81: 

11(1).  Page  499;  Q.2692-94: 

12/13.  Pages  623  ; 630-32; 
Q.3209-11;  3217-18; 
3332-33;  3454-61; 

14/15.  Pages  697;  698-99;  717; 

719;  735-37;  742-43;  747; 
752-54;  758;  769-87; 
Q.3492;  3505-17;  3536-52; 
3638-75;  3879-87;  3967-78; 
4017-39: 

16.  Q. 4060-62;  4073-94; 


Relativities  between  branches  of 
National  Health  Service 
general  dental  and  general  medical 
practitioners 

8.  Q. 2111-16;  2150-57: 

12/13.  Pages  595;  603;  622-23; 

Q. 3167-82;  3298; 

14/15.  Pages  722;  767;  Q.3567-91; 
3715-16: 

22(2).  Q. 5406-09: 

App.  Page  73 : 

Vol.  1.  Page  52. 

general  dental  practitioners  and 
health  centre  dentists 
12/13.  Pages  616-17. 


4108-09: 

21.  Pages  1097-98: 

23.  Pages  1225-26;  1230-31; 

1288  90;  Q.5442-55;  5480: 
Vol.  1.  Pages  62-63. 
private  school  medical  officers 
Vol.  2.  Pages  125-28. 


professions  overseas 

1(1). 

5/6.  Q. 1409-12: 

2. 

7.  Q. 1813-17;  1919-20: 

3. 

11(1).  0.2780-81: 

4. 

14/15.  Pages  733-34: 

5/6. 

17.  0.4277-79: 

23.  Pages  1288;  1290. 

research  establishment  dentists  and 

7. 

doctors 

7.  Q.  1885-88: 

11(1). 

14/15.  Pages  742-43;  Q.3827-33: 

11(2). 

19(1).  Pages  984-85;  986-93; 

14/15. 

Q.4625-46;  4655-63; 
4686-88: 

21.  Page  1087: 

16. 

23.  Pages  1264-65;  127172; 

20(1). 

Q.5504  43: 

20(2). 

Vol.  2.  Page  102. 

21. 

university  teachers 

23. 

5/6.  Pages  234-35: 

7.  0.1646-54: 

rvpp. 
Vol.  1. 
Vol.  2. 

11(1).  Pages  505  06: 

11(2).  0.3007  09: 

Pages  737;  742  43  ; 754; 
Q.3541;  3659;  3827-33: 
Q.4062;  4075-88: 

Pages  990-93 : 

Pages  1010-12;  1013; 

Q. 4708 -11;  4712-806: 

Page  1087: 

Pages  1264;  1270-72; 
1288-89;  Q.5504-13: 

Pages  59;  76: 

Vbi.  2.  Pages  4-5;  13-16;  100-02; 
145-49. 


14/15. 

16. 

19(1). 

19(2). 

21. 

23. 

App. 


general  dental  practitioners  and 
hospital  dentists 
12/13.  Pages  595;  612: 

16.  Q.4256: 

Vol.  2.  Pages  4-6;  101. 
general  medical  practitioners  and 
hospital  doctors 
Q. 40-42;  47-51: 

Q.496-509 : 

Q. 698-701 : 

Q. 1023-32;  1041-43: 

Q. 1256-60;  1287-89; 
1292-93;  1303-10;  1519-23; 
1534-44;  1559-60;  1593-94: 
Pages  327;  328;  Q.1615-25; 
1684;  1720-25;  1738: 
Q.2790-805: 


Q. 3553-67;  3676-79; 
3888-93;  3979: 

Q.41 10-21: 


Page  1087: 

Pages  1237;  1274-75; 
1286-87: 

Pages  32;  58;  60: 


Remuneration— General  dental 

practitioners  {sec  also  Assistant 

GENERAL  DENTAL  PRACTITIONERS) 
Barnings  from  Executive  Councils 
average  and  range 
8.  Pages  367-71;  Q.  1960-78; 

1989-94;  2097-99;  2117-24: 
12/13.  Pages  601;  602;  606-07; 

608;  614;  632-33; 

Q.3 150-65;  3282-95; 
3334-74;  3402-03: 
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Remuneration — General  dental 

practitioners  ( see  also  Assistant 
general  dental  practitioners) 
— contd. 

Earnings  from  Executive  Councils 
— contd. 

average  and  range — contd. 

14/15.  Page  767;  Q.3591;  3714-16; 
3734: 

App.  Pages  71-74. 

basic  rate 
8.  Page  370 : 

12/13.  Pages  601-02;  604-05  ; 606; 
607;  608;  611;  613-14;  623; 
627;  Q.3165;  3167-82; 
3282-95: 

14/15.  Q. 3567-91 : 

App.  Pages  71-73. 

effect  of  amendments  to  gross  fees 
12/13.  Pages  596;  604-05  ; 608; 

622-23;  628. 

effect  of  charges  to  patients 
8.  Page  365 : 

12/13.  Page  632;  Q.3282;  3324; 

3402-03: 

14/15.  Q.3601;  3712;  3726;  3729. 

Earnings  from  private  practice 
12/13.  Q .3358-61 : 

14/15.  Pages  724-25. 

Earnings  from  public  authorities 
12/13.  Page  621: 

Vol.  2.  Page  51. 

Payment  by  statutory  scale  of  fees: 
amendments  to  gross  fees  1949-1955 
8.  Page  365;  Q.2117-43: 

12/13.  Pages  602-03;  604-05; 

608-09;  628;  Q.3229-33; 
3252-62;  3273-99;  3335-38; 
3365-66;  3407-08: 

14/15.  Q. 3725-26;  3729-35: 

App.  Pages  73-74 : 

Vol.  1.  Pages  48;  53-54. 

comments  on  method  of  payment 
8.  Pages  365;  368; 

Q. 1995-2018;  2103-06; 
2114-49: 

12/13.  Pages  592;  594;  595;  610; 
613-15;  Q.3239-40; 3261-62; 
3299-306;  3313-14; 3351-55; 
3374-99;  3412-17;  3454-61: 
14/15.  Pages  701;  722;  Q.3600-07; 
3713-25;  3739;  3742; 
4040-43: 

16.  Q. 423 8-41 : 

22(2).  Pages  1185-86;  Q.5407-08; 
5413 : 

App.  Pages  72-73 : 

Vol.  2.  Pages  102-03;  108. 


Remuneration — General  dental 

practitioners  (see  also  Assistant 
general  dental  practitioners) 
— contd. 

Payment  by  statutory  scale  of  fees 
— contd. 
proposals  for: 

abolition  of  power  to  amend  gross 
fees  by  unilateral  action 
8.  Pages  366-67 : 

Vol.  2.  Page  108. 

alternative  methods  of  payment 
8.  Q.2107-11: 

12/13.  Q.3310-13;  3416-17; 
3427-29: 

.14/15.  Q.3602;  3737-40. 

inducement  payments 
22(2).  Page  1185. 

weighting  of  fees  for  skill  and 
experience 

8.  Page  366;  Q.2144-49: 

12/13.  Q. 3386-89: 

14/15.  Q. 3714-16: 

22(2).  Pages  1185-86;  Q.5422-29: 
Vol.  2.  Page  103. 

Practice  expenses: 
average  and  range 
8.  Q.21 11-16: 

12/13.  Pages  602;  605;  606;  608; 
610-11;  Q. 3033-35;  3235; 

3247;  3282;  3342-73: 

14/15.  Q. 3743-47;  3965;  4047^19: 
App.  Pages  73-74: 

Vol.  1.  Page  54. 

proposal  for  payment  of  travelling 
expenses 

22(2).  Q. 5419-20. 

Scales  of  fees 

12/13.  Pages  599;  602-03;  604-05; 
607;  609-10;  613-14;  627; 
628;  Q. 3233-54;  3273; 
3280-81;  3287-95;  3298; 
3306;  3333: 

14/15.  Page  729;  Q.3735-36; 

3743-47;  3964-65: 

Vol.  1.  Pages  48;  54. 

Remuneration — General  medical 

PRACTITIONERS  (see  also  ASSISTANT 
GENERAL  MEDICAL  PRACTITIONERS) 
Capitation  system : 
comments  on  system 

Pages  107;  109;  Q.594-646: 
Q.  1343-45; 1382-83; 1403-08: 
Q. 1921-27: 

Pages  395-97;  416-17; 
419-20;  Q.23 13-14: 

Pages  725-26;  Q.3477-79; 
3593-95;  3612-14;  3793-807; 
3894-901: 

Page  1183;  Q.5362-68: 

Page  48 : 

Pages  107-08;  113-14. 


3. 

5/6. 

7. 

9. 


14/15. 


22(2). 
App. 
Vol.  2. 
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Remuneration — G eneral  medical 

PRACTITIONERS  (.tec  also  ASSISTANT 
GENERAL  MEDICAL  PRACTITIONERS) 
— contcl. 


Capitation  system — contcl. 


proposals  for  alternative  systems 

HD. 

Page  5:  Q.l 1-14;  18-23; 

31-32;  42-44: 

3. 

Pages  107-08;  Q.605-08; 

704-10: 

5/6. 

Q. 1391-409: 

9. 

Pages  398;  426;  Q.2284-85; 

2296-300;  2418  20: 

10. 

Q.25 19-21;  2664-65: 

14/15. 

Pages  725;  729;  Q.3797-98: 

22(2). 

Q. 5389-94: 

23. 

Page  1286: 

App. 

Page  48: 

Vol.  2. 

Pages  114;  116;  119. 

Central  Pool 
calculation 

3.  Pages  105-06;  109-10; 

Q.688-90 : 

5/6.  Pages  237  -38 ; 254; 

Q.  1498-502: 

14/15.  Page  724;  Q.3608-H; 
3902-07; 

Vol.  1.  Pages  40  45. 
comments  on  pool  system 
3.  Pages  105-06;  110-11; 

586-605;  609-11;  688-90: 
5/6.  Pages  237-38;  Q.1320-28; 

1337-42: 

9.  Pages  419-20;  Q.2372-73; 

2421-23: 

14/15.  Q.3592  605;  3607-08; 

3612  14;  3912  17: 

23.  Pages  1286;  1287. 
distribution 

3.  Pages  105-06;  1 1 1-12;  114; 

Q.63I-45;  83034: 

5/6.  Q. 1 168  74;  1181-83; 

1311-27;  1413  16;  1561-64: 
9.  Pages  396;  397;  410;  411; 

419-20;  0-2278;  2418-20: 
14/15.  Pages  725-27;  729; 

0.3613  14;  3804  06; 
3894-97;  3912-17; 

3920  30;  3987-88;  3993-99: 
17.  Page 912;  0-4271;  4398-405: 
22(1).  Pages  1158;  1159;  1167; 
0.5249  -53 : 

22(2).  Pages  1181;  1182; 

0.5303  06;  5359: 

23.  Page  1274  76;  1281;  1285; 

1286;  1287;  0-5514-21: 

App.  Pages  36-38;  43;  47;  68-69: 
Vol.  1.  Pages  34  -37;  44-47: 

Vol.  2.  Pages  104-05;  107-08; 
120-21. 

Printed  image  digitised  by  the  University  of  Southampton  Libri 


Remuneration — General  medical 

practitioners  (see  also  Assistant 

OENERAL  MEDICAL  PRACTITIONERS) 

— contcl. 

Central  Pool — contd. 
practice  expenses 
3.  Pages  106;  112-13;  117; 

126;  Q. 738-47;  757-58; 
798-809;  823-25: 

5/6.  Q.  1343-90: 

9.  Pages  397;  406-07;  414-16; 
418;  420: 

14/15.  Q.3615;  3918-19;  3926-30; 

3989-92;  3996-99: 

22(2).  Q.5369-77 : 

23.  Pages  1285-86: 

App.  Pago  47 : 

Vol.  1.  Pages  41 ; 43-45 : 

Vol.  2.  Pages  110;  116. 
proposals  for: 

additional  payments 
3.  Pages  105;  106;  114; 

Q. 691-92: 

5/6.  Q.l  192-211: 

9.  Page  426;  Q.24 18-20: 

14/15.  Q.3838: 

22(2).  Page  1183;  Q.5360-62: 

23.  Page  1282. 

alterations  to  existing  payments 
9.  Pages  398;  409;  425;  426; 

Q. 23 64-74;  2418-20: 

14/15.  Q. 3618-21 : 

22(2).  Page  1183: 

App.  Pages  35-38;  48: 

Vol.  2.  Pages  105;  108;  114-15. 
alterations  in  payment  for  practice 
expenses 

3.  Pages  112-14;  126-31; 

Q. 738-828;  865-72: 

5/6.  Q.  1348-5 1 ; 1359;  1366-76: 
9.  Pages  398;  424;  Q.2265-78; 
2324-25: 

14/15.  Q.3615-22: 

22(2).  Q. 5364-68: 

23.  Pages  1285-86: 

App.  Pages  35-36;  47. 

alterations  in  pool  calculation 


3. 

Pages  110;  111;  Q. 610-16; 
620-30;  660-62: 

5/6. 

Q. 1329-32: 

9. 

Q.2372-76: 

App. 

Page  35. 

distinction  awards 

3. 

5/6. 

Q. 692-97: 

Q.  1288-93;  1295-302; 

1305-10: 

7. 

Q.  1627-35: 

9. 

Q.2280;  2293-94;  2366-74: 

10. 

Q. 2663-65: 

11(2). 

Q. 3022-23: 

Digitisation  Unit 
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Remuneration — General  medical 
practitioners  {see  also  Assistant 

GENERAL  MEDICAL  PRACTITIONERS) 
— contd. 

Central  Pool — contd. 
proposals  for: 

distinction  awards — contd. 

14/15.  Q. 3793-807;  3883-87: 

17.  Q.4422-27: 

22(2).  Q.5360-62;  5384-87: 

23.  Pages  1282-84: 

App.  Pages  48-49;  60-61;  69: 

Vol.  2.  Pages  114;  119. 

increments  for  experience , respon- 
sibility and/or  skill 
1(1).  Page  6. 

3.  Pages  107;  115;  Q.834-45: 

5/6.  Q. 1305-10: 

9.  Pages  398;  424-25; 

Q. 2268-72;  2279-310; 
2366-74: 

14/15.  Q. 3836-37: 

22(2).  Page  1183;  Q.5360-62;  5387: 
App.  Pages  36;  60-61;  69: 

Vol.  2.  Pages  108;  114-15. 

Danckwerts,  adjudication  by  Mr. Justice 
doctors’  case 

5/6.  Pages  241-53;  Q.  1459-65; 

1471-72;  1479-81: 

14/15.  Pages  752-54. 
general 

5/6.  Page  219;  Q.1429-32; 

1490-91;  1498-502: 

14/15.  Pages  697-98;  758; 

Q. 3466-69;  3520-22; 

3536-37;  3655-75: 

Vol.  1.  Pages  40-42. 

Distribution  of  Remuneration  among 
General  Practitioners.  Report  of 
Working  Party,  1952 
5/6.  Pages  219-20;  Q.1J45-50; 

1438-46: 

14/15.  Page  727: 

Vol.  1.  Pages  40-41;  42. 

Earnings,  average  and  range 
3.  Pages  103-06;  121-26; 

Q. 57 8-85: 

5/6.  Q.i 139-211;  1333-36;  1391; 

1430-31 ; 1435-36: 

9.  Page  397: 

11(2).  Page  536;  Q.2915-18: 

14/15.  Pages  721-22;  767; 

Q.3475-81;  3894-901; 

3987-99: 

22(2).  Q. 5407-08: 

App.  Pages  45-46 : 

Vol.  1.  Pages  42-43. 


Remuneration — General  medical 
practitioners  ( see  also  Assistant 
general  medical  practitioners) 
— contd. 

Earnings  from  private  practice 
3.  Q. 617  -19;  646-60: 

5/6.  Q.  1484-86: 

14/15.  Pages  724;  768;  Q. 3902 -08: 
Vol.  1.  Pages  42;  44. 

Earnings  from  public  authorities 
3.  Q. 587-88: 

14/15.  Q. 3612-14: 

Vol.  1.  Pages  43;  44;  45: 

Vol.  2.  Pages  39-41 ; 85-88. 
Inducement  payments 
3.  Pages  104-05: 

5/6.  Q.I168;  1186-91: 

14/15.  Q. 3894-97 : 

22(1).  Page  1158;  Q.5288-96: 

22(2).  Q. 5402-05 : 

Vol.  1.  Pages  34;  36: 

Vol.  2.  Page  129. 

Rural  and  urban  differentials 
3.  Pages  104;  114: 

5/6.  Q.I  168-85: 

9.  Page  418. 

Trainee  practitioners 

3.  Page  105: 

5/6.  Q.1221  -22;  1226-27; 

1238-41: 

9.  Page  429: 

11(1).  Q.2792  805: 

11(2).  Q. 2898  -902 : 

22(1).  Q. 5260-61 : 

App.  Pages  40 -42: 

Vol.  1.  Page  46: 

Vol.  2.  Page  130. 

Remuneration.  Health  centre 
dentists 

12/13.  Page  616: 

Vol.  1.  Page  55. 

Remuneration.  Hospital  dentists  and 
doctors 
Agreement,  1954 
2.  Page  63;  Q.507-11: 

4.  Q.1043: 

5/6.  Pages  222  ; 241;  Q.1523-30; 

1533;  1617-20: 

14/15.  Pages  758-59;  Q.3553-66: 

17.  Q.4300  02: 

21.  Pages  1092;1097;  1101: 

23.  Pages  1234;  1244;  1248; 

Q.5498: 

App.  Page  23 : 

Vol.  1.  Pages  1 1 ; 74  -77. 
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Remuneration.  Hospital  dentists  and 
doctors — contd. 

Deductions  from  salary 
accommodation 
20(1).  Page  1041;  Q.4892-96: 

20(2).  Page  1062. 
board  and  lodging 
1(1).  Q. 106-10: 

9.  Pages  405;  419;  Q.2253-59: 
10.  Page  464;  Q.2482-96: 

11(1).  Page  502;  Q.2773-81: 

11(2).  Q. 2894-905: 

14/15.  Q. 3768-70: 

23.  Pages  1244;  1246-47: 

App.  Page  7 : 

Vol.  1.  Pages  21-22. 
proposals  for  alterations 
10.  Page  472; 

11(1).  Pages  502;  503;  Q.2774-81 : 
11(2).  Q. 2895-904: 

App.  Page  35: 

Vol.  2.  Pages  138-39;  141. 
Distinction  awards 
general 

1(1).  Q. 56-72: 

1(2).  Q. 182-91 : 

2.  Page  63;  Q.468-95;  534-47: 
4.  Q. 901-05  ; 917-1022; 

1034-41;  1044-56;  1058-79: 
5/6.  Page  221 : 

7.  Page  327;  Q.1618;  1622-24; 

1830-89;  1921-27;  1933: 

10.  Page  469;  Q.2628-46: 

11(1).  Page  511;  Q.2840-57: 

11(2).  Page  551;  Q.2981-95: 

14/15.  Pages  714-16;  761-64; 

Q. 3558-66;  3694-700; 
3791-92;  3807-35;  3839-45: 

16.  Pages  873;  878;  Q.4095; 
4231-35;  4258-61: 

17.  Page  912;  Q.4406-18: 

20(2).  Page  1061;  Q.4939-50; 

4958-69: 

21.  Pages  1096-97;  1101; 
1134-35: 

23.  Pages  1234-36: 

App.  Pages  15-16;  29;  62: 

Vol.  1.  Pages  17-18: 

Vol.  2.  Pages  15;  138. 
payment  to  clinical  teachers 
11(2).  Q. 3006-09: 

19(1).  Pages  984-85;  986-88; 

994-95;  Q.4617;  4637-43; 
4646;  4649-52;  4656-57; 
4668: 

19(2).  Page  1013;  Q.4716-19: 

23.  Pages  1270-71;  Q.5512-13: 
Vol.  1.  Pages  80-81: 

Vol.  2.  Pages  13-15. 


Remuneration.  Hospital  dentists  and 
doctors — contd. 

Distinction  awards — contd. 
proposals  for: 

alternative  payments 
1(1).  Page  3;  Q.40: 

7.  Q. 1879-84: 

9.  Page  430;  Q.2237: 

10.  Q. 2639-40: 

11(2).  Q.2991-94: 

14/15.  Pages  714-15;  Q.3808-12; 
3869-82: 

20(1).  Page  1040: 

20(2).  Page  1062;  Q.4993;  5003-17; 
5021-23: 

21.  Page  1097: 

App.  Pages  16;  29;  34. 

extension  of  present  scheme 
19(1).  Pages  988-90;  994-95; 

Q. 4668-85 ; 4689-90: 

19(2).  Q.4786-805: 

20(2).  Page  1061 ; Q.4942-45. 

increase  in  amounts  of  awards 
19(2).  Q.4787: 

23.  Pages  1234-36: 

App.  Page  34. 

introduction  of  higher  grade 
11(1).  Pages  511;  516;  Q.2851-57: 
11(2).  Q.2984: 

14/15.  Q. 3822-26: 

16.  Q.4262-65. 

Domiciliary  fees 
general 

1(1).  Q.35-36: 

1(2).  Pages  32-33;  Q.238-59: 

2.  Q.419: 

9.  Page  419; 

10.  Page  466;  Q.2568-71: 

11(1).  Page  504: 

14/15.  Pages  721;  723;  Q.3783-87: 
16.  Q.4259 : 

20(2).  Page  1060: 

21.  Page  1096;  Q.5069;  5106: 

23.  Pages  1235-36;  Q.5484: 

App.  Pages  3-4;  14;  58: 

Vol.  1.  Pages  19;  84. 
proposals  for  alterations  in  payment  of 
fees 

10.  Q. 2577-84: 

14/15.  Q.3783-85 : 

23.  Pages  1235-36;  1248. 

Earnings  from  private  practice 
14/15.  Pages  724-25; 

16.  Q.4259: 

21.  Pages  1135-36: 

23.  Pages  1232;  1233; 

Q. 5464-66: 

Vol.  1.  Pages  20-21 : 
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Remuneration.  Hospital  dentists  and 
doctors — contd. 

Earnings  from  public  authorities 
Vol.  2.  Pages  39-41 ; 85-91 . 

Exceptional  consultations,  fees  for 
Vol.  1.  Pages  20-21. 

Expenses 

postage  and  telephones 
1(2).  Q.226: 

11(1).  Page  513: 

21.  Pages  1091;  1093; 

Q. 5099-103: 

23.  Pages  1232-33;  1237-38; 

1244-45;  Q.5473-83: 

App.  Pages  3;  57;  58: 

Vol.  1.  Pages  22-23;  82. 

postgraduate  study 
1(2).  Page  32;  Q.226-36: 

2.  Pages  63-64: 

7.  Q.  1904-07 : 

11(1).  Page  513;  Q.2680-91: 

16.  Q.41 74-87: 

21.  Pages  1088-89;  1102-08; 

Q. 5042-43: 

23.  Pages  1233;  1238;  1244-45; 

Q.5473-83: 

App.  Pages  3;  58. 

proposals  for: 

additional  payments 
11(1).  Page  513: 

20(1).  Page  1041;  Q.4897-900: 

21.  Page  1088: 

23.  Pages  1231;  1233: 

App.  Pages  3 ; 57. 

alterations  to  existing  payments 
23.  Pages  1233;  1235; ’1248; 

Q. 5478-84. 

subsistence  allowances 
Vol.  1.  Pages  23;  82. 

travelling  expenses 


1(2). 

Pages  31-32;  Q.  198  226: 

2. 

Pages  63-64: 

9. 

Page  419: 

10. 

Page  466: 

11(1). 

Page  513: 

21. 

Pages  1091;  1093;  1096; 
1131-32;  Q. 5067-69; 
5099-103;  5106: 

23. 

Pages  1232-33;  1235; 
1237-38;  1244-45; 

Q. 5467-83: 

App. 

Pages  1;  14;  57;  58: 

Vol.  1. 

Pages  22-23;  81;  84. 

Lecture 

fees 

App. 

Page  35. 

Remuneration.  Hospital  dentists  and 
doctors— contd. 

Locum  fees 
Vol.  1.  Page  20. 

Part-time  salaries 
calculation  of 
2.  Q.422: 

7.  Q.1903: 

10.  Q.2563-71 : 

14/15.  Page  723;  Q.377S-76: 

21.  Pages  1097-99;  Q.5051-66- 
5106;  5113-15: 

23.  Pages  1233-34: 

App.  Pages  14-15: 

Vol.  1.  Pages  12-15;  75-76;  84-85. 
proposals  Jar  alteration 
23.  Pages  1233-34;  1248-49- 

Vol.  1.  Pages  75-  76. 

Relativities  between  administrative  and 
clinical  posts  (see  also  Distinction 
awards) 

7.  Q.1889: 

14/15.  Page  718;  Q.3869-82: 

20(1).  Pages  1038;  1039-40; 

Q.4845 ; 4851-59;  4870-75- 
4879-81;  4886: 

20(2).  Pages  1061-63;  Q.5022-23- 
Vol.  2.  Page  139. 

Relativities  between  grades 
general 

2.  Page  65 : 

3.  Q, 702 -03 : 

4.  Q. 1057-62: 

5/6.  Q. 1309-10;  1524-33: 

7.  Page  328;  Q.  193.7: 

11(2).  Q.2936-42  ; 2971: 

21.  Pages  1096-97: 

23.  Pages  1237-39;  1242-44; 

Q.5498. 

proposals  for  alteration 
1(1).  Pages  3-4;  Q.106-12: 

7.  Q.1744;  1781: 

10.  Q.2624-25: 

11(1).  Pages  508;  513: 

11(2).  Q.2954; 

17.  Q.4387-89 : 

20(2).  Q.4987-8K: 

App.  Pages  32-34. 

Relativities  between  specialties 
2.  Q. 374— 75: 

7.  Q.  1728-30;  1873-78; 

10.  Q, 2545 -50: 

12/13.  Page  617: 

14/15.  Page  722;  Q.3786-88: 

16.  Q.4262  -64 : 

21.  Page  1135: 

Vol.  2.  Pages  5;  141-43. 
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Remuneration.  Hospital  dentists  and 

DOCTORS — COtltd. 

Relativities  between  whole-time  and 
part-time  staff  (see  also  Income 
Tax) 
general 

1(1).  Q. 35-36;  52-53: 

1(2).  Pages  29-32;  Q.145-46; 
160-62;  165-66;  198-216; 
232-33;  238-59: 

2.  Pages  63-64;  Q.41 8-28; 
435-36: 

4.  Q.l  110-13: 

7.  Q.1894-910: 

9.  Pages  407  ; 419: 

10.  Page  466;  Q.2562-71; 
2585-91: 

11(1).  Pages  504;  505: 

11(2).  Page  536: 

14/15.  Page  723;  Q.3773-86: 

20(2).  Page  1060: 

21.  Pages  1091;  1097-99; 

Q. 5050-1 17;  5127-27A: 

23.  Pages  1232-36;  Q.5467-73: 
App.  Pages  1-2;  3-4;  14-15;  34; 
58-59: 

Vol.  1.  Pages  13;  19;  75-76;  81; 

84-87: 

Vol.  2.  Page  5. 
proposals  for  alteration 
1(1).  Q. 36-39: 

1(2).  Page  31;  Q.192-97: 

10.  Q.2569-71 : 

11(1).  Pages  515-16: 

14/15.  Pages  723-24;  Q.3779-82: 

21.  Page  1096: 

23.  Pages  1248-49: 

Vol.  1.  Page  87: 

Vol.  2.  Page  138. 

Salary  scales 
consultants 

7.  Page  325;  Q.1724-25: 

11(1).  Pages  511-12: 

14/15.  Pages  714-16;  720;  721; 

Q. 3556-66: 

16.  Q.41 26-29: 

21.  Pago  1092: 

23.  Pages  1236;  1246;  Q.5498: 
Vol.  1.  Pages  6-10;  12. 
general  dental  surgeons 
11(1).  Page  515: 

12/13.  Pages  618-19;  633-34; 

Q. 3420-3 1 : 

14/15.  Page  696: 

16.  Page  877. 

general  medical  practitioners  on  the 
staff  of  cottage  hospitals 
Vol.  1.  Pages  16-17. 


Remuneration.  Hospital  dentists  and 
doctors — contd. 

Salary  scales — contd. 
general  medical  practitioner/part- 
time medical  officers  at  con- 
valescent homes 
Vol.  1.  Page  17. 
house  officer  grades 

9.  Page  423;  Q.2257-63: 

10.  Q.2483-91;  2526-33: 

11(1).  Page  502;  Q.2793-805: 

11(2).  Q.2901 ; 2906-09: 

14/15.  Page  765;  Q.3987-88: 

20(2).  Page  1061;  Q.4991-92: 

23.  Page  1246: 

App.  Pages  12;  17-19;  57: 

Vol.  2.  Pages  5-6. 

junior  hospital  medical  officers 
Vol.  1.  Pages  12;  67. 
medical  administrators  and  super- 
intendents 

20(1).  Q.4846-59;  4886: 

20(2).  Q.4995-5002: 

Vol.  1.  Pages  15-16;  79-80. 

proposals  for  alterations  in  scales 
1(1).  Pages  3-4;  Q.106-12: 

7.  Q.1744;  1781: 

9.  Page  430;  Q.2238-44: 

10.  Page  472;  Q.2624-25; 
2654-58: 

11(1).  Pages  502;  503;  508;  513; 
Q.2808: 

11(2).  Pages  536-37;  552-53; 

Q. 2897-904;  2954  ; 2969-71: 
12/13.  Page  624: 

14/15.  Page  716: 

17.  Q.4387-89: 

20(1).  Page  1040;  Q.4876-86: 

20(2).  Pages  1061;  1063; 

Q. 4986-92; 

21.  Pages  1101-02: 

23.  Pages  1236-37;  1239; 

1246-49;  Q.5485-86;  5498: 
App.  Pages  18;  28;  32-34;  35;  38; 
57;  62: 

Vol.  2.  Pages  139;  141. 
registrar  grades 

7.  Page  325;  Q.1743-44;  1928: 
9.  Pages  408;  419;  423: 

10.  Page  467: 

11(1).  Page  512;  Q.2801: 

14/15.  Page  720;  Q.3987-88: 

16.  Q.4124-29 : 

21.  Pages  1089-90; 

23.  Pages  1232;  1242-43;  1246; 

Q.5498-99: 

App.  Pages  12-13. 
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Remuneration.  Hospital  dentists  and 
doctors — contd. 

Salary  scales — contd. 
senior  hospital  dental  and  medical 
officers 


2. 

Pages  64-65 : 

5/6. 

Page  233; 

9. 

Page  408 ; 

21. 

Pages  1083;  1092 

23. 

Pages  1237-38: 

App. 

Pages  13-14: 

Vol.  1. 

Page  11. 

Remuneration.  Regional  Hospital 
Board  medical  staff 
App.  Pages  33;  34: 

Vol.  1.  Pages  30-31. 

Review  machinery  (see  also  Negotiating 
machinery) 

Proposals  for: 

independent  body  to  administer  N.H.S. 

and  review  remuneration 
10.  Page  473 : 

Vol.  2.  Page  119. 
permanent  review  committee 
1(2).  Q.280-86: 

4.  Q. 1080-82: 

7.  Page  327;  Q.1915-18: 

11(1).  Pages  514;  516: 

11(2).  Pages  537;  553;  Q.3010-15: 
12/13.  Q. 3432-34  ; 3453: 

14/15.  Page  770;  Q.4017-22; 
4032-39 : 

16.  Page  873;  Q.4130-35: 

17.  Page  913: 

21.  Page  1100;  Q.5144-60; 

5164-69: 

23.  Pages  1226-27;  Q.5441: 

App.  Pages  63;  75-76: 

Vol.  2.  Page  108. 

Risks  involved  in  practice  of  dentistry 

8.  Page  367: 

12/13.  Pages  591-93;  600;  610; 

615;  Q. 3036-37;  3110-13; 
3118-27;  3132-34: 

14/15.  Page  719: 

22(2).  Page  1186: 

App.  Page  71 : 

Vol.  2.  Pages  108;  110. 

Risks  involved  in  practice  of  medicine 
3.  Page  110;  Q.715-38: 

5/6.  Pages  235-36: 

7.  Pages  323-24;  Q.1679-82: 

9.  Page  424: 

10.  Page  471 : 

11(1).  Page  515: 

11(2).  Pages  551-52: 


Risks  involved  in  practice  of  medicine 
— contd. 

14/15.  Pages  718-19: 

21.  Page  1101: 

Vol.  2.  Page  113. 

Spens  committee  on  the  remuneration 

OP  CONSULTANTS  AND  SPECIALISTS 

2.  Pages  62-63: 

4.  Q.917-23: 

5/6.  Pages  220-21;  Q.1519-44- 

7.  Q.  1723-24;  1730;  1778-79: 
11(1).  Page  500;  Q.2723-26: 

11(2).  Q. 2876-83;  2906-07: 

14/15.  Pages  696-97;  712;  713-14- 

715;  723;  757-59;  761;  ’ 

Q.3466-72;  3553-66; 
3814-19;  3824-26;  3834-55- 
16.  Q.4060-74;  4089-94; 

4108-09: 

21.  Pages  1093;  1101;  Q.5099; 
5104: 

23.  Pages  1240  41:  Q.5473-83- 
5498-99: 

App.  Page  9: 

Vol.  1.  Pages  6-10;  12-13;  17-18; 
22-23;  74;  76: 

Spens  committee  on  the  remuneration 
of  general  dental  practitioners 

8.  Pages  366-67  ; 370; 

Q.  1978-89;  2005  ; 2150-57: 
12/13.  Pages  599- 601;  601-03;  617; 
622-23;  627  28;  633; 
Q.3115-17;  3150-65; 
3167-228;  3298;  3322-34: 
14/15.  Pages  696-97;  757;  759-61- 
Q, 3466-70  ; 3567  -91: 

App.  Pages  71-73;  74: 

Vol.  1.  Pages  10;  50-52. 

Spens  committee  on  remuneration  of 

GENERAL  PRACTITIONERS 

3.  Pages  102  -05;  0-556-59; 

575: 

5/6.  Q.  11 30  267:  1333-36; 

1423-29;  143846;  1544; 

1555-58: 

9.  Page  397: 

14/15.  Pages  696-98;  757-59; 

Q.3466-72;  3473-507;  3610; 
3894- 901;  3931: 

App.  Pages  40-41 ; 

Vol.  1.  Pages  37-40. 

Statistics 

Compulsory  arbitration  limits 
14/15.  Page  787. 
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Statistics— contd. 

Cost  of  living  indices 
5/6.  Page  223: 

8.  Page  371: 

12/13.  Page  630. 

Migration 

14/15.  Pages  731;  732: 

23.  Pages  1295-96. 

Mortality  rates 
5/6.  Pages  236;  237: 

12/13.  Page  592. 

National  income  and  expenditure 
5/6.  Page  224: 

12/13.  Page  630. 

Numbers  of: 

appeals  against  withdrawal  of  consent 
to  employment  of  assistants 
Vol.  2.  Page  130. 

applications  for  certificates  in  respect 
of  partnership  agreements 
22(1).  Page  1169: 

Vol.  2.  Page  132. 

applications  for  hospital  appoint- 
ments 

21.  Pages  1112-1130: 

23.  Page  1262. 

applications  for  inclusion  in 
Kxecutive  Councils'  medical  lists 
22(1).  Page  1164;  1168;  1180: 
22(2).  Pages  1188-1193: 

Vol.  2.  Pages  121 ; 134. 
cases  per  dentist  per  annum 
14/15.  Page  706. 

Civil  Service  medical  officers 
14/15.  Page  781. 

courses  of  dental  treatment 
12/13.  Page  612: 

14/15.  Page  706: 

Vol.  1.  Page  49: 

Vol.  2.  Page  47. 

dentists 

Vol.  1.  Page  2. 
doctors 

11(2).  Pages  539;  542: 

App.  Page  44: 

Vol.  1.  Page  2. 
distinction  awards 
Vol.  1.  Page  18: 

Vol.  2.  Page  141. 

domiciliary  visits 
App.  Pages  3-4: 

Vol.  1.  Page  19. 


Statistics — contd. 

Numbers  of : 

general  dental  practitioners  (including 
assistants) 

12/13.  Page  612: 

14/15.  Page  706: 

22(2).  Pages  1199-200: 

Vol.  1.  Pages  49;  56;  99: 

Vol.  2.  Page  120. 

general  medical  practitioners  (in- 
cluding assistants) 

14/15.  Page  727: 

22(1).  Page  1169: 

22(2).  Pages  1186-87;  1194-95; 
1216: 

23.  Pages  1291-92: 

App.  Pages  44;  47;  49-53: 

Vol.  1.  Pages  33;  46;  96-98: 

Vol.  2.  Pages  120;  121;  134. 

health  centre  dentists 
12/13.  Page  616: 

Vol.  1.  Page  55. 

hospital  beds 
14/15.  Pages  707;  709: 

17.  Page  919: 

20(1).  Page  1044: 

App.  Pages  29-30. 
hospital  dental  and  medical  staff 
10.  Page  465: 

14/15.  Pages 703 ; 708;  712;  716-17 
17.  Pages  914-15;  918-19: 

21.  Pages  1112-30;  1133-34: 

23.  Pages  1230;  1239;  1242; 

1255-57;  1259-60;  1262: 
App.  Pages  4-6;  17;  29-30;  76: 
Vol.  1.  Pages  3-5;  16-17;  19;  28-29; 
64-65  ; 86;  90  (page  facing); 
91-93. 

hospital  patients 
14/15.  Pages  703;  707;  709: 

17.  Page  919: 

App.  Page  30. 
industrial  medical  officers 
Vol.  2.  Pages  7-8. 
local  authority  dental  and  medical 
officers 

18(1).  Page  941: 

Vol.  2.  Page  49. 

members  of  “ other  professions  ” 
14/15.  Pages  774-75;  777-79. 
ophthalmic  medical  practitioners 
Vol.  1.  Page  47. 
part-time  sessions 
14/15.  Page  710: 

23.  Page  1242: 

App.  Page  30: 

Vol.  1.  Pages  5;  86;  90. 
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Statistics — contd. 

Numbers  of : 

patients  on  lists  of  general  medical 
practitioners 
14/15.  Pages  701;  729: 

22(2).  Pages  1188-89: 

App.  Pages  44;  50: 

Vol.  1.  Page  97 : 

Vol.  2.  Pages  120;  123. 

regional  hospital  board  medical 
officers 

Vol.  1.  Page  30. 

university  students 
11(2).  Page  538: 

12/13.  Page  596: 

14/15.  Pages  700;  767: 

Vol.  1.  Page  90: 

Vol.  2.  Pages  98;  154. 

university  teachers 
Vol.  2.  Pages  151-52. 
vacancies  in  general  medical  practice 
22(1).  Page  1168: 

22(2).  Pages  1188-89: 

Vol.  2.  Pages  121;  134. 
vacancies  for  hospital  appointments 
17.  Pages  918—19: 

21.  Pages  1111-30: 

23.  Pages  1242;  1256  (page 

facing)-!  258;  1262. 

Remuneration 

Armed  Forces  dental  and  medical 
officers 

14/15.  Page  738. 

Civil  Service  medical  officers 
14/15.  Pages  773;  781. 

“ connected  occupations  ” 

Vol.  1.  Pages  63;  100  (pages  facing- 
sections  3 and  4)-103. 
general  dental  practitioners 

8.  Pages  368-69 : 

12/13.  Pages  599;  605;  609;  611; 

614;  632: 

22(2).  Page  1201 : 

Vol.  1.  Pages  49;  55. 
general  medical  practitioners 
5/6.  Pages  244-46  ; 254: 

9.  Pages  401;  422: 

14/15.  Pages  726-27: 

22(2).  Pages  1186-87;  1196: 

App.  Pages  41;  46;  47;  51-53: 
Vol.  1.  Pages  33-36;  40-46  ; 98; 

Vol.  2.  Pages  120-21. 

health  centre  dentists 
12/13.  Page  616: 

Vol.  1.  Page  55. 


Statistics — contd. 

Remuneration — contd. 
hospital  dental  and  medical  staff 
21.  Page  1102: 

23.  Pages  1248;  1250;  1251; 

1261;  1263: 

App.  Page  2: 

Vol.  1.  Pages 4;  12-14;  18;  20;  21; 

27;  66-67;  72;  78-80. 
industrial  medical  officers 
Vol.  2.  Pages  9-12. 
local  authority  dental  and  medical 
officers 

12/13.  Page  620: 

18(1).  Pages  941-42  ; 950: 

18(2).  Page  971: 

23.  Pages  1276-77: 

Vol.  2.  Pages  61-70. 

“ other  professions  " 

12/13.  Page  631: 

14/15.  Pages  741;  755-56;  772-79: 
18(2).  Pages  971-72: 

Vol.  1.  Pages  63;  100  (pages  facing- 
sections  1 and  2);  104-08: 
Vol.  2.  Pages  61-70. 
regional  hospital  board  medical 
officers 

Vol.  I.  Pages  94-95. 
research  establishment  doctors 
19(1).  Pages  991;  993. 
university  teachers 
14/15.  Pages  739-40: 

19(1).  Pages  991;  993: 

19(2).  Pages  1011-12: 

Vol.  2.  Pages  147;  150;  153. 
Training  grants 
14/15.  Page  767. 

Superannuation.  General,  dental 
PRACTITIONERS 
12/13.  Q.3392-99: 

Vol.  1.  Pages  57-58;  61. 

Superannuation.  General  medical 
practitioners 
5/6.  Page  228: 

21.  Page  1099: 

22(2).  Page  1183: 

Vol.  1.  Pages  57-58;  59-61. 

Superannuation.  Hospital  dental 

AND  MEDICAL  STAFF 
1(1).  Page  4;  Q.82  89: 

5/6.  Page  228; 

11(1).  Page  512;  0-2857-58: 

11(2).  Q.2994  -99  ; 3024-28: 

21.  Page  1099;  Q.5076-77;  5142: 
23.  Page  1236: 

App.  Page  59: 

Vol.  1.  Pages  23-24  ; 57-  59;  62. 
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Training  and  study.  Dentists 
Postgraduate 
12/13.  Pages  594-95: 

14/15.  Page  705: 

16.  Q.4255. 

Undergraduate 
1(1).  Page  4: 

8.  Page  367;  Q.2 158-70: 
12/13.  Pages  586-90;  615; 

Q. 3041 -68: 

14/15.  Pages  719;  765-67; 

Q. 3701-02: 

16.  Page  875 : 

Vol.  1.  Page  3: 

Vol.  2.  Pages  4;  100. 


Training  and  study.  Doctors 
Postgraduate 
1(2).  Q.226-3 1 : 

2.  Q. 333-36: 

5/6.  Pages  239-40: 

7.  Page  323;  Q.  1684-85; 

1717-22;  1753-55: 

9.  Pages  424  ; 432;  434: 

10.  Page  471;  Q.2514-17; 

2524-25;  2528-41: 

11(1).  Pages  507-08;  513; 

Q.2680-91 ; 2805: 

11(2).  Pages  552;  575;  Q.2888; 
2947-50: 

14/15.  Page  720;  Q.3854-58: 

16.  Page  870;  Q.4 175-78; 
4211-14: 

17.  Pages  910-11;  Q.4309-16: 


Training  and  study.  Doctors— contd. 
Postgraduate — contd. 

20(1).  Page  1039;  Q.4834-35; 
4842-44: 

21.  Pages  1086-90;  1133: 

22(1).  Q. 5204-08;  5216: 

22(2).  Pages  1184;  1185;  1197-98; 

Q. 5395-401 ; 5407: 

23.  Pages  1230-31;  1289-90; 

Q. 5449-50;  5458-63: 

App.  Pages  9;  21;  32;  39-40  ; 48; 
55: 

Vol.  1.  Pages  25-26: 

Vol.  2.  Pages  111;  112;  120; 

123-24;  134;  137;  139;  140; 
141. 


Undergraduate 


1(1). 

Q. 120-22: 

2. 

Page  59;  Q.297-301; 
314-23: 

5/6. 

Pages  226-27: 

7. 

Page  323;  Q.1659-66: 

10. 

Pages  463;  464;  471; 

11(1). 

Q.2449-59 ; 2474-77: 

Pages  500-02;  513; 

Q.2744;  2756-59;  2762-72: 
Pages  535;  540-41; 
Q.2885-93 ; 

Pages  718;  765-67; 

11(2). 

14/15. 

Q. 3701-02: 

16. 

Q.4141 : 

21. 

Pages  1086;  1101;  Q.5040: 

23. 

Pages  1287-88: 

App. 

Pages  7-9 ; 54-57 : 

Vol.  1. 

Page  2. 
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